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For  peptic  ulcer 
gastric  iiyperacidity 
and  gastritis... 

In  year-long  study  on 
peptic-ulcer  patients 

New 
Creamalin 

Antacid  Tablets 

". . .  faster  in  onset 
of  action . . .  and  for 
a  longer  period'"' 


"Clinical  studies  in  85  patients  with  duodenal  ulcer 
...confirmed  the  superiority  of  the  new  preparation 
(new  Creamalin]  over  standard  aluminum  hydroxide 
preparations,  in  that  prompt  relief  was  achieved  and 
maintained  throughout  the  period  of  observation."* 

Patients  were  followed  for  about  one  year. 

New  Creamalin  promotes  ulcer  healing,  permits  less 
frequent  feedings  because  it  is  so  long-acting.  Heart- 
burn  and   epigastric  distress   were  ".  .  .  easily  and 

adequately  controlled "*  New  Creamalin  has  the 

therapeutic  advantage  of  a  liquid  antacid  with  the 
convenience  of  a  palatable  tablet.  It  does  not  cause 
constipation. 

Each  new  Creamalin  tablet  contains  320  mg.  of  spe- 
cially processed  highly  reactive  dried  aluminum  gel 
(stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  offer  a  vastly  increased 
surface  area. 

Dosage:  Gastric  hyperacidity— from  2  to  4  tablets  as  needed. 
Peptic*ulcer  or  gastritis— from  2  to  4  tablets  every  two  to  four 
hours.  How  Supplied:  Bottles  of  50,  100,  200  and  1000. 

Now  also  available- New  Creamalin  Improved  Formula  Liquid. 
Pleasant  mint  flavor  — creamy  pink  color.  Stabilized  reactive 
aluminum  and  magnesium  hydroxide  gel  (1  teaspoon  equals 
1  tablet).  Bottles  of  8  and  16  fl.  oz. 

Creamalin,  trademark  vee.  U.S.  Pat.  OfT. 

'Schwartz,  I.  R.: 

Current  Therap.  Res.  3;29,  Feb.,  1901. 
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Tne  Merit  or  Emergency  Tiroracotomy  in  tne  Management 

or  Stat)  Wounds  or  tne  Heart 


Paul  W.  Sanger,  M.D. 
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Frederick  H.  Taylor,  M.D. 
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Francis  Robicsek,  M.D. 
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The  clinical  course  of  a  patient  sustaining 
a  stab  wound  of  the  heart  is  determined 
mainly  by  the  location  and  extent  of  the 
cardiac  injuiy  and  whether  or  not  a  trau- 
matic pericardiopleural  communication  has 
been  established.  Depending  on  these  fac- 
tors, acute  circulatory  collapse  may  develop 
because  of  injury  of  the  vital  structures  of 
the  heart,  exsanguination  or  cardiac  tam- 
ponade. 

Injury  of  the  vital  cardiac  structures, — 
that  is,  coronary  arteries,  valves,  and  so 
forth — rarely  creates  a  therapeutic  problem 
because  these  patients  usually  succumb  be- 
fore reaching  the  hospital.  The  acute  prob- 
lems of  surgical  management  are  concen- 
trated around  two  common  sequelae  of  the 
penetrating  heart  injury:  bleeding  and  car- 
diac tamponade. 

Larryi,  in  1829,  was  the  first  to  use  peri- 
cardial aspiration  as  definitive  treatment 
for  cardiac  wounds.  Pericardiocentesis  still 
has  a  well  recognized  therapeutic  value  and 
has  remained  the  treatment  of  choice  for 
some  surgeons--".  On  the  other  hand,  the  ad- 
vocates of  more  radical  treatment  headed 
by  Rehn',  who  in  1896  performed  the  first 
such  operation  with  success,  find  pericardial 
aspiration  to  be  inferior  to  an  immediate 
thoracotomy  and  suture  of  the  cardiac 
wound*-^". 


T^rom  the  Department  of  Thoracic  and  Cardiovascular 
Surgery,  Charlotte  Memorial  Hospital,  Charlotte,  North 
Carolina. 

This  work  was  supported  by  grants  by  the  John  A. 
Hartford    Medical   Research   Foundation. 


In  this  paper  we  present  8  cases  of  pene- 
trating heart  injury  which  were  treated  dur- 
ing the  last  two  years  by  the  radical  ap- 
proach. The  average  time  of  hospitalization 
was  10  days,  and  there  were  no  deaths. 

Case  Reports 

Case  1:  Our  first  patient  was  a  26  year  old  white 
male  who  had  been  stabbed  in  the  left  fourth 
interspace  in  the  midclavicular  line  with  large 
household  scissors.  On  admission  he  was  in  shock 
with  a  blood  pressure  of  60/40,  and  a  pulse  of 
144.  There  were  no  signs  of  pericardial  tampon- 
ade. Blood  transfusion  was  started  on  the  way 
to  the  operating  room.  Thoracotomy  revealed  a 
large  amount  of  blood  in  the  pleural  and  peri- 
cardial cavities.  There  was  a  laceration  on  the 
anterior  wall  of  the  right  ventricle  approximate- 
ly 1.5  cm.  long,  which  was  sutured  without  diffi- 
culty. The  patient  had  a  satisfactory  postopera- 
tive course  and  was  discharged  eight  days  fol- 
lowing admission. 

Case  2:  This  patient,  a  26  year  old  Negro  man, 
was  admitted  to  the  hospital  shortly  after  he  was 
stabbed  in  the  left  precordial  area  with  a  stiletto 
knife.  His  blood  pressure  was  not  measurable; 
heart  sounds  were  distant.  Infusion  of  dextran 
and  blood  improved  his  condition  somewhat,  and 
he  was  transferred  to  the  operating  room,  where 
an  immediate  thoracotomy  was  done.  After  the 
evacuation  of  a  large  amount  of  blood  from  the 
pleural  and  pericardial  cavities,  a  profusely 
bleeding  laceration  2  cm.  long  was  found  close 
to  the  apex  of  the  heart.  This  lesion  was  closed 
with  interrupted  silk  sutures.  Seventeen  units  of 
blood  were  used  in  the  course  of  the  operation. 
The  patient  had  an  uneventful  postoperative 
course  and  left  the  hospital  10  days  after  surgery. 

This  patient  subsequently  developed  a  systolic 
mtirmur  and  gradual  heart  enlargement,  which 


43837 


NORTH   CAROLINA   MEDICAL  .lOCRXAL 


January, 


1964  \ 


proved  to  be  caused  by  a  traumatic  ventricular 
septal  defect,  evidently  resulting  from  the  stab 
wound.  This  defect  was  later  repaired  b>-  the  use 
of  cardiopulmonary  bypass. 

Case  3:  A  21  year  old  Negro  man  was  admitted 
in  severe  shock  from  stab  wounds  of  the  chest 
and  abdominal  wall.  His  condition  improved 
temporarily  following  massive  infusion  of  dex- 
tran  and  blood;  2.50-300  ml.  of  blood  were  removed 
by  pericardiocentesis,  after  which  the  blood  pres- 
sure rose  to  100/80.  The  patient  was  transferred 
to  the  operating  room  and  a  thoracotomy  was 
done.  An  actively  bleeding  laceration  was  found 
in  the  left  ventricle,  close  to  the  anterior  descend- 
ing branch  of  the  left  coronary  artery.  This  lesion 
was  closed  with  interrupted  sutures.  The  patient 
had  a  smooth  postoperati\'e  course  and  was  dis- 
charged nine  days  after  admission. 

Cajsc  4:  A  26  year  old  Negro  man  had  a  stall 
wound  in  the  left  fourth  interspace,  just  lateral 
to  the  sternal  edge.  On  admission  the  blood  pres- 
sure was  not  measurable;  heart  sounds  were 
faint.  Thoracentesis  and  pericardiocentesis  yield- 
ed no  blood.  Infusion  of  dextran  and  blood  trans- 
fusion failed  to  improve  his  condition.  A  thoraco- 
tomy was  done  immediately,  revealing  a  tense 
and  bulging  pericardium  containing  large  blood 
clots.  The  pericardial  rent  was  small  and  sealed 
off,  preventing  the  blood  from  escaping  into 
the  pleural  cavity.  There  was  a  bleeding  stab 
wound  2  cm.  in  length  at  the  outflow  tract  of  the 
right  ventricle.  This  vent  was  closed  by  inter- 
rupted silk  sutures.  The  patient  made  a  good 
recovery  and  left  the  hospital  10  days  after  his 
admission. 

Case  5:  A  35  year  old  Negro  man  \\-ith  a  stab 
wound  in  the  left  seventh  interspace  in  the  mid- 
clavicular line  was  suspected  of  having  a  thoraco- 
abdominal injury.  He  showed  no  signs  of  cardiac 
tamponade,  and  the  vital  signs  were  satisfactory 
at  the  time  of  his  admission.  An  exploratory 
thoracotomy  was  done,  revealing  a  rent  in  the 
diaphragm  and  the  pericardium.  There  was  also 
an  actively  bleeding  wound  approximately  O.S 
cm.  long  on  the  left  ventricle,  which  was  sutured. 
No  intraabdominal  injury  was  found.  The  patient 
left  the  hospital  seven  days  after  surgery. 

Case  6:  A  16  year  old  youth,  in  deep  shock, 
was  found  to  have  a  stab  wound  just  below  the 
nipple  in  the  left  fourth  interspace.  His  condi- 
tion failed  to  improve  in  spite  of  pericardiocen- 
tesis and  massive  blood  transfusion.  On  his  waj- 
to  the  operating  room  cardiac  arrest  developed. 
External  cardiac  massage  was  maintained  until 
he  was  moved  to  the  operating  area,  where  a 
non-sterile  thoracotomy  was  done.  A  large 
amount  of  blood  was  evacuated  from  the  pleural 
and  pericardial  cavities.  The  bleeding,  which 
came  from  a  tear  in  the  right  ventricle  approxi- 
mately 2   cm.  long,   was  staunched  by  the  non- 


sterile  index  finger  of  the  operator,  while  the 
other  hand  was  used  for  heart  massage.  After 
forceful  heart-beat  had  been  established,  the  hole 
in  the  right  ventricle  was  sutured  and  the  sur- 
gical incision  closed.  The  patient  recovered  un- 
eventfully and  left  the  hospital  19  days  after  ad- 
mission. 

('as»-  7:  A  3.5  year  old  white  man  with  a  stall 
wound  in  the  left  side  of  the  chest  was  in  shock 
and  se\'ere  respiratory  distress.  Shortly  after  ad- 
mission he  underwent  a  thoracotomy,  which  re- 
\'ealed  a  laceration  in  the  lower  lobe  of  the  left 
lung  causing  tension  pneumothorax  and  profuse 
bleeding  from  the  punctured  left  atrium.  Both 
injuries  were  repaired  without  difficulty.  The  pa- 
tient made  a  satisfactory  recovery  and  left  the 
hospital  10  days  following  admission. 

Case  8:  A  39  year  old  white  man  was  admitted 
to  the  hospital  because  of  a  stalj  wound  on  tlic 
left  side  of  the  chest.  The  entry  was  in  the  left 
third  interspace,  just  lateral  to  the  sternum.  The 
Ijlood  pressure  was  70/50,  the  pulse  rate  140  per 
minute.  The  clinical  picture  of  cardiac  tamponade 
was  not  present.  A  thoracotomy  was  done  imme- 
diately. There  was  a  large  amount  of  blood  in 
the  pleural  cavity.  The  heart  was  beating  weak- 
ly. A  significant  amount  of  clotted  blood  was 
present  in  the  pericardium.  Once  the  clot  was  I'e- 
moved,  a  2  cm.  laceration  was  found  at  the  origin 
of  the  pulmonary  artery.  This  rent  was  closed 
with  interrupted  sutures  and  reinforced  with 
Teflon  cloth.  The  heart-beat  became  forceful  im- 
mediately. He  had  a  smooth  postoperative  course 
and  left  the  hospital  ten  days  after  his  arrival. 

Discussion 

Eight  patients  wilh  stab  wounds  of  the 
heart  were  admitted  during  the  past  two 
years  to  the  Thoracic  Service  of  the  Char- 
lotte Memorial  Hospital.  Thej'  were  all 
males,  5  Negro  and  3  white,  aged  from  16 
to  39  years.  Interestingly  enough,  G  of  the 
8  were  stabbed  by  their  wives,  5  in  the  kit- 
chen with  a  household  kiiife,  one  with  scis- 
sors while  he  was  asleep  in  his  bed. 

Seven  patients  were  in  shock  at  the  time 
of  admission.  They  were  all  treated  with  in- 
fusions of  dextran  followed  by  blood  trans- 
fusions. Vasopressors  were  also  used,  when 
needed  to  maintain  vascular  tonus.  The 
therapeutic  ^■alue  of  these  measures  was 
well  demonstrated  by  Cooley  and  others'^ 

Three  of  the  patients  had  signs  of  cardiac 
tamponade.  Only  one  of  them  improved  dra- 
matically following  pericardiocentesis. 

All  the  patients  underwent  exploratory 
thoracotomv.  Seven  were  found  to  have  300 
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STAB  WOUND  OF  THE  HEART— SANGER  AND  OTHERS 


Fig.  1.  The  localiziition  of  tho  cardiac  wounds 
of  the  patients  presented. 

to  1500  ml.  of  blood  in  the  pleural  cavity. 
The  amount  of  blood  in  the  pericardium  va- 
ried from  50  to  500  ml.  Acti\'e  bleeding  was 
present  in  6  cases.  The  site  of  cardiac 
wounds  as  well  as  the  associated  injuries  are 
schematically  shown  in  figures  1  and  2. 

The  operations  did  not  take  more  than  30 
to  45  minutes.  The  chest  was  opened  an- 
teriorly in  the  left  fourth  or  fifth  interspace 
under  light  endotracheal  ether-oxygen  anes- 
thesia. In  3  of  the  patients,  who  were  uncon- 
scious, no  anesthetic  agent  was  given.  The 
localization  of  the  bleeding  did  not  create 
a  problem.  Initial  hemostasis  was  achieved 
by  finger  pressure  upon  the  cardiac  wound. 
Traction  sutures  were  then  placed  on  either 
side  of  the  compressing  finger,  and  while  the 
assistant  controlled  the  bleeding  by  crossing 
the  traction  sutures,  the  surgeon  sutured 
the  laceration.  The  pericadium  was  left  open 
and  the  chest  was  drained  through  a  water- 
sealed  intercostal  catheter. 

In  one  patient  the  penetrating  knife  cre- 
ated a  permanent  traumatic  communication 
between  the  t'wo  ventricles.  A  similar  case 


has  been  reported  by  Beall  and  associates'-. 
At  the  time  of  the  emergency  operation  the 
procedure  was  limited  to  closure  of  the  ex- 
ternal wound  of  the  heart,  and  the  defect 
was  closed  later  under  elective  circum- 
stances. 

Considering  the  nature  of  the  injury  and 
the  serious  condition  these  patients  were  in, 
it  is  noteworthy  that  all  of  them  recovered. 
In  our  opinion  this  was  due  to  the  following 
factors: 

1.  The  youth  and,  except  for  their  in- 
juries, general  good  health  of  the  patients. 
One  may  suppose  that  persons  with  similar 
injuries  but  in  worse  general  condition  may 
have  died  at  the  scene  of  the  mishap. 

2.  The  24-hour-a-day  emergency  alertness 
of  the  hospital  house  staff,  operating  room, 
and  anesthesia  facilities. 

3.  Intensive  supportive  therapj'  consisting 
of  blood  replacement  and  other  measures  to 
combat  shock,  pericardio-  and  pleuro-cente- 
sis  for  the  temporar}'  relief  of  cardiac  tam- 
ponade, tension  liemo-  and  pneumo-thorax. 
It  is  emphasized,  however,  that  these  meas- 
ures were  done  "on  the  way  to  the  operating 
room"  or  on  the  operating  table,  and  were 
in  no  way  intended  to  replace  surgical  treat- 
ment. 


.W>.^</. 


Fig.  2.  The  possible  mechanism  of  tlie  develop- 
ment of  traumatic  interventricular  septal  defect 
in  Case  Xo.  2. 
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4.  The  application  of  the  principle  that 
perforating  thoracic  injuries  represent  an 
acute  surgical  emergency  and  patients  sus- 
pected of  having  penetrating  cardiac  injur}' 
should  undergo  an  explorative  thoracotomy 
without  delay. 

Though  this  series  is  too  small  to  allow 
a  final  conclusion,  it  seems  that  an  active 
surgical  approach  offers  the  best  results  in 
the  management  of  perforating  cardiac 
wounds.  Surgical  exploration  not  only  re- 
lieves the  cardiac  tamponade,  but  eliminates 
the  source  of  the  bleeding,  allows  the  effec- 
tive handling  of  associated  injuries,  and  pro- 
vides adequate  drainage  of  both  the  pericar- 
dial and  pleural  cavities,  thus  decreasing  the 
danger  of  late  complications  "■'^^.  It  is  our 
opinion  that  pericardiocentesis  as  definitive 
therapy  for  stab  wounds  of  the  heart  should 
be  reserved  for  situations  where  facilities  for 
performing  chest  surgery  are  unavailable. 

Summary 

Experience  in  the  management  of  stab 
wounds  of  the  heart  during  a  two-year  pe- 
riod are  presented.  Eight  cases  treated  sur- 
gically during  the  past  two  years  are  pre- 
sented in  detail;  all  were  treated  by  emerg- 
ency thoracotomy  and  intensive  supportive 
therapy.  There  were  no  deaths  in  this  series, 
and  the  average  time  of  hospitalization  was 
10  days. 

References 

1.     Larrey,    D.    J.;    Clin.    chir.    2:    203,    1829.    quoted    by 
Cooley,  and  others   (See  reference  11). 


in. 


Blnlofk.  A..  Ravitch,  M.  M. :  A  Consideration  of  the 
Nonoperative  Treatment  of  Cardiac  Tamponade  Re- 
sidting  from  Wounds  of  the  Heart.  Surgery  52:  330- 
339   (Aug.)    19(J2. 

Elliin.  D.  C.  and  Campbell,  R.  E.:  Cardiac  Tam- 
ponade: Treatment  by  Aspiration,  Ann.  Surg.  133: 
G23-62S    (May)    1951. 

Jordan,  W.  C,  Logan,  W.  D.,  Jr.,  and  Soracco,  M.  D.; 
Peneti-ating  Cardiac  Injuries,  Bull.  Emory  Univ.  Clin. 
2:    100-106    (April)    1963. 

Menedez.  C.  V.:  Stab  Wounds  of  the  Heart  and 
Pericardimn  Producing  Acute  Cardiac  Ta)nponade. 
Treated  by  Aspiration  of  the  Pericardium:  Report  of 
Cases.  Amer.  Surg.  18:  66-77  (Jan.)  1952. 
KlUan.  W.:  The  Surgical  Repair  of  Injuries  of  the 
Heart,  J.  Int.  Coll.  Surg.  37:  323-342  (April)  1.962. 
Rehn,  L. :  Ueber  penetirende  Herzwunden  und  Her- 
z\alt.  Arch,  klin.  Chir.  55:   325,  1897,  cited  by  Cooley, 

D.  A.,  and  others  (See  reference  11). 

Bhiinberg.  N.  A.:   Wounds  of  the  Heart,  Brit.  J.  Surg. 

47:    r,i;7-(i77    (May)    1960. 

Maynard.  A.   D..  Cordice,  J.  W.  V.,  Jr.,  and  Naclerio, 

E.  A.:  Penetrating  Wounds  of  the  Heart:  Report 
of  81  Cases.  Surg.  Gynec.  Obstet,  94:  605-618  (May) 
1952. 

Wilkinson,  A.  H..  .Jr..  Buttram,  T.  L.:  Reid,  W.  A., 
and  Howard,  J.  M.:  Cardiac  Injuries:  An  Evaluation 
of  the  Immediate  and  Long  Range  Results  of  Treat- 
ment, Ann.  Surg.  147:  347-352  (March)  1958. 
Cooley.  D.  A..  Dunn,  J.  R.,  Brockman.  H.  L.,  and 
DeBakey,  M.  E.:  Treatment  of  Penetrating  Wounds 
of  the  Heart:  Experimental  and  Clinical  Observations, 
Surgery  37:  882-880   (June)   1955. 

(a)  Beall,  A,  C,  Jr.,  Ochsner,  J.  L.,  Morris.  G.  C,  Jr., 
Coley,  D.  A.,  and  DeBakey,  M.  E.:  Penetrating 
Wounds  of  the  Heart,  J.  Trauma  1:  195-207  (March) 
1961.  (b)  Beall,  A.  C,  Jr.,  Morris.  G.  C,  Jr.,  and 
Cooley,  D.  A.:  Temporary  Cardiopulmonary  Bypass 
in  the  Management  of  Penetrating  Wounds  of  the 
Heart,  Surgery  52:  330-337  (Aug.)  1962. 
Ehrenhaft.  J.  L.,  and  Taber,  R.  E.:  Hemopericardium 
and  Constrictive  Pericarditis,  J.  Thor.  Surg.  24:  355- 
368   (Oct.)   1952. 

McKusick,  V.  A.,  Kay,  J.  H.,  and  Isaacs,  J.  P.:  Con- 
strictive Pericarditis  Following  Hemopericardium, 
Ann.  Surg.  142:  97-103  (July)  1955. 
Vonberg,  V.  J.,  and  others:  Ten  Years'  E.xperience 
with  Penetrating  Injuries  of  the  Heart,  J.  Trauma  1: 
186-194   (March)    1961. 


THREAT  TO  NEW  DRUG  RESEARCH 

It  has  been  the  experience  of  my  company  that  the  cost  of  develop- 
ment of  a  new  drug  for  marketing  is  approximately  five  million  dollars, 
I  might  add  that  the  cost  of  other  major  pharmaceutical  houses  is  about 
the  same  as  ours.  If  it  is  made  more  difficult  and  more  costly  to  bring 
new  drugs  to  market  because  of  added  red  tape  and  restrictions — if  a  new 
drug  can  be  barred  because  of  conflicting  views,  honestly  held  but  in- 
volving subjective  judgments  on  its  effectiveness — research  is  seriously 
threatened  and  indeed  may  be  effectively  foreclosed  in  the  case  of  drugs 
for  serious  diseases  which  are  not  highly  prevalent.  It  is  vitally  important 
that  development  of  new  products  of  potential  public  significance  not  be 
shut  off  for  such  reasons,  for  the  result  will  be  to  hamper  seriously  prog- 
ress in  the  conquest  of  disease  and  the  prolongation  of  life. — Theodore  G. 
Klumpp,  M,D,,  President,  Winthrop  Laboratories,  to  House  Interstate  and 
Foreign  Commerce  Committee,  August  20,  1962. 
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Veterinary  ContriDutions  to  Rural  Healtn 

Martin  P.   Hines,  D.V.M.,  M.P.H.** 
Raleigh 


In  1961  twenty  public  health  workers  met 
at  Cornell  University  in  the  first  of  a  series 
of  conferences  sponsored  by  the  Joint  Com- 
mittee on  Education  for  Public  Health.  Most 
of  the  subdivisions  of  the  public  health  field 
were  represented.  The  task  of  the  discussion 
group  was  to  exchange  thoughts  on: 

1.  Progress  in  public  health  since  1911 

2.  Where  we  stand  today 

3.  Our  probable  future  course 

4.  Changes  required  in  education  for  pub- 
lic health  practice. 

All  the  above  topics  were  discussed  in 
terms  of  the  needs  of  the  public,  the  compe- 
tence of  professionally  trained  personnel, 
the  changing  demands  on  health  agencies, 
and  the  interrelationship  of  the  many  pro- 
fessional disciplines  which  contribute  di- 
rectly and  indirectly  to  the  protection  and 
promotion  of  public  health.  One  of  the  par- 
ticipants. Dr.  James  M.  Mackintosh  of  Lon- 
don, commented  that  historically  public 
health,  in  its  early  days,  was  closely  related 
to  poverty,  which  in  many  ways  remains  the 
source  of  public  health  problems.  Not  so, 
retorted  Dr.  Lester  Breslow  of  California, 
another  participant  who  declared  that  things 
are  quite  different  today,  with  opulence  con- 
stituting our  major  problem.  Obesity,  alco- 
hol, transport,  and  atmospheric  pollution 
were  cited  by  Dr.  Breslow  as  problems  fol- 
lowing the  shift  of  more  and  more  people 
from  the  lower  to  higher  economic  classes 
in  this  country. 

What  does  this  have  to  do  with  veterinary 
medicine?  I  think  there  is  a  challenge  at 
both  extremes.  The  veterinary  profession 
has  always  been  concerned  with  hunger  and 
poverty  as  it  attempted  to  provide  a  healthy, 
disease-free  livestock  economy  to  feed  a 
hungry,  new  nation.  As  civilization  ad- 
vanced, veterinary  medicine  assumed  many 

Presented  before  Health  Officers  Section  and  Conference 
of  Public  Health  Veterinarians,  American  Public  Health 
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new  roles  and  responsibilities  in  such  fields 
as  chronic  disease  research,  radiologic 
health  and  space  medicine,  and  has  contin- 
ued to  carry  out  its  original  purpose  and  ob- 
jective of  protecting  the  health  of  the  live- 
stock industry. 

Responsibilities  to  Society 

Dr.  W.  R.  Pritchard,  Dean,  School  of  Vet- 
erinary Medicine,  University  of  California, 
lists  two  main  responsibilities  of  veterinary 
medicine  to  our  society. 

1.  It  must  provide  the  means  for  main- 
taining the  health  of  man's  food  and  fiber 
producing,  draft,  companion,  feral  and  other 
animals  so  that  they  may  serve  the  purposes 
for  which  they  are  kept. 

2.  In  conjunction  with  appropriate  med- 
ical agencies,  it  must  develop  and  imple- 
ment control  measures  for  diseased  animals 
may  transmit  to  man. 

Animal  food  supply 

The  reduction  of  man's  food  supply  by 
animal  diseases  is  not  a  major  health  prob- 
lem in  areas  with  a  surplus  of  food  such  as 
the  United  States,  but  with  growing  pop- 
ulations and  political  unrest  in  the  world,  it 
could  become  an  important  problem  within 
our  lifetime.  While  attending  a  seminar 
sponsored  by  the  World  Health  Organiza- 
tion in  Mexico  City  this  summer,  I  learned 
from  the  delegates  of  several  South  Ameri- 
can nations  that  the  health  of  millions  is 
adversely  affected  by  deficiencies  and  im- 
balances in  dietary  proteins.  This  tragic 
situation  has  developed  while  there  are  vast 
areas  in  these  countries  which  are  ideally 
suited  for  the  production  of  beef,  pork  and 
poultry,  yet  remain  nonproductive  because 
of  animal  diseases.  The  same  is  true  in 
Africa  and  Asia. 

People  have  existed  without  avitomobiles, 
bathrooms,  and  even  clothes  or  houses,  but 
they  have  never  existed  without  food.  The 
primary  human  needs  are  food,  shelter, 
health,  and  recreation.  Health  is  dependent 
upon  food  and  over  two-thirds  of  the  world's 
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population  are  underfed  and  poorly  shelt- 
ered. Dr.  P'rederick  Stare,  head  of  the  De- 
partment of  Nutrition,  Harvard  School  of 
Public  Health,  recently  stated:  "The  harsh 
realities  of  life  on  earth  stand  out  in  even 
more  alarming  perspective  when  we  consid- 
er the  possibilities  of  subsistence  against  the 
prospect  of  our  exploding  world  popula- 
tion. If  more  than  half  of  the  three  billion 
people  now  in  the  world  do  not  have  enough 
to  eat,  what  are  we  to  do  with  six  .billion 
mouths  a  generation  hence?" 

The  breaking  up  of  the  colonial  empires 
of  the  nineteenth  and  twentieth  centuries 
and  the  emergence  of  a  series  of  new  na- 
tions, has  created  a  host  of  world  problems 
other  than  political  that  are  related  to  the 
food  crisis.  One  is  the  serious  shortage  of 
veterinarians  in  these  new  nations,  which 
may  result  in  a  complete  breakdown  of  dis- 
ease control.  This  is  of  concern  to  the  older 
nations  because  many  of  these  destructive 
diseases  can  easily  be  conveyed  by  modern 
traffic  from  one  country  to  another.  At  the 
present  time  it  is  believed  that  fewer  than 
100  veterinarians  remain  to  serve  the  great 
livestock  population  of  the  vast  central 
area  of  Africa,  and  the  ratio  of  veteri- 
narians to  livestock  units  is  probably  great- 
er than  1:1,000,000;  in  Europe  it  is  1:7.000 
and  in  the  United  States  1:20,000.  If  these 
problems  are  not  solved  they  could  become 
an  invitation  to  world  disaster. 

Control  of  o»/»h//  discdse 

The  second  major  contribution  of  veterin- 
ary medicine  to  public  health  in  general  and 
rural  health  specifically  is  the  control  of 
that  group  of  animal  diseases  that  can  and 
do  affect  people.  Farming  is  the  most  impor- 
tant job  in  the  world.  It  is  also  one  of  the 
most  hazardous,  surpassed  only  by  the  min- 
ing and  construction  industries.  Rural  peo- 
ple generally  contract  these  diseases 
through  the  handling  and  slaughter  of  live- 
stock or  through  the  consumption  of  dis- 
eased milk  or  meat.  Routes  of  infection — 
skin,  mouth,  respiratory  tract — offer  un- 
limited opportvmities  for  the  exchange  of  the 
infectious  bacillary,  viral,  mycotic,  ricket- 
tsial, and  parasitic  agents.  Each  year  "new" 
or  variant  strains  of  agents  found  in  animals 
are  added  to  the  growing  list  of  zoonoses. 


The  common  means  of  infection  is  by  di- 
rect contact  with  infected  animals  or  con- 
sumption of  their  products,  although  infec- 
tion may  be  acc|uired  through  \'ectors  such 
as  plague-infected  fleas,  encephalitis-infect- 
ed mosciuitoes,  and  Rocky  Mountain  spotted 
fever  ticks.  Rural  inhabitants  live  in  an  en- 
vironment conducive  to  contact  with  these 
insect  vectors  which  ordinarily  live  in  fields 
and  forests  surrounding  farms  and  rural 
communities.  Rural  people  also  may  become 
infected  from  wild  animals  both  by  direct 
and  indirect  contact,  because  they  live 
close  to  areas  in  which  wild  animals  live. 

Infected  pets  such  as  dogs,  cats,  para- 
keets, and  monkeys  are  reservoirs  of  cei'tain 
infections.  Rural  and  urban  dwellers  share 
this  hazard,  but  it  is  greater  in  rural  areas 
because  of  the  larger  number  of  pets. 

Some  zoonotic  infections  are  mild,  latent, 
or  subclinical  in  animals,  and  there  is  little 
evidence  of  disease.  Q  fever,  psittacosis,  and 
some  types  of  salmonellosis  are  examples 
which  often  require  laboratory  methods  for 
diagnosis. 

Past  and  Present  Contributions 
Today  8.7  per  cent  of  our  population  live 
and  work  on  the  farm  and  produce  more 
than  enough  to  feed  the  entire  nation.  A 
Russian  farmer  produces  enough  to  feed 
himself  and  four  or  five  others:  the  Amer- 
ican farmer  produces  enough  to  feed  himself 
and  45  others.  The  value  of  our  livestock 
industry  is  in  excess  of  .50  billion  dollars. 
The  veterinary  profession  has  the  major 
responsibility  of  pi-eventing,  controlling, 
and  eradicating  animal  diseases  in  order  to 
protect  this  investment.  The  results  have 
been  more  efficiency  in  animal  production, 
safer  food  products,  and  fewer  sources  of 
animal  diseases  which  can  infect  man.  Pleu- 
ropneumonia, cattle  tick  fever,  foot  and 
mouth  disease,  screwworm,  tuberculosis, 
and  brucellosis  all  have  either  been  eradicat- 
ed or  drastically  reduced. 

For  a  moment  I  would  like  to  cite  a  few 
of  the  milestones  in  United  States  veterin- 
ary history  over  the  past  century  in  order 
to  illustrate  how  this  progress  has  come 
about. 

1863 — The  American  Veterinary  Medical 
Association  was  organized. 
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1879 — Iowa  State  University  establislied  a 
veterinary  school. 

1883 — The  Veterinary  Division,  United 
States  Department  of  Agriculture, 
was  established  with  Dr.  D.  E.  Sal- 
mon as  director.  Ten  years  later 
one  of  the  most  significant  medical 
discoveries  of  all  times  was  made 
in  this  department,  when  Dr. 
Cooper  Curtice,  a  veterinarian,  and 
Drs.  Fred  Kilborne  and  Theobald 
Smith  proved  that  insects  may 
transmit  infections  between  ani- 
mals or  from  animals  to  man.  This 
discovery  laid  the  groundwork  for 
the  conquest  of  yellow  fever,  tj'- 
phus,  and  malaria. 

1892 — Contagious  pleuropneumonia  of 
cattle  was  eradicated  from  the 
United  States. 

1906 — Congress  passed  a  law  requiring 
the  federal  inspection  of  all  meat 
moving  in  interstate  and  foreign 
commerce. 

1917 — A  bovine  tuberculosis  eradication 
program  was  launched.  At  this 
time  one  cow  in  20  was  infected 
and  the  disease  was  prevalent 
among  humans;  by  1940  tubercu- 
losis had  been  eliminated  from 
more  than  99.5  per  cent  of  our 
cattle,  and  in  1957  only  1  per  cent 
out  of  500  cows  tested  was  a  reac- 
tor. Bone  and  glandular  tubercu- 
losis had  become  rare  in  man. 

1923 — Dr.  Frank  Schofield's  research  on 
the  cause  of  sweet  clover  poison- 
ing in  cattle  led  to  the  isolation  of 
a  potent  anticoagulant,  bishydroxy- 
coumarin,  used  in  treating  heart 
disease. 

1924 — Glanders  in  horses  was  eradicated. 

1929— The  last  outbreak  of  foot  and 
mouth  disease  was  eradicated. 

1934 — A  bovine  brucellosis  eradication 
program  was  launched.  Losses 
have  been  reduced  from  140 
million  dollars  per  year  to  30  mil- 
lion today,  and  human  cases  of  this 
crippling  disease  among  farmers 
and  employees  of  farm  related  in- 
dustries have   dropped   to   an   all- 


time  low. 
1939 — Regulations  for  rabies  control  pro- 
grams were  developed. 
1948 — Canine  distemper  and  rabies  virus 
were     adapted     to     embryonating 
eggs,  which  led  to  the  vise  of  eggs 
for  the  production  of  vaccine. 
1951 — Modified  live-virus  vaccine  was  de- 
veloped   to    prexent    hog   cholera, 
paving  the  way  for  eventual  eradic- 
ation by  action   initiated  by  Con- 
gress in  1961. 
1954— Dr.    Alfred    E.    Earl,    caring    for 
laboratory  animals   in   a   drug   re- 
search firm,   discovered   the   tran- 
quilizing    effects    of   reserpine    on 
animals   and   their   application    to 
veterinary  and  human  medicine. 
1955 — The  Plum   Island  Animal  Disease 
Laboratory  for  research  on  foreign 
exotic  animal  diseases  was  estab- 
lished. 
1959 — Vesicular  exanthema  in  swine  was 

eradicated. 
1960 — Screwworm    eradication    program 
in  Florida  was  successful.  A  pro- 
gram was  launched  in  the  South- 
west. 
1961 — The  National  Animal  Disease  Lab- 
oratory  was   completed   at   Ames, 
Iowa. 
The  veterinary  profession  is  indeed  proud 
of  its  first  100  years  of  existence.   I  have 
cited  a  few  of  the  events  during  this  period 
that  have  been  beneficial  to  rural  health.  As 
a  Southerner  I  should  have  mentioned  the 
work  of  Dr.   Maurice   Hall,   a  veterinarian 
who  discovered  that  carbon  tetrachloride,  a 
common  dry-cleaning  fluid,  was  an  effective 
treatment  for  hookworm  in  cattle  and  man. 
This  discovery  drastically  cut  cattle  losses 
and  relieved  human  suffering  in  rural  areas 
throughout  the  world.  Nor  should  I  fail  to 
mention  Dr.  Karl  Meyer,  a  veterinarian  and 
physician  with  the  Hooper  Foundation,  who 
solved    the    mystery    of   botulism,    thereby 
making  possilale  the  establishment  of  a  great 
canned  food  industry  upon  which  the  farm- 
er depends  to  convey  many  of  his  products 
to  market. 

Future  Contribzttions  to  Rural  Health 
We  look  back  with  pride  and  ahead  with 
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enthusiasm,  because  we  realize  that  veterin- 
aiy  medicine  is  moving  through  a  period  of 
sweeping  transition  and  is  striving  to  meet 
the  cliallenges  of  a  swiftly  changing  world. 
Each  day  the  role  of  the  veterinarian  is  be- 
coming both  broader  and  more  vital, 
domestically  and  internationally.  This  coun- 
try has  the  healthiest  livestock  in  the  world 
today  and  the  most  efficient  system  of  in- 
spection of  meat  intended  for  human  con- 
sumption: yet  losses  from  animal  diseases 
continue  to  extract  nearly  2  billion  dollars 
annually  from  the  farmer's  pocket,  and  20 
per  cent  of  the  meats  processed  within  state 
boundaries  receive  no  inspection.  Many  of 
the  zoonoses  such  as  anthrax,  brucellosis, 
encephalitis,  leptospirosis,  listeriosis,  Q 
fever,  rabies,  salmonellosis,  trichinosis,  tul- 
aremia, and  psittacosis  have  not  been  con- 
quered and  continue  to  threaten  the  health 
of  rural  people  as  well  as  urban  dwellers. 

While  the  A'eterinar}-'  profession,  with  th.- 
assistance  of  many  disciplines  in  public 
health,  continues  to  wage  war  on  the  dis- 
eases of  the  animal  kingdom,  it  has  assumed 
additional  responsibilities  in  new  and  fasci- 
nating areas  affecting  rural  health.  It  is  un- 
fortunate that  many  scientific  principles  ap- 
plicable to  public  health  may  often  be  cap- 
able of  serious  harm.  Antibiotics  infused 
into  the  cow's  udder  to  provide  disease-free 
milk  may  sensitize  an  individual  to  these 
life-sa\'ing  drugs.  Radioactivity  which  can 
be  harnessed  to  detect  and  prevent  disease 
may  also  be  directed  into  a  hydrogen  liomb 
for  man's  destruction,  or  contaminate  crops 
and  livestock  with  fission  products.  Insecti- 
cides provided  through  chemical  research 
and  used  in  farm  communities  may  become 
dangerous  poisons  and  carcinogens  when 
used  improperly  on  or  around  farm  animals 
and  products.  Hormones,  antibiotics,  and 
other  additives  fed  to  livestock  as  growth- 
stimulating  substances  may  be  dangerous 
to  the  farmer  handling  the  product  and  to 
the  consumer,  if  not  properly  administered 
or  withdrawn  before  slaughter.  Farm  ponds 
developed  for  irrigation  and  recreation  may 
become  reservoirs  for  outbreaks  of  human 
and  animal  leptospirosis,  or  places  where 
children  accidentally  drown.  These  are  a 
few  areas  where  judgment  is  necessary  in 


the  practice  of  public  health  in  rural  areas 
today. 

Another  major  area  which  challenges 
veterinary  medicine  today  is  the  interprofes- 
sional team  approach  to  comparative  med- 
icine in  all  its  aspects.  Veterinarians  are 
members  of  the  team  in  radiobiolog}%  nutri- 
tion, toxicology,  laboratory  animal  medicine, 
space  medicine,  atmospheric  pollution,  dis- 
aster medicine,  and  chronic  disease  re- 
search. The  research  efforts  against  the 
great  killers  of  mankind  throughout  the 
world,  cancer  and  heart  disease,  are  classic 
examples  of  the  values  to  be  derived  from 
the  comparati\-e  approach  to  disease.  For  ex- 
ample, one  veterinary  school  (University  of 
Pennsjdvania )  has  received  a  $1,100,000 
grant  to  study  comparative  cardiovascular 
disease,  and  has  been  designated  by  the 
World  Health  Organization  as  the  world 
center  for  training  scientists  in  the  com- 
parative aspects  of  cardiovascular  disease. 
The  same  school  has  a  long-range  project  to 
study  bovine  lymphomas  and  the  relation- 
ship of  viruses  to  cancer  in  man  and  ani- 
mals. Many  other  veterinary  schools  have 
similar  projects  in  other  aspects  of  chronic 
disease  research. 

To  meet  these  new  challenges  our  schools 
of  veterinary  medicine  must  widen  their 
educational  outlook  and  re-orient  their  ac- 
ademic aims.  The  Council  on  Education  of 
the  American  Veterinary  Medical  Associa- 
tion is  planning  a  series  of  symposiums  to 
explore  all  facets  of  veterinary  education  in 
the  United  States.  The  veterinarian  is 
known  for  his  versatility,  but  the  veterin- 
arian of  tomorrow  must  not  only  be  a  bio- 
logical scientist  but  a  social  scientist  as 
well,  knowledgeable  in  economics,  politics, 
and  law— and  still  be  a  good  A-eterinarian. 
As  a  successful  practitioner  in  his  rural  com- 
munity, he  must  be  skilled  in  treating  large 
and  small  animals,  an  adviser  to  go\'ern- 
ments  in  public  health,  knowledgeable  in 
treating  zoo  animals,  familiar  with  an  array 
of  regulatory  animal  disease  programs,  and 
active  in  civic,  church  and  political  organi- 
zations. This  means  that  our  schools  must 
constant^  re-evaluate  and  revise  their  cur- 
riculums. 
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Sumjnary 

I  hope  that  this  review  of  some  of  the 
contributions  made  by  veterinary  medicine 
to  rural  healtli  will  remind  the  other  dis- 
ciplines involved  as  well  as  our  own  that 
human  medicine  and  veterinary  medicine 
cannot  be  divorced.  Both  professions  need 
to  consider  the  importance  of  one  to  the 
other. 

We  hope  that  as  the  medical  profession 
takes  the  lead  in  solving  such  rural  health 
problems  as  care  for  the  aging,  home  and 


farm  accidents,  prepaid  health  insurance, 
nutrition,  occupational  diseases  on  the  farm, 
mental  health  and  others,  it  will  consider 
the  veterinarian  as  a  member  of  the  team 
and  will  invite  him  to  participate  on  rural 
health  committees  organized  to  help  solve 
these  problems.  The  veterinarian  is  usually 
quite  close  to  rural  families  and  often  serves 
as  their  adviser  and  counselor.  Because  of 
this  close  relationship  and  his  knowledge  of 
health  hazards  on  the  farm,  he  is  in  a  posi- 
tion to  support  programs  organized  to  im- 
prove rural  health. 


Preoperative  Culdoscopy 

Courtney  D.  Egerton,  M.D. 
Raleigh 


Ever  since  the  introduction  of  the  cysto- 
scope  by  Max  Nitze  in  1878,  various  forms 
of  endoscopy  have  been  employed  by  physi- 
cians in  their  quest  to  see  what  they  could 
not  diagnose  adequately  by  palpation.  Pelvic 
surgeons  have  experimented  for  more  than 
50  years  with  the  endoscopic  approach  to 
the  pelvis  through  the  abdominal  wall  and 
through  the  vagina.  Patients  have  been 
placed  in  bizarre  positions,  such  as  the  ver- 
tical Trendelenburg  lithotomy  position,  and 
air  and  gas  have  been  insufflated  in  an  effort 
to  displace  the  intestines  from  the  visual 
field  within  the  pelvis. 

Culdoscopy  in  its  present  form,  with  the 
patient  in  the  knee-chest  position,  was  first 
introduced  by  Decker  and  Cherry  in  1944^. 
Although  improvements  in  the  technique 
and  instrumentation  naturally  followed, 
Decker  is  generally  considered  the  "father" 
of  culdoscopy,  and  indeed  the  Decker  culdo- 
scope  is  the  most  widely  used  instrument  for 
this  procedure  today  ( see  Decker's  excellent 
monograph-  for  a  description  of  the  tech- 
nique). 

I  have  been  using  culdoscopy  for  three 
years.  Since  I  have  had  no  formal  training 
in  the  procedure,  and  since  there  was  only 
one  other  gynecologist  in  Raleigh  who  had 
had  even  a  little  exposure  to  it,  my  knowl- 


Read  before  the  NorUi  Carolina  Obstetrical  and  Gyne- 
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edge  is  self-acquired.  The  technique  is  easily 
learned  (though  I  do  not  claim  to  have 
mastered  it  yet),  and  experience  leads  to 
confidence  and  respect  for  the  procedure. 

The  following  is  a  review  of  my  own  ex- 
perience with  culdoscopy  to  date.  The  series 
consists  of  27  cases,  in  all  of  which  I  per- 
sonally performed  or  assisted  with  the  pro- 
cedure, the  latter  usually  in  a  teaching  capa- 
city. 

Material  and  Method 

Twenty-two  of  the  patients  were  hospital- 
ized, with  the  patient  and  the  operating 
room  prepared  for  an  immediate  laparotomy 
to  follow,  should  the  findings  so  indicate. 
Five  patients  underwent  culdoscopy  in  the 
operating  room,  but  as  outpatients.  In  7 
cases  a  dilatation  and  curettage  was  done  at 
the  same  time.  This  procedure  can  be  done 
just  as  easily  with  the  patient  in  the  knee- 
chest  position  as  in  the  lithotomy  position. 

"Single-shot"  caudal  anesthesia  was  chos- 
en in  23  cases,  local  anesthesia  being  used  in 
the  other  4.  Decker  recommends  local  anes- 
thesia, and  we  found  it  satisfactory  in  cer- 
tain selected  patients.  Saddle-block  has  been 
used  by  some,  but  since  the  patient  is  in  the 
knee-chest  position,  a  hypobaric  solution 
must  be  used.  For  those  familiar  with  the 
administration  of  caudal  analgesia,  it  is 
probably  the  most  ideal  anesthesia  for  this 
procedure. 
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Itidicatio))S 

For  purposes  of  this  rexiew,  the  ineUca- 
tions  for  culdoscopy  have  been  divided  into 
four  broad  categories:  pelvic  mass  with  or 
without  pain,  unexplained  pelvic  pain,  in- 
fertility, and  amenorrhea. 

Table  1 
Indications   for  Culdoscop.v    (27   cases) 

No.  Cases 

Pelvic  mass  (with  or  without  pain)  11 

Unexplained  pelvic  pain  7 

Infertility  6 

Amenorrhea  3 

27 

As  can  be  seen  in  table  1,  most  of  the 
cases  involved  an  unidentifiable  pelvic  mass 
or  unexplained  pelvic  pain,  or  both.  If  a 
mass  was  present,  whether  accompanied  by 
pain  or  not,  it  was  considered  our  primary 
reason  for  employing  culdoscopy. 

Infertility  was  the  indication  in  6  cases, 
amenorrhea  in  3  others.  Buxton  has  stated 
that  in  all  cases  of  infertility  where  results 
of  the  basic  studies  are  negative,  culdoscopy 
should  be  performed  to  rule  out  such  condi- 
tions as  peritubular  adhesions,  asj'mptoma- 
tic  endometriosis,  and  poh'cystic  ovaries-'. 
The  same  principle  applies  to  the  study  of  a 
patient  whose  only  complaint  is  amenor- 
rhea. It  is  in  these  two  categories  that  the 
procedure  may  be  done  on  an  outpatient 
basis,  since  laparotomy  would  not  be  urgent 
even  if  disease  is  recognized. 


Table  2 

Suspected  Diagnosis 

No. 

Cases 

Ovarian  cyst 

6 

Polycystic  ovaries  (Stein-Leventhal  sy 

n- 

drome) 

6 

Ectopic  pregnancy 

4 

Chronic  pelvic  inflammatory  disease 

3 

Perituljular  adhesions 

2 

Missed   abortion 

2 

Mittelschmerz 

1 

None 

2 

Table  2  records  the  diseases  suspected 
prior  to  culdoscopy.  In  an  effort  to  be  strict- 
ly objective,  the  first  diagnosis  listed  under 
"impression"  after  the  history  and  physical 
examination  was  the  condition  listed  as  the 
suspected  abnormality.  Since  we  -were  deal- 
ing \\-ith  a  group  of  patients  in  whom  the 


diagnosis  was  admittedly  obscure,  there 
were  many  cases  where  two  or  three  pos- 
sibilities were  listed,  and  in  some  of  these 
the  second  possibility  was  the  condition 
actually  found.  This  was  true  in  several 
cases  where  the  differential  diagnosis  was 
between  an  ovarian  cyst  and  ectopic  preg- 
nancy. 

Results 

Table  3  records  the  primarj'  condition 
found  at  culdoscopy.  A  few  patients  had  pel- 
vic adhesions  as  well  as  a  cystic  ovary,  but 
the  condition  considered  most  important  is 
recorded.  The  most  frequent  finding  was  a 
"simple"  cyst  of  an  o\-ar3\  Some  of  these 
may  have  been  follicular,  luteal,  or  serous 
cystomas,  but  the  implication  is  that  they 

Table  :{ 
Findings   at    Culdoscopy 


No.  Cases 

Simple  o\-arian  cyst 

6 

Polycystic  ovaries  (Stein-Leventhal 

syndrome) 

5 

Tubal  abortion 

2 

Endometriosis 

2 

Pelvic  adhesions 

2 

Paraovarian  cyst 

1 

Recent  ovulation 

1 

Free  I^lood  in  pelvis 

1 

Normal   (no  abnormality  seen) 

5 

Unsatisfactorj^  (no  visualization) 

2 

apjDeared  benign  and  of  such  favorable  prog- 
nosis that  laparotomy  was  not  considered 
necessary  on  that  basis  alone. 

It  should  be  recalled  from  table  2  that 
polycystic  ovaries  were  suspected  in  6  cases. 
Table  3  reveals  that  this  diagnosis  was  con- 
firmed in  5  of  these  ijatients.  All  5  under- 
went laparotomy  with  wedge  resection  of 
both  ovaries,  and  histologic  examination 
confirmed  the  diagnosis  in  each  case.  The 
sixth  patient  was  found  to  have  normal 
cryptic  ovaries  with  a  corpus  luteum  pre- 
sent, so  further  surgery  was  avoided  in  her 
case. 

The  5  cases  in  which  findings  were  "nor- 
mal" include  the  patient  mentioned  above; 
2  in  which  infertility  was  the  indication  for 
culdoscopy  with  no  other  disorder  sus- 
pected; 1  with  iDossible  porphyria  (still  un- 
der study) ;  and  1  in  which  the  findings  were 
misinterpreted  as  normal.  A  brief  report 
of  the  latter  will  be  presented  later.  The  2 
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Table  4 

(Comparison    of    Preoperative    Diagnosis   and 

Culdoscopic  Findings 

No.  Cases 

Diagnosis  corroborated  13 

Diagnosis  not  confirmed  12 

Different  disorder  found  9 

No    disorder    found  3 

Unsatisfactory  2 

cases  listed  as  "unsatisfactory"  will  also  be 
discussed  fvu-ther. 

Table  4  compares  the  primary  pathologic 
condition  seen  through  the  culdoscope  with 
the  primary  preoperative  diagnosis.  As  men- 
tioned earlier,  the  second  possibility  was 
found  to  be  the  actual  diagnosis  in  several 
cases.  These  are  recorded  in  table  4  as  "dif- 
ferent disorder  found,"  and  illustrate  the 
value  of  culdoscopy  in  differentiating  two 
considered  diagnoses. 

The  true  value  of  any  procedure  can  be  as- 
sessed only  by  the  effect  it  had  on  the  man- 
agement and  result  of  the  case.  Table  5 
demonstrates  the  role  culdoscopy  played  in 
deciding  whether  further  surgery  was  neces- 
sary. 

In  8  cases  laparotomy  was  done  as  a  di- 
rect result  of  the  culdoscopic  diagnosis.  Of 
course,  some  of  these  patients  might  have 
had  laparotomy  anyway,  on  the  basis  of  the 
signs  and  symptoms,  but  the  operation 
would  then  have  been  purely  exploratory, 
with  the  possibility  that  no  pathologic  state 
would  be  found  to  justify  it.  This  point  is  il- 
lustrated by  the  12  patients  who  were 
spared  laparotomy  because  of  the  negative 
or  favorable  conditions  found  on  culdoscopy. 
There  were  5  patients,  all  outpatients,  in 
whom  laparotomy  was  not  considered  at  that 
time.  One  of  these,  presenting  infertility 
with  many  peritubular  adhesions,  may  yet 
decide  to  have  tuboplasty. 

There  were  5  other  patients  who  subse- 
quently had  laparotomy,  either  because  the 
original  symptoms  had  worsened  or  the  dis- 
ease noted  at  culdoscopy  had  progressed. 
Two  of  these  represent  mistaken  diagnosis 
on  my  part  at  culdoscopy,  2  had  progressive 
hemorrhage  into  a  "simple"  cyst,  with  an 
actual  increase  in  size  and  tenderness,  and  1 
(the  posible  case  of  porphyria)  still  had  no 
pelvic  disease  at  laparotomy  four  months 
later. 


Table  5 
Effect  of  Culdoscopy  on  Disposition  of  Case 

Xo.  Cases 

Laparotomj'  performed  because  of  culdoscopy  8 
Laparotomy  a\-oided  because  of  culdoscopy  12 
Laparotomy  not  intended    (outpatient)  5 

Findings  inadequate  for  decision  2 

Laparotomj'  performed  later  5 

Table  6  summarizes  the  findings  at  lapa- 
rotomy, including  the  5  patients  operated 
on  later,  as  compared  with  the  culdoscopic 
diagnosis. 

Table  6 
Comparison    of   CuIdoscoi)i('   and    Ijaboi'atory 


Findings 

No.  Cases 

Confirmed 

11 

Not  confirmed 

2 

Illustrative  Cases 

Brief  reports  of  representative  cases  will 
illustrate  the  value,  and  in  2  cases  the  po- 
tential pitfalls,  of  culdoscopy.  The  first  2 
deal  with  the  frequent  dilemma  of  ectopic 
pregnancy  versus  ovarian  cyst. 

Differential  diagnosis 

Case  1:  The  patient  was  an  18  year  old  nuUi- 
gravidous  woman  seen  in  the  emergency  room 
by  a  surgeon  and  another  gynecologist  because 
of  pain  and  spotting.  Her  last  menstrual  period 
had  been  six  weeks  previously.  Both  examiners 
suspected  an  unruptured  ectopic  pregnancy  and 
referred  her  to  the  Gynecological  Service  at  Wake 
Memorial  Hospital.  The  resident  and  I  both 
agreed  with  the  diagnosis,  but  a  culdocentesis 
was  negative  for  free  blood,  and  the  possibility 
of  a  cystic  ovary  was  entertained  as  a  second 
diagnosis.  A  preoperative  culdoscopy  revealed  a 
simple  cyst  of  the  right  ovary,  and  laparotomy 
was  thus  avoided.  A  urine  culture  was  later  re- 
ported as  positive  for  Escherichia  coll.  The  pa- 
tient was  treated  for  a  urinary  tract  infection, 
responded  well,  and  was  discharged  as  cured 
three  days  after  admission. 

Case  2:  A  21  year  old  nulligravidous  woman 
was  admitted  to  Rex  Hospital  with  complaints 
of  pain  in  the  left  lower  quadrant  of  the  abdo- 
men, and  metrorrhagia.  Her  attending  physician 
had  ordered  intravenous  pyelograms,  barium 
enema  studies,  and  several  other  tests  in  an  ef- 
fort to  diagnosis  the  cause  of  the  pain,  and  was 
treating  her  with  Enovid  for  the  bleeding.  I  saw 
her  in  consultation,  felt  a  vague  mass  in  the  left 
adnexal  region,  and  suspected  (1)  an  ovarian 
mass,  or  (2)  tubal  abortion.  Culdoscopy  revealed 
the  latter,  with  old  blood  clots  in  the  pelvis.  A 
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laparotomy  and  left  salpingotomy  was  done,  con- 
serving the  tube.  The  patient  made  a  normal  re- 
covery. 

The  first  patient  was  spared  a  laparotomy 
when  all  four  doctors  had  considered  ectopic 
pregnancy  the  most  likely  diagnosis.  The 
second  patient  could  have  been  spared  the 
time  and  expense  of  x-raj^  studies  had  culdo- 
scop3'  been  done  sooner.  In  both  cases  the 
second  diagnosis  was  the  condition  found. 

Conjirmation  of  suspected  diagnosis 

The  most  satisfying  application  of  culdo- 
scopy  is  in  the  confirmation  of  a  suspected 
Stein-Leventhal  syndrome.  This  intriguing 
condition,  with  its  mysterious  response  to  a 
simple  svirgical  procedure,  is  a  fertile  field 
for  surgical  abuse.  The  rule  of  "looking  be- 
fore you  leap"  is  obviously  the  best  insur- 
ance against  unnecessary  laparotomy  and 
wedge  resection  on  normal  ovaries. 

Case  3:  The  patient  was  a  24  year  old  nulli- 
gravidous  woman  with  oligomenorrhea  and  in- 
fertility of  three  years'  duration.  Both  ovaries 
were  slightly  enlarged  and  spherical.  Cervical 
mucus  showed  fern  pattern  only;  temperature 
charts  were  monophasic.  Good  withdrawal  bleed- 
ing was  obtained  with  progesterone.  Protein- 
bound  iodine  and  17-ketosteroid  determinations 
were  both  normal.  Culdoscopy  revealed  typical 
polycystic  ovaries.  Laparotom.y  and  wedge  re- 
sections were  done.  Histologic  study  confirmed 
the  diagnosis  of  polycystic  ovaries.  The  patient 
had  normal  menses  for  three  cycles,  then  con- 
ceived. At  this  writing  she  is  now  in  the  fourth 
month  of  a  normal  pregnancy. 

Delay  in  treatment 

Not  all  the  patients  in  this  series  have  had 
as  happy  a  result  as  the  foregoing  patient. 
Indeed,  two  patients  suffered  unnecessary 
delay  in  recei\-ing  definitive  treatment  be- 
cause of  misinterpretation  of  the  culdoscop- 
ic  findings. 

Case  4:  A  30  year  old  woman  (para  1)  was  ad- 
mitted via  the  emergency  room  with  increasing 
pain  in  the  right  lower  quadrant  of  three  months' 
duration.  Pelvic  examination  revealed  a  vague 
tender  mass  high  in  the  right  adnexal  region, 
thought  to  be  an  ovarian  cj'st.  Culdoscopy,  how- 
ever, revealed  both  ovaries  to  be  small  and  nor- 
mal. She  continued  to  have  pain  while  being  ob- 
served in  the  hospital.  Barium  enema  studies  and 
intravenous  pyelograms  were  negative.  Four  days 
later  the  mass  was  more  easily  palpable  and  more 
tender.   Laparotomy   performed   five   days   after 


the  culdoscopy  revealed  a  hemorrhagic  corpus 
luteum  cyst,  from  4  to  5  cm.  in  diameter,  arising 
from  the  top  of  an  otherwise  normal  right  o\'arj'. 
At  culdoscopy  the  cyst  apparently  had  fallen 
cephalad  from  the  pelvis  and  was  obscured  by 
bowel,  so  that  only  the  normal  inferior  portion 
of  the  ovary  was  seen.  The  cyst  was  resected  and 
the  patient  made  a  normal  recovery. 

This  was  one  of  the  first  cases  in  my  se- 
ries. With  experience  and  greater  skill  in 
manipulating  the  ovaries  into  view,  I  feel 
that  the  same  mistake  would  not  be  made 
toda}'. 

Case  5:  The  patient,  a  29  year  old  woman  (para 
iv)  had  increasing  menorrhagia  and  dysmenor- 
rhea. A  left  ovarian  cyst,  4-5  cm.  in  diameter  and 
irregular,  semi-solid  and  tender,  was  found.  A 
dilation  and  curettage  and  culdoscopy  were  done 
three  days  later.  The  mass  was  diagnosed 
through  the  culdoscope  as  a  paraovarian  cyst. 
Laparotomy  was  deferred.  Two  hours  later  it  was 
necessary  to  take  the  patient  back  to  the  operat- 
ing room  to  suture  an  arterial  bleeder  at  the 
puncture  site  in  the  cul-de-sac. 

A  few  days  after  the  patient's  discharge,  a 
Papanicolaou  smear  was  reported  as  class  III. 
She  was  readmitted  to  the  hospital,  a  cold  knife 
conization  performed,  and  focal  carcinoma  in 
situ  diagnosed.  One  month  after  the  culdoscopy 
an  abdominal  panhysterectomy  was  done.  The 
cyst  was  found  actually  to  be  an  endometrioma, 
4  cm.  in  diameter,  adherent  to  the  broad  ligament. 
The  tumor  was  removed  but  a  part  of  the  right 
ovary  was  conserved.  The  postoperative  course 
was  normal. 

This  case  not  only  demonstrates  that  cul- 
doscopic  interpretations  are  not  infallible, 
but  it  also  represents  the  only  complication 
of  culdoscopy  in  this  series.  Bleeding  from 
the  jjuncture  site  is  rare,  but  can  occur.  It 
is  not  necessary  to  suture  the  hole  routinely 
but  outpatients  should  not  be  allowed  to 
leave  without  sufficient  observation  to  in- 
sure the  absence  of  bleeding. 

The  two  cases  listed  as  "unsatisfactory" 
deserve  mention.  In  both,  there  was  great 
difficulty  in  obtaining  visualization.  In  one 
patient  the  i^eritoneum  was  apparently  be- 
ing pushed  away  from  the  cul-de-sac  ahead 
of  the  scope.  In  the  other,  an  extremely 
obese  Negro  with  a  suspected  ectopic  preg- 
nancy, subseciuent  laparotomy  revealed  pel- 
vic inflammatory  disease  with  a  large  pad 
of  epiploic  fat  adherent  in  the  pouch  of 
Douglas.  Prior  to  culdoscopy  it  had  been 
noted  that   the  cul-de-sac   did   not  become 
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concave  in  the  knee-chest  position,  a  sign 
which  should  have  been  recognized  as  a 
contraindication  to  the  procedure. 

Cormnent 

This  series,  tliougli  admittedly  small,  sug- 
gests that  culdoscopy  is  a  worth-while  pro- 
cedure. If  used  judiciously,  it  should  reduce 
the  number  of  exploratory  pelvic  operations 
as  well  as  guide  the  surgeon  to  operate 
sooner  when  the  findings  warrant  surgery. 
In  the  present  series,  culdoscopy  would  have 
to  be  considered  beneficial  in  23  cases,  of  no 
help  in  2,  and  actually  misleading  in  2.  With 
increased  use  these  percentages  should  im- 
prove. 

Certainly  it  would  be  preferable  to  receive 
formal  training  in  culdoscopy  at  an  institu- 
tion where  it  is  practiced  frequently.  If  this 
is  not  feasible,  the  interested  gynecologist 
could  learn  from  others  who  use  it.  With 
Decker's  monograph  as  a  guide,  he  can  learn 
the  technique  on  his  own,  as  I  have  done. 
Accuracy  in  interpretation  however,  comes 


only  with  experience. 


Summary 

A  review  of  27  culdoscopies  is  presented. 
The  chief  value  of  the  procedure  is  to  differ- 
entiate between  those  pelvic  conditions 
which  require  laparotomy  and  those  that  do 
not.  In  23  of  these  cases  culdoscopy  was  con- 
sidered beneficial  in  this  respect. 

Adde7idum 

Since  this  writing  I  iiave  performed  eight  addi- 
tional culdoscopies.  All  were  satisfactory  and 
beneficial.  One  additional  complication  occurred, 
a  hematoma  in  the  rectovaginal  septum.  This  did 
not  reciuire  drainage  and  responded  to  conserva- 
tive management. 
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Cervicova^initis  Empnysematosa 

A  Case  Report 

Arthur  E.  D.wis,  Jr.,  M.D. 
Raleigh 


Cervicovaginitis  emphysematosa  (col- 
pocervicitis )  is  an  unusual  but  distinctive 
lesion  characterized  by  the  presence  of  air- 
filled  cysts  on  the  upper  part  of  the  vagina 
and  cervix.  This  lesion  was  first  described 
in  1847  by  Huguier\  In  1871  Winckel-  re- 
ported 3  cases  and  used  the  term  "colpohy- 
perplasia cystica."  The  term  "vaginitis  em- 
physematosa" was  first  used  in  1877,  when 
Zweifel-''  reported  3  cases  of  the  disease. 

The  first  case  reported  in  the  English 
literature  was  by  Herman-*  in  1891;  the  first 
in  the  American  literature  was  by  Jackson 
and  Wright'^  in  1898.  They  reported  2  cases 
in  non-pregnant  women. 

Scattered  cases  have  been  reported  since 
then.  In  1958  Abell''  reported  8  cases  observ- 
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ed  in  a  17-year  period  at  the  University  of 
Michigan  Hospital.  Four  of  these  were  diag- 
nosed on  incidental  findings  at  autopsy.  All 
four  cases  were  marked  by  either  pulmon- 
ary or  cardiovascular  disturbances  with  re- 
lative hj'poxia.  There  was  no  associated 
pneumatosis  intestinalis  or  cystitis  emphy- 
sematosa in  any  of  these  four  cases.  A  re- 
view of  the  literature  revealed  about  100 
reported  cases'. 

Vaginitis  emphysematosa  is  characterized 
by  multiple  small  subepithelial  cysts  scat- 
tered over  the  portio  and  upper  two-thirds 
of  the  vagina.  Crepitus  can  often  be  elicited 
on  palpation.  These  discrete  cysts,  varying 
from  dark  blue  to  gray,  are  covered  by 
epithelium  and  may  be  arranged  in  clusters. 
Sometimes  when  the  cyst  is  ruptured,  gas 
escapes  under  sufficient  pressure  to  produce 
a  popping  noise. 
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For  the  most  part  the  lesions  are  asym- 
tomatic,  but  there  is  sometimes  an  associat- 
ed vaginal  discharge  or  a  feeling  of  pressure. 
The  lesions  form  qviickly  and  disappear 
ciuickly.  In  a  case  reported  by  Close"-,  they 
spontaneously  disappeared  in  one  week.  Ex- 
cept during  pregnancy,  they  do  not  recur. 
Treatment  has  not  been  effective,  and  be- 
cause of  the  spontaneous  disappearance,  it 
is  not  necessary. 

Etiology 

The  etiology  of  this  lesion  remains  ob- 
scure. Some  of  the  cases  are  associated  with 
pregnancy.  The  series  by  Herman,  in  1891, 
included  17  pregnant  women  out  of  a  total 
of  21  cases.  In  Abel's  series  of  8,  however, 
there  were  no  pregnancies  at  the  timo  of 
discovery. 

Cervico\'aginitis  emphysematosa  is  not  an 
infectious  process.  The  lesions  have  never 
produced  positi\-e  cultures.  Gas-forming  or- 
ganisms introduced  into  laboratoiy  animals 
and  patients  have  failed  to  reproduce  this 
condition.  Ingraham'-'  swabl^ed  the  \-aginas 
of  pregnant  women  with  secretions  from  af- 
fected patients;  the  condition  was  not  re- 
produced. 

Hoffman  and  Grudfest^"  reported  in  19.5il 
that  gas  analysis  of  the  cysts  demonstrated 
the  presence  of  carbon  dioxide. 

Most  authorities  agree  that  these  lesions 
probably  represent  dilated  lymphatic  spaces, 
and  are  associated  with  local  stasis  and  con- 
gestion. Pulmonary  and  cardiovascular  dis- 
ease must  be  ruled  out   in  all  cases,  how- 


ever 
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Pathology 


The  histopathology  is  specific.  Clear 
spaces,  usually  having  no  epithelial  or  endo- 
thelial lining,  are  found  in  the  connective 
tissue.  The  diagnostic  feature  is  the  presence 
of  foreign-body  type  giant  cells  around 
many  of  the  lesions.  Around  the  larger 
structures  the  giant  cells  are  elongated  and 
flattened.  Around  the  older  structures, 
where  the  cyst  has  collapsed,  the  giant  cells 
become  more  rounded  and  somewhat  larger. 
Special  stains  have  demonstrated  that  these 
cells  are  histiocytes  and  do  not  arise  from 
sc^uamous   epithelium   of   the   surface.   The 


Fin.  1.  \ir-lillfil  cyst  in  the  siihopifliplial  con- 
nective ti.>;siie.   (X  SO) 

surrounding  tissue  often  exhibits  some  com- 
pression and  minimal  hyalinization.  There  is 
often  an  increased  vascularity,  with  promi- 
nent lymphatics  and  other  \-ascular  chan- 
nels. Some  of  the  Ijmiphatics  are  dilated  and, 
except  for  the  giant  cells,  are  identical  to 
the  larger  emphysematous  cysts.  A  few  scat- 
tered cells  of  chronic  inflammation,  usually 
lymphocytes  and  plasma  cells,  are  usually 
found.  Fibrosis  is  not  noted. 

The  overlying  sc^uamous  epithelium  often 
exhibits  hyperplasia  and  on  occasion  some 
acanthosis,  with  projections  of  the  rete  pegs. 
No  cases  of  dysplasia  have  been  reported. 
Sometimes  the  superficial  epithelium  is  ver- 
rucous. 

Case   Report 

A  22  year  old  white  woman  was  found  to 
have  multiple  large  and  small  cysts  on  the 
upper  ijart  of  the  \"agina  and  the  cervix. 
Some  of  the  cysts  were  blue,  some  steel  grey. 
There  was  a  very  slight  vaginal  discharge. 
This  jDatient  had  been  seen  one  month  pre- 
^•iously,  when  cauterization  was  done  be- 
cause of  moderate  cervicitis.  No  cysts  were 
present  at  that  time.  There  were  no  com- 
plications. She  was  immediately  sent  to  the 
hospital  and  a  biopsy  was  performed. 

On  macroscopic  examination  two  portions 
of  ^•aginal  mucosa  totaled  a  mass  approxi- 
mately 3  cm.  in  diameter.  Discrete  cystic 
spaces  measuring  up  to  U.5  mm.  in  diameter 
were  found.  There  was  no  associated  fluid  or 
mucoid  substance.  On  cutting  the  cysts,  one 
got  the  impression  of  air  escaping.  The  sur- 
rounding tissue  was  grossly  not  remarkable. 
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Fig.  2.  Groups  of  typical  giant  cells  in  a  smaller 
cyst  (X  200) 

Microscopic  examination  demonstrated 
the  presence  of  large  and  small  clear  cysts 
in  the  subepithelial  connective  tissue  ( fig. 
1 ) .  The  larger  cysts  had  flattened  multinvi- 
cleated  giant  cells  on  some  portions  of  the 
walls.  The  surrounding  tissue  was  compress- 
ed and  slightl}'  hyalinized.  Smaller  cystic 
spaces  were  associated  with  larger  giant 
cells:  some  polyhedral,  some  ciuite  plump 
(fig.  2).  The  capillaries  and  lymph  channels 
in  the  surrounding  tissue  were  most  promi- 
nent. Some  lymphatic  channels  were  quite 
dilated  and  bore  a  strong  resemblance  to  the 
larger  cysts.  The  overlying  epithelium  ex- 
hibited moderate  thickening  and  minimal 
acanthosis. 

A  diagnosis  of  cervicovaginitis  emphy- 
sematosa was  made.  Pregnancy  and  cardio- 
pulmonary disease  were  ruled  out. 

Suniinary 

A  case  of  cer\-icovaginitis  emphysematosa 
is  reported.  The  literature  is  briefly  review- 
ed. This  is  a  benign  self-limited  disease  that 
recjuires  no  therapy. 
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Fig.  ;}.  Dilated  lymphatic  and  capillary.  (X  150) 
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THE  BEST,  NOT  THE  CHEAPEST,  DRUG 
The  trade-name  behind  which  a  firm  places  its  reputation  and  its 
assurance  of  equality  and  purity  allows  me  to  make  my  selections  cjuickly 
and  with  confidence  so  I  can  get  the  best  response  with  the  chosen 
medications  for  my  patients  needs.  The  essence  of  medical  practice  is 
the  response  of  the  physician  to  the  individual  needs  of  the  individual 
patients.  Professional  judgment  should  not  necessarily  be  ciualified  on 
the  basis  of  what  is  cheapest. — Paul  D.  Foster,  M.D.,  President.  California 
Medical  Association  Council,  in  California  Pharmacy,  Oct.  1961. 
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Successful  Pregnancy  Following  a  Previous  Rupture  oi  a 
Classical  Cesarean  Section  Scar 

Case  Report 


RoBKRT  K.  Arthur,  Jr.,  M.D. 
High   Point 


Rupture  of  the  uterus  may  be  primary 
(spontaneous)  or  secondary  to  previous  ut- 
erine surgical  procedures.  The  incidence  var- 
ies between  1:1500  to  1:2000  deliveries'. 
Rupture  may  occur  at  any  time,  but  is  said 
to  occur  usually  during  labor.  Over  60  per 
cent  of  ruptures  follow  separation  of  a  scar 
from  a  previous  caesarean  section.  In 
those  cases  where  a  pre\dous  section  scar 
ruptures,  the  operator  is  faced  with  a  grave 
decision.  Most  opinions  seem  to  favor  pro- 
cedures to  limit  the  risk  of  future  preg- 
nancy. 

Greenhill-  states  that  "if  a  former  Cae- 
sarean scar  ruptures  and  there  is  no  infec- 
tion, operation  consists  of  resection  of  the 
scar,  suture  of  the  wound  and  often  sterili- 
zation by  lighting  the  tubes."  Huffman''  feels 
that  "rapid  supravaginal  hysterectomy  is 
done  when  the  tear  is  in  the  upper  portion 
of  the  uterus.  The  entire  uterus  has  to  be 
removed  if  the  tear  is  in  the  lower  segment 
and  cervix.  It  is  doubtful  whether  suturing 
a  rupture  of  the  uterus  is  a  wise  pro- 
cedure." Reid*  states  that  whether  rupture 
is  spontaneous  or  traumatic,  the  treatment 
is  immediate  supracervical  hysterectomy. 
Meredith''  makes  the  statement  that  "in  the 
singularly  rare  and  extenuating  case  of  a 
very  young  woman  without  children,  an 
attempt  at  uterine  conservation  with  simple 
surgical  repair  may  be  made  as  a  calculated 
risk." 

It  is  likely  that  few  such  cases  are  seen. 
The  following  case  report  is  one  in  which 
Meredith's  "rare  and  extenuating  circum- 
stances" were  felt  to  be  present. 

Case  Report 

A  26  year  old  white  woman,  para  10  0  0, 
was  first  seen  on  April  26,  1958,  having  been 
referred  for  obstetric  care.  On  January  9, 
1956,  she  had  been  subjected  to  classical  ce- 
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sarean  section  after  some  24  hours  of  labor, 
with  face  presentation  and  known  intra- 
partum death,  and  was  delivered  of  a  6V2 
pound  stillborn  infant.  This  pregnancy  had 
been  complicated  by  moderate  hypertension, 
but  weight  gain  had  not  been  excessive. 
The  menstrual  history  was  entii'ely  within 
normal  limits,  and  aside  from  section,  no 
surgical  procedures  had  been  undertaken. 

There  was  a  right  rectus  scar  and  an  intra- 
uterine pregnancy  of  approximately  six 
weeks'  duration.  The  blood  pressure  was  re- 
corded as  154  systolic,  94  diastolic. 

First  admission 

Prior  to  her  next  scheduled  visit  the  pa- 
tient was  admitted  to  the  hospital  on  May 
11,  1958,  because  of  moderate  vaginal  bleed- 
ing of  several  days'  duration.  Examination 
on  admission  revealed  the  cervix  to  be 
closed,  soft  and  blue,  and  the  fundus  com- 
patible with  eight  weeks'  gestation.  A  regi- 
men of  bed  rest,  stibestrol  gi\'en  orally  and 
progesterone  intramuscularly,  was  institut- 
ed. A  Friedman  test  was  ordered  and  was 
reported  as  positive.  Her  activity  was  in- 
creased, and  on  May  17,  1958,  she  was  dis- 
charged home  with  orders  to  remain  in  bed 
under  strict  precautions  and  to  continue  tak- 
ing stilbestrol. 

When  the  palient  was  next  seen  in  the  of- 
fice on  May  25,  1958,  continued  spotting  was 
noted.  On  June  9  she  stated  that  she  had 
had  no  bleeding  for  two  weeks,  and  the  stil- 
bestrol was  discontinued.  -She  was  not  ex- 
amined at  this  time.  On  July  7  she  reported 
that  she  had  had  an  apparently  normal  pe- 
riod from  June  27  to  June  .30.  p]xamination 
at  this  time  revealed  no  further  changes  m 
the  breasts,  the  cervix  was  blue  and  soft, 
and  bimanual  examination  was  still  sugges- 
tive of  pregnancy  though  not  of  the  dura- 
tion indicated  by  the  dates.  A  Friedman  test 
was  reported  as  negative. 

The  patient  was  next  seen  on  November 
22,  1958,  at  which  time  she  stated  that  her 
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last  menstrual  period  had  begun  on  Septem- 
ber 21.  Examination  at  this  time  revealed 
uterine  pregnancy  of  seven  weeks'  duration. 

On  January  31,  1959,  the  blood  pressure 
was  154/96,  and  Singoserp,  1.0  mg.  dailj', 
and  a  1400-calorie  diet  were  instituted. 
From  this  time  until  the  time  of  delivery  the 
net  weight  gain  was  1^4  pounds.  On  sub- 
sequent visits  the  blood  pressure  during  the 
middle  trimester  was  reported  as  130/80, 
152/80,  146/82,  142/80,  and  136/82.  All  urine 
specimens  were  negative. 

On  April  11  the  height  of  the  fundus  was 
25  cm.,  with  vertex-position  LOT.  The  fetal 
heart  was  in  the  left  lower  quadrant,  and 
the  vertex  was  dipping  into  the  pelvis.  The 
estimated  duration  of  pregnancy  at  this  time 
was  approximately  30  to  31  weeks. 

Second  admissio7i 

On  April  17,  1959,  the  patient  called,  say- 
ing that  she  had  been  having  rather  sharp 
lower  abdominal  pain  for  some  two  hours. 
She  was  having  intermittent  "colicky"  pain 
without  diarrhea.  She  was  examined  at 
home  shortly  thereafter,  and  the  blood 
pressure  was  found  to  be  normal  though  the 
pulse  was  somewhat  elevated.  She  seemed 
quite  apprehensive. 

Examination  revealed  the  bowel  sounds 
to  be  normal.  Some  diffuse  abdominal  ten- 
derness was  noted.  The  costovertebral 
angles  were  negative.  The  presenting  fetal 
part  was  dipping  and  the  fetal  heart  tones 
were  normal  in  the  left  lower  quadrant.  The 
patient  was  transferred  to  the  hospital  by 
ambulance. 

On  admission  at  12:00  noon,  there  was  no 
evidence  of  uterine  contractions.  The  pulse 
varied  between  78  and  104.  The  blood  pres- 
sure was  116/70,  and  the  fetal  heart  tones 
were  normal.  The  hemoglobin  was  10.3  Gm. 
and  the  hematocrit  was  33  per  cent.  The  pa- 
tient became  nauseated  in  midafternoon  and 
vomited  twice.  There  was  no  vaginal  bleed- 
ing at  this  or  any  other  time.  The  fetal 
heart  tones  continued  normal  though  the 
abdominal  examination  began  to  show  more 
non-localized  tenderness,  and  at  6:00  p.m. 
the  patient  began  to  complain  of  shoulder 
pain.  At  10:00  p.m.  the  hemoglobin  was  8.0 
Gm.  and  the  hematocrit  27  per  cent.  At  this 


time  it  was  decided  to  proceed  with  laparo- 
tomy. 

The  patient  was  transferred  to  the  op- 
erating room,  where  general  anesthesia  was 
started.  A  5  by  3  cm.  linear  rupture  of  the 
upper  portion  of  the  foi-mer  classical 
section  scar  was  found.  This  was  ex- 
tended, and  a  premature  living  female  in- 
fant weighing  3  pounds  was  delivered  from 
the  left  occiput  transverse  position.  The 
baby  was  in  fair  condition  at  the  time  of 
delivery,  but  since  a  portion  of  the  placenta 
underlay  the  ruptured  area,  it  is  likely  that 
some  part  of  the  2000  cc.  of  blood  found 
in  the  abdominal  cavity  was  of  fetal  origin. 
The  infant  did  well  for  the  first  24  hours 
after  delivery,  but  succumbed  at  3:17  a.m. 
on  April  19,  1959,  at  appi'oximately  27  hours 
of  age.  No  postmortem  was  obtained. 

The  situation  at  this  time  was  evaluated, 
and  it  was  decided  to  freshen  up  the  area 
of  partial  rupture  and  close  it  in  layers  with 
chromic  catgut  sutures  without  sterili- 
zation. This  was  carried  out  without  diffi- 
culty. The  patient  received  2200  cc.  of  blood 
during  the  procedure,  for  a  total  of  2500  cc. 
She  was  in  good  condition  at  the  end  of  the 
operation  and  was  transferred  to  her  room 
in  satisfactory  condition. 

The  six  weeks'  examination  was  carried 
out  on  May  30,  at  which  time  the  patient 
stated  that  she  had  had  no  menses  since  de- 
livery. The  blood  pressure  was  140/90  at  this 
time.  The  abdominal  incision  was  well-heal- 
ed, and  pelvic  examination  revealed  the 
fundus  to  be  anterior,  normal  in  size,  and 
the  adnexa  negative. 

The  patient  was  next  seen  on  January  4, 
1960,  and  was  about  eight  weeks  pregnant. 
Her  blood  pressure  was  142  systolic,  92  dias- 
tolic. In  February  intermittent  cramps 
and  spotting  occurred,  and  she  was  admit- 
ted to  the  hospital  for  six  days,  during  which 
the  bleeding  subsided.  On  March  9  the  fun- 
dus was  normal  in  size,  and  regular  menses 
had  resumed.  It  was  evident  that  once  again 
abortion  had  occurred. 

Third  admission 

On  August  21,  1961,  the  patient  was  ap- 
proximately seven  weeks  pregnant.  Thyroid 
and     medroxyprogesterone     (depot     form) 
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were  gi\'en.  Pregnancy  proceeded  smoothly 
until  November  L5,  1961,  when,  because  of 
abdominal  pain  and  vomiting,  admission  to 
the  hospital  was  necessary.  Hydration,  naso- 
gastric suction,  and  sedation  were  instituted. 
An  x-ray  film  of  the  abdomen  obtained 
on  November  17  showed  no  definite  evi- 
dence of  obstruction.  The  patient  was  seen 
in  consultation  by  a  general  surgeon  after 
culdocentesis  had  revealed  no  hematoperito- 
neum  to  substantiate  the  possibility  of  a  sec- 
ond partial  rupture  of  the  cesarean  section 
scar.  Laparotomy  under  general  anesthesia 
revealed  jejunal  obstruction  secondary  to  a 
band  of  adhesions.  This  was  divided  and 
no  vascular  damage  to  the  bowel  was  evi- 
dent. The  postoperative  course  was  smooth 
and  complicated  only  by  tachycardia.  No 
hormones  were  given  during  the  pre-  or 
post-operative  course.  The  patient  was  dis- 
charged on  Novembei-  17,  lOfil. 

Successjul  delivery 

On  March  12,  1962  (at  38  weeks'  gesta- 
tion) an  elective  low  section  was  performed 
under  spinal  anesthesia,  and  a  6  pound  3 
ounce  male  infant  was  delivered.  The  classi- 
cal incision  was  well  healed  and  only  slight- 
ly depressed.  Her  postoperative  course  was 
smooth,  and  mother  and  child  have  con- 
tinued to  do  well. 

DisciLssion 

This  case  presents  several  interesting 
points.  Here  we  see  a  classical  cesarean  sec- 
tion scar  which  ruptured  at  31  weeks'  gesta- 
tion. Placental  implantation  under  the  scar 
did  not  seem  to  strengthen  it  as  has  been 
claimed.  The  time  of  rupture  was  earlier 
than  that  usually  seen  with  clasical  section 
scars. 

Initially,  the  operator  was  faced  with  a 
27  year  old  patient  who  had  borne  three 
pregnancies,  the  most  recent  resulting  in 
the  birth  of  a  3  pound  infant  whose  outlook 
was  bleak.  The  decision  to  repair  the  partial- 
ly ruptured  section  scar  without  performing 
tubal  sterilization  represented  a  calculated 
risk.  Had  this  uterus  ruptured  in  the  last 


pregnancy,  resulting  in  the  mother's  death, 
the  risk  would  have  been  unjustified. 

The  intestinal  obstruction  at  21  to  22 
weeks'  gestation  represents  one  of  several 
problems  associated  with  classical  cesarean 
section — that  is,  a  corporal  incision  not  co\'- 
ered  with  peritoneum  (as  in  the  low  flap 
operation)  is  more  prone  to  adhesions.  The 
recovery  from  the  crisis  after  enterolysis 
only  indicates  that  surgery  for  acute  condi- 
tions can  be  done  during  pregnancy  if  ade- 
c|uate  oxygenation  of  the  patient  is  assured 
while  she  is  under  anesthesia. 

The  decision  to  perform  a  low  transverse 
section  hinged  upon  ( 1 )  the  survival  of  a 
classical  scar  for  38  weeks  in  this  pregnane}'; 
(2)  the  operator's  belief  that  low  sections 
are  less  prone  to  ruptui-e,  are  accompanied 
by  lower  morbidity,  and  are  free  from  the 
problem  of  postoperative  adhesions.  The  sur- 
vival of  the  scar  was  also  responsil)le  for  the 
decision  against  sterilization  following  the 
most  recent  pregnancy. 

SiDiunary 

A  case  report  of  a  childless  young  woman 
who  was  delivered  of  a  viable  infant  via 
low  section  following  partial  rupture  of  a 
classical  section  scar  some  years  before  is 
given.  Intestinal  obstruction  requiring  en- 
terolysis complicated  the  last  pregnancy  and 
was  directly  related  to  the  classical  opera- 
tion. Obesity  and  chronic  hypertension  have 
complicated  all  pregnancies. 

Rupture  of  the  uterus,  whether  primary 
or  secondary,  is  usually  best  treated  by  a 
procedure  or  procedures  which  preclude  an- 
other pregnancy.  It  is  unlikely  that  the 
treatment  accorded  this  patient  would  often 
be  justified. 
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Reversiole  Acute  Renal  Failure  Caused  ay  Bilateral  Ureteral 

Calculi 


Report  of  a  Case 

John  A.  Algee,  M.D. 

Joseph  N.  Dunston,  M.D. 

John  Henderson,  M.D. 

and 

Charles  E.  Mengel,  M.D. 
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Acute  renal  failure  is  caused  occasionally 
by  potentially  reversible  phenomena.  A  pa- 
tient was  admitted  to  this  hospital  recently 
with  acute  renal  failure  secondary  to  bilat- 
eral ureteral  obstruction  by  calculi.  This 
case  is  presented  to  reemphasize  the  impor- 
tance of  careful  consideration  and  investiga- 
tion for  possible  reversible  causes  of  the 
condition.  In  addition  charts  of  patients  pre- 
viously seen  in  this  hospital  with  either 
acute  renal  failure  or  ureteral  calculi  were 
reviewed. 

Case  Report 

A  54  year  old  Negro  laborer  was  seen  in 
Duke  Hospital  two  days  before  admission  to 
Lincoln  Hospital  with  complaints  of  cramp- 
ing pain  in  the  left  lower  part  of  the  abdo- 
men, diminished  urinary  output  for  three  to 
four  days,  anorexia,  and  diarrhea.  The  blood 
urea  nitrogen  was  87  mg.  per  100  ml.,  the 
serum  sodium  122  mEq.  per  liter,  serum 
chloride  84  mEq.  per  liter,  serum  potassium 
4.6  mEcj.  per  liter,  and  serum  carbon  dioxide 
combining  power  18  mEc|.  per  liter.  The 
hemoglobin  was  11.9  Gm.  per  100  ml.  and 
the  white  blood  cell  count  15,000. 

The  patient  received  2  liters  of  water  oral- 
ly over  a  period  of  one  to  two  hours,  and  1 
liter  of  5  per  cent  dextrose  in  water  intra- 
venously, but  no  urine  was  obtained  on 
catheterization.  He  then  received  another 
800  ml.  of  5  per  cent  dextrose  in  water  intra- 
venously. Studies  related  to  the  diarrhea 
were  scheduled,  and  the  patient  was  sent 
home  with  instructions  to  return  the  follow- 
ing morning.  The  next  day  he  was  still 
anuric  and  still  having  some  lower  abdom- 
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inal  pain.  He  was  catheterized  again,  with- 
out success. 

At  this  time  he  was  transferred  to  Lin- 
coln Hospital  with  the  impression  of  acute 
renal  failure  of  unknown  etiology.  He  had 
been  seen  here  one  month  previously  with 
a  case  of  mumps,  and  two  weeks  previously 
complaining  of  vague  abdominal  pain  on  the 
right. 

On  admission  he  was  slightly  obtunded 
and  unable  to  give  a  clear  history.  The  tem- 
perature was  99  F.,  blood  pressure  110  sys- 
tolic, 70  diastolic,  pulse  72,  and  respiration 
20.  The  lungs  were  clear.  No  murmurs  or 
cardiomegaly  were  noted.  The  abdomen  was 
somewhat  distended  and  tympanitic.  There 
was  tenderness  in  the  left  upper  quadrant, 
but  no  organs  or  masses  were  palpable. 
Bowel  sounds  were  normal.  No  peripheral 
edema  was  present. 

The  hemoglobin  was  11.6  Gm.  per  100  ml., 
hematocrit  33.0  per  cent,  and  the  white 
blood  cell  count  14.000.  The  blood  urea  ni- 
trogen was  49  mg.  per  100  ml.,  glucose  143 
mg.  per  100  ml.,  and  the  serum  electrolytes 
were  as  follows:  sodium  121  mEq.  per  liter, 
potassium  5.4  mEq.  per  liter,  chloride  88 
mEq.  per  liter,  carbon  dioxide  combining 
power  18  mEq.  per  liter,  and  calcium  8.7 
mg.  per  100  ml. 

Chest  films  showed  a  tortuous  aorta. 
Films  of  the  abdomen  were  initially  inter- 
preted by  the  consultant  I'adiologist  as  nega- 
tive for  renal  stones. 

The  patient  was  catheterized  and  no  urine 
was  obtained.  He  was  given  1000  ml.  of  dex- 
trose and  water,  and  500  ml.  of  dextrose  and 
saline  over  a  12-hour  period,  but  still  no 
LU'ine  was  produced.  The  fluid  intake  was 
then  limited  to  500  ml.  per  24  hours  in  addi- 
tion to  coiiipensation   for  any   losses.   The 
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Fiji.  1.  Kot'ntKt'iiogi'am  of  the  abdomen  show- 
iiiS  two  ladiudensities  thought  to  represent 
calculi. 


complete  urinaiy  suppression  and  a  re-eval- 
uation of  the  abdominal  films  raised  the  sus- 
picion of  calculi  (fig.  1).  On  the  afternoon 
of  the  second  hospital  day  a  cystoscopic  ex- 
amination was  carried  out,  and  a  ureteral 
catheter  passed  up  the  right  ureter  revealed 
blackish-brown  guaiac-positive  material.  A 
small  stone  appeared  at  the  right  ureteral 
orifice  as  the  catheter  was  removed,  and  was 
extracted  with  rouguer  forceps.  A  catheter 
could  not  be  passed  farther  than  1  cm.  up 
the  left  ureter. 

During  the  first  24  hours  after  the  stone 
was  removed  from  the  right  ureter,  the  pa- 
tient had  a  massive  diuresis  of  10,000  ml.  of 
urine.  X-ray  films  showed  that  the  radio- 
density  on  the  right  had  disappeared.  Dur- 
ing the  succeeding  five  days  the  urinary 
output  ranged  between  3  and  5  liters  daily, 
subsequently  tapering  to  1  to  2  liters  per 
day.  The  blood  urea  nitrogen  and  serum 
electrolvtes  became  normal   bv   the  fourth 


Fig.  2.  Koenlgcnograni  of  the  abdomen  after 
passage  of  a  left  ureteral  calculus.  Kadiodensities 
noted  in  figure  1  are  no  longer  present. 

hospital  day.  On  the  eleventh  day  the  pa- 
tient spontaneously  passed  the  stone  from 
the  left  ureter,  and  it  was  recovered  from 
the  urine.  Both  stones  were  predominantly 
calcium  oxalate.  As  noted  in  figure  2,  both 
the  densities  noted  in  figure  1  had  disap- 
peared. A  subsequent  intravenous  pyelo- 
gram  was  normal,  and  the  patient  has  ex- 
perienced complete  recovery. 

Comment 
The  causes  of  acute  renal  failure  are 
manyi-^,  and  may  be  classified  as  prerenal 
(shock,  dehydration,  severe  injury),  renal 
(poisons,  acute  glomerulonephritis),  and 
postrenal  (obstructive  lesions  of  various 
types).  Many  forms  of  acute  renal  failure — 
including  dehydration,  electrolyte  imbal- 
ances, congestive  heart  failure,  hypotension, 
and  acute  urinary  tract  infection  superim- 
posed on  chronic  renal  disease — are  revers- 
ible. The  importance  of  considering  these 
possible  causes  in  the  setting  of  acute  renal 
failure,  particularly  when  the  etiology  is  not 
cleaj',  is  obvious.  Of  these,  dehydration  is 
probably  one  of  the  most  common.  For  this 
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reason,  the  initial  attempts  to  hydrate  our 
patient  were  made. 

The  chnical  clue  to  the  proper  diagnosis 
in  this  patient  was  complete  anuria,  even 
after  hydration,  which  is  unusual  in  non- 
obstructive causes  of  acute  renal  failure. 
That  calculi  may  be  missed  on  initial  in- 
spection of  x-ray  films  was  demonstrated  in 
this  patient,  and  the  importance  of  carefully 
re-evaluating  such  films  should  be  empha- 
sized. 

Acute  renal  failure  from  bilateral  calculi 
is  an  unusual  phenomenon.  A  review  of  all 
cases  of  acute  renal  failure  seen  in  this  hos- 
pital failed  to  reveal  a  single  similar  case. 
One  other  patient  had  complete  anuria  on 
the  basis  of  postoperative  uretei'al  obstruc- 
tion. Sixteen  cases  of  bilateral  renal  calculi 
were  reviewed,  none  of  which  had  led  to 
acute  renal  failure.  Although  this  associa- 
tion is  unusual,  attempts  at  unilateral  ure- 
teral catheterization  are  in  order  in  those 


cases  of  acute  renal  failure  in  which  the  di- 
agnosis is  not  clear.  The  rewards  gained 
from  this  approach  in  some  patients  are  well 
demonstrated  by  the  case  reported  here. 

Sumvxary 
A  case  of  acute  renal  failure  secondary  to 
bilateral  ureteral  calculi  is  presented.  The 
importance  of  considering  and  investigating 
potentially  reversible  causes  of  acute  renal 
failure  is  emphasized. 
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ANNUAIi  REPORT  OF  CASES  —  DUKE  POISON  CONTROI.  CENTER 
Novpiiibei-  ].  1962-October  31,  1963 

*Known  Fatalities:        9 
Internal  medications 
External  medications 
Cosmetics 
Plants 

Household  products 
Insecticides  and  pesticides 
Animal  bites 
Veterinary  products 
Commercial  product  e.xposures 
Unknown 


.attempted   Suicides:     17 


181 

21 

24 

25 

185 

83 

1 

5 

10 

1 
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Internal  medications — 181 
Aspirin 
Sedatives 
Tranquilizers 
Cold  and  cough 
Vitamins 
Hormones 
Laxatives 
Iron 

Sulfa  and  antibiotics 
Cardiovascular 
Diuretics 
Anticonvulsives 
Gastrointestinal 
Antiarthritics 
Others 


External  medications 


56 

IS 

Cosmetics 

18 

14 

Plants 

12 

9 

Insecticides  and  pesticides 

6 

6 

.\nimal  bites 

4 

3 

Veterinary  products 

2 

5 

Commercial  product  exposures 

8 

Ingestions — 2 

3 

Inhalations — 5 

17 

Skin  contacts — 3 

181 

Unknown 

21 
24 
25 
83 
1 
5 
10 
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26 

32 

197 

118 

35 

18 

23 

72 

4 


Household  products— 

-18 

J 

A;;<'S  of  Cases 

Bleaches 
Detergents 

29 

24 

Linknown 

I'^urniture  polishes, 
other  polishes 

floor 

waxes,  and 

13 

Less  than  1  yeai 

Kei-osene 

13 

1-2  years 

Solvents 
Matches 

9 

8 

2-3  years 

Shoe  cleaners,  waxes, 

po 

lishes 

7 

3-4  years 

Lighter  fluids 
Paint 

6 

5 

4-,5  years 

Turpentine 

4 

5-18  vears 

Lye 
Disinfectants 

5 
4 

Adults 

Water  softeners 
Gasoline 

4 
3 

Animals 

Methyl  alcohol 

Fertilizer 

Others 

2 

1 

48 

1S5 

<;r<>U|is  called  al) 

Children 

Adults 

Animals 

bout 


Inhalations,  i  All  7  cases  in\-olved  inhalation  of  insecticides.  These  are  includctl  imder  "Insecticides 
and  pesticides"  listed  alcove. 

Skin  contacts:  6  Of  these,  1  was  a  disinfectant,  1  a  furniture  wax,  1  a  cleansei-,  2  insecticides,  and  1  a 
hair  neutralizing  solution.  All  of  these  have  also  been  included  under  their  proper  categories 
above. 

♦Known  Fatalities — 9 

1.  D-D  Soil  Fuiuigaiit — 19  years.  This  boy  drank  the  substance,  mistaking  it  for  wine. 

2.  Sodium  nitrate — 18  months.  This  male  infant  got  into  his  grandmother's  "heart  pills"  and  died  8  hours 
later  with  methemoglobinemia  of  greater  than  9.5%. 

3.  Singletary's    Rat    aiid    3Ioiise    Exterminator — .50  years.  A  male  chronic  alcoholic  drank  lliis  product.      1 
Whether  he  drank  it  deliberately  or  unintentionally  is  not  known.  He  died  in  renal   failure. 

4.  Eciuanil  and  Placidyl — 23  years.  This  male  ingested  12  Placidyl  and  36  Eciuanil  taljlets.  He  was  lav- 
aged  approximately  IV2  hours  after  ingestion.  This  was  definitelj'  a  suicide. 

5.  Weed  Killer — 19  years.  Report  to  us  having  been  taken  by  accident.  The  product  was  mistaken  for 
a  jug  of  water. 

6.  Donnagel — fi  weeks.  This  was  given  to  a  baby  at  the  suggestion  of  his  local  physician  but  not  in  the 
dosages  given  to  the  child  by  the  parents.  However,  the  child's  condition  suggested  that  the  inges- 
tion of  this  drug  was  not  the  cause  of  death  but  that  he  had  severe  gastrointestinal  infection  and 
dehydration  before  the  drug  was  gi\-en. 

7.  All  Detergent — 11  years.  This  was  given  in  place  of  a  soap-suds  enema  for  fever. 

8.  Milibis — 13  years.  This  was  given  to  a  13  year  old  boy  for  amoebic  dysentery.  He  developed  a  pictui'e 
of  encephalitis  and  died.  Questionable  sensitivity  to  arsenic. 

9.  Parathiene — i  years.  The  patient  was  exposed  to  plants  that  had  been  sprayed  with  25%  Parathione 
for  a  12-14  days  period.  When  our  Center  was  called,  she  was  ashen  in  color,  in  respiratory  distress, 
and  had  increased  salivation.  A  supply  of  PAM  was  sent  to  her  local  hospital  from  our  Center. 

The  Center  has  managed  a  total  of  3038  cases  since  it  began  operation  in  No\'ember,  1954. 
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BABY  FINE— DOCTOR,  TOO.  As  the  Census  Bureau  adds  "1",  every- 
one's doing  well,  thank  you.  Last  but  not  least,  so  is  the  doctor. 
Thanks  to  Blue  Shield  "payment  on  delivery,"  the  doctor  knows 
where  he  stands,  too!  But  that's  only  one  reason  why  he  likes  to  work 
with  Blue  Shield  .  .  .  Hospital  SAVING  Association  of  Chapel  Hill 
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The  New  Enlarged  Program  of 

DISABILITY  INSURANCE 


AVAILABLE  TO   MEMBERS  OF 


The  Medical  Society  of  the  State  of  North  Carolina 

DESIGNED  TO  MEET   PRESENT  DAY  NEEDS 

PLANS  UP  TO 

•  $250.00  WEEKLY  DISABILITY  INCOME  BENEFITS  ($1,080.00  monthly) 

•  $20.00  PER  DAY  EXTRA  HOSPITAL  BENEFIT  (Optional) 


PLAN   A      (Basic) 


Lifetime  Accident 

and 
7  years  Sickness 


SEMI-ANNUAL   PREMIUMS 


Weekly 
Benefits 

$250.00 

Dismemberment 
Benefits 

Principal 

Sum  For 

Accidental 

Death 

Premium  Age 
40  and  Over 

tReduced  Premium 
To  Age  40 

Up  to  $50,000.00 

$5,000.00 

$244.50 

$183.50 

$200.00 

Up  to  $40,000.00 

$5,000.00 

$196.50 

$147.50 

$150.00 

Up  to  $30,000.00 

$5,000.00 

$148.50 

$111.50 

$100.00 

Up  to  $20,000.00 

$5,000.00 

$100.50 

$   75.50 

PLAN    AA      (Long  Term) 


SEMI-ANNUAL   PREMIUMS 


Lifetime  Accident 

and 
For  Sickness,  from 

Inception  of 

Disability  to  Your 

Attainment  of 

Age  65 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum  For 

Accidental 

Death 

Premium  Age 
40  and  Over 

TReduced  Premium 
To  Ag3  40 

$250.00 

Up  to  $50,000.00 

$5,000.00 

$292.00 

$219.25 

$200.00 

Up  to  $40,000.00 

$5,000.00 

$234.50 

$176.00 

$150.00 

Up  to  $30,000.00 

$5,000.00 

$177.00 

$133.00 

$100.00 

Up  to  $20,000.00 

$5,000.00 

$119.50 

$   89.75 

The  premiums  for  Plan  AA  will  be  reduced  to  the  same  premium  as  for  Plan  A  at  age  58. | 

Note:  The  above  rotes  do  not  increase  at  age  50,  or  even  at  age  60! 
tOn  attaining  age  40,  age  40  rates  apply  on  renewal. 


J.  L.  CRUMPTON, 

State  Mgr. 


Professional    Group    Disability    Division 

COMMERCIAL  INSURANCE  COMPANY  OF  NEWARK,   N.  J. 

Box   147,   Durham,   N.   C. 

J.   Slade   Crumpton,    Field    Representative 

If  more  information  is  needed  or  help  desired  in  completing  your  enrollment, 
please  coll  us  collect: 

Area   Code   919— Phone   682-5497. 
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MAN  AND  BEAST 

Even  the  growth  of  great  cities  into  mega- 
lopolises is  apparently  not  going  to  separate 
man  from  beast,  whether  the  beast  be  kept 
to  pet  or  to  eat.  It  is  therefore  the  business 
of  the  physician  and  the  veterinarian  to 
know  how  these  animals  can  hurt  (and 
help)  human  beings.  In  the  matter  of  in- 
fectious agents  the  scene  is  one  of  "ignor- 
ance is  bliss"  as  far  as  most  physicians  are 
concerned.  The  general  impression  seems  to 
be  that  the  laws  regulating  the  keeping  and 
sale  of  animals  and  their  products  are  ade- 
quate in  scope  and  properly  enforced,  this 
despite  the  fact  that  from  January  through 
October,  1963,  rabies  has  been  reported  in  14 
North  Carolina  counties  and  that  the  editor's 
casual  examination  of  meat  in  the  market 
has  turned  up  salmonellosis  and  trichinosis 
without  half  trying. 


Such  statements  as  one  sees  in  the  daily 
news  about  North  Carolina  being  a  brucel- 
losis-free state,  or  marking  the  passage  of  a 
law  prohibiting  uninspected  meat  from 
crossing  county  lines  in  the  state,  would 
tend  to  enforce  a  feeling  of  security  on  the 
physician's  part,  to  say  nothing  of  the  pub- 
lic's. When  the  matter  is  examined  more 
closely,  the  term  "brucellosis-free"  is  found 
to  mean  that  dairy  herds  inspected  and  ap- 
proved by  the  state  have  no  brucellosis. 
Nothing  can  be  said  of  brucellosis  in  other 
dairy  herds,  in  cattle  kept  for  meat,  or  espe- 
cially in  swine,  which  are  the  greatest 
source  of  human  brucellosis  in  the  country. 

The  situation  in  regard  to  tuberculosis  is 
similar,  requiring  the  absence  of  tuberculin- 
positive  cows  in  numbers  greater  than  0.2 
per  cent  from  dairy  herds.  The  law  regard- 
ing meat  inspection  provides  no  control  over 
meat  sold  in  the  county  where  it  was  butch- 
ered, hence  there  are  no  limits  to  what  one's 
patients  may  have  eaten,  since  many  of 
them  probably  are  as  unaware  as  was  the 
animal  of  what  county  it  hailed  from. 

These  considerations  are  not  intended  as 
portents  of  impending  doom:  in  fact,  things 
are  better  now  than  they  ever  have  been 
regarding  provision  of  bacteriologically  ac- 
ceptable food  to  the  public,  and  North  Caro- 
lina meat  control  laws  are  in  the  forefront 
nationally.  What  is  intended  is  to  make  it 
clear  that  there  is  still  ample  reason  to  sus- 
pect food  and  drink  of  microbiological  con- 
tamination by  harmful  agents  right  here  in 
North  Carolina.  The  physicians  of  this  state 
seem  to  be  complacent  about  this  aspect  of 
the  medical  history  so  long  as  the  patient 
has  not  just  returned  from  some  foreign 
country  where  it  is  much  easier  to  believe 
such  things  about  the  victuals.  Our  Tri- 
china, Salmonella,  and  Brucella  will  stand 

up  with  the  best  of  any  other  country! 
*     *     * 

STABBED  IN  THE  HEART 

The  words  in  the  title  of  this  editorial 
have  long  carried  a  final  ring,  and  served 
in  that  capacity  as  a  metaphor.  The  article 
by  our  Charlotte  colleagues  in  this  issue  of 
the  Journal  indicates  that  we  may  have  to 
look  for  a  new  one.  When  news  of  the  suc- 
cess of  their  type  of  management  spreads 
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to  the  segments  of  society  interested  in  the 
most  vuhierable  regions  of  their  opponents, 
we  may  see  a  shift  in  emphasis.  One  thug 
of  our  acquaintance,  schooled  in  New  Yorls; 
underworld  traditions,  has  always  fa\-ored 
the  liver,  saying  that  in  his  experience  the 
surgeons  had  a  harder  time  handling 
wounds  of  the  liver  than  the  others  he  had 
inflicted. 

Our  North  Carolina  hoodlums  do  not  seem 
so  calculating,  operating  in  a  more  tradition- 
al and  romantic  way.  Since  it  is  unlikely 
that  violence  will  soon  subside,  the  increas- 
ing skill  and  knowledge  of  our  surgeons  is 
most  welcome,  and  we  only  hope  that  our 
sociologists   will   eventually   outstrip    them 

and  make  their  new  approach  unnecessary. 
*     *     * 

STATE    DEPARTMENT    OF 
MENTAL  HEALTH 

Prior  to  the  action  of  the  19G3  Legisla- 
ture in  reorganizing  state  agencies  dealing 
with  mental  health,  the  Hospitals  Board  of 
Control  was  responsible  for  the  four  psy- 
chiatric hospitals,  the  treatment  facilities  for 
alcoholics,  and  the  .schools  for  the  mentally 
retarded,  while  the  State  Board  of  Health 
had  charge  of  the  state's  14  mental  health 
clinics.  The  new  State  Department  of  Men- 
tal Health  will  assume  charge  of  all  these 
facilities,  a  change  which  should  make  it 
easier  to  shift  patients  from  institutional 
care  to  outpatient  care  in  the  mental  health 
clinics. 

Toda3''s  emphasis  on  the  shortest  possible 
institutional  stay  for  the  mentally  ill  makes 
this  reorganization  particularly  appropiiate, 
and  it  will  be  interesting  to  see  if  the  some- 
times viscid  proceedings  of  bureaucracy  are 
indeed  made  more  fluid  by  the  new  ar- 
rangement, or  if  Parkinsonian  cynics  ( no  re- 
lation to  Parkinson's  disease )  will  find  con- 
firmation of  their  belief  in  a  new  prolifera- 
tion of  administrative  personnel  under  the 
aegis  of  the  new  agency. 

The  appointment  of  advisory  councils  on 
mental  retardation  and  liaison  between  the 
new  agency  and  the  State  Board  of  Health 
might  be  viewed  as  such  confirmation,  but 
this  judgment  would  be  unfair  at  such  early 
date.  The  advisory  councils  could  render  a 
great  service  bj^  keeping  the  objective  of  the 


reorganization — more  effective  service  with 

fewer  agencies  involved — before  the  parties 

concerned  with  the  day-to-day  operation  of 

the    state's   mental    health    facilities.    Such 

councils  are  usually  in  a  better  position  to 

be  objective  than  is  the  case  with  the  staffs 

of    the    organizations    concerned,    and    the 

medical  profession  should  look  on  them  with 

hoi^e  that  Parkinsonian  proliferation  is  not 

inevitable. 

*     *     * 

REVERSIBLE  RENAL  FAH.URE 

The  evolution  of  dialytic  procedures  as 
life-preserving  and  life-sustaining  measures 
for  patients  with  acute  and  chronic  renal 
failure  has  increased  the  obligation  of  the 
physician  to  exclude  reversible  renal  failure 
when  he  is  called  upon  to  treat  a  patient 
with  uremia.  Characteristicalty,  the  patient's 
history  is  unreliable  and  stories  from  rela- 
tives are  often  conflicting.  As  pointed  out 
elsewhere  in  this  i.s.sue  of  the  Journ.^l.  un- 
remitting search  may  be  necessary  before  a 
complex  clinical  problem  reaches  happy 
solution. 

Besides  bilateral  renal  calculi  and  othei- 
causes  of  acute  renal  failure  mentioned  by 
Algee  and  others,  periureteral  fibrosis  must 
also  be  considered  as  a  cause  of  obstruction: 
catheterization  of  the  ureters  is  necessary- 
to  exclude  the  diagnosis.  The  development 
of  rapid  chelation  techniques  for  the  deter- 
mination of  serum  calcium  now  makes  it 
possible  to  recognize  acute  hypercalcemia  as 
a  factor  in  some  instances  of  acute  renal 
failure;  co-existence  of  hypercalcemia,  renal 
failure,  and  a  neck  mass  suggest  acute  hy- 
perparathyroidism and  emergency  explora- 
tion of  the  neck.  More  recently,  gallbladder 
dyes  have  also  been  implicated  in  the  pre- 
cipitation of  acute  tubular  necrosis  and  also 
of  transient  depression  in  renal  function.  Al- 
though it  is  likely  that  such  offending  agents 
will  fall  into  disuse  rapidly,  a  physician's 
knowledge  of  contrast  media  in  use  is  more 
than  ever  essential. 

One  of  the  more  intriguing  problems  un- 
folding currentty  in  nephrology  is  that  of 
phenacetin  nephropathy.  Early  work  in 
Scandinavia  and  in  Switzerland  indicates 
that  long-continued  ingestion  of  large  doses 
of    analgesics    containing   phenacetin    may 
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lead  to  nephropathy  manifested  by  intersti- 
tial nephritis  or  medullary  necrosis,  meth- 
emoglobinemia, sLilfhemoglobinemia  and  en- 
cephalopath3^  the  last  indicated  by  beha^•- 
ioral  and  electroencephalographic  abnor- 
malities. Since  the  Physicians'  Desk  Refer- 
ence, in  1963,  lists  at  least  50  preparations 
containing  phenacetin  and  many  more  are 
available  over  the  counter,  and  since,  as  we 
have  been  reminded  by  Osier,  man  is  sep- 
arated from  lo\yer  animals  at  least  in  part 
by  his  capacity  to  take  medicine,  the  devel- 
opment of  renal  disease  in  patients  suffering 
from  thirst  for  therapy  should  prompt  an  in- 
ventory of  those  sufferers'  medicine  cabi- 
nets. Because  ten  probable  cases  have  been 
recognized  during  the  past  three  years  at 
two  teaching  hospitals  in  North  Carolina 
and  because  renal  medullary  necrosis  ap- 
pears to  be  increasing  in  frec|uency,  it  is 
more  than  ever  essential  to  know  what  the 
patient  is  taking,  how  much  he  takes,  and 
howlong  he  has  been  taking  it. 

John  H.  Felts,  M.D. 

UP  KINORYNCHS! 

There  are  those  who  lament  the  closing 
of  the  frontier,  now  more  than  50  years  ago, 
as  removing  the  last  stronghold  of  rugged 
pioneer  types,  who  now  laresumably  have  no 
outlet  but  to  ride  motorcycles  in  leather  jac- 
kets or  go  surfboarding  until  their  knees  and 
calvaria  have  had  enough.  More  rationally, 
one  realizes  that  never  have  there  been 
more  frontiers.  On  the  large  scale  there  is 
space,  although  Congress  has  become  as  re- 
luctant about  exploring  it  as  Europe's  kings 
were  about  sponsoring  Christopher  Colum- 
bus. On  a  smaller  scale  there  is  the  world 
that  begins  at  the  lower  limits  of  visibility 
and  extends  into  atomic  structure,  recently 
made  visible  for  the  first  time. 

It  was  with  real  enthusiasm  that  we  re- 
cently heard  a  biology  professor  talk  about 
his  special  interest.  With  pi'oper  modern 
foresight,  this  man  had  begun  his  studies  for 
the  doctorate  with  an  interest  in  ecology, 
popvdation  dynamics  and  other  fashionable 
specialties.  But  he  tripped  up  on  kinorynchs. 
In  the  touching  innocence  of  youth  he  acted 


on  a  request  from  his  teacher  by  asking 
someone  where  he  might  get  some  kin- 
orynchs. It  turned  out  that  they  were  hard 
to  come  by,  but  he  was  given  a  pail  of  mud 
dredged  off  the  bottom  of  a  bay,  and  found  a 
way  to  get  the  kinorynchs  out  by  bubbling 
air  through  the  mud  and  swabbing  them  off 
the  film  on  top  of  the  water.  Thus  began  the 
task  of  classifying  these  tiny  beasts  from 
which  he  has  yet  to  escape.  So  little  was 
known  of  them,  he  says  (with  some  regret), 
that  he  has  become  an  18th  Century  biol- 
ogist. 

The  moral  seems  to  be  that  if  you  want 
to  live  the  rugged  life  of  the  frontiersman, 
make  yourself  a  frontier — great  opportuni- 
ties are  available,  but  you'll  have  to  go  up  or 
down,  not  West. 

THE  DANGERS  OF  CASEATION 

Asatoor  and  his  colleagues,  in  a  letter  in 
the  October  5,  1963,  Lancet,  describe  the 
dangers  of  eating  certain  cheeses  while  tak- 
ing certain  tranquilizers.  The  "strong" 
cheeses — Stilton  and  Camembert,  for  ex- 
ample— apparently  contain  epinephrine-like 
amines  derived  from  bacterial  action  on 
amino  acids  in  the  cheese.  These  sympatho- 
mimetic amines  are  ordinarily  broken  down 
by  enzyme  action  in  the  bowel,  but  when 
tranquilizers  of  the  monoamine  oxidase  in- 
hibitor type  are  being  taken,  this  break- 
down is  decreased.  As  a  result,  effects  simi- 
lar to  those  of  epinephrine  may  appear,  and 
patients  complain  of  headache,  palpitation, 
nausea,  vomiting,  and  a  stiff  neck.  One  pa- 
tient died  of  cerebral  hemorrhage  after  con- 
suming the  combination.  A  later  corre- 
spondent suggested  that  this  action  might 
also  explain  the  bad  dreams  complained  of 
by  some  patients  who  eat  cheese  at  bed- 
time. 

At  this  time,  when  gifts  of  cheese  are 
popular,  the  thoughtful  and  well-read  giver 
will  include  in  his  message  of  cheer  a  warn- 
ing against  consuming  the  wrong  tranquiliz- 
er at  the  same  time.  There  is  no  evidence 
that  the  tranquilizer  most  commonly  taken 
with  cheese  produces  any  unusual  effects. 
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President's  Message 

MEDICAL  SOCIETY  DUES 


The  cost  of  operating  the  Medical  Society, 
in  keeping  witli  current  trends,  is  constant- 
ly on  the  increase.  Expanding  activities  in- 
volving public  relations,  legislation,  atten- 
dance at  burgeoning  national  conferences, 
and  the  rising  level  of  interaction  with  re- 
lated organizations  are  major  factors  in  an 
expanding  budget.  Operating  deficits  for 
1962  and  1963  induced  the  1963  House  of 
Delegates  to  authorize  an  increase  of  $10  in 
annual  dues.  In  the  main,  these  deficits  ac- 
crued from  a  sharp  decline  in  revenue  from 
pharmaceutical  advertising  in  the  Journal, 
a  significant  drop  in  income  from  com- 
mercial exhibitors  at  the  annual  meeting, 
and  the  overexpenditure  of  the  majority  of 
committee  budgets.  This  year  the  number 
of  committees  was  reduced,  either  by  con- 
solidation or  elimination,  but  the  Society 
can  ill  afford  to  adopt  a  policy  of  restricted 
activity  when  political  and  social  pressures 
threaten  the  freedom  of  medicine. 

Prior  to  the  decision  of  the  House  of 
Delegates  to  increase  dues  effective  Jan- 
uary, 1964,  North  Carolina  ranked  thirty- 
fourth  among  the  state  medical  societies  in 
the  level  of  dues  assessed  members.  Of  the 
anticipated  income  for  1964,  membership 
dues  account  for  72  per  cent  of  the  total. 
The  remaining  28  per  cent  will  accrue  from 
activities  of  the  headquarters  office. 

It  is  pertinent  to  this  discussion  to  en- 
umerate, in  addition  to  the  objectives  of  the 
Society  recorded  in  the  constitution,  some 
of  the  benefits  derived  from  membership: 

1.  Attendance  at  meetings  and  participa- 


tion in  all  activities  of  the  State  Society  and 
related  groups. 

2.  Subscription  to  publications  developed 
by  the  Society,  which  include  the  Journal, 
reference  roster  of  membership,  public  re- 
lations bulletin,  and  transactions  of  the  an- 
nual meeting. 

3.  Participation  in  four  group  insurance 
programs  at  a  premium-saving  in\'olving 
professional  liability,  accident  and  health, 
business  expense,  and  major  hospitalization 
policies.  The  40  per  cent  saving  in  the  cost 
of  professional  liability  alone  equals,  for 
many  members,  the  total  amount  of  the 
dues.  In  addition,  a  retirement  savings  plan 
affording  tax  advantages  awaits  implemen- 
tation pending  release  of  regulations  by  the 
Internal  Revenue  Service. 

4.  Public  relations  services. 

5.  Collective  effort  to  improve  the  climate 
and  cjuality  of  medical  practice  and  to  main- 
tain proper  relations  with  other  organiza- 
tions concerned  with  medical  care  and  the 
public  health. 

6.  Maintenance  of  a  physician-placement 
bureau. 

7.  A  suitable  headquarters  office,  effici- 
ently staffed,  to  administer  the  Society's  af- 
fairs, to  preserve  permanent  records,  to 
monitor  state  and  national  meetings,  and  to 
promote  services  to  the  membership. 

8.  Prerequisite  to  membership  in  the 
American  Medical  Association. 

Only  through  active  participation  can  a 
member  realize  full  return  from  the  invest- 
ment of  dues. 


A  SENATOR'S  OPINION  ABOUT  DRUG  HEARINGS 

I  am  sure  you  expect  me  to  say  something  about  the  drug  bill  to 
which  the  bureaucracy  of  the  United  States  Congress  has  assigned  the 
unglamorous  designation,  S.  1552.  You  know,  despite  all  the  fuss  and 
feathers,  the  bill  is  really  not  so  important.  After  all,  thousands  of  bills 
are  introduced  in  the  Congress  each  session.  What  is  important  about 
this  bill  is  the  fact  that  it  was  the  vehicle  for  one  of  the  longest,  dreariest, 
most  biased,  most  unfair,  most  cynical — I  could  go  on — series  of  hearings 
which  ever  disgraced  the  United  States  Senate. — U.  S.  Senator  Roman  L. 
Hruska  to  Fordham  University  College  of  Pharmacy,  April  29,  1962. 
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Correspondence 

To  the  Editor: 

Having  known  Dr.  Wingate  Johnson,  the 
late  Editor  of  tlie  North  Carolina  Medical 
Journal  for  many  years  and  much  of  tliat 
time  having  closely  associated  with  him  in 
medical  organization  work,  I  cannot  let  an 
opportunity  pass  by  to  pay  tribute  to  this 
kindly  and  able  man.  Modest  to  the  point  of 
shyness,  he  often  concealed  from  those  who 
knew  him  only  slightly  his  unusual  abilities 
as  a  medical  educator,  author  and  editor. 
Always  thoughtful  of  others,  he  dismissed 
his  own  trials  and  tribulations  as  unim- 
portant. He  was,  I  discovered,  a  man  with 
real  religious  convictions  and,  unUke  most 
of  us,  he  practiced  what  he  professed  to  be- 
lieve. 

This  is  my  estimate  of  Wingate  Johnson. 
He  will  always  have  a  special  place  in  my 
memory. 

Theodore  Wiprud 
Special  Assistant  to  the 
Executive  Vice  President 
Medical  Service  of  D.  C. 
Washington,  D.  C. 

Committees  ^  Or^ani2iations 

POLIOMYELITIS  COUNTY  OPTION 
IMMUNIZATION  PROGRAM 

In  a  memorandum  issued  to  presidents  of 
component  county  medical  societies,  Dr. 
John  S.  Rhodes,  president  of  the  Medical 
Society  of  the  State  of  North  Carolina,  has 
announced  that  "By  action  of  the  Executive 
Council  the  former  recjuest  that  action  by 
an  individual  county  society  on  poliomye- 
litis immunization  be  deferred  is  now  res- 
cinded." 

The  Committee  on  Child  Health  and 
Poliomyelitis  has  developed  the  following 
recommendations  for  conducting  a  county- 
wide  poliomyelitis  immunization  program: 

1.  Either  monovalent  or  trivalent  Sabin  oral  vac- 
cines are  approved. 

2.  Each  county  medical  society  may  consider  and 
proceed  to  implement  within  its  jurisdiction 
an  immunization  program  for  poliomyelitis. 

3.  The  respective  county  medical  societies  should. 


in  contemplating  their  immunization  cam- 
paign, clear  their  intent  with  the  Committee 
on  Child  Health  and  Poliomyelitis  and,  insofar 
as  possible,  cooperate  with  this  Committee  in 
coordinating  their  campaign  with  adjoining 
counties  in  order  to  take  advantage  of  public 
information  resources  within  the  area  and  in 
developing  technical  details  for  conducting 
such  a  program. 

The  Chairman  of  the  State  Society's  Commit- 
tee on  Child  Health  and  Poliomyelitis  is  Dr. 
Richard  S.  Kelly,  1606  Morganton  Road,  Fay- 
etteville,  who  will  cooperate  with  you  in  your 
consideration  of  a  local  county  campaign  and 
will  furnish  you  with  "guidelines"  in  connec- 
tion with  this  program. 

It  will  be  the  responsibility  of  each  com- 
ponent county  medical  society  to  arrange  and 
contract  for  the  selected  vaccines  to  be  used 
in  the  immunization  program. 
A  communication  from  the  Director  of  the 
North  Carolina  State  Board  of  Health  to  the 
county  health  directors  has  indicated  that  the 
facilities  and  services  of  the  health  depart- 
ments are  authorized  to  be  coordinated  with 
the  efforts  of  the  county  medical  society  in  the 
implementation  of  the  immunization  cam- 
paign. 


Committee  on  Legislation 
KING-ANDERSON  BILL  UNNECESSARY 

A  spokesman  for  the  Medical  Society  of 
North  Carolina  charged  in  Washington,  in 
November,  that  the  administration's  pro- 
posal for  medical  care  of  the  aged  simply 
cannot  and  will  not  meet  the  needs  of  this 
group  as  sufficiently  as  the  current  private 
and  ijublic  programs  can  do. 

Dr.  Edgar  T.  Beddingfield,  Jr.,  Stantons- 
burg,  general  practitioner  and  chairman  of 
the  Society's  Committee  on  Legislation,  told 
the  House  Ways  and  Means  Committee  that 
we  are  convinced  that  the  need  for  such  a 
program  as  proposed  in  King- Anderson  (H. 
R.  3920)    has  been  vastly  exaggerated. 

He  emphasized  that  the  composite  group 
of  programs  developed  in  North  Carolina 
can  and  will  meet  any  existing  problem,  and 
the  administration  proposal  is  not  needed, 
is  prohibitive  in  cost,  and  could  not  avoid 
gradual  lowering  of  health  case  standards 
by  virtue  of  marked  government  interfer- 
ence and  controls. 

Reviewing  the  state's  progress  in  the  field 
of  medical  care.  Dr.  Beddingfield  cited  pre- 
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viously  existing  programs  as  well  as  the 
1963  enactment  of  a  Kerr-Mills  Law  in 
North  Carolina.  He  continued:  "The  expe- 
rienced success  of  present  health  care  for 
the  aged  as  provided  in  existing  programs 
of  medical  care  of  the  needy  aged  in  our 
state,  combined  with  the  newly  enacted 
Kerr-Mills  implementation  law,  now  fully 
encomi^asses  all  of  the  adequate  provisions 
of  the  federal  bill  for  the  health  care  of  the 
aged.  The  new  state  authority  and  appro- 
priations do  make  it  ijossible  for  the  adminis- 
tr-ation  of  all  the  major  Kerr-Mills  priorities 
of  services  which  are  vital  to  the  medical 
care  of  the  aged.  Possible  needs  beyond 
those  provided  in  this  act  are  not  apparent  to 
physicians  in  ovu'  state  nor  substantiated 
by  any  otlier  group  which  has  seriously 
studied  the  matter." 

Acknowledging  recent  criticism  of  the  fact 
that  tiie  North  Carolina  Department  of  Pub- 
lic Welfare  had  not  yet  made  operational 
the  Kerr-Mills  plan  approved  by  the  1963 
General  Assembly,  he  commented,  "It  has 
only  been  four  months  since  the  Legislature 
acted,  and  in  our  opinion  the  public  welfare 
officials  of  North  Carolina  have  made  re- 
markable progress  in  establishing  adminis- 
trative staff  and  regulations  which  will  best 
serve  the  interest  of  our  older  citizens.  We 
would  prefer  that  they  develop  a  sound  pro- 
gram of  benefits  rather  than  a  less  desirable 
program  conceived  in  haste." 

Stressing  that  North  Carolina's  aged  pop- 
ulation does  not  need  a  pi'oposed  federal  So- 
cial Security  health  plan,  he  added:  "Exist- 
ing federal  and  state  laws  encompass  fully 
all  the  known  essentials  to  adecjuate  medical 
care  of  the  aged,  and  new  legislation  pro- 
poses no  other  essentials.  Moreover,  under 
law  these  programs  may  be  constantly  ex- 
panded to  meet  newer  concepts  of  adequacy 
and  efficiency  of  the  same  essentials." 

Dr.  Beddingfield  went  on  to  say,  "The 
expense  proposed  in  H.R.  3920  is  too  great 
to  justify  its  limited  schedule  of  benefits, 
comparable  to  those  going  programs  in  the 
state  which  offer  greater  benefits  at  less 
expense  and  which  may  be  expanded  when 
needs  and  priorities  develop  beyond  present 
provisions." 

As  long  ago  as  1953,  he  said,  the  "pooled" 


hospitalization  fund  had  established  the  ob- 
jective of  meeting  85  per  cent  of  all  hospi- 
talization medical  care  costs  for  those  in 
need.  All  persons  of  reasonable  and  proven 
economic  need  have  access  to  this  fund.  To 
tax  our  people  for  a  scheme  encompassing 
segments  of  citizens  without  such  need  is  to 
hinder  the  very  progress  we  have  exempli- 
fied in  the  past  decade.  The  passage  of  a 
Kerr-Mills  implementation  Act  in  1963  as- 
sures the  continuation  of  hospitalization  for 
all  people  in  real  need  and  assures  adjunc- 
tive services  which  are  designed  to  lessen 
the  future  incidence  of  hospitalization  and 
prolonged  care  in  hospitals  such  as  has  char- 
acterized some  patients'  requirements  in  the 
past.  These  objectives  certainly  would  never 
be  the  result  of  the  type  legislation  proposed 
in  H.R.  3920.  Total  combined  matching  ap- 
propriations for  hospitalization  for  North 
Carolina  in  1963-65  is  $21,700,000. 

The  Medical  Society  spokesman  said: 
"We  believe  that  the  present  growth  in  our 
private  enterprise  system,  comprised  of  vol- 
untary insurance,  savings,  personal  re- 
sources, and  industrial  contributions,  is  pro- 
viding health  and  medical  care  to  large  seg- 
ments of  our  population  which  carries  into 
the  era  of  the  aged  as  they  become  less  pro- 
ductive in  our  commercial  and  industrial 
enterprises." 

In  1959  he  said,  through  the  Medical  So- 
ciety sponsored  Blue  Shield  program,  a 
Senior  Citizen  service  plan  of  low  cost  cov- 
erage was  implemented.  More  than  50  per 
cent  of  the  population  above  65  years  have 
purchased  some  type  of  private  health  and 
accident  coverage  in  the  state.  The  General 
Assembly  of  1963  enacted  an  amendment  to 
the  State  Statutes  regulating  joint  actions  of 
insurers  and  encouraging  their  combined  ef- 
forts in  offering  residents  65  years  of  age 
and  over,  and  their  spouses,  insurance 
against  financial  loss  from  accident  and  sick- 
ness. There  are  240  companies  licensed  in 
North  Carolina  in  this  area  of  insurance, 
and  the  amendment  is  now  being  exercised 
in  implementing  a  program  involving  many 
companies  writing  insurance  in  the  health 
field  to  prepare  and  offer  a  plan  of  such  pri- 
vate insurance  to  our  aged  population.  In 
the  opinion  of  Dr.  Beddingfield,  this  move- 
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ment  should  have  the  opportunity  to  be- 
come fruitful. 

Dr.  Beddingfield  observed  that  the  King- 
Anderson  proposal  is  entirely  "hospital- 
oriented."  He  said  that  considering  that  hos- 
pitalization is  the  most  expensive  part  of  the 
medical  care  package,  any  concerted  imple- 
mentation of  a  uniform  hospital  service 
available  under  social  security  will  result  in 
our  existing  programs  "withering  on  the 
vine",  and  further  adds  to  the  tax  burden 
by  creating  the  need  for  constant  building 
of  new  hospital  facilities. 

"We,  in  North  Carolina,  assert  that  our 
youthful  state  is  prepared  to  go  forward 
with  the  programs  and  services  we  have  re- 
lated as  organized  above.  It  is  healthy,  cul- 
turally, industrially,  technically,  intellect- 
ually, and  locally  oriented  to  these  programs 
and  services,  with  full  intention  and  deter- 
mination to  finance,  supervise  and  adminis- 
ter them  effectively  and  efficiently,"  con- 
cluded Dr.  Beddingfield. 

"We  want  this  Committee,  our  Congres- 
sional delegation,  and  the  people  of  North 
Carolina  to  understand  that  the  tax  pro- 
vision of  the  King-Anderson  proposal  will 
result  in  the  draining  of  $30,000,000  per 
year  in  new  compulsory  federal  taxes  from 
the  people  of  our  state  to  finance  a  program 
that  is  simply  not  necessary." 

Bulletin  Board 

COMING  MEETINGS 

Watts  Hospital  Medical  and  Surgical  Sym- 
X)osium — Jack  Tar  Durham  Hotel,  Durham,  Feb- 
ruary 14-15. 

U.N.C.  Pcstgraduate  Course  in  Medicine — Lex- 
ington, February  26-April  8,  every  Wednesday  for 
six  weeks. 

Bowman  Gray  School  of  Medicine,  Postgrad- 
uate Course  in  Obstetrics  and  Pediati'ics — Win- 
ston-Salem. March  10-12. 

Symposium  on  Endocrinology  (sponsored  by 
the  Veterans  Admhiistration  Hospital,  the  Row- 
an-Davie Chapter,  American  Academy  of  General 
Practice,  and  the  Rowan-Davie  County  Medical 
Society) — Veterans  Hospital,  Salisbury,  March 
14-15. 

Forsyth  County  Annual  Symposium  on  Cancer: 
Cancer  and  Pregnancy — Hotel  Robert  E.  Lee, 
Winston-Salem,  March  19. 

U.N.C.  Medical  Alumni  Day  —  Chapel  Hill, 
March  20. 


North  Carolina  Chapter,  American  College  of 
Surgeons,  Meeting  —  Blockade  Runner  Hotel, 
W'rightsville  Beach,  March  27-28. 

Three  Days  of  Cardiology — Duke  University 
Medical  Center,  April  1-3. 

.Medical  Society  of  the  State  of  North  Carolina, 
Annual   Meeting — Greensljoro,    May   2-6. 

Sixtieth  Annual  Congress  on  Medical  Educa- 
tion— Palmer  House,  Chicago,  February  6-14. 

American  College  of  Physicians,  Postgraduate 
Course  No.  10:  Hypertension  and  Its  Complica- 
tions— Medical  College  of  Georgia,  Augusta, 
Georgia,  February  10-14. 

Atlanta  Graduate  Medical  Assembly:  A  Day  of 
Surgery,  A  Day  of  Cardiology,  A  Day  of  Pedia- 
trics— Atlanta  Biltmore  Hotel,  Feliruary  17-19. 

American  College  of  Allergists,  Twentieth  An- 
nual Congiess  and  Graduate  Instructional  Course 
in  Allergy — Americana  Hotel,  Bal  Harbour, 
Miami  Beach,  Florida,  March  1-6. 

A.M.A.  National  Congress  on  Environmental 
Health  Problems — Chicago,  May  1-2. 


New  Members  of  the   State   Society 

The  following  physicians  joined  the  Medical 
Society  of  the  State  of  North  Carolina  during  the 
month  of  November,  1963; 

Drs.  John  Thomas  Langley,  Or,  1204  Meadow- 
wood  Road,  Kinston;  Bennett  Watterson  La- 
Prade,  ObG,  1221  Dorcas  Terrace,  Kinston;  Henry 
Thomas  Perkins,  Jr.,  I,  615  St.  Mary's  Street, 
Raleigh;  James  Summers  Forrester,  Box  565, 
Stanley;  Joel  Dewitt  Conner,  OIjG,  Akers  Center, 
Gastonia. 

Dr.  Nicholas  Emanuel  Stratus,  Box  10426,  Ral- 
eigh, was  a  new  member  in  May,  1963. 


News  Notes  from  the 
Duke  University  Medical  Center 

A  program  entitled  "Three  Days  of  Cardiology" 
will  be  presented  at  Duke  University  Medical 
Center,  April  1,  2,  and  3. 

Twenty-three  members  of  the  Duke  medical 
faculty,  representing  the  departments  of  med- 
icine, pediatrics,  radiology,  microbiology,  and 
surgery,  will  participate  on  the  program,  in  ad- 
dition to  a  distinguished  visiting  faculty  com- 
posed of  the  following: 

Drs.  J.  Francis  Dunnamann,  Jr.,  University  of 
Virginia  Medical  Center;  Floyd  W.  Denny,  Uni- 
veristy  of  North  Carolina  School  of  Medicine; 
James  W.  DuShane,  Mayo  Clinic;  Laurence  B. 
Ellis,  Harvard  University  Medical  School;  Alvan 
R.  Feinstein,  Yale  University  School  of  Medicine; 
J.  Hartwell  Harrison,  Peter  Brent  Brigham  Hos- 
pital and  Harvard  Medical  School;  C.  Walton  Lil- 
lehie.  University  of  Minnesota  Medical  Center; 
Andrew  G.  Morrow.  National  Heart  Institute, 
National  Institutes  of  Health;  Lysle  H.  Peterson, 
University  of  Pennsyhania  Graduate  School  of 
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Medicine;  William  H.  Sewell,  VA  Hospital.  Oteen; 
James  V.  Warren,  Ohio  State  University;  and 
James  W.  Woods,  Jr.,  Universitj'  of  North  Caro- 
lina School  of  Medicine. 

General  topics  to  he  developed  through  in- 
dividual presentations  and  panel  discussions  are 
rheumatic  fever,  valvular  heart  disease,  ven- 
tricular septal  defects,  less  common  forms  of 
cardiovascular  disease,  hypertensive  vascular 
disease,  and  horizons  in  cardiovascular  disease. 
*      *      * 

Members  of  the  American  College  of  Physici- 
ans throughout  Noi'th  Carolina  visited  the  Duke 
University  Medical  Center  on  December  5  for 
their  thirtieth  annual  regional  meeting. 

The  featured  guest  speaker  was  Dr.  Wallace 
M.  Yater,  Secretary-General  of  the  American  Col- 
lege of  Physicians,  Washington,  D.  C. 

Dr.  Robert  L.  McMillan,  professor  of  clinical 
internal  medicine  at  the  Bowman  Gray  School 
of  Medicine,  Winston-Salem,  is  the  ACP  Governor 
for  North  Carolina. 

The  meeting  opened  Thursday  afternoon  at 
Duke  with  Dr.  A.  J.  Crutchfield  of  Winston-Salem 
presiding. 

Scientific  papers  were  presented  by  Dr.  Joseph 
B.  Alexander  of  Lumberton;  Dr.  Henry  S.  Miller, 
Winston-Salem;  Dr.  Banks  R.  Gates  Jr..  Charlotte; 
Dr.  Ted  Hill  Jr.,  Asheville;  Dr.  Donald  C.  Hartzog. 
Winston-Salem;  and  Drs.  Richard  M.  Portwood 
and  Roscoe  R.  Robinson,  both  of  Durham. 

Also  on  Thursday  afternoon,  a  clinicopathologic 
Conference  was  conducted  by  Dr.  Eugene  A. 
Stead  Jr.,  and  Dr.  Donald  B.  Hackel,  both  of 
Duke. 

Thursday  evening  Dr.  Yater  spoke  on  "Some 
Reminiscences  of  an  Internist  in  the  Nation's 
Capital — What's  Happening  to  Internal  Med- 
icine." 


News  Notes  from  the  University  of 
North   Carolina   School   of   Medicine 

A  suspicious  chest  x-ray  of  a  30  year  old 
former  swimming  champion. 

The  histories  of  a  44  year  old  truck  driver  and 
a  22  year  old  housewife  who  were  hospitalized 
after  severe  coughing  episodes. 

These  and  other  cases  of  patients  with  lung 
infections  was  presented  to  doctors  for  discus- 
sion on  November  21-22  at  the  seventh  annual 
symposium  conducted  by  the  University  of  North 
Carolina  School  of  Medicine. 

Lung  diseases  was  the  topic  of  study  this  year. 

In  addition  to  the  participation  of  13  U.N.C. 
faculty  members,  two  visiting  medical  experts 
spoke.  They  were:  Dr.  John  M.  McClement,  a  na- 
tive of  Watertown,  New  Jersey,  and  now  asso- 
ciate professor  of  medicine  at  the  College  of 
Physicians  and  Surgeons  at  Columbia  Univer- 
sity in  New  York  City,  who  spoke  on  tubercu- 
losis and  adrenal  steroid  therapy;  and  Dr.  John 


B.  Hickam,  a  native  of  the  Philippine  Islands 
and  now  professor  and  chairman  in  the  Depart- 
ment of  Medicine  at  Indiana  Universitj'  School 
of  Medicine  in  Indianapolis,  who  discussed  acute 
lung  insufficiency. 

Dr.  Thomas  B.  Harnett,  associate  professor  of 
medicine  at  U.N.C.  was  responsible  for  the  pro- 
gram. The  N.  C.  Tuberculosis  Association  assisted 
financially  with  the  two-day  meeting. 

Case  histories  of  mental  patients  with  varying 
degrees  of  intoxication  from  bromides  was  pre- 
sented in  New  Orleans  recently  by  two  U.N.C. 
physicians. 

"The  Bromide  Plazai'd"  was  the  title  of  a  scien- 
tific paper  gi\en  Ijy  Dr.  John  A.  Ewing  and  Dr. 
\V.  J.  Grant  at  the  annual  meeting  of  the  South- 
ern Medical  Association. 

Other  U.N.C.  School  of  Medicine  faculty  mem- 
bers taking  part  in  the  four-day  meeting  were 
Dr.  .lohn  T.  Sessions,  moderator  of  a  panel.  Dr. 
Leonard  Palumbo,  a  discussant  and  member  of  a 
team  presenting  a  research  paper.  Dr.  Luther  M. 
Talbert  and  Dr.  Hugh  M.  Shingleton,  authors  of  a 
research  paper,  and  Dr.  Erie  E.  Peacock,  Jr., 
chairman  of  the  Section  on  Plastic  and  Recon- 
structive Surgerj'. 

Several  faculty  members  represented  the  med- 
ical school  at  an  alumni-faculty  gathering  at  the 
Roosevelt  Hotel  on  November  19. 
*     *     * 

Dr.  Charles  D.  Van  Cleave,  professor  of  anat- 
omy and  author  of  a  book  on  the  subject  of  radi- 
ation and  the  human  nervous  system,  spoke  re- 
cently at  North  Carolina  Memorial  Hospital  to 
the  Duke-U.N.C. -Bowman  Gray  Neurology  Semi- 
nar. His  topic  was  the  effects  of  ionizing  radia- 
tion on  the  nervous  system. 

The   talk   emphasized   the   functional   and   be- 
havioral effects  of  small  doses  of  irradiation. 
+     +     * 

The  promotion  of  Dr.  Raymond  B.  Jenkins 
from  instructor  to  assistant  professor  in  the 
School  of  Medicine  has  been  announced  jointly 
by  the  University  Board  of  Trustees,  President 
of  the  Consolidated  University.  President  Wil- 
liam C.  Friday  and  Chancellor  of  the  University, 
William  B.  Aycock.  ^     ^     ^ 

Four  faculty  members  and  a  research  assistant 
in  the  Department  of  Biochemistry  in  the  Uni- 
versity of  North  Carolina  School  of  Medicine  par- 
ticipated in  the  presentation  of  three  scientific 
papers  at  a  meeting  in  Charlotte  recently. 

Attending  the  three-day  meeting  of  the  South- 
eastern Region  of  the  American  Chemical  So- 
ciety beginning  on  November  14  were  Dr.  J. 
Logan  Irvin,  Dr.  Fred  E.  Bell,  Dr.  David  J.  Hol- 
brook,  Dr.  Richard  Fisher,  and  Yeh-Hung  Lu. 

One  paper  dealt  with  cell  division  and  nucleic 
acids.  Another  outlined  the  actions  of  certain 
compounds  in  mating  with  certain  enzymes  in 
the  body. 
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A  third  paper  dealt  with  compounds  which  are 
incorporated  into  DNA,  a  type  of  nucleic  acid 
which  is  essential  to  genes  and  is  involved  in 
heredity.  ^    ^    ^ 

The  third  Helen  Sargent  Memorial  Award  was 
presented  recently  to  Dr.  Hans  H.  Strupp,  di- 
rector of  psj'chological  services  at  the  University 
of  North  Carolina  Psychiatric  Center. 

The  honor  recognized  Dr.  Strupp's  contribu- 
tions to  the  understanding  of  psj'chotherapy  (the 
treatment  of  mental  illness). 

The  award  was  presented  in  Topeka,  Kansas, 
while  Dr.  Strupp  was  there  to  present  a  research 
paper  on  "Psychotherapj^  Experience  in  Retro- 
spect." The  paper,  based  on  research  eoinpleted 
here  recently,  was  presented  at  a  forum  con- 
ducted at  the  Menninger  Foundation. 

Unsolved  problems  resulting  from  radiation 
of  the  human  l5ody  were  outlined  by  Francis  de 
Friess,  radiation  physicist  at  North  Carolina 
Memorial  Hospital,  at  the  First  International 
Research  Conference  in  Oral  Roentgenology  in 
Lincoln,  Nebraska,  in  late  November. 

His  paper  on  radiology  was  among  technical 
and  professional  papers  on  subjects  ranging  from 
isotopes  and  nuclear  particles  to  radiation  pro- 
tection. 

The  three-day  conference  was  held  at  the  Ne- 
braska  Center   for   Continuing   Education. 

One  of  three  annual  teacher-scholar  awards  at 
Weslej^an  LTniversity  in  Middletown,  Connecticut, 
has  been  presented  to  Dr.  George  P.  Vennart,  as- 
sociate professor  of  pathology  at  the  University 
of  North  Carolina  School  of  Medicine. 

In  presenting  the  awards  at  the  Convocation 
in  Honor  of  Scholarship,  Wesleyan  President, 
Victor  L.  Butterfield,  said,  "You  have  a  pene- 
trating and  productive  mind,  clear,  capable  of 
putting  important  things  into  place,  persistent 
in  its  willingness  to  stay  with  a  problem,  eternal- 
ly curious  in  its  search." 

*    =}=    ^ 

Hospital  consultants,  medical  faculty  officials 
and  medical  administrators — most  of  them  physi- 
cians— met  in  Chapel  Hill  recently  to  discuss 
ways  of  evaluating  the  quality  of  medical  care 
being  given  in  hospitals. 

The  two-day  Conference  on  Medical  Audits, 
probably  the  first  of  its  kind  in  the  United  States, 
was  attended  by  about  25  representatives  from 
all  areas  of  the  country. 

Host  to  the  conference  was  the  Department 
of  Hospital  Administration  at  the  University  of 
North  Carolina.  The  group  will  meet  again  next 
year  in  Ann  Arbor,  Michigan.  Conference  co- 
ordinators were  Dr.  Robert  R.  Cadmus,  Chairman 
of  the  University  of  North  Carolina  Department 
of  Hospital  Administration,  and  Dr.  Anthony  J.  J. 
Rourke,  a  hospital  consultant  of  New  Rochelle, 
New  York. 


News  Notes  from  the 

Bowman  Gr.w  School  of  Medicine  of 

Wake  Forest  College 

A  grant  which  will  provide  the  Bowman  Gray 
School  of  Medicine  its  third  electron  microscope 
has  been  awarded  to  Dr.  Quentin  N.  Myrvik,  pro- 
fessor and  chairman  of  the  Department  of  Mic- 
robiology. 

The  $167,000  grant,  awarded  by  the  National 
Institutes  of  Health,  also  will  support  for  a  five- 
year  period  Dr.  Myrvik's  studies  on  the  me- 
chanisms involved  in  the  lungs'  resistance  to  in- 
fection. 

The  medical  school  installed  its  first  electron 
microscope  in  1960  in  the  Department  of  Ana- 
tomy. Another  was  obtained  by  the  Department 
of  Pathology  last  June.  The  unit  for  the  Depart- 
ment of  Microbiology  should  be  in  operation  by 
February  1. 

With  the  new  microscope  Dr.  Myrvik  expects 
to  be  able  to  visualize  the  manner  in  which  free 
cells  (alveolar  macrophages)  in  the  air  spaces  of 
the  lungs  dispose  of  bacteria  entering  the  res- 
piratory system. 

+     *     * 

The  largest  single  research  grant  ever  award- 
ed to  the  Bowman  Graj'  School  of  Medicine  has 
assured  a  seven-j'ear  continuation  of  a  series  of 
projects  started  14  years  ago. 

Dr.  Harold  D.  Green,  professor  and  chairman 
of  the  Department  of  Physiology,  and  Dr.  Carlos 
E.  Rapela,  associate  professor  of  physiology,  re- 
cently received  a  $714,000  grant  from  the  Nation- 
al Institutes  of  Health  to  support  further  studies 
on  the  circulatory  system  and  its  problems. 

Since  studies  were  begun  in  1949,  Bowman 
Gray  physiologists  have  received  national  and 
international  recognition  for  their  contributions 
to  the  fund  of  basic  knowledge  concerning  the 
mechanisms  involved  in  blood  circulation. 

The  Bowman  Gray  School  of  Medicine  has 
received  a  $5,000  grant  from  the  Smith  Kline  and 
French  Foundation  of  Philadelphia,  Pennsylvania 
to  support  further  de\-elopment  of  its  newest 
department. 

Grant  funds  were  awarded  to  Dr.  J.  Maxwell 
Little,  professor  and  chairman  of  the  Department 
of  Pharmacology. 

The  Department  of  Pharmacology  was  estab- 
lished last  July  when  the  disciplines  of  physio- 
logy were  separated.  Dr.  Little  said  the  funds 
would  be  particularly  beneficial  for  use  in  cui'- 
riculum  evaluation  and  development  in  the  de- 
partment. 

^    ^    ^ 

Dr.  William  H.  Boyce,  professor  of  urology, 
has  been  elected  to  membership  in  the  Societe 
Internationale  D'Urologie.  He  is  one  of  only  25 
urologists  from  the  United  States  who  hold 
membership  in  the  society. 
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Dr.  George  E.  Bradford,  assistant  professor  ot 
clinical  otolaryngology,  has  been  installed  as 
president  of  the  Forsyth  County  Medical  Society. 
Other  Bowman  Gray  faculty  members  elected  to 
offices  in  the  society  were  Dr.  Louis  deS.  Shaff- 
ner,  associate  professor  of  surgery,  president- 
elect; and  Dr.  E.  Reid  Bahnson,  assistant  profes- 
sor of  clinical  medicine,  vice  president. 
*     *     * 

Dr.  Howard  H.  Bradshaw,  professor  and  chair- 
man of  the  Department  of  Surgery,  served  as 
visiting  professor  of  surgery  at  St.  Francis  Hos- 
pital, Hartford,  Connecticut,  during  November. 
His  lectures  included  •Diaphragmatic  Hernlae," 
"Peptic  LHcer  Disease,"  and  "Future  Training 
Programs  for  American  Surgeons." 

*  *  :^ 

Dr.  William  H.  Boyce,  professor  of  urology,  was 
moderator  for  a  urology  session  at  the  Kim- 
borough  Seminar  in  Washington,  D.  C. 

Dr.  D.  LeRoj^  Crandell,  professor  of  anesth- 
esiology, presented  a  paper  on  "Hazards  of  An- 
tihypertensive Therapy"  at  the  annual  meeting 
of  the  American  Societj-  of  Anesthesiologists  in 
Chicago. 

Dr.  Henry  G.  Cramblett,  professor  of  pediatrics 
and  outgoing  president  of  the  Southern  Society 
for  Pediatric  Research,  presented  two  papers  at 
the  annual  meeting  of  the  society  in  Memphis, 
Tennessee.  His  presidential  address  was  entitled 
"The  Etiologic  Association  of  Viral  Infections  and 
Illness."  He  also  presented  a  paper  on  "Effects  of 
Temperature  and  Time  upon  Viability  of  En- 
teroviruses." Also  participating  in  the  meeting 
was  Dr.  Carolyn  C.  Huntley,  assistant  professor 
of  pediatrics,  who  read  a  paper  on  "Immunologic 
Studies  in  Visceral  Larva  Migrans." 

Dr.  Weston  M.  Kelsey,  professor  and  chairman 
of  the  Department  of  Pediatrics,  delivered  the 
keynote  address  at  the  District  IV  Medical  Ed- 
ucation Conference  of  the  American  Academy 
of  Pediatrics  in  Memphis,  Tennessee.  His  topic 
was  "The  Relationship  of  the  Pediatric  Depart- 
ment and  the  Private  Practitioner." 

Two  members  of  the  Bowman  Gray  School  of 
Medicine  faculty  participated  in  the  fifty-seventh 
annual  meeting  of  the  Southern  jNIedical  Society 
in  New  Orleans,  Louisiana.  Dr.  Frank  R.  Lock, 
professor  and  chairman  of  the  Department  of 
Obstetrics  and  Gynecology,  was  discussant  for 
papers  on  "Cervical  Pregnancy:  Diagnosis  and 
Management,"  and  "Stein-Leventhal  Syndrome." 
Dr.  Ernest  H.  Yount,  professor  and  chairman  of 
the  Department  of  Medicine,  was  discussant  for 
a  paper  on  "Postural  Hypertension  and  Edema 
Caused  by  Excessive  Kidnej'  Mobility." 


Dr.  Richard  C.  Proctor,  professor  and  chair- 
man of  the  Department  of  Psychiatry,  and  Dr. 
Richard  K.  Young,  director  of  the  North  Carolina 
Baptist  Hospital's  School  of  Pastoral  Care,  recent- 
ly delivered  the  Davidson  Lecture  on  Religion 
and  Medicine  in  Washington,  D.  C.  Their  topic 
was  "How  the  Physician  and  Clergyman  Meet 
in  Patient  Care." 

*     *     * 

Dr.  C.  Glenn  Sawyer,  professor  of  medicine, 
presented  a  paper  on  "Electrocardiographic  Find- 
ings in  Pulmonary  ^'alvular  Stenosis"  November 
11  at  the  Uni\-ei'sity  of  Georgia. 

Three  papers,  two  exhiljits  and  a  refresher 
course,  all  prepared  in  the  Department  of  Radio- 
ology  at  the  Bowman  Graj'  School  of  Medicine, 
were  presented  at  the  annual  meeting  of  the 
Radiological  Society  of  North  America,  Novem- 
ber 17-22,  in  Chicago. 

Dr.  I.  Meschan,  professor  and  chairman  of  the 
department,  presented  papers  on  "The  Utiliza- 
tion of  Methotrexate,  Aminopterin,  Spleen  Homo- 
genate,  Thymus  Homogenate  and  DNA  as  Test 
Agents  for  Suppression  of  DNA  Synthesis  in 
Regenerating  Rat  Li\-er"  and  "The  Utilization  of 
Iodine-131  Labelled  Renografin  as  an  Inulin 
Substitute  for  Renal  Clearance  Rate  Determi- 
nation." 

Dr.  James  L.  Quinn  III,  instructor  in  radiology, 
presented  a  paper  on  "Scintiscanning  of  Lungs 
Using  Aggregates  of  Human  Serum  Albumin." 
An  exhibit  by  the  same  title  was  on  display.  An- 
other exhibit  on  "Cinefluorography  of  Lesions 
of  the  Upper  Gastrointestinal  Tract"  also  was 
presented. 

Drs.  IMeschan  and  Quinn  conducted  the  refresh- 
er course. 


North  Carolina  Board  of  Medical 
Examiners 
The  North  Carolina  Board  of  Medical  Examin- 
ers will  meet  at  the  Mid  Pines  Club,  Southern 
Pines,  North  Carolina.  Filday,  October  11,  1961, 
at  which  time  applicants  for  license  by  endorse- 
ment will  be  interviewed. 


North  Carolina  Committee  on  Nursing 
AND   Patient   Care 

The  fact  that  North  Carolinians  are  getting  a 
bargain  in  their  medical  care — despite  rising 
costs — was  emphasized  in  a  panel  discussion  at 
a  meeting  of  the  North  Carolina  Committee  on 
Nursing  and  Patient  Care  held  recently  in  High 
Point. 

Dr.  Fred  C.  Hubbard  of  North  Wilkesboro, 
chairman  of  the  committee  on  nursing  of  the 
State  Medical  Society,  said  that  hospital  costs 
average  about  ,$27  a  day  in  North  Carolina — 
approximately  $9.00  below  the  national  average. 
Only  South  Carolina  has  a  lower  per  diem  cost. 
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Appearing  on  a  panel  moderated  by  Dr.  John 
McCain  of  Wilson,  Dr.  Hubbard  said  that  while 
health  services  cost  $146  per  capita  a  year  nation- 
ally, this  amount  still  is  not  out  of  line  with  the 
rising  cost  of  other  services. 

"The  fact  that  our  costs  are  lower  than  49 
other  states,  although  the  quality  of  their  hos- 
pital service  is  no  higher,  is  a  tribute  to  the  ef- 
ficiencj"  of  our  hospital  administrators  and  trus- 
tees in  North   Carolina,"   Dr.   Hubbard  declared. 

Discussing  some  of  the  problems  faced  by  hos- 
pitals in  their  efforts  to  control  medical  care 
costs,  Joseph  Barnes  of  Raleigh,  administrator 
of  Rex  Hospital  and  a  past  president  of  the  N.  C. 
Hospital  Association,  noted  that  70  per  cent  of 
the  hospital  cost  is  in  salaries  and  wages.  He  said 
the  trend  toward  a  shorter  average  stay  in  the 
hospital  means  higher  costs  for  the  hospital  each 
day.  Also,  he  cited  the  rapid  obsolescence  of 
equipment  and  the  hi.gher  specialization  of  per- 
sonnel as  important  factors  in  cost. 

Former  State  Senator  Arthur  Kirkman  of  High 
Point  stressed  the  need  for  keeping  the  public 
and  public  officials  informed  of  the  reasons  be- 
hind rising  medical  care  costs. 

He  said,  "There  is  tremendous  potential  for 
improvement  if  the  doctors  on  the  staff  of  a  hos- 
pital will  assume,  on  top  of  all  their  other  re- 


sponsibilities: (a)  The  responsibility  of  knowing 
and  understanding  the  overall  picture  of  Medical 
Care  and  (b)  after  comprehending,  assume  the 
further  responsibility  of  becoming  deliberate 
conveyors  of  information  and  cooperation." 

Benjamin  Kendrick  of  New  York,  director  of 
health  insurance  research  for  the  Health  Insur- 
ance Council  of  America,  said  over-insurance 
(the  practice  of  carrying  more  health  insurance 
policies  than  actually  needed  )is  a  growing  prob- 
lem. Voluntary  health  insurance  is  the  best  way 
for  the  average  person  to  meet  his  hospital  ex- 
penses, he  said. 

In  a  general  discussion  which  followed  the 
panel.  Dr.  John  D.  Bridgers  of  High  Point  ex- 
pressed the  opinion  that  some  physicians,  par- 
ticularly young  men  coming  into  the  profession, 
are  ordering  more  x-rays  and  laboratory  tests 
than  are  necessary  for  good  medical  care.  Con- 
trol of  this  practice  would  be  one  way  of  doing 
something  about  reducing  the  cost  of  hospital 
care,  he  declared. 


Hospital  Care  Association 
A  recent  Employment  Security  Commission 
survey  on  company  fringe  benefits  offered  by  Tar 
Heel  manufacturing  firms  has  revealed  that  al- 
most 95  per  cent  of  surveyed  industries  have  em- 
plo3fee  hospitalization  protection  programs. 


APPALACHIAN    HALL 

ESTABLISHED  —  1916 


ASHEVFLl.E 


NORTH  CAROLINA 


An   Institution   for  tlie  diagnosis  and   treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 

drug  and   alcohol   habituation. 

Insulin,   Coma,    Electroshock   and   Psychotherapy   are   employed.    The    Institution    is    equipped    with    complete 

laboratory    facilities    including    electroencephalography    and    X-ray. 

Appalachian    Hall    is    located    in    AshevlUe,    North    Carolina,  a  resort  town,  which  justly  claims  an  all  around 

climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 


Wm.  Ray  Griffin,  Jr.,  M.D. 
Robert  A.  Griffin,  M.D. 
For  rates  and  further  information  write 


Mark  A.  Griffin,  Sr..  M.D. 

Mark  A.  Griffin,  Jr.,  M.D. 

APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 
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The  three-month  study,  which  was  conducted 
through  the  Commission's  state-wide  employment 
offices,  clearly  indicated  that  hospital  protection 
is  b.y  far  the  manufacturers'  most  popular  benefit 
program. 

Only  5.6  per  cent  of  the  sampled  companies 
indicated  that  they  had  no  hospitalization  plans 
in  effect.  From  those  reporting  the  availability 
of  hospitalization,  31  per  cent  of  the  surveyed 
companies  paid  all  the  cost  of  the  program.  Over 
14  per  cent  paid  more  than  half  the  cost.  Thirty- 
six  per  cent  paid  up  to  one-half  the  cost,  and  only 
12  per  cent  of  the  employers  reported  that  their 
workers  paid  the  total  cost  of  hospitalization  in- 
surance. 

The  1963  survey  re-established  the  findings  of 
similar  study  made  by  the  ESC  in  1959  when  over 
90  per  cent  of  surveyed  estal)lishments  at  that 
time  were  providing  hospitalization  programs. 

The  new  sur\'ey  covered  342  employers  whose 
total  employment  was  over  153,800  workers,  a  42 
per  cent  sampling  of  all  employees  engaged  in 
the  selected  manufacturing  classifications  rep- 
resenting almost  three-quarters  of  the  employ- 
ment in  major  North  Carolina  industries. 


The  following  officers  were  elected  for  1964:  Dr. 
Melvin  Bowman  Smith,  president;  Dr.  Ann  How- 
ard Suggs,  vice  president;  Dr.  Har\-ey  Adams, 
secretary-treasurer;  and  Dr.  James  Davis  Grose- 
close,  Board  of  Censors. 


Randolph  County  Medical  Society 
The  Decemlier  meeting  of  the  Randolph  County 
Medical  Society  was  held  on  December  2.  1963. 


r\ 


American  Hospital  Association 

A  hospital  in  Salisbury,  North  Carolina,  thinks 
it  can  raise  a  patient's  spirits  by  way  of  his 
stomach. 

Here's  how  it  works:  a  twelve-ounce  boneless 
strip  steak — or  perhaps  a  broiled  lobster,  king 
crab,  or  frog  legs — is  served  with  all  the  trim- 
mings to  the  patient.  The  "trimmings"  may  in- 
clude a  baked  potato  smothered  in  sour  cream 
and  chives,  buttered  green  bi'occoli  spears,  broil- 
ed tomato  parmesan,  and  hot  coffee  topped  off 
with  a  piece  of  banana  or  chocolate  cream  pie. 

Steaks  and  frog  legs  are  not  normally  per- 
mitted in  a  hospital's  budget.  But  Rowan  Me- 
morial Hospital,  a  231-bed  hospital  in  this  city  of 
22,000,  has  devised  a  plan  that  lets  patients  dine 
stylishly  without  getting  out  of  bed. 

For  $3.50,  a  friend  or  relative  (or  the  patient 
himself,  if  he  is  starved  for  something  out  of  the 
ordinary)  can  purchase  a  gourmet  gift  certificate 
which  entitles  the  patient  to  a  meal  "comparable 
to  one  served  in  a  luxury  restaurant." 

From  soup  to  nuts,  the  dinner  is  served  on 
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special  china  bordered  with  floral  greens,  com- 
plete with  a  tray  cover  and  finished  off  with  an 
elegant  finger  bowl. 


Edgecombe-Nash  Medical  Society 
New  officers  of  the  Edgecombe-Nash  Medical 
Society,  elected  in  November,  assumed  office 
after  the  December  meeting  of  the  society  on 
December  11.  They  are  Dr.  Margaret  W.  Battle, 
president;  Dr.  Leon  W.  Robertson,  president-elect; 
Dr.  E.  L.  Seigman,  first  vice  president;  Dr.  Lewis 
S.  Thorp,  second  vice  president;  and  Dr.  Matthew 
F.  Yenney,  secretary-treasurer. 

Speaker  at  the  December  meeting  was  Dr. 
Jacob  Koomen,  Assistant  State  Health  Officer. 
His  topic  was  "Infectious  Hepatitis." 

The  Edgecombe-Nash  Medical  Auxiliary  en- 
tertained their  husbands  and  one  bachelor  doc- 
tor at  a  Christmas  party  on  December  13,  at  the 
home  of  Dr.  and  Mrs.  Sam  E.  Way. 

Southern  Medical  Association 
Robert  D.  Moreton,  M.D.,  Fort  Worth  Texas, 
was  elevated  to  the  presidency  of  the  Southern 
Medical  Association  at  the  recent  annual  meeting 
held  in  New  Orleans,  Louisiana.  He  assumed  of- 
fice on  November  20.  1963,  and  will  serve  through 
the  association's  annual  meeting  in  Memphis, 
Tennessee,  November  16-19,  1964. 


Other  officers  of  the  association  are:  R.  H. 
Kampmeier,  M.D.,  Nashville,  Tennessee,  presi- 
dent-elect; J.  Garber  Galbraith,  M.D.,  Birming- 
ham, Alabama,  first  vice-president;  C.  Barrett 
Kennedy,  M.D.,  New  Orleans,  Louisiana,  second 
vice  president. 


American   Medical  Association 
The  American  Medical  Association  will  sponsor 
a   national   Congress    on    Environmental    Health 
Problems  May  1-2,  1964,  in  Chicago. 

The  Congress  will  deal  with  the  physician's 
role  in  evaluating  and  preventing  environmental 
health  problems,  with  emphasis  on  air  pollution, 
pesticide  hazards,  radiological  hazards,  and 
water  supply  and  pollution. 

The  A.M. A.  recently  organized  a  new  Com- 
mittee on  Environmental  Health,  with  Dr.  James 
H.  Sterner,  Rochester,  New  York,  as  chairman, 
and  the  Congress  will  be  held  under  auspices  of 
the  committee. 


National  Association  for  the  Prevention 
OF  Addiction  to  Narcotics 
Plans  for  six  halfway  houses  in  four  major 
American  cities  that  will  help  drug  addicts  who 
have  been  detoxified  and  released  from  the  hos- 
pital or  prison  in  making  a  successful  transition 
to  normal  living  and  in  avoiding  relapse,  were 


Inadequate  cerebral  blood  flow  — often  due  to  cerebral  arteriosclerosis  — may 
result  in  the  "senility  syndrome"  with  its  pattern  of  mental  confusion,  mem- 
ory lapses,  depression,  fatigue,  apathy  and  behavior  problems. i-3 

43%  increase  in  cerebral  blood  flow" 

in  patients  with  cerebrovascular  insufficiency,  Eisenberg''  measured  a  43  per- 
cent increase  in  blood  flow  in  the  brain  following  administration  of  Arlidin 
(nylidrin  HCI)  orally  for  more  than  two  weeks  beginning  with  a  dosage  of 
12  mg.  t.i.d.  and  increasing  to  18  mg.  t.i.d.  There  was  a  decrease  in  cerebral 
vascular  resistance  in  most  instances. 

Winsor  and  associates^  found  Arlidin  (nylidrin  HCI)  "of  particular  value 
clinically  in  relieving  some  of  the  symptoms  of  cerebral  vascular  insufficiency 
(vertigo,  lightheadedness,  mental  confusion,  diplopia)." 

arlidin 


BRAND  OF 


nylidrin  HCI 


SUMMARY:  Indicated  whenever  an  increase  in  blood  supply  is  desirable  in 
circulatory  insufficiencies  of  the  extremities,  brain,  eye  and  ear.  Use  with 
caution  in  the  presence  of  a  recent  myocardial  lesion,  severe  angina  pector's 
and  thyrotoxicosis.  Contraindicated  in  acute  myocardial  infarction. 

REFERENCES:  1.  Madow,  L.;  Penn.  M.  J,  62-861,  June  1959.  2.  Stieglitz,  E.  J.;  Geriatric  Medicine, 
ed.  2,  Philadelphia,  Saunders,  1949  p.  274.  3.  Winsor,  T,,  et  al.:  Amer.  J.  Med.  Sciences  239:594, 
May  1960.  4.  Eisenberg,  S.;  ibid,  July  1960. 
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Arlington-Funk  Labs.,  division     •    800  Second  Avenue,  New  York  17,  N.  Y. 


36 


NORT}I  CAROLINA  MEDICAL  JOURNAL 


January,  1964 


announced  recently  I\v  NAPAN — The  National 
Association  for  the  Prevention  of  Addiction  to 
Narcotics. 

Franlv  D.  O'Connor,  Queens  County  (N.Y.) 
District  Attorney  and  National  Campaign  Chair- 
man of  Napan,  discussed  the  project  at  a  news 
conference  at  the  Hotel  Astor.  He  said  that  with 
funds  raised  during  its  current  campaign  for 
$1,000,000,  the  organization  planned  to  help  fi- 
nance the  establishment  or  operation  of  the  six 
halfway  houses  in  the  four  cities  where  most  of 
the  nation's  narcotic  addicts  are  located — New 
York,  Chicago,  Detroit,  and  Los  Angeles. 

Mr.  O'Connor  said  that,  in  addition  to  pi-oviding 
badly-needed  help  to  addicts  who  have  been  de- 
toxified and  released  from  a  hospital  or  jail, 
NAPAN's  halfway  house  will  be  designed  to  sup- 
ply social  scientists  with  important  information 
about  this  type  of  aftercare. 


Robert  A.  Wilson  Research 
Foundation,  Inc. 

A  new  medical  research  facility — the  Robert 
A.  Wilson  Research  Foundation,  Inc. — has  just 
been  established  for  the  further  study  of  the 
female  sex  hormones  estrogen  and  progesterone. 

In  making  the  announcement,  Raimondo  E. 
Brevetti,  M.D.,  vice  president  of  the  foundation, 
said,  "We  will  provide  a  program  of  medical 
information  and  continuous  research  into  wom- 
en's needs  for  these  hormones  in  the  pre-  and 
postmenopausal  years." 

The  foundation,  chartered  as  a  non-profit  cor- 
poration, will  base  its  investigations  on  the  work 
of  Robert  A.  Wilson,  M.D.,  Consulting  Obstetri- 
cian and  Gynecologist  in  the  Department  of  Ob- 
stetrics and  Gynecology,  Methodist  Hospital, 
Brooklj'n,  New  York.  Dr.  Wilson  has  devoted 
more  than  2.5  years  to  clinical  and  laboratory 
work  in  the  study  of  estrogens  and  progestogens. 

Information  on  the  activities  of  the  foundation 
can  be  obtained  by  contacting  the  Robert  A.  Wil- 
son Research  Foundation,  Inc.,  225  East  36th 
Street.,  New  York  16,  New  York. 


People  to  People  Health  Foundation 
S.S.  Hope  Ari'ives  In  Ecuador 

On  December  2  the  teaching-training  hospital 
ship  S.S.  HOPE  dropped  anchor  in  the  Guayas 
River  marking  the  start  of  her  10-month  medical 
mission  to  Ecuador. 

Aboard  were  85  doctors,  nurses  and  paramed- 
ical personnel,  including  a  Protestant  minister 
and  a  Catholic  Priest,  representing  21  of  the 
United  States,  the  District  of  Columbia,  and 
Canada.  This  group  comprising  the  permanent 
staff  of  the  ship,  will  be  augmented  ))y  ro- 
tating teams  of  approximately  30  physicians  and 
dentists  who  will  serve  for  periods  of  two  months 
until  replaced  by  newly  appointed  rotators. 

On  board  to  welcome  the  ship's  staff  was  Dr. 


^\■iIliam    B.    Walsh,    Founder    and    President   of 
Project  HOPE. 

Project  HOPE,  principal  activity  of  the  People- 
to-People  Health  Foundation,  Inc.,  is  a  non-profit 
organization  founded  in  1958  by  Dr.  Walsh,  to 
bring  medical  teaching  to  peoples  of  newly- 
emerging  nations.  0\-er  GOO  members  of  the  medi- 
cal profession  have  served  aboard  the  ship  to 
tlate,  many  of  whom  serve  without  financial  re- 
numeiation  of  anv  kind. 


Aerospace  Medical  Association 

The  thirty-fifth  annual  Scientific  Meeting  of 
the  Aerospace  Medical  Association  will  be  held 
May  11-14,  1964,  at  the  Americana  Hotel,  Miami 
Beach,  Florida.  This  meeting  will  bring  together 
more  than  2000  of  the  world's  foremost  specialists 
in  aerospace  medicine  and  allied  sciences  from 
the  United  States  and  many  foreign  countries, 
all  of  whom  have  an  intense  interest  in  improv- 
ing the  safety  and  health  of  all  persons  involved 
in  civil  and  military  aviation  and  aeronautics. 

Further  information  may  be  obtained  l)y  writ- 
ing to  William  J.  Kennard,  M.D.,  Executive  "Vice 
President,  Aerospace  Medical  Association.  Wash- 
ington National  Airport,  Washington  1,  D.  C. 
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Office  of  Emergency  Planning 
Edward  A.  McDermott,  director  of  the  Office 
of  Emergency  Planning  in  the  Executive  Office 
uf  the  President,  has  announced  the  appointment 
of  a  Committee  on  Blood,  headed  l)y  August  H. 
Groeschel,  M.D.,  associate  director  for  profession- 
al services,  the  New  York  Hospital.  The  group  is 
a  subcommittee  of  the  Health  Resources  Ad- 
visory Committee  appointed  by  the  President  in 
August,  1962,  to  advise  OEP  on  the  management 
of  the  Nation's  health  resources  in  time  of 
national  emergency. 

The  subcommittee  will  advise  Mr.  McDermott 
in  the  de>'elopment  and  management  of  a  single 
National  Blood  Program  for  planning  to  meet  the 
Nation's  emergency  requirements  for  blood,  its 
derivatives,  and  related  items. 
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U.   S.  Department  of  Health,  Education, 
and  Welfare 

Surgeon  General  Luther  L.  Terry  has  reported 
that  25  Public  Health  Service  grants  totalling 
$3.4  million  have  been  issued  to  18  state  and  7 
city-county  health  departments  to  assist  in  com- 
munity immunization  campaigns  against  polio, 
diphtheria,  tetanus,  and  whooping  cough. 

These  grants  are  authorized  by  the  Vaccination 
Assistance  Act  of  1962,  for  which  funds  have  been 
made  available  this  year.  The  goal  of  the  Act  is 
the  immunization  of  the  entire  population,  with 
special  emphasis  on  the  14  million  children  under 
five  years  of  age  in  the  United  States  who  are  not 
fully  protected  against  these  four  diseases. 


I».«i 


ttai 
tiii-r 


Sji 


January,  1964 


BULLETIN  BOARD 


37 


Dr.  James  L.  Goddard,  Chief  of  the  Public 
Health  Service's  Communicable  Disease  Center, 
Atlanta,  Georgia,  headquarters  for  administration 
of  the  Act,  stated  that  parents  must  be  made  to 
realize  that  vaccination  of  children  should  begin 
very  early  in  life.  "There  are  some  five  million 
children  under  five  who  are  totally  unprotected, 
another  nine  million  only  partially  protected 
against  the  four  diseases,"  he  said. 

Public  Health  officials  give  two  reasons  for 
the  existence  of  the  millions  of  unvaccinated 
children:  extreme  mobility  of  American  families, 
and  the  large  numbers  of  children  not  under  the 
regular  care  of  a  physician  or  public  health 
clinic. 


Tne  Montn  in  Wasnindton 


Both  sides  squared  off  for  a  new  legisla- 
tive battle  this  session  of  Congress  on  the 
issue  of  financing  a  medical-hospital  plan 
for  the  aged  through  higher  Social  Security 
taxes. 

There  was  no  vote  on  the  disputed  King- 
Anderson  bill  (H.  R.  3920)  in  Congress  last 
year.  The  House  Ways  and  Means  Commit- 
tee held  five  of  a  scheduled  nine  days  of 
hearings  on  the  bill  in  November,  but  broke 
the  hearings  off  on  news  of  the  assassina- 
tion of  President  Kennedy.  The  sessions 
were  scheduled  to  be  concluded  in  January. 

The  financial  soundness  of  the  administra- 
tion's bill  was  challenged  by  Ways  and 
Means  Committee  Chairman  Wilbur  Mills 
(D.,  Ark.).  He  told  administration  witnesses 
that  if  Congress  had  approved  similar  legis- 
lation in  the  past,  it  apparent^  now  would 
have  to  increase  the  Social  Security  tax  al- 
most 100  per  cent  to  maintain  the  actuarial 
balance  of  the  Social  Security  system. 

Mills  said  the  quarrel  he  has  with  the  pro- 
posed increased  tax  in  the  bill  is  that  it  does 
not  take  into  account  future  costs  and  the 
effect  they  would  have  on  the  fiscal  sound- 
ness of  the  overall  Social  Security  System. 
He  said  a  bill  should  not  give  the  impression 
that  the  aged  can  get  these  services  at  some 
cut-rate  cost,  or  that  the  economy  and  costs 
will  remain  static. 

If  the  King-Anderson  bill  were  enacted 
with  a  shaky  actuarial  basis.  Mills  said,  ac- 
tion by  some  future  Congress  would  be  nec- 
essary to  raise  the  taxes  to  support  it. 
(Continued  on  page  38) 


Classiiied  Advertisments 


Physician,  AI.D.  iioedfd  in  Bcthune,  S.  C,  to  take 
over  a  well  established  practice — gross  in  1963 
in  excess  of  $22,000.  Ample  office  building 
equipped  with  X-ray,  EKG,  Ultrasound,  plus 
usual  examining  equipment.  One  room  equipped 
for  a  delivery  room.  Hosjiital  facilities  excel- 
lent, fully  acci-edited  120-Bed  hospital  com- 
pleted in  1959  available  in  Camden,  S.  C,  18 
miles  away.  Please  reply  to:  J.  Carroll  Thomas, 
Ass't.  Director  of  Peisonnel,  THE  KEXDALL 
COMPANY,  P.  O.  Box  1828,  Charlotte,  N.  C. 
28201. 

Two  Pulmonary  Disease  Residencies.  200  bed  sec- 
tion, VA  Hospital.  Richmond.  Affiliated  with 
Medical  College  of  Virginia.  Offers  training  in 
diagnostic  facilities,  treatment  acute  and  chron- 
ic pulmonary  diseases  including  tuberculosis. 
Research  available.  U.  S.  citizenship  required. 
$.5,575  a  year.  Write  Chief  of  Staff,  VA  Hospital, 
Richmond,  Va. 

Staff  Psychiatrist,  to  assist  3  Psychiatrists,  109 
bed  Psychiatric  Service.  Teaching  affiliation 
with  Medical  College  of  Virginia.  Excellent  op- 
portunity for  leaching  and  research.  Salary  up 
to  $16,245,  depending  on  qualifications.  Many 
fringe  benefits.  Board  dii)lomate  or  board  elig- 
ible and  licensed  any  state  required.  Write 
Chief  of  Staff,  VA  Hospital,  Richmond,  Va. 
23225. 

We  prepare  ai'twork,  graphs,  charts  to  your 
written  specifications.  Rapid,  neat  service.  Re- 
turned to  you  air  registered  mail.  Reasonable 
rates.  Wi'ite  Xicolas  Apgar,  2207  Buford  Road, 
Richmond,   Virginia,  23235. 

Physician  Wanted:  Physician  interested  in  gen- 
eral practice;  excellent  opportunity.  Piedmont 
section.  Reply  in  care  of  the  Journal.  84-122-6. 

Excellent  opportunity  for  a  general  practitioner 
in  Western  Mountain  I'esoi't  ai'ea.  For  informa- 
tion write:  H.  R.  Miller,  M.D.,  Box  967,  Black 
Mountain,  N.  C. 

Wanted:  Physician  for  Staff  Position  in  medical 
department  of  chemicals  conn)any  with  ap- 
proximately 4,000  employees;  liberal  benefits; 
salary,  commensurate  with  experience  and 
qualifications;  State  license  required;  age  limit 
65.  Write  to:  E.  Q.  Hull,  M.IX,  Medical  Director, 
P.  O.  Box,  8004,  South  Charleston  3,  West  Vir- 
ginia. 

WILL  BUY,  SELL,  OR  TRADE  X-RAY  EQUIP- 
nient,  EKG,  &  diathermy  equipment.  Call  us  at 
724-9114  or  write  us,  X-Ray  Sales  &  Service 
Co.,  P.  O.  Box,  5277,  Winston-Salem,  N.  C. 
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Mills  has  introduced  a  bill  to  increase  the 
regular  Social  Security  tax  and  the  wage 
base  it  is  levied  on  so  that  the  system  will  be 
financially  in  order. 

HEW  Secretary  Anthony  Celebrezze  told 
the  committee  that  congressional  enactment 
of  the  Administration's  plan  for  a  hospital- 
medical  benefit  program  financed  by  higher 
Social  Security  taxes  is  both  "necessary 
and  urgent." 

Another  major  development  at  the  hear- 
ings was  an  attack  by  Senator  Karl  Mundt 
(R.,  S.D.)  on  HEW  officials  for  trying  to 
impede  the  Iverr-Mills  program  of  federal- 
state  aid  for  the  indigent  and  medically-in- 
digent elderly. 

Mundt  declared  that  Kerr-Mills  is  the 
victim  of  a  planned  program  of  interference 
on  the  part  of  the  Department  of  HEW, 
King-Anderson  supporters  in  Congress,  and 
welfare  workers  and  officials  at  the  state 
and  county  levels.  He  suggested  the  HEW 
actions  ran  counter  to  the  intent  of  Congress 
and  might  be  illegal. 

The  president  of  the  American  Medical 
Association  told  the  Committee  that  the  Ad- 
ministration-backed health  care  for  the  aged 
plan  would  cost  the  nation's  workers  twice 
as  much  to  start  as  sponsors  of  the  proposal 
have  claimed  or  would  recjuire  periodic  tax 
increase  to  keep  it  solvent. 

Edward  R.  Annis,  M.D..  pointed  out  that 
previous  testimony'  disclosed  that  payroll 
taxes  would  have  to  be  increased  by  1  per 
cent,  half  paid  by  the  workers  and  half  by 
their  employers,  and  the  taxable  wage  base 
increased  to  $5,200  to  start  the  program  off 
on  a  financially  sound  basis,  or  periodic  tax 
increases  would  be  recjuired  to  keep  it  out  of 
financial  trouble. 

The  King-Anderson  bill  (H.R.  3920)  calls 
for  a  one-half  per  cent  payroll  tax  increase 
on  workers  and  employers  (one- fourth  of 
one  per  cent  on  each  l  and  an  increase  in  the 
taxable  wage  base  from  the  present  $4,800 
to  $.5,200  to  finance  a  proposed  program  of 
hospitalization,  nursing  home,  care  and  re- 
lated services  to  everyone  age  65  and  over. 

Dr.  Annis  said  the  King-Anderson  bill 
"would  transfer  to  the  federal  government 


at  a  single  stroke  the  responsibility  for  the 
purchase  of  specified  hospital  and  related 
benefits  for  all  persons  over  65,  regardless 
of  their  desires  or  their  economic  need." 

"There  is  no  justification,"  he  said,  "for 
the  use  of  tax  funds  collected  from  workers 
at  the  low  end  of  the  income  scale  to  pay 
these  expenses  for  the  entire  elderly  popu- 
lation, including  the  self-supporting  and  the 
wealthy." 

Dr.  Annis  declared  that  actuaries  of  the 
Department  of  Health,  Education  and  Wel- 
fare had  previously  acknowledged  in  a  study 
of  the  King-Anderson  bill  that  "peroidic  tax 
increases  will  be  necessary  in  a  rising  econ- 
omy to  keep  the  jorogram  solvent." 

The  A.M. A.  also  pointed  out  that  it  has 
been  estimated  that  it  would  cost  $35  billion 
for  King-Anderson  benefits  for  the  aged  who 
would  be  immediately  eligible  but  would 
have  paid  little  or  nothing  under  the  pro- 
gram. "This  is  the  amount,"  the  A.M.A. 
said,  "that  would  be  necessary  to  finance 
health  care  for  the  rest  of  their  lives  for 
all  those  eligible  to  take  part  in  the  program 
at  its  start."  This  figure  was  confirmed  by 
HEW  officials  in  Monday's  testimony. 

Norman  A.  Welch,  M.D.,  Boston,  presi- 
dent-elect of  the  A.M. A.,  appeared  with  Dr. 
Annis  to  review  "the  remarkable  contribu- 
tion towaixl  the  financing  of  health  care  for 
the  aged  that  is  being  made  by  private 
health  insurance  and  prepayment  plans 
"which  now  protect  more  than  60  per  cent  of 
the  entire  population  over  65." 

Dr.  Annis  said,  "for  years,  the  American 
people  have  been  bombarded  by  such  state- 
ments as  the  monthly  income  of  the  great 
maojrity  of  the  aged  is  little  more  than  a 
social  security  check.  Yet,  the  go\'ernment's 
own  figures  show  that  the  annual  income 
of  persons  over  65  is  $35  billion.  Only  one- 
third  of  this  comes  from  Social  Security  pay- 
ments." 

"The  aged  who  need  help  in  meeting  med- 
ical bills  are  receiving  it,"  Dr.  Annis  said. 
He  pointed  out  these  developments: 

1.  "Government  figures  show  that  more 
than  $1.5  billion  in  public  funds  was  paid  out 
for  this  purpose  in  1961." 

2.  More  than  10  million  persons  over  65 — 
over  60  per  cent  of  all  the  aged — are  pro-' 


lyp' 


Br, 

ml 

!Gl 

too 
H 


January,  1964 


THE  MONTH   IN  WASHINGTON 


39 


tected  by  some  form  of  health  insurance. 

3.  The  Kerr-Mills  program,  including 
Medical  Assistance  for  the  Aged  and  Old 
Age  Assistance,  paid  out  more  than  half  a 
billion  dollars  for  health  care  of  the  aged 
in  fiscal  1962. 

Dr.  Annis  asserted  that  Iving-Anderson 
type  legislation  "would  impose  a  permanent 
pattern  of  tax-paid,  government-regulated 
health  care — a  pattern  inherent^  subject  to 
inevitable  expansion." 

"Such  expansion,"  he  said,  "would  lead  to 
a  deterioration  of  the  quality  of  health  care 
— disrupting  the  voluntary  relationship  be- 
tween the  patient  and  his  physician  and  im- 
posing centralized  direction  which  would 
frustrate  the  striving  for  professional  excel- 
lence. It  would  bring  about  a  decline  of  pro- 
fessionalism and  create  a  form  of  medicine 
strange  to  these  shores.  It  would  result  in  a 
loss  of  able  entrants  into  the  health  care 
field  because  of  government  controls  over 
medicine.  We  believe  that  this  legislation  is 
not  only  unnecessary  but  also  dangerous  to 
our  American  system  of  medical  care." 
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.John   Marion  Fiitiell,  M.D. 

John  Marion  Futrell  was  born  December  15, 
1923,  and  raised  in  Guilford  County,  near  Sedge- 
field.  He  was  the  only  son  of  Plato  Futrell  and 
Elizabeth  Bowman  Futrell,  who,  also  had  lived 
their  lives  in  Guilford  County. 

John  went  to  grade  school  and  high  school  in 
.Jamestown,  and  then  attended  North  Carolina 
State  College,  where  he  completed  three  j'ears  in 
animal  husbandry.  He  tlien  went  into  the  Army, 
as  a  Technical  Sergeant  in  the  JNIedical  Corps, 
and  spent  a  numljer  of  months,  in  Germany,  in 
the  occupation  army.  He  married  Lois  Hohm,  of 
Guilford  County,  and  on  his  return  to  the  United 
States,  he  and  his  wife  went  back  to  State  Col- 
lege, where  he  finished  his  work,  changing  to  a 
pre-medical  course.  He  attained  his  degree,  of 
Doctor  of  Medicine  from  Bowman  Gray  Medical 
School,  in  1951,  and  interned  in  the  General 
Hospital  of  Atlantic  City,  New  Jersey. 

Dr.  Futrell  practiced  in  Summerfield,  North 
Carolina,  from  1952-1959.  then  practiced  two  years 
in  Guilford  College.  He  served  as  Medical  Direc- 
tor of  Pitt  County,  North  Carolina  for  one  year, 
and  then  returned  to  resume  his  practice  at 
Sedgefield,  where  he  died,  quite  suddenly,   Sep- 


tember 5,  1963,  of  a  heart  attack.  He  is  survived 
by  his  mother,  wife,  three  daughters,  Martha, 
Lynn,  Sue,  and  one  son,  John  Marion,  Jr. 

He  belong  to  the  Civitan  and  Lions  Club  of 
Sedgefield,  and  was  a  member  of  Christ  Meth- 
odist Church,  in  Greensboro.  He  was  a  member 
of  the  Guilford  County  Medical  Society,  the 
North  Carolina  Medical  Societj',  and  the  Ameri- 
can Medical  Association. 

Dr.  Futrell  had  many  talents,  and  his  outstand- 
ing characteristic  was  his  great  kindness.  This 
kindness  was  apparent  to  his  many  patients  and 
friends,  who  loved  him  for  it.  He  was  diligent  in 
his  medical  work,  and  never  refused  his  services 
to  anyone.  His  colleagues  mourn  his  loss,  for  any 
loss  of  the  medical  body  is  a  loss  to  each  of  us. 

Guilford  County  Medical  Society 


William    B.    Dalton,    M.D. 

On  October  18,  1963,  Dr.  W.  B.  Dalton  died  at 
Cone  Hospital  after  an  illness  of  almost  two  years 
with  cancer  of  the  larynx. 

Dr.  Dalton  was  a  quiet,  mild-mannered,  well- 
liked  phj'sician,  and  his  many  friends  and  pa- 
tients held  him  in  the  highest  esteem. 

He  was  born  Januar3'  12,  1897,  in  Rockingham 
County,  attended  high  school  in  Madison,  North 
Carolina,  and  Oak  Ridge  Military  Academy,  grad- 
uated from  the  University  of  Marj'land  Medical 
School;  and  interned  at  the  University  of  Mary- 
land, where  he  served  as  surgical  resident.  He 
was  on  the  surgical  staff  of  the  South  Baltimore 
General  Hospital,  where  he  also  served  as  assis- 
tant to  the  Administrator.  He  was  on  the  staff  of 
Johns  Hopkins  Hospital. 

He  was  a  member  of  the  Armed  Forces  during 
World  War  I.  He  practiced  in  Baltimore,  Mary- 
land until  1937,  when  he  moved  to  Stokesdale, 
North  Carolina,  and  opened  an  office  for  general 
practice.  In  1940  he  joined  the  staff  of  Piedmont 
Memorial  Plospital  where  he  practiced  surgery 
until  the  onset  of  his  illness  in  1961.  He  was  also 
on  the  staff  of  Cone  Memorial  Hospital. 

He  was  a  member  of  Holy  Trinity  Episcopal 
Church,  Guilford  County  Medical  Society,  North 
Carolina  Medical  Society  and  the  American  Med- 
ical Association. 

He  was  married  to  Patricia  Walker  of  Greens- 
boro, who  survives  him.  Other  survivors  include 
two  children  William  B.  Dalton,  Jr.,  of  Madison, 
and  Col.  Charles  Henry  Dalton,  III,  United  States 
Army,  stationed  at  Carlisle  Barracks,  Pennsyl- 
vania. 

Be  It  re.solved  that  a  copy  of  this  obituary  be 
entered  upon  the  minutes  of  this  Society,  a  copy 
sent  to  the  North  Carolina  Medical  Society,  and 
a  copy  sent  to  the  family. 

Guilford  County  Medical  Society' 
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Wallace    M'atson   Harvey,    M.D. 

On  October  11,  1963,  Dr.  W.  W.  Harvey  ot 
Greensboro  finished  his  assignment  and  slipped 
away  during  his  sleep  to  his  Eternal  Home.. 

Dr.  Harvey  was  Ijorn  69  years  ago  in  Jakin, 
Georgia.  He  graduated  from  the  University  of 
Georgia  in  Athens,  Georgia,  and  from  Emory 
Medical  Uni\'ersity  in  Atlanta,  where  he  was  an 
outstanding  student,  leading  his  class. 

He  located  in  Greensboro  in  1921,  and  had  prac- 
ticed medicine  and  surgery  here  since  that  time. 
He  served  for  many  .years  as  coroner  of  Guilford 
County.  He  was  a  member  of  First  Baptist 
Church,  Guilford  County  Medical  Society,  the 
Tri-State  Medical  Association,  and  the  North 
Carolina  Medical  Society.  He  was  a  member  of 
the  Elks  Club,  a  thirty-second  degree  Mason,  and 
a  member  of  Greensboro  Shrine  Clulx 

Dr.  Harvey  was  a  dedicated  physician  and  had 
many  patients  who  not  only  considered  him  a 
good  physician  Ijut  also  a  true  friend.  Survivors 
include  Dr.  W.  W.  Harvey,  Jr..  Manteo;  Mr. 
Jimmey  H.  Harvey,  Charlotte:  and  Mrs.  Wilma 
H.  Richardson,  Richmond,  Virginia. 

Be  it  resolved  that  a  copy  of  this  obituary  be 
entered  tipon  the  minutes  of  this  Society,  a  copy 
sent  to  the  North  Carolina  Medical  Society,  and 
to  the  family'. 

Guilford  County  Medic.\l  Society 


Edwin    C.   Hamblen,    M.D. 

Dr.  Edwin  C.  Hamblen,  a  distinguished  long- 
time member  of  the  Duke  University  Medical 
Center  faculty,  died  November  24  in  Duke  Hospi- 
tal following  a  heart  attack. 

Dr.  Hamblen  was  a  specialist  in  gynecology 
and  in  endocrinology,  the  study  of  the  body's  en- 
docrine glands.  He  held  the  academic  rank  of 
professor  of  endocrinology  and  associate  profes- 
sor of  obstetrics  and  gynecology.  Also,  he  was  the 
founder  and  emeritus  director  of  the  Medical 
Center's  Division  of  Endocrinology. 

Dr.  Hamblen  was  known  internationally  for  his 
contributions  to  the  physiology  of  reproduction 
and  to  the  pathology,  diagnosis  and  treatment  of 
disorders  of  gonadal  function. 

Instrumental  in  founding  the  "Journal  of  Clin- 
ical Endocrinology'"  in  1941,  he  served  on  the 
advisory  editorial  board  of  "GP,"  the  official 
journal  of  the  American  Academy  of  General 
Practice.  He  was  the  author  of  some  200  scien- 
tific papers  and  four  books,  including  "Facts  for 
Childless  Couples"  and  "Endocrinology  of  Wom- 
an." 

A  native  of  Mississippi,  Dr.  Hamblen  received 
his  B.S.  and  M.D.  degrees  from  the  University 
of  Virginia.  He  joined  the  Duke  faculty  in  1931, 
several  months  after  the  opening  of  the  School 
of  Medicine. 
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A  rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 

cavity  stiowing  approach!  for  probing  or 

irrigation  by  cannulas, 

A— Sphenoid:  A  spfienoid  cannula  (under 

13.5  cm.)  passed  around  the  middle  and 

superior  turbinates  to  the  anterior  wall  of 

the  sinus  through  its  ostium. 

B— Maxillary:  A  conventional  antral 

cannula  passed  beneath  the  middle 

turbinate,  over  the  uncinate  process,  and 

rotated  dow/nw/ard  and  laterally  into  the 

ostium. 

C— Frontal:  A  conventional  antral 

cannula  passed  after  preliminary 

maneuvers  through  the  frontonasal  canal 

Into  the  ostium  frontale. 
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In  colds  and  sinusitis 


sooner 


hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 


can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  —  to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  'A  per  cent  solu- 
tion is  a  preferred  vasoconstrictor,  "...most 
closely    approximating    physiologic    composition 

with  the   least  'rebound'  tendency "*   Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

•Recd.  G.  F.:  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a  standard  among 
vasoconstrictors  since  1935, 

Available  in  plastic  nasal  sprays  for  adults  (V2%) 
and  children  {'W/o),  in  solutions  of  'A,  'A  or  1 
percent. 


Winthrop  Laboratories 
New  York,  N.  Y. 
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Introduction 


Dr.  Hollister:  Throughout  its  existence 
the  North  Carolina  Surgical  Association  has 
maintained  considerable  interest  in  medical 
education,  particularly  surgical  training. 
Moreover,  the  original  professor  of  surgery 
in  each  of  the  state's  three  medical  schools 
is  still  active,  and  is  here  to  participate  in 
this  symposium.  Their  combined  teaching 
experience  of  66  years  provides  an  unusually 
I  authoritative  basis  for  the  discussion  of  sur- 
gical training.  In  substantiation,  the  follow- 
ing facts  are  of  interest:  (1)  3816  students 
have  been  graduated  from  the  three  schools; 
(2)  519  residents  have  completed  surgical 
programs;  (3)  more  than  700  papers  have 
been  published  by  surgeons  and  residents  of 
Ithese  schools. 

Before  proceeding  to  our  formal  program, 
we  are  fortunate  to  have  with  us  Dr.  John 
S.  Rhodes,  president  of  the  Medical  Society 
of  the  State  of  North  Carolina,  who  has  con- 
isented  to  present  some  introductory  re- 
marks. 

Dr.  Rhodes:  I  am  grateful  for  the  privi- 
ilege  of  bringing  to  this  organization  greet- 
ing from  the  Medical  Society  of  the  State 
of  North  Carolina.  I  have  observed  your 
efforts  to  improve  the  stature  of  surgery  in 
North  Carolina  and  to  raise  the  quality  of 
isurgical  care  provided  for  our  people. 

We  take  great  pride  in  the  three  medical 
jeenters  which  have  been  developed  in  North 
Carolina  during  the  last  three  decades,  but 
we  are  also  aware  of  the  problems  that  have 
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arisen.  Those  of  us  who  are  active  alumni 
realize  that  all  is  not  velvet;  that  there  are 
areas  of  concern  and  of  criticism,  real  or 
imaginary.  For  that  reason  I  am  happy  to 
be  present  for  this  discussion. 

The  divergencies  of  opinion  arising  from 
teaching  centers  have  sometimes  been  called 
the  "town-and-gown  syndrome" — a  condi- 
tion which  arose  with  the  establishment  of 
universities  in  the  thirteenth  century.  There 
was  often  irritation  between  the  community 
and  the  people  connected  with  the  institu- 
tion, faculty  as  well  as  students.  The  univer- 
sities were  said  to  be  lacking  in  community 
spirit,  and  the  communities  were  said  to  be 
unsympathetic  with  the  universities.  For- 
tunately, this  dissension  has  been  largely 
dissipated,  and  most  towns  are  now  ex- 
tremely proud  of  their  schools. 

In  fact,  this  syndrome  is  now  limited  al- 
most entirely  to  medicine.  Lawyers,  den- 
tists, and  other  professional  men  seldom  cri- 
ticize their  alma  maters,  but  for  some  rea- 
son, doctors  tend  to  be  critical  of  their  pro- 
fessors. 

Perhaps  one  reason  is  that  medicine  is 
possibly  the  last  bastion  of  rugged  individ- 
ualism. Certainly  the  practitioner  of  medi- 
cine has  been  slow  to  relinquish  his  inde- 
pendence and  allow  himself  to  be  drawn  into 
a  community  spirit  in  medicine.  I  would 
like  to  list  a  few  of  the  factors  which  appear 
to  bear  on  this  situation. 

The  first  is  that  public  interest  in  medical 
and  health  affairs  has  grown  enormously. 
There  are  those  outside  the  profession  who 
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now  consider  that  medicine  is  not  tlie  pri- 
vate prerogative  of  tlie  medical  man.  but 
that  it  lias  become  a  social  force.  For  that 
reason,  strong  outside  pressures  have  been 
brought  to  bear  on  medical  practice. 

The  second  difference  involves  the  future 
structure  of  medical  practice.  The  medical 
educator  thinks  more  in  terms  of  the  future, 
whereas  the  man  in  practice  is  more  con- 
cerned with  the  present  and  tends  to  adhere 
to  the  status  quo. 

The  third  factor  affecting  the  relationship 
between  the  medical  practitioner  and  the 
educator  has  been  the  rise  of  specialization. 
Although  this  phenomenon  has  been  a  boon 
to  mankind,  it  has  created  among  practi- 
tioners a  sense  of  insecurity.  The  feeling 
may  also  exist  in  teaching  institutions,  but 
here  it  has  been  subordinated  to  an  organi- 
zation with  authority.  In  the  practice  of 
medicine,  where  the  organization  is  far  more 
nebulous,  there  is  an  opportunity  for  jeal- 
ousies to  develop.  Unfortunately  the  practit- 
tioners  arrive  at  some  sense  of  unity  by  di- 
recting their  criticism  toward  the  educator. 
In  other  words,  they  sublimate  their  own 
differences   by   criticizing   the   institutions. 

A  former  source  of  irritation  which  I  be- 
lieve our  schools  in  this  state  have  pretty 
well  resolved  is  the  question  of  the  full-time 
faculty  and  its  opportunity  to  engage  in 
private  practice.  Our  schools  have  been  able 


to  resoh'e  this  issue  b}*  recognizing  cjualified 
physicians  in  the  communities  and  making 
them  part-time  teachers. 

The  ascendenc}^  of  research  has  also  cre- 
ated some  concern.  Medical  schools  now 
receive  considerable  funds  for  this  purpose 
from  federal  sources.  Contracts  have  been 
such  that  the  educators  have  little  concern 
about  using  these  funds,  but  the  practitioner 
sees  in  the  background  the  spectre  of  fed 
eral  control. 

A  final  problem  is  that  of  the  community 
hospital  and  its  house  staff.  My  own  com' 
munity  hospital  once  had  an  allotment  of 
12  interns;  today  we  have  only  one.  This 
change  has  occurred  largely  because  of  the 
tremendous  increase  in  the  number  of  hospi 
tals.  Some  56  have  been  built  in  North  Caro- 
lina since  the  inception  of  the  Good  Health 
Program.  The  number  of  beds  has  so  far  out- 
stripped the  number  of  available  graduates 
that  a  serious  problem  has  arisen. 

I  mention  these  problems  because  I  be- 
lieve that  better  liaison  between  educational 
institutions  and  practicing  physicians  will 
result  from  discussions  of  this  type.  It  is 
thus  that  we  improve  communication  and 
thereby  resolve  the  issues  surrounding  our 
common  purpose. 

Dr.  HoUister:  We  will  now  hear  from  our 
three  panelists. 
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Historical  Aspects  or  Surgical  Residency  Programs 


Deryl  Hart,  M.D.* 
Durham 


Before  making  my  more  formal  presenta- 
tion, I  would  like  to  say  to  Dr.  Rhodes  that 
we  in  the  medical  schools  also  have  a  feeling 
of  insecurity  which  is  the  result  of  two  con- 
flicting responsibilities.  Our  first  obligation 
to  the  school,  the  university,  the  state,  and 
the  nation  is  to  develop  the  best  possible 
professional  personnel  to  meet  the  medical 
needs  of  the  public.  The  better  the  total  per- 
formance of  medical  education  in  this  re- 
spect, the  less  need  for  patients  to  go  to  the 
teaching  hospitals  for  medical  care.  The 
North  Carolina  Surgical  Association  is  a 
good  example  of  what  our  medical  schools 
and  teaching  hospitals  have  accomplished 
toward  meeting  this  obligation  in  our  limit- 
ed area. 

Our  second  responsibility  to  our  univer- 
sity and  to  the  public  is  to  render  the  best 
possible  patient  care,  and  to  attract  to  Duke 
Hospital  the  number  and  variety  of  patients 
needed  to  teach  the  next  generation  of  med- 
ical personnel  and  enable  the  university, 
within  its  financial  resources,  to  operate  a 
medical  school  and  teaching  hospital.  If  the 
medical  profession  could  put  as  much  effort 
into  medical  education  (from  which  they  all 
benefit)  as  the  teaching  institutions  put  into 
training  professional  personnel  adecjuate  to 
care  for  the  public,  both  medical  education 
and  medical  practice  would  be  more  secure, 
with  less  need  for  government  support  and 
less  danger  of  government  control.  When 
the  high  cost  of  medical  education  is  being 
discussed,  I  often  say  to  our  administration 
and  trustees  that  if  we  produced  so  many 
good  doctors  that  we  should  not  be  able  to 
fill  our  hospital  with  patients,  and  therefore 
would  recjuire  for  its  operation  a  mount- 
ing share  of  the  educational  budget  of  the 
university,  they  would  have  to  give  us  credit 
for  fulfilling  our  first  and  most  important 
responsibility. 

*  H=  ♦ 

It  is  generally  recognized  that  the  first 


*From    the    Department    of    Suregry.    Duke    University 
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surgical  residency  in  the  United  States  was 
instituted  at  Johns  Hopkins  Hospital  and 
Medical  School  under  the  direction  of  Dr. 
William  Stewart  Halsted.  I  mention  both 
institutions,  since  they  are  separate  but 
closely  affiliated,  and  the  residents  have 
used  the  facilities  of  both,  have  received 
their  training  from  both,  have  been  respons- 
ible to  both,  and  have  been  compensated  by 
both,  even  though  the  compensation  was 
small. 

In  the  remainder  of  this  presentation  I 
have  supplemented  m_y  own  knowledge  by 
drawing  heavily  on  the  writings  of  Dr.  Hal- 
sted and  some  of  the  men  who  worked  under 
him. 

Milestones  in  the  Life  of  Dr.  William 
S.    Halsted 

Dr.  Halsted's  life,  as  judged  from  what  I 
have  heard  and  read,  can  be  divided  into  at 
least  six  phases  which  had  a  direct  bearing 
on  his  surgical  and  teaching  career  and  on 
the  residency  program  which  he  instituted. 

1.  As  a  student  at  Phillips- Andover  and 
at  Yale,  where  in  his  senior  year  he  was 
captain  of  one  of  the  earty  football  teams, 
athletic  rather  than  academic  achievements 
were  dominant. 

2.  In  medical  school  at  the  College  of 
Physicians  (Columbia  University),  his  aca- 
demic work  was  dominant,  and  on  graduat- 
ing after  three  years  he  was  awarded  a  prize 
for  leading  his  class.  His  internship  was  at 
Bellevue,  followed  by  an  appointment  as 
house  physician  at  the  newly  erected  New 
York  Hospital,  giving  him  two  years  of  hos- 
pital training  after  three  years  in  medical 
school. 

3.  He  then  spent  two  years  in  European 
medical  centers,  to  which  he  returned  fre- 
c^uently  throughout  his  life.  He  studied  in 
Vienna,  Leipzig,  and  Wurzburg,  devoting 
himself  particularly  to  anatomy  and  em- 
bryology. These  experiences  profoundly  in- 
fluenced his  surgery,  his  teaching,  and  his 
research  activities  throughout  the  remain- 
der of  his  life. 
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4.  On  his  return  to  New  York  he  was  ap- 
pointed a  demonstrator  in  anatomy  at  Co- 
lumbia, and  lield  appointments  in  at  least 
four  hospitals.  He  was  active  in,  and  sup- 
ported himself  by,  extramural  teaching  of 
medical  students,  using  the  laboratory  and 
bedside  approach  rather  than  the  ciuiz  pro- 
grams so  common  at  that  time.  He  was  also 
active  in  research,  leading  to  his  famous 
experiments  with  cocaine  as  a  local  anesthe- 
tic. Using  this  agent,  he  became  the  first  to 
produce  nerve  block  anesthesia. 

As  a  result  of  these  experiments,  he  and 
a  number  of  co-workers  unwittingly  became 
addicted  to  cocaine.  I  have  been  told  that  Dr. 
Halsted  was  the  only  one  of  the  victims  to 
overcome  this  addiction,  and  then  only  after 
prolonged  treatment  and  much  help  from 
his  close  friend.  Dr.  Welch,  the  young  dean 
of  the  projected  Johns  Hopkins  Medical 
School.  Because  of  this  accidental  addiction. 
Dr.  Halsted  was  for  a  number  of  years  out 
of  teaching  and  the  practice  of  surgery.  This 
tragic  experience  resulted  in  his  move  to 
Baltimore,  and  in  his  association  with  the 
developing  Johns  Hopkins  Medical  Center, 
where  he  passed  the  remainder  of  his  life. 

5.  His  early  years  in  Baltimore  were 
spent  entirely  in  research.  With  the  opening 
of  the  Johns  Hopkins  Hospital  and  Medical 
Scliool,  he  was  made,  first,  acting  and  then 
full  professor  of  surgery  and  chairman  of 
the  department  in  the  university  and  sur- 
geon-in-chief of  the  hospital. 

Even  at  that  time,  while  supporting  him- 
self largely  by  private  practice,  research  in 
surgery  seems  to  have  interested  him  far 
more  than  the  teaching  of  medical  students 
or  the  care  of  patients.  His  dominant  inter- 
est seems  to  have  been  the  residency  pro- 
gram designed  for  the  training  of  young 
men  as  teachers,  and  the  founding  of  a 
school  of  surgery  based  on  his  residency 
system,  the  first  in  the  United  States. 

6.  When  the  full-time  residency  program 
at  Hopkins  was  begun  in  1913,  he  supported 
it,  saying  that  it  would  cause  some  loss  in 
his  income,  but  not  a  great  one  since  his  re- 
search interests  had  already  curtailed  his 
surgical  practice.  He  stated  that  the  security 
gained  without  having  to  engage  in  practice 
would  more  than  compensate  for  the  loss. 


Features  of  the  Halsted  System:   The 
European  Influence 

The  two  events  that  seem  to  have  in- 
fluenced Dr.  Halsted  more  than  any  others 
in  the  development  of  his  residency  system 
were  his  European  experiences,  particularly 
the  first  two  years  of  study,  and  his  acci- 
dental addiction  to  cocaine. 

In  Europe  he  was  exposed  to  the  long, 
uncertain,  and  arduous  system  of  surgical 
training,  with  the  assistant  spending  many 
years  with  the  professor  until  eventually  he 
himself  secured  a  professorship  or  gave  up 
this  hope  and  went  into  practice.  There  Dr. 
Halsted  became  familiar  with  teaching,  re- 
search, and  surgical  practice  at  its  best  for 
that  period  and  in  the  area  where  the  great- 
est advances  were  being  made.  He  was  on 
friendly  terms  with  such  figures  as  V.  Miku- 
licz, V.  Eiselberg,  Koerte,  Kuettner,  Kocher, 
and  Leriche. 

Selective  training 

His  teaching,  when  I  knew  him,  was  di- 
rected primarily  toward  his  resident  or 
prospective  resident,  secondarily  toward  the 
interns  and  students.  In  contrast,  he  spent 
much  time  in  the  laboratory  with  his  pres- 
ent or  potential  resident.  These  men  were 
selected  often  while  still  in  medical  school 
and  carrying  on  a  part-time  research  pro- 
gram, and  while  I  was  at  Hopkins  they  be- 
gan their  surgical  appointment  with  a  year 
of  full-time  work  in  the  laboratory.  It  was 
recognized  by  all  that  such  a  man  was  des- 
tined for  the  residency,  while  most  of  his 
classmates  who  were  serving  as  interns  in 
surgeiy  would  find  their  way  elsewhere.  He 
was  from  the  start  almost  certain  of  ad- 
vancement, and  after  a  few  years  would  be 
appointed  resident,  with  the  result  that  pos- 
sibly one  or  more  men  who  had  been  on  the 
service  longer  would  move  on  to  work  else- 
where. 

In  the  hospital  the  resident  carried  full 
responsibility  for  the  care  of  the  ward  pa- 
tients, and  when  the  professor  was  away, 
for  his  private  patients.  The  resident  also 
had  great  responsibilities  for  the  teaching 
of  students  and  house  staff,  for  all  surgical 
consultations  on  ward  patients,  for  super- 
vising the  emergency  room,  for  recommend- 
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ing  students  for  appointment  to  the  house 
staff,  and  for  the  quaUty  of  the  work  of  the 
residents  in  all  svu^gical  specialties.  My  own 
appointment  to  the  resident  staff  and  my 
program  of  advance  through  surgical  path- 
ology was  planned,  and  my  appointment 
handled,  entirely  by  Dr.  Mont  Reid  when  he 
was  resident.  The  assumption  of  great  re- 
sponsibility by  the  resident  was  one  of  the 
basic  principles  on  which  Dr.  Halsted's  resi- 
dency^ program  was  founded. 

Preparation  jor  teaching 

The  objective  of  this  program  was  first 
and  foremost  the  training  of  teachers  of  sur- 
gery. In  1904  he  stated  in  an  address  at 
Yale:  "It  was  our  intention  originally  to 
to  adopt  as  closely  as  possible  the  German 
plan  which  was  the  same  in  all  the  principal 
clinics  of  the  German  universities."  The 
general  principles  were  as  follows: 

1.  The  house  surgeon  was  selected  onlj'  after 
he  had  had  several  years  of  service. 

2.  There  was  no  assurance  of  regular  advance- 
ment, and 

3.  Only  a  small  proportion  of  those  who  started 
reached  the  top. 

4.  Only  a  part  of  those  reaching  the  top  were 
able  to  secure  teaching  positions.  With  any 
vacancj'  in  the  German  universities,  there 
was  a  general  movement  upward,  with  each 
professor  desiring,  when  the  opportunity 
came,  to  move  up  to  a  more  prominent  in- 
stitution. 

5.  The  sui'geon  who  secured  the  top  position 
even  in  the  less  prestigious  universities, 
however,  had  a  high  standing,  with  great 
opportunities,  making  such  an  appointment 
well  worth  working  for  and  waiting  for. 
After  receiving  such  an  appointment,  he 
would  still  work  hard  in  order  to  put  him- 
self in  a  position  for  further  advancement 
when  a  vacancj'  occurred  in  a  larger  and 
more  distinguished  school. 

In  contrast  to  the  German  system,  even  in 
1916  most  teaching  hospitals  in  the  United 
States  offered  only  18  to  24  months  of  train- 
ing as  a  house  surgeon.  This  was  mainly 
operating  experience,  with  limited  responsi- 
bilities. In  many  hospitals  an  attending  sur- 
geon had  to  be  in  the  operating  room  for  any 
so-called  major  operation.  At  night  this  per- 
son was  usually  a  junior  attending  surgeon 
who  had  only  recently  completed  his  hospi- 
tal training. 


When  I  graduated  from  medical  school 
in  1921,  the  pattern  of  training  in  the  hos- 
pitals in  New  York  City  was  18  to  24  months 
as  a  house  officer,  following  which  the  man 
who  remained  in  the  city  might  receive  an 
appointment  as  a  junior  attending  surgeon 
and  be  on  call  when  the  house  officer  had 
an  operation  to  perform.  In  general,  no  ef- 
fort was  made  to  coiTelate  the  basic  sciences 
with  diagnosis  and  treatment. 

During  his  two  years  in  Europe  Dr.  Hal- 
sted  had  become  familiar,  of  course,  with 
the  contrast  between  the  outstandingly  suc- 
cessful and  competitive  German  method  of 
surgical  training  and  the  shortcomings  of 
the  American  system.  The  German  training 
as  I  have  said,  was  arduous  and  long.  The 
third  or  fovu^th  year  medical  student  could 
petition  to  be  voluntary  technician  in  a  basic 
science  laboratory  (anatomy,  pathology, 
physiology),  or  to  help  with  a  research  proj- 
ect. Thus  he  could  come  to  know  and  estab- 
lish his  reputation  with  the  professor.  After 
an  internship  he  might  then  be  able  to  se- 
cure an  assistantship  with  the  professor. 
There  followed  several  years  of  keen  com- 
petition for  the  first  assistantships.  These 
appointments  were  for  an  indefinite  but  us- 
ually long  period.  The  programs  were  de- 
signed for  the  training  of  teachers,  and  the 
individual  held  the  post  as  long  as  he  had 
hopes  of  obtaining  a  professorship. 

By  this  system  in  Germany,  "Great  sur- 
geons bred  great  surgeons."  For  example, 
Billroth  developed  Mikulicz,  Czerny,  Wofler, 
Von  Eiselsberg,  and  others. 

Operational  details 

Dr.  Halsted  (by  his  own  admission)  fash- 
ioned his  residency  system  after  the  Ger- 
man plan.  As  I  will  show  in  detail,  it  was 
highly  successful,  becoming  the  first  great 
school  of  surgery  in  this  country.  He  had 
from  four  to  eight  interns,  one  extern  in  sur- 
gical pathology,  which  offered  a  possible 
route  to  the  residenc}^  for  one  who  did  not 
go  through  the  research  laboratory,  three 
assistant  residents,  and  one  senior  resident, 
who  usually  held  the  position  for  two  or 
more  years  (Bloodgood,  four  and  a  half 
years,  and  Reid  three  years,  nine  months). 

These  men  received  onlv  board,  room  and 
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laundry,  with  the  exception  of  the  resident, 
wiio  was  paid  $40.00  a  month.  I  do  not  know 
when  the  resident's  compensation  was  in- 
creased to  .si 000  per  year,  but  in  1923  for  the 
first  time,  the  assistant  residents  recei\'ed 
$250  per  year.  "The  assistants  were  ex- 
pected, in  addition  to  their  operating  room 
and  ward  duties,  including  teaching  and  di- 
rection of  students  and  interns,  to  carry  on 
original  in\'estigations  and  keep  in  close 
touch  with  the  work  in  surgical  pathology', 
bacteriology,  and  physiologJ^"  "Almost  all 
residents  went  to  important  teaching  posi- 
tions where  they  could  pass  on  the  teaching 
methods  and  scientific  ideals  of  their  own 
Master."  (These  included  the  establishment 
of  residency  jDrograms.) 

Impact  on  American  Surgery  .  .  . 

At  the  time  that  Halsted  was  developing 
his  residency  program  along  the  German 
pattern,  this  covmtrj'  had  more  than  a  hun- 
dred medical  schools,  many  of  poor  quality, 
with  training  programs  that  gave  the  young 
surgeon  onty  an  introduction  to  operative 
surgery.  Hopkins  was  the  only  school  giving 
a  long  period  of  training  in  which  the  basic 
sciences  were  correlated  with  diagnostic, 
therapeutic,  and  research  skills  in  surgery, 
with  the  objective  of  developing  teachers. 
As  other  medical  schools,  stimulated  by  the 
prestige  of  Hopkins,  undertook  to  raise  their 
standards,  it  was  logical  for  them  to  look 
for  teachers,  not  onh'  of  surgery  but  in  other 
branches  of  medicine,  to  the  university  that 
had  set  the  highest  standards  of  academic 
excellence. 

With  impro^'ement  in  the  qualitj-  of  all 
the  medical  schools  that  were  able  to  sur- 
vive and  with  the  increasing  number  of 
those  offering  excellent  residencies,  it  was 
inevitable  that  the  source  of  teachers  would 
be  broadened,  that  the  competition  for 
teaching  appointments  would  be  increased, 
and  that  a  higher  percentage  of  residents 
would  take  associate  positions  in  teaching, 
that  some  would  develop  specialties,  and 
that  some  would  go  into  private  practice. 
This  has  resulted  in  great  advancement  for 
the  entire  field  of  surgery  and  made  highly 
qualified  surgeons  available  in  all  parts  of 
the  country.  The  various  specialty  boards 


were  made  possible  by  the  establishment 
of  residencies  in  all  branches  of  clinical 
medicine,  and  these  boards  in  turn  have 
tended  to  spawn  additional  residencies  of 
\arying  degrees  of  excellence. 

Dr.  Halsted  had  at  times  an  exchange 
agreement  with  the  German  uni\'ersities, 
and  it  was  customary  to  advise  young  sur- 
geons to  spend  some  time  in  training  over- 
seas. Dr.  Heuer  went  to  Kuettner's  Clinic 
in  Breslau,  and  Dr.  Felix  Landois  came  from 
Breslau  to  Hopkins.  Dr.  McClure  was  to  go 
to  Breslau  following  Dr.  Heuer;  but  owing 
to  the  First  World  War,  he  became  instead 
the  first  surgeon-in-chief  at  the  new  Henry 
Ford  Hospital  in  Detroit.  There  he  estab- 
lished a  residency  program  patterned  after 
the  one  at  Hopkins. 

Dr.  Halsted's  associate  from  the  begin- 
ning was  Dr.  John  M.  T.  Finney,  who  came 
from  Har\-ard  to  Hopkins  at  its  opening  and 
remained  throughout  the  remainder  of  his 
life.  Dr.  Bloodgood,  who  held  the  residency 
at  Hopkins  for  four  and  a  half  years,  also 
remained,  and  developed  the  division  of  sur- 
gical pathology  as  well  as  serving  as  sur- 
geon-in-chief at  St.  Agnes  Hospital  in  Balti- 
more. Dr.  Churchman  went  to  Yale,  Dr. 
Robert  Miller  to  Pittsburgh,  Dr.  FoUis  re- 
mained in  Baltimore  with  a  teaching  ap- 
pointment at  Hopkins,  Dr.  Jim  Mitchell 
went  to  Washington  and  George  Washing- 
ton University,  Dr.  McClure  became  chief 
surgeon  at  the  Henry  Ford  Hospital  in  De- 
troit. Dr.  Dandy  remained  at  Hopkins  to 
develop  the  neurosurgical  service  there  fol- 
lowing Dr.  Cushing's  departure. 

Dr.  Heuer  went  first  to  the  University  of 
Cincinnati  and  then  to  Cornell.  Dr.  Mont 
Reid  succeeded  as  professor  of  surgery  at  the 
Universit}'  of  Cincinnati,  and  was  in  turn 
succeeded  by  Dr.  Noland  Carter,  who  had 
been  an  assistant  resident  under  Dr.  Hal- 
sted. 

These  are  just  a  few  of  the  men  who  car- 
ried Dr.  Halsted's  influence  into  leading 
medical  institutions  of  the  United  States. 

.  .  .  Uyito  the  Second  and  Third  Generations 
In  1952,  on  the  centenary  of  Dr.  Halsted's 
birth.  Dr.  B.  N.  Carter  of  Cincinnati  survey- 
ed the  results  of  all  the  residency  programs 
established  by  Dr.  Halsted  and  his  residents. 
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In  this  survey,  which  was  published  in  tlie 
Halstead  Centenary  issue  of  Surgery,  Sep- 
tember 1952,  Dr.  Carter  considered  first  Dr. 
■  Halsted's  residents,  calling  them  the  first 
generation  of  the  Halsted  School. 

There  were  17  in  this  group.  They  in- 
cluded 7  full  professors,  one  surgeon-in- 
chief  of  a  large  hospital,  one  clinical  profes- 
sor, three  associate  professors,  one  instruc- 
tor, and  four  private  practitioners.  Five  as- 
sistant residents  were  left  at  Hopkins  at 
the  time  of  Dr.  Halsted's  death.  All  re- 
mained in  teaching  and  subsequently  at- 
tained professorial  rank.  Those  interested 
in  following  the  careers  of  the  55  assistant 
residents  who  worked  under  Dr.  Halsted 
but  did  not  complete  the  residency,  and  the 
41  assistant  residents  who  did  not  get  the 
residency,  may  refer  to  Dr.  Carter's  article. 
I  Dr.  Carter's  report  on  the  second  genera- 
'tion  of  Halsted  surgeons,  that  is,  those  train- 
'ed  by  his  residents  who  themselves  estab- 
lished resident  programs — showed  that  166 
resident  surgeons  completed  their  training 
by  1952,  the  centennial  of  Dr.  Halsted's 
birth.  Of  these,  all  but  81  went  on  to  fill 
teaching  positions.  Adding  together  all  the 
residents  trained  by  Dr.  Halsted,  the  as- 
sistant residents  who  worked  under  him 
but  did  not  go  through  the  residency,  and 
the  "second  generation"  residents,  we  have 
a  grand  total  of  238,  including  37  professors, 
14  clinical  professors,  18  associate  profes- 
'  sors,  14  associate  clinical  professors,  23  in- 
structors, and  99  practicing  surgeons  with- 
■  out  teaching  appointments.  This  group  of 
teachers  was  distributed  among  35  medical 
schools  in  the  United  States,  two  in  Canada, 
and  one  in  China. 
'  Dr.  Carter  closes  his  paper  with  the  fol- 
lowing statement: 
"  For  the  most  part  the  first  generation  of 

Halstedians  has  played  its  part  in  a  well 
conceived  plan  and  has  played  it  exceedingly 
well.  Were  the  professor  alive  today  the 
group  which  would  intrigue  him  most  would 
be  those  166  men  who  represent  the  second 
generation  of  resident  surgeons,  for  they  are 
the  ones  to  whom  it  is  now  given  to  carry  his 
torch  and  to  create  the  third  and  large  gen- 
eration of  surgeons  who  will  be  imbued  with 
the  principles  of  their  remarkable  progeni- 
tor, William  Stewart  Halsted. 
Dr.  Carter's  analysis  dealt  only  with  the 


Halsted  residents  and  those  trained  in  the 
programs  they  established.  He  analyzed  the 
academic  attainments  of  Dr.  Halsted's  as- 
sistant residents  who  did  not  attain  the 
residency,  but  he  did  not  consider  the  ac- 
complishments of  these  men  in  developing 
residency  larograms  nor  the  accomplish- 
ments of  those  assistant  residents  who  came 
under  Dr.  Halsted's  influence  but  were  left 
at  Hopkins  when  he  died.  Of  the  latter  I  am 
the  only  one  who  set  up  an  residency  pro- 
gram, since  the  others  accepted  appoint- 
ments where  residencies  had  already  been 
established  by  an  earlier  Hopkins  man. 

In  our  program  at  Duke,  up  to  1956,  when 
I  made  a  survey  that  included  all  the  sur- 
gical specialties,  146  residents  had  com- 
pleted one  of  the  residency  programs.  Fifty- 
five  of  these  had  accepted  an  academic  ap- 
pointment, of  whom  three  had  died  and 
seven  had  resigned  to  go  into  full-time 
private  practice.  Thus  45  still  held  academic 
appointments  distributed  in  28  medical 
schools,  while  98  eventually  ended  up  in 
general  practice  without  teaching  responsi- 
bilities. The  labor  of  making  a  total  survey 
of  all  those  who  have  been  influenced  by  the 
Halsted  residency  program,  or  of  the  resi- 
dencies set  up  as  direct  result  of  his  program 
at  this  time  would  be  nearly  impossible. 

Residency  programs,  many  of  them  pat- 
terned after  the  Hopkins  plan,  have  been 
established  bj'  many  others  who  never 
worked  with  Dr.  Halsted.  In  1951,  Dr.  W.  M. 
Firor,  while  chairman  of  the  American 
Board  of  Surgery,  reported  on  the  residency 
programs  in  the  United  States  as  follows: 

In  1901  Dr.  Halsted  had  the  only  fully 
developed  residency  system  in  surgery  in 
the  United  States.  Forty  years  later,  there 
were  30  such  residencies,  11  having  been 
started  by  Dr.  Halsted's  residents.  Within 
the  next  10  years  100  additional  residencies 
were  developed,  bringing  the  total  in  1951 
to  130. 

Naturally  the  character  and  quality  of 
these  programs  varied  widely.  Dr.  Firor,  in 
his  report,  made  the  following  statement: 

Unfortunately  it  is  not  fully  appreciated 
by  the  heads  of  some  of  these  systems  that 
there  should  be  a  gradual  advancement  in  re- 
sponsibility during  the  years  as  assistant 
resident  and  that  the  resident  should  have 
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the  major  responsibility  for  the  diagnosis  and 
treatment  of  ward  patients,  including  the 
seriously  ill."  I  might  add.  and  Dr.  Firor  im- 
plies, that  this  was  a  basic  principle  in  the 
Halsted  program. 

Eniph a. <:!.<:  nn  the  Ba.<:ic  Sciences: 

As  I  have  indicated.  Dr.  Halsted  was 
strongly  impressed  by  the  training  of  the 
German  surgeons  in  the  basic  sciences.  Ex- 
perimental and  clinical  study  in  these 
sciences  comprised  a  definite  part  of  his  cur- 
riculum at  Hopkins.  In  1904,  in  a  talk  on  the 
training  of  a  surgeon,  he  stated:  "There  is 
an  intimate  interdependence  of  physiology, 
pathology  and  surgery."  His  own  work  in 
the  field  of  aseptic  techniciue  would  indicate 
that,  even  though  in  this  address  he  did  not 
so  state,  surgery  for  him  also  recjuired 
an  intimate  knowledge  of  bacteriology. 
Knowledge  in  these  and  other  fields,  includ- 
ing biochemistry,  is  all  the  more  necessary 
today. 

Dr.  Halsted  did  not  feel  that  there  was  the 
same  necessity  for  prolonged  study  of  ana- 
tomy such  as  had  been  required.  He  also 
remarked:  "Von  Esmarch  stated  that  pain, 
hemorrhage  and  infection,  the  three  great 
evils  which  have  always  embittered  the 
practice  of  surgery  and  checked  its  progress, 
were  in  a  cjuarter  of  a  century  (1846-1873) 
robbed  of  their  terrors."  In  the  same  ad- 
dress, he  added: 

In  the  past  30  years  [since  his  graduation 
from  Yale  in  1874]  probably  more  has  been 
acconxplished  to  put  surgery  on  a  truly 
scientific  basis  than  in  all  the  centuries  that 
have  preceded  this  wondrous  period  ...  A 
warning  for  all  time  against  satisfaction  with 
present  achievements  and  blindness  to  the 
possibilities  of  future  developments,  is  the 
imperishable  prophecy  of  the  famous  French 
surgeon.  Baron  Boyer,  who  over  a  hundred 
years  ago  declared  that  surgery  had  then 
reached  almost,  if  not  actually,  the  highest 
degree  of  perfection  of  which  it  was  capable. 


Since  Dr.  Halsted's  talk  was  given  at  Yale 
in  1904,  this  placed  Boyer's  prophecy  before 
1804,  long  before  anesthesia  and  aseptic 
surgery,  to  name  only  two  epoch-making 
achievements  between  the  time  of  Bayer's 
prophecy  and  Dr.  Halsted's  address. 

Dr.  Halsted's  belief  in  ths  importance  of 
the  basic  sciences  in  surgery  has  been  wide- 
ly accepted,  and  surgical  boards  now  recjuire 
knowledge  in  these  fields  for  certification. 
Rapid  developments  in  surgery  during  my 
lifetime  have  emphasized  that  the  basic 
sciences  are  more  important  today  than  in 
Dr.  Halsted's  time,  and  they  must  be  cor- 
related with  clinical  training  in  any  resi- 
denc}'  program  worthy  of  perpetuation. 

Conclusion 

Man}'  3'oung  surgeons  from  around  the 
world  come  to  the  United  States  to  take  ad- 
vantage of  the  training  offered  here.  Today 
almost  the  entire  population  of  this  country 
and  many  people  the  world  over  profit  from 
the  increase  in  surgical  knowledge  and  skill, 
no  small  part  of  which  has  stemmed  from 
the  beginnings  made  by  Dr.  Halsted  in  a 
program  of  residency  training  influenced 
by,  if  not  patterned  after,  the  surgical  train- 
ing programs  in  Germany.  Programs  similar 
to  Dr.  Halsted's,  but  with  many  variations, 
now  form  the  foundation  on  which  graduate 
training  in  surgery  in  this  country  is  based. 
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Dr.  Hart  has,  I  think,  given  us  a  dehght- 
ful  resume  of  the  background  of  the  surgical 
residency  system  in  this  country.  The  struc- 
ture of  the  surgical  residency  as  we  see  it 
today,  however,  differs  from  that  envisioned 
by  Dr.  Halsted.  Perhaps  it  had  its  formal 
^^  genesis  with  the  organization  of  the  Amer- 
1  ican  Board  of  Surgery  and  the  recommenda- 

■  tions,  made  in  1937,  relating  to  certification 

■  of  a  candidate  by  examination.  This,  per- 
haps, is  the  practical  adaptation  of  Dr.  Hal- 
sted's  classic  concept,  in  the  formulation  of 
a  structure  that  concerns  not  just  education, 

e  but  clinical  practice  throughout  the  country. 

Origin  and  Development  of  Accreditation 
Before  the  organization  of  the  American 

J  Board  of  Surgery,  surgical  education  had 
little  national  direction,  and  the  few  surgical 

J  residencies  that  existed  operated  independ- 

j  ently.  During  this  period,  although  several 

1  qualifying  boards  had  been  established  for 
medical  specialties,  ophthalmology  being  the 

.  earliest,  education  in  general  surgery  after 
the  internship  was  largely  self-accpired  or 

,  gained  by  association  with  a  preceptor  of 
sorts.  In  1937  a  review  of  our  surgical  ed- 
ucational facilities  brought  out  the  fact  that 
in  the  entire  country  there  were  less  than  20 
hospitals  in  which  a  student  could  obtain  as 
much  as  three  years  in  a  graded  surgical 
residency,  and,  as  you  have  heard,  many  of 

/  these  were  set  up  by  followers  of  Dr.  Hal- 
sted. 

^^Certification  of  Surgeons 

While  there  were,  of  course,  many  able 
lurgeons  in  America  at  this  time,  the  bulk 
3f  the  surgery  was  performed  bj'  men  with 
;raining  that  was  often  inadequate.  As  a 
"esult,  the  average  patient  received  surgical 
are  of  a  lower  quality  than  this  nation  was 
:apable  of  providing.  Unfortunately  the 
jublic  had  no  way  of  discriminating  among 
surgical  abilities.  In  the  public  interest,  if 
'or  no  other  reason,  therefore,  a  qualifymg 
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board  of  some  sort  was  considered  neces- 
sary. 

In  1936,  as  a  result  of  impetus  from  the 
American  Surgical  Association,  a  committee 
composed  of  representatives  from  the  sever- 
al national  and  regional  surgical  associations 
was  formed.  This  committee  was  assigned 
the  function  of  organizing  an  examiniiig 
board  in  general  surgery,  and  stipulating  the 
educational  recjuirements  in  surgery  of  can- 
didates before  examination.  The  basic 
framework  of  the  board  was  formulated  by 
this  committee  and  their  results  were  re- 
ported to  their  respective  societies.  A  per- 
manent board  was  then  formed. 

A  basic  Founders'  Group  was  certified 
without  examination,  but  according  to  par- 
ticular rules,  and  eventually  some  1100  sur- 
geons were  certified  by  this  method. 

Qualifications  for  future  diplomates  were 
then  defined  as  follows:  Following  gradua- 
tion from  an  approved  medical  school  and 
completion  of  a  one-year  internship  that  is 
also  approved,  a  candidate  must  have  com- 
pleted a  graded  residency  in  general  surgery 
of  at  least  four  years'  duration,  or  at  least 
three  years  of  a  graded  surgical  residency 
followed  by  two  years  of  practice  under 
acceptable  supervision  or  preceptorship. 
Having  fulfilled  the  residency  requirements, 
the  candidate  must  then  pass  a  written  and 
oral  examination. 

From  its  beginning,  the  American  Board 
of  Surgery  has  been  composed  of  extra- 
ordinarily able  men  who  represent  the  prac- 
tice of  general  surgery  in  all  its  phases — 
private  practice,  group  practice,  part-time 
clinical  teaching,  and  full-time  clinical 
teaching.  These  men  have  set  a  standard 
for  character  and  professional  excellence  of 
the  highest,  and  it  has  persisted  throughout 
the  25  years  of  the  Board's  active  existence. 
To  these  men  American  surgery  and  the 
American  public   owe   deep   gratitvide. 

The  first  board  wisely  recognized  that 
the  educational  demands  it  was  making 
were  entirely  arbitrary,  that  the  time  spent 
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in  a  surgical  residency  was  no  clear  indica- 
tion of  surgical  competence,  and  that  the 
suggested  time  allotments  were  based  on 
stochastic  surmise.  The  men  who  composed 
the  first  board  were  bothered  about  the 
rigiditj^  of  such  reciuirements  and  made 
them  the  subject  of  considerable  discussion. 
They  resolved  the  issue  by  an  expressed 
official  assumption  that  the  pattern  of  grad- 
uate education  in  surgery  would  be  altered 
by  subsequent  boards  when  desirable.  There 
had  to  be  a  beginning.  With  some  modifica- 
tions, these  reciuirements  remain  basically 
unaltered,  and  the  training  time  is  the  same. 

Accreditation  of  liospitals 

After  the  establishment  of  rules  gov- 
erning the  length  of  time  rec|uired  to  com- 
plete a  surgical  residency,  it  was  natural 
that  consideration  be  given  to  the  character 
of  the  hospital  in  which  the  residency  was 
to  be  given.  Within  a  few  years  a  list  of  hos- 
pitals considered  to  be  adecpate  had  been 
assembled. 

But  the  American  Board  of  Surgery  was 
not  alone  in  this  endeavor.  Other  organiza- 
tions that  assembled  their  ow^n  approved 
lists  were  the  American  College  of  Surgeons 
and  the  American  Medical  Association.  The 
American  Hospital  Association  expressed 
interest.  Because  of  the  different  views  of 
these  organizations,  it  was  not  surprising 
that  often  a  hospital  appearing  on  one  ap- 
proved list  was  missing  from  another. 

These  various  organizational  interests 
were  sometimes  backed  by  long-standing 
prejudice,  and  were  not  ciuickl}^  resolved.  A 
power  struggled  developed  that,  though  in- 
tense, was  always  friendly.  During  this 
struggle,  which  lasted  for  several  years, 
competition  was  more  often  for  administra- 
tive responsibility  as  it  related  to  clinical 
facilities  for  teaching  rather  than  for  the 
provision  of  a  sound  educational  program.  I 
recall  a  number  of  these  committee  meet- 
ings, and  it  was  sometimes  disturbing  to 
observe  the  fight  for  the  control  of  surgical 
education,  even  though  the  motives  were 
honorable  and  sincere. 

As  a  result  of  many  conferences,  the  Joint 
Commission  on  Accreditation  of  Hospitals 
was  formed  to  appro^■e  hospitals  for  resi- 
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dency  teaching.  It  was  composed  of  repre- 
sentatives from  the  American  College  of 
Svu'geons,  the  American  Hospital  Associa- 
tion, and  the  American  Medical  Associa- 
tion. Requirements  for  the  accreditation  of 
residencies  in  general  surgery  have  been  set 
forth  by  a  Conference  committee  composed 
of  representatives  from  the  Council  on  Med- 
ical Education  and  Hosj^itals  of  the  Amer- 
ican Medical  Association,  the  American 
Board  of  Surgery,  and  the  American  College 
of  Surgeons.  i 

Criteria  for  approved  residencies 

The  "essentials  of  approved  residencies 
have  been  carefully  formulated  during  the 
past  few  years  and  are  now  clearly  defined. 
Certain  general  reciuirements  relate  to  the 
size  and  type  of  hospital,  the  plant  and 
eciuipment,  the  clinical  facilities,  the  op- 
portunities for  pathologic  study  of  tissue, 
the  effectiveness  of  the  radiology  depart- 
ment, the  medical  library,  medical  records; 
and  finally  the  residency  itself.  The  duration 
of  the  program,  the  degree  of  responsibility 
in  clinical  care,  the  supervision  of  the  resi- 
dents by  the  attending  staff,  and  the  meth- 
ods and  type  of  instruction  are  carefully 
considered  by  these  accreditation  commit- 
tees. 

To  determine  whether  a  hospital  could 
meet  the  criteria  for  an  approved  residency, 
on-site  inspection  was  necessarj'.  This  car- 
ried with  it  the  need  for  a  high  degree  of 
consistency  in  the  appraisal.  If  much  varia- 
tion among  hospitals  were  permitted,  con- 
fusion was  inevitable.  On  the  other  hand,i 
the  less  variation  in  educational  facilitiesj 
and  in  the  teaching  program,  the  greater  the; 
tendency  toward  uniformity  among  the' 
graduates.  This  danger  was  appreciated,  but 
because  of  the  magnitude  of  the  operation, 
it  had  to  be  discounted. 

There  are,  to  date,  406  hospitals  approv-j 
ed  by  the  Joint  Accreditation  and  Confer 
ence  Committees  for  a  residency  in  general 
surgery  of  four  or  more  years.  In  the  resi 
dency  programs  are  5128  positions.  There 
are  more  approved  residencies  in  general 
surgery  available  than  there  are  qualified 
candidates  to  fill  them,  and  perhaps  more 
than  are  needed  to  meet  the  public  demand; 
The  result  is  an  interesting  type  of  com- 
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petition,  marked  at  times  by  pedagogic  dis- 
agreement and  even  ill-feeling. 

It  is  interesting  to  note  how  much  atten- 
tion has  been  given  to  developing  a  system 
and  how  little  to  the  individuals  emerging 
from  it.  Except  for  a  change  from  the  essay 
to  the  objective  type  of  question  in  Part  I, 
the  examination  of  a  particular  surgeon  by 
the  American  Board  of  Surgeons  has  been 
altered  very  little,  considerable  reliance  still 
being  placed  on  how  and  where  the  edu- 
cation was  obtained. 

Achievements  of  Current  Trainning 
Programs 

With  this  background  we  are  ready  to 
consider  more  specifically  the  subject  as- 
signed me  today:  "Current  Surgical  Train- 
ing Programs."  Because  of  the  similarity  be- 
tween so  many  of  these  programs,  I  con- 
sider it  more  profitable  to  discuss  them  now 
as  a  group  and  consider  the  impact  that  this 
type  of  custodial  education  is  having  on  the 
practice  of  general  surgery  today.  We  have 
before  us  now  some  25  years'  experience, 
and  several  achievements  as  well  as  some 
of  the  faults  are  becoming  apparent. 

Outstanding  among  the  achievements  is 
that  the  level  of  competence  among  general 
surgeons  educated  under  this  system  is  ex- 
ceptionally high  when  compared  to  that  of 
the  past  or  to  that  of  many  other  nations  at 
the  present  time.  We  have  surpassed  our 
most  hopeful  dreams  in  providing  good 
surgery  to  the  American  public.  This  has 
has  been  accomplished  without  the  passage 
of  laws  or  the  use  of  propaganda.  The  aspir- 
ing surgeon  was  presented  a  standard  of  ex- 
cellence and  a  method  of  achieving  it,  and 
he  did  the  rest.  The  result  speaks  in  its  own 
way  for  the  moral  calibre  of  the  American 
surgeon. 

Another  achievement  almost  as  impor- 
tant as  the  competence  of  American  surgery 
is  its  distribution.  At  first,  because  of  the 
demand  and  the  advantages  offered,  a  large 
number  of  the  early  diplomates  of  the  Amer- 
ican Board  of  Surgery  elected  to  associate 
themselves  with  clinics  or  locate  in  the  larg- 
er urban  communities.  As  these  positions 
were  filled,  and  for  other  reasons  as  well, 
competent  surgeons  became  available  for 
location  in  smaller  communities.  These  com- 


munities found  that  inducements  other  than 
emotional  appeal  and  financial  return  were 
necessary  to  attract  these  able  young  sur- 
geons. These  men  intended  to  practice  good 
surgery  and  required  adequate  hospital 
facilities  and  well  trained  supporting  per- 
sonnel; they  also  required  a  reasonably  sat- 
isfactory environment  for  their  families.  Al- 
most competitively,  these  needs  have  been 
provided — as  evidenced  here  in  North  Caro- 
lina, where  hardly  anyone  is  more  than  an 
hour's  drive  from  a  competent  surgeon 
working  in  a  well-equipped  hospital.  Few 
states  indeed  can  make  such  a  claim. 

The  Rise  of  Community  Hospitals 

Let  me  digress  here  to  make  a  point  that 
I  think  has  some  bearing  on  our  discussion. 
It  was  only  a  short  while  ago — in  1925,  for 
instance — that  there  were  only  a  few  hos- 
pitals in  this  state  that  were  not  owned  by 
a  doctor  or  a  group  of  doctors.  Some  had 
small  endowments,  some  got  a  bit  of  support 
from  a  municipality,  some  were  supported 
by  the  church.  In  general,  however,  hos- 
pitals were  small  and  were  even  named  after 
the  doctors  who  owned  them. 

Today  hospitals  are  owned  by  communi- 
ties. They  are  built  by  private  subscriptions 
of  local  citizens,  reinforced  by  tax  money 
derived  locally  or  from  the  federal  govern- 
ment. The  public  has  a  vested  interest  in  the 
development  of  hospitals,  and  nowhere  is 
this  more  evident  than  in  North  Carolina 
since  passage  of  the  Hill-Burton  Act. 

In  order  to  have  a  voice  in  the  direction 
of  these  hospitals,  the  communities  have  ap- 
pointed boards  of  trustees,  the  vast  major- 
ity of  whose  members  know  little  of  the 
function  of  a  modern  hospital  beyond  the 
care  of  sick  people.  They  have  wanted  this 
care  to  be  good.  Most  of  them  now  require 
that  the  surgeon  who  operates  in  their  hos- 
pital either  be  certified  by  his  specialty 
board  or  have  an  education  equivalent  in 
type. 

At  first  hospital  boards  were  not  interest- 
ed in  providing  facilities  for  residencies. 
Soon,  however,  in  those  hospitals  offering 
surgical  residencies,  a  stimulus  was  noted 
for  an  improvement  in  surgical  care,  for 
these  residents  are  critical  students.  A  pub- 
lic that  once  shied  away  from  young  house 
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officers  now  prefers  hospitals  that  provide 
them.  An  alert  hospital  staff  would  choose 
to  have  such  house  officers,  not  just  for  the 
labor  that  they  perform,  but  for  the  intel- 
lectual benefits  deriving  from  a  good  resi- 
dency program.  These  assets  have  led  many 
of  our  good  community  hospitals  to  meet  the 
qualifications  for  an  accredited  residency 
progiam. 

At  first  many  of  these  residencies  were 
filled  fairly  easily.  With  the  increasing  num- 
ber of  programs  and  with  the  expansion  of 
university  hospitals,  however,  the  com- 
munity hospital  and  the  university  hospital 
began  to  compete  for  the  surgical  house  of- 
ficer, with  the  latter  holding  the  advantage. 
This  presents  a  real  problem.  What  is  to  be 
the  ultimate  position  of  the  community  hos- 
pital in  residency  education?  I  think  the 
answer  is  obvious.  It  must  compete  in  the 
quality  of  education  it  can  provide,  or  it 
will  be  unable  to  obtain  residents. 

Shortcomings  of  the  Current  System 
We  are  justly  proud  of  our  achie\'ements 
in  surgical  education.  We  must,  on  the  other 
hand,  never  become  complacent,  for  this  is 
a  rapidly  moving  field.  Realizing,  then,  the 
good  that  has  been  derived  from  our  closely 
directed  system  of  residency  accreditation, 
are  any  serious  faults  discernible?  I  think 
so.  I  am  aware  that  I  may  object  to  certain 
features  that  may  seem  highly  desirable  to 
someone  else.  I  am  also  aware  of  the  sensi- 
tiveness of  the  subject  and  the  lack  of  un- 
animity regarding  it.  This  should  not  pre- 
clude free  discussion  and  a  constant  striving 
for  improvement. 

One  of  the  factors  that  causes  me  consider- 
able concern  in  residency  education  today  is 
the  very  rigidity  that  has  elevated  the  level 
of  clinical  performance.  I  have  said  pre- 
viously that  we  are  living  in  an  era  of  con- 
formity, where  residencies  differ  little  fi'om 
one  institution  to  another.  There  is  a  same- 
ness in  the  education  pattern  bordering  on 
monotony.  Marked  deviation  from  this  pat- 
tern can  result  in  loss  of  accreditation  or 
difficulty  in  obtaining  residents.  Conformity 
thus  becomes  the  road  of  least  resistance. 
A  rebel  in  surgical  education  can  find  the 
going  rough  at  times,  and  yet  surgery  has 
always  been  ad^'anced  b.v  the  rebels.  Regi- 


mentation of  an  educational  system  cannot 
tolerate  philosophical  diversity.  And  philo- 
sophical diversity  is  essential  if  surgical 
education  is  to  keep  pace  with  the  advances 
in  biologic  knowledge  relating  to  surgery. 
There  must  be  some  opportunity  for  basic 
experimentation  in  educational  methods. 
Perhaps  we  can  continue  to  grow  A\ithout  it, 
but  I  think  it  risk}'  to  try. 

Arbitrary  allotment  of  time 

The  specific  length  of  the  residency  pro- 
gram represents  the  rigidity  I  mean.  In  the 
beginning  the  length  of  a  residency  program 
was  set  as  a  minimal  standard.  With  years  of 
usage  it  has  now  become  the  single  stand- 
ard. It  implies  a  linearity  between  time  and 
learning  which  we  know  is  not  \'alid.  Some 
residents  are  more  adept  than  others;  some 
have  a  better  basic  education  than  others; 
some  institutions  provide  more  effective 
methods  of  teaching  than  others. 

Another  outgrowth  of  the  equation  of 
time  with  proficiency  may  be  seen  in  the 
allotment  of  experience  obtained  in  the 
various  surgical  subspecialties  in  the  gen- 
eral surgical  residency.  We  recognize  that  a 
well-educated  general  surgeon  must  possess 
a  sound  background  in  all  the  branches  of 
surgery  if  he  is  to  develop  as  surgery  de- 
velops. In  order  to  acquire  more  informa- 
tion, however,  we  have  separated  surgery 
into  many  components,  resulting  in  the 
numerous  so-called  subspecialties.  Sooner  or 
later  the  specialized  knowledge  derived 
from  these  disciplines  must  be  rewelded  into 
a  whole.  This  is  the  essence  of  general  sur- 
gery. Information  may  be  increased  by 
specialization,  but  the  utilization  of  this 
information  reqviires  synthesis.  In  speciali- 
zation we  take  the  body  apart:  comprehen- 
sion of  the  knowledge  thus  gained  requires 
putting  the  body  back  together. 

Most  of  us  recognize  this  principle  in  set- 
ting up  ovu'  general  surgical  residencies.  The 
acciuisition  of  knowledge  and  its  synthesis 
is  not  always  best  served  by  dividing  a  par- 
ticular period  of  time  into  several  equal 
parts  in  order  that  a  resident  may  have  a 
rotational  experience  in  the  surgical  special- 
ties. Too  often  the  total  period,  as  well  as 
the  amount  of  time  devoted  to  each  special- 
ty, is  set  arbitrarily  and  has  no  relation  to 
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educational  needs.  Inadequacies  develop 
with  failure  of  the  ability  to  correlate  the 
experience,  and  surgical  learning  suffers. 

Narrow  educational  demands 

The  narrow  educational  demands  of  some 
of  the  surgical  subspecialties  illustrate  this 
matter  only  too  well.  The  preliminary  re- 
quirement of  a  year's  internship  and  an  ad- 
ditional year  of  general  surgery  demanded 
bj^  many  specialty  boards  before  the  resi- 
dent begins  his  specialty  training  is  with- 
out educational  meaning.  It  is  based  on  the 
assumption  of  two  years  spent  in  broad  gen- 
eral study,  which  may  not  be  true  and  gen- 
erally isn't.  Too  often  this  demand  is  just  a 
pedagogic  hurdle,  and  the  house  officer  en- 
ters into  his  specialty  residency  not  only 
unable  to  tie  a  square  knot  but  unable  to 
discriminate  between  true  and  false.  Medical 
journals  are  provided  him,  and  he  reads 
them.  A  journal  club  is  provided  and  he 
attends.  There  are  other  conferences.  But 
his  knowledge  of  how  to  appraise  what  he 
reads  or  to  determine  whether  a  series  of 
observations  is  properly  controlled  is  vague, 
and  his  application  of  scientific  epistem- 
ology  is  almost  nonexistent.  He  spends  the 
allotted  time  before  entering  his  specialty 
as  directed,  but  self-education  is  stultified. 
The  effect  is  confusion,  which  he  resolves  by 
selecting  an  authority  or  authorities  and 
believing  what  they  say  or  write. 

Any  residency  that  does  not  demand 
thought  on  the  part  of  its  students  becomes 
a  pedagogic  assembly  line — a  training  in 
how  to  operate.  As  the  years  pass,  this  man 
learn  the  technicjue  of  surgery  well — he  may 
even  contribute  to  it — and  this  skill,  with 
the  authoritative  leadership  that  he  follows, 
may  suffice  to  make  him  a  good  craftsman. 
But  this  is  not  enough.  Nevertheless, 
in  our  busy  lives  today,  shorn  of  the  oppor- 
tunity to  carry  out  what  Bacon  called  "con- 
templative felicity,"  I  am  afraid  it  has  be- 
come the  pathway  of  many. 

I  would  not  have  you  think  that  I  under- 
estimate the  value  of  craftsmanship.  This  is 
far  from  the  truth.  There  are  times  in  which 
it  is  even  necessary  to  inculate  it  in  some 
residents.  I  use  the  word  in  its  literal  sense 
of  "grinding  in  with  the  heel." 

But  a  surgical  residency  should  be  more 


than  the  acc(uisition  of  craftsmanship.  I  see 
the  art  and  the  science  as  one.  The  cardiac 
physiologist  without  knowledge  of  surgical 
craftsmanship  would  not  hazard  doing  open 
heart  surgery,  nor  would  the  cardiac  sur- 
geon be  a  safe  man  in  the  operating  room 
without  a  firm  grasp  of  cardiac  phj^siology. 
Again,  I  quote  Bacon:  "The  two  proposi- 
tions, the  practical  and  the  theoretical,  are 
the  same  thing;  and  what  in  practice  is  the 
most  useful,  that  is  the  most  true  in  theory." 
(Novum  Organum  II,  4)  From  Lipschutz  on 
the  same  subject:  "Theory  or  science  comes 
from  practice;  theory  is  but  intellectualized 
practice.  Theory  and  practice  are  inter- 
twined, 'the  same  thing'  It  is  only  for  analy- 
tical purposes  that  we  have  learned  to  sep- 
arate them." 

I  introduce  this  subject,  for  I  think  many 
have  the  idea  that  the  university  residency 
programs  do  not  provide  adequate  instruc- 
tion in  the  surgical  skills.  Perhaps  they 
don't.  They  should,  however,  and  they 
should  correlate  it  with  the  basic  sciences 
on  which  the  skills  depend.  Similarly,  the 
non-university-connected  residency  pro- 
grams do  not  necessarily  have  to  take  place 
in  scientific  sterility.  Needed  for  graduate 
surgical  teaching,  wherever  given,  are  good 
students  with  time  to  learn,  good  teachers 
with  time  to  teach,  and  adequate  facilities 
for  both. 

Wanted — A  Better  Method  of  Evaluation 
Having  viewed  the  idea  of  residency  ac- 
creditation without  great  enthusiasm,  I 
think  we  might  well  ask,  how  the  excellence 
of  a  residency  system  can  be  maintained 
without  a  program  of  inspection  and  ac- 
creditation. Expressed  differently,  how  can 
we  preserve  the  firmness  that  goes  with  a 
strong  accreditation  program  and  still  main- 
tain an  educational  system  flexible  and  free 
enough  to  keep  pace  with  rapidly  accruing 
knowledge?  Should  accreditation  agencies 
be  abolished  and  free  competition  among 
hospitals  for  residents  be  introduced — a  sort 
of  caveat  emptor? 

Off  hand,  this  sounds  revolutionary  if  not 
chaotic,  until  we  realize  that  the  accredita- 
tion programs  were  adopted  after  the  fact. 
Hundreds  of  hospitals  already  had  the  facili- 
ties that  were  later  demanded  bv  the  accred- 
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iting  boards,  before  the  boards  were  estab- 
lished. There  was  no  chaos;  the  competition 
for  residents  prevented  that.  Nevertlieless, 
the  accrediting  boards  set  standards  for  a 
level  of  competence  that  was  unusualty  high 
for  the  period,  and  we  have  also  seen  how 
favorably  this  has  affected  surgical  prac- 
tice. 

By  the  verj'  nature  of  accreditation,  how- 
ever, it  is  difficult  to  alter  the  standards,  and 
those  that  set  a  high  level  of  performance 
at  one  period  in  our  society  may  later  pro- 
duce a  lag.  With  time,  accreditation  may 
lose  its  effectiveness  as  the  dominant  con- 
trol of  excellence. 

I  am  not  opposed  to  some  sort  of  national 
agency  for  defining  and  maintaining  sur- 
gical competence.  I  believe,  however,  that 
such  an  agency  must  not  interfere  with  our 
freedom  to  experiment  and  to  change.  If 
centrally  directed  svn-gical  accreditation  is  to 
be  weakened,  an  instrument  should  be  avail- 
able to  guarantee  an  even  better  opportunity 
to  improve  surgical  residencies. 

I  think  we  have  such  an  instrument  in 
the  examination.  Some  of  the  available  psy- 
chometric technic|ues  for  measuring  medical 
knowledge  and  clinical  competence  could  be 
used  to  a  greater  advantage  than  they  are  at 
present.  These  tests  can  be  used  to  measure 
the  product — the  resident — as  he  finishes 
his  education  and  thereby  they  will  serve 
automatically  to  evaluate  his  residency 
training.  Specific  weaknesses  would  become 
immediately  apparent  and  could  be  cor- 
rected. Already  we  have  found  this  to  hold 
true  in  undergraduate  education,  and  there 


is  no  reason  why  it  could  not  apply  to  grad- 
uate education  as  well. 

Let  me  illustrate  the  sensitivity  of  this 
method.  Once  in  giving  a  particular  type 
of  examination  I  was  puzzled  by  an 
embarrassing  ignorance  among  our  sen- 
ior students  about  infections  of  the  hand. 
I  reviewed  our  teaching  and  found  that  this 
class  had  not  been  given  a  single  demon- 
stration of  a  hand  infection  during  the  year 
the  subject  was  due  to  have  been  taught. 
Two  years  after  the  omission  the  examina- 
tion had  picked  up  the  omission  and  inform- 
ed me  of  it.  I  believe  that  the  same  method 
can  be  applied  to  surgical  residency  pro- 
grams, and  that  when  it  is  done  properly  it 
will  prove  superior  to  the  present  methods 
of  accreditation. 

Summary 
In  brief,  the  present  system  of  graduate 
education  in  surgery,  the  residency  pro- 
gram, has  resulted  in  a  vast  improvement  in 
surgical  competence  and  practice.  Some  of 
the  accrediting  agencies  that  have  developed 
since  the  residency  programs  began  neces- 
sarily possess  built-in  rigidities  which  re- 
strain experimentation  in  education  and  the 
changes  that  are  needed  if  the  future  sur- 
geon is  to  utilize  in  his  practice  the  biologic 
information  so  necessary  to  him.  Because  of 
this  rigidity,  an  increasing  lag  will  develop 
between  what  is  known  and  what  is  being 
done.  A  suggested  improvement  is  the  de- 
velopment of  a  more  sophisticated  method 
of  examining  the  final  product,  the  resident, 
thereby  discovering  the  strengths  and  weak- 
nesses of  the  curriculum  he  followed. 
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Tne  Future  or  Surdical  Training  P 


roorams 


Howard  H.  Bradshaw,  M.D.* 
Winston-Salem 


I  have  been  asked  to  discuss  the  possible 
future  of  surgical  training  programs — a  dif- 
ficult assignment.  I  recall  many  sessions 
with  medical  school  and  hospital  architects 
and  planners  over  the  last  25  years.  One  of 
the  first  questions  the  better  planners  ask 
is,  "What  do  you  envision  as  the  needs  of 
your  department  over  the  next  20  years?" 
And  at  once  I'm  bewildered  and  confused. 
So  this  effort  to  deal  with  the  topic  will 
probably  be  both  bewildering  and  confusing 
to  you. 

I  also  recall  making  out  a  list  of  equip- 
ment for  the  floors  of  the  first  new  unit  of 
the  North  Carolina  Baptist  Hospital  when 
I  arrived  in  Winston-Salem.  The  then  chair- 
man of  the  Planning  Committee  said,  "Doc- 
tor, where  can  we  cut  down  that  bill?"  My 
reply  was:  "If  you  can  tell  me  whether  the 
next  patient  to  be  admitted  to  this  hospital 
will  have  a  fractured  femur  or  a  foreign 
body  in  his  bronchus,  I  can  tell  you  where 
we  can  cut  down  the  bill.  If  you  want  to 
continue  to  run  the  same  kind  of  inadequate 
little  hospital  that  you  now  have,  don't  buy 
anything  at  all." 

I  see  an  analogy  between  this  conversa- 
tion and  what  may  happen  to  the  future  of 
surgical  training  programs.  The  future  un- 
doubtedly will  be  affected  by  many  circum- 
stances beyond  the  control  of  medical  educa- 
tors. Some  factors,  however,  may  be  at  least 
partially  under  the  control  of  those  admini- 
stering the  programs.  Among  the  conditions 
that  now  exist  and  will  probably  grow  are 
the  following: 

1.  Increasing  federal  participation  in 
medical  education. 

2.  Increasing  use  of  health  insurance, 
leading  to  increased  hospitalization. 

3.  Fundamental  and  technological  ad- 
vances in  all  fields. 

4.  A  burgeoning  population. 

5.  Increasing  use  of  university-affiliated 


*From  the  Department  of  Surgery,  Bowman  Gray 
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as  well  as  nonaffiliated  hospitals  for  training 
surgical  residents. 

6.  Establishment  of  new  medical  schools 
and  teaching  hospitals. 

7.  A  shrinking  world  resulting  from  bet- 
ter communication,  and  the  realization  by 
the  United  States  of  its  duties  and  responsi- 
bilities in  training  surgeons  from  other 
countries. 

8.  Discussions  between  so-called  general 
surgeons  and  specialists  as  to  what  con- 
stitutes adequate  training  for  all  surgeons. 

9.  The  granting  of  the  Master's  and  Ph.D. 
degrees  in  surgery,  which  is  already  increas- 
ing all  over  the  country. 

The  surgeon  of  tomorrow  will  necessarily 
be  a  different  breed  from  us.  In  the  light  of 
these  changing  conditions,  let  us  look  at 
each  of  them  briefly. 

Increased  Federal  Participation 

In  1941  federal  funds  designated  for  spon- 
sored research  were  nonexistent  in  state 
schools  and  virtually  nonexistent  in  private 
medical  schools.  Today  it  is  estimated  that 
two-thirds  of  the  budgets  of  all  medical 
schools  in  the  United  States  are  derived 
from  federal  sources.  This  aid  has  allowed 
medical  schools,  particularly  departments  of 
surgery,  to  add  promising  young  men  to 
their  staffs  to  participate  in  teaching  and 
research  and  to  be  free  of  the  necessity  of 
having  to  earn  every  dollar  of  their  income 
from  private  practice.  It  has  improved,  and 
should  continue  to  improve,  the  academic 
atmosphere  in  which  a  house  officer  ma- 
tures. 

There  is  always,  of  course  the  specter  of 
changes  in  administration  and  policy,  but  it 
appears  that  federal  aid  to  medical  educa- 
tion and  research  is  here  to  stay.  Everyone 
is  familiar  with  what  the  Hill-Burton  Act 
has  done  to  the  practice  of  surgery.  Short- 
comings in  staffing  the  hospitals  built  under 
the  provisions  of  this  Act  continue,  but  in 
the  main  the  goal  of  iipgrading  the  practice 
of  surgery  has  been  accomplished. 

The  construction  of  new  hospitals  has  at- 
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tracted  well-qualified  surgeons  to  commun- 
ities that  would  have  been  neglected  other- 
wise. No  doubt  the  need  for  such  surgeons 
will  continue  and  grow. 

The  Armed  Services  and  Veterans  Ad- 
ministration are  attempting,  and  successful- 
ly so  in  many  instances,  to  impro\^e  the 
quality  of  house  officer  training.  The  pre- 
sent tax  structure  has  made  careers  in  these 
institutions  more  attractive  than  ever  be- 
fore. Thus,  whether  we  like  it  or  not,  the 
federal  government  has,  and  will  continue 
to  have,  an  important  pail  in  the  training 
and  practice  of  surgery. 

Growth  of  Health  Insurance 

Health  insurance,  which  began  as  a 
rather  altruistic  venture  on  the  part  of 
private  citizens,  unfortunately  has  become  a 
political  football.  The  impact  of  increasing 
numbers  of  insured  citizens  on  the  training 
of  surgeons  has  been  tremendous,  and  is 
likely  to  increase.  This  impact  has  not  been 
altogether  good. 

Nevertheless  health  insurance  is  neces- 
sary and  good  in  the  main.  The  number  of 
policyholders  is  growing  every  year,  and  no 
one  can  see  any  tendency  for  the  rate  to 
slacken.  It  is  unfortunate  that  hospitals,  sur- 
geons, and  the  purveyors  of  insurance  did 
not  have  better  communication  in  the  earlier 
days  of  health  insurance. 

I  remember  when  we  tried  to  get  Blue 
Shield  off  the  ground  in  North  Carolina.  We 
had  to  force  and  virtually  coerce  men  to 
serve  on  committees  to  help  establish  work- 
able plans.  Doctors  didn't  want  any  part  of 
the  effort,  and  all  that  many  did  was  com- 
plain about  everything  that  was  done.  If  we 
had  been  more  alert  and  better  informed, 
things  might  ha\'e  been  different. 

Sclentljic  Advances 

Advances  in  the  medical  sciences  are, 
of  course,  impossible  to  predict.  Studies 
on  the  structure  and  function  of  subcellular 
contents  have  opened  our  eyes;  at  least  they 
are  beginning  to  do  so.  The  surgeon  has 
become  a  biochemist,  electronics  engineer, 
physicist,  and  immunologist,  even  though  on 
a  superficial  level.  The  new  surgeon  will 
have  to  be  considerably  more  than  super- 
ficial if  he  is  to  keep  pace  with  coming  ad- 


vances. One  has  only  to  consider  organ 
transplantation  as  one  of  the  many  innova- 
tions, to  be  convinced  of  this  fact. 

Population  Trends,  Hospitals,  and  Doctors 

People  are  multiplying  all  over  the  world, 
and  they  will  need  surgeons.  Since  most  of 
the  important  infectious  diseases  have  been 
controlled,  it  seems  likely  that  the  health 
needs  of  the  world  will  be  assumed  more 
and  more  by  surgeons  and  public  health 
workers.  The  establishment  of  new  medical 
schools,  largely  by  United  States  aid  in  un- 
derprivileged countries,  is  just  beginning. 
The  projected  need  for  new  medical  schools 
in  this  country  alone  has  been  estimated  at 
between  20  and  25  by  1975.  These  university 
hospitals  obviously  need  well-trained  sur- 
geons. 

The  demand  for  house  officers,  whether 
their  training  programs  be  good,  bad  or  in- 
different, is  growing  among  Irospitals  of 
any  size.  Directors  of  education,  or  in  some 
cases  directors  of  individual  services,  are 
being  employed  by  hospitals  for  the  purpose 
of  upgrading  training  programs  and  secur- 
ing a  better  house  staff.  You  will  note  that 
I  use  the  word  "training,"  not  "education." 

The  trend  toward  "suburbia"  is  a  reversal 
of  the  one  that  has  been  in  progress  almost 
since  this  country  was  founded,  and  people 
want  hospitals  in  their  own  communities. 
Many  cities  are  becoming  surrounded  by 
suburban  hospitals.  The  best  hospitals  seek 
some  sort  of  medical  school  affiliation,  at 
least  partly  to  obtain  help  in  securing  a 
house  staff. 

At  present  the  United  States  is  the  mecca  . 
for  surgical  trainees.  Bright  young  men,  and 
some  not  so  bright,  from  abroad  want  sur- 
gical training  and  board  certification  in  the 
United  States.  Some  9000  graduates  of 
foreign  medical  schools  are  here  as  interns 
or  residents.  How  many  of  these  want  to  be- 
come surgeons,  I  don't  know,  but  the  Board 
of  General  Surgery  has  certified  772  foreign 
graduates  since  1955.  This  number  is  bound 
to  increase  if  we  maintain  our  present  for- 
tunate position  in  education.  It  is  no  longer 
difficult  to  get  to  the  United  States,  and  with 
our  "Good  Neighbor  policy,  I  have  been  ex- 
pecting   our    paternalistic    government    to 
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establish  the  policy  of  paying  annually  for 
the  residency  training  of  some  foreign  grad- 
uates. Whether  this  would  be  right  or  wrong 
is  possibly  more  of  a  political  than  an  educa- 
tional question. 

What  Constitutes  Good  Training 

There  has  been  much  discussion  about 
what  constitutes  good  training  for  surgeons, 
regardless  of  their  specialty.  Opinions  vary 
widely  as  to  the  preparation  for,  and  the 
length  and  content  of  training  programs. 
The  so-called  general  surgeons  hold  one  set 
of  opinions,  the  more  specialized  c|uite  dif- 
ferent ones.  If  one  accepts  the  philosophy 
that  it  is  more  efficient  to  make  a  specialist 
out  of  a  man  who  has  had  basic  surgical 
training  than  it  is  to  make  a  good  surgeon 
out  of  a  man  with  only  specialized  train- 
ing, some  progress  can  be  made  in  the  direc- 
tion I  think  training  should  go.  Traditional- 
ly but  not  universally,  professors  of  general 
surgery  have  had  more  to  do  with  surgical 
training  than  have  those  in  specialized 
fields. 

It  is  generally  felt  that  all  surgeons  need 
a  minimum  of  two  years'  contact  with  basic 
surgical  principles — and  it  should  be  called 
that  rather  than  general  surgical  training. 
At  the  end  of  this  period  the  candidate  could 
take  Part  I  of  an  examination  leading  to 
certification  of  competence  in  surgery. 
Then,  regardless  of  whether  he  is  going  into 
general  or  specialized  surgery,  he  should 
spend  two  or  more  years  in  a  narrower  field 
of  training.  According  to  many,  this  should 
lead  to  more  studious,  effective  care  for  all 
surgical  patients,  and  conceivably  to  more 
effective  investigations  and  scientific  pro- 
ductivity in  fields  where  they  are  now  sadly 
lacking.  At  the  end  of  this  program,  another 
appropriate  examination  might  be  given. 

Some  may  regard  this  program  as  being 
too  circumscribed,  but  with  the  growing 
population  and  the  increase  in  prospects 
for  surgical  training,  I  suspect  that  we  must 
have  a  set  of  ground  rules  to  follow,  how- 
ever much  it  may  go  against  the  grain.  If  the 
majority  of  surgeons  conducting  residency 
programs     would     accept     this     proposal, 


the  impact  on  our  present  system  would  be 
considerable. 

There  is  a  growing  tendency  to  combine 
surgical  training  with  a  Master's  or  Ph.D. 
degree.  In  one  university  that  I  visited  re- 
centl}',  a  house  officer  is  automatically  reg- 
istered in  the  graduate  school  when  he  re- 
ceives his  appointment.  Many  so  registered 
never  receive  a  degree;  others  stay  for  a 
short  period  and  get  a  Master's  degree.  The 
remaining  stay  for  prolonged  periods,  and 
some  eventually  receive  the  Ph.D.  degree. 

Those  in  the  third  group  usually  spend 
some  three  years  in  one  or  more  of  the  basic 
science  departments,  completing  the  neces- 
sary course  work  for  a  thesis,  conducting 
their  own  investigations  or  helping  with  re- 
search in  the  department,  and  teaching.  The 
house  officers  may  alternately  engage  in 
laboratory  work  and  clinical  duties.  The 
administrators  of  this  program  admit  that 
they  are  attempting  primarily  to  train  scien- 
tists rather  than  practicing  surgeons.  They 
point  with  justifiable  pride  to  the  numbers 
of  their  residents  who  hold  important  teach- 
ing positions. 

It  is  no  doubt  proper  that  schools  direct 
their  energies  by  different  philosophies  and 
in  different  directions.  Who  can  say  that  it 
would  not  be  better  for  all  schools  to  grant 
the  degree  of  doctor  of  philosophy?  One 
thing  is  certain:  If  this  were  the  case,  resi- 
dency training  in  most  schools  would  be 
quite  different  from  what  it  is  now. 

It  may  be  that  university  or  closely  af- 
filiated hospitals  will  concentrate  on  train- 
ing surgical  scientists  and  teachers,  as  is 
now  the  rule,  though  with  a  less  formalized 
program.  If  this  should  happen,  it  would  be 
left  to  non-university  and  loosely  affiliated 
hospitals  to  train  the  practicing  surgeon, 
who  will  have  to  deal  with  the  problem  of 
Mary  Jones's  abdominal  pain. 
Summary 

I  have  outlined  some  of  the  conditions 
and  philosophies  that  will  probably  have 
considerable  impact  on  the  future  of  surgical 
training  programs.  What  they  will  be  and 
where  they  will  arise,  I  leave  to  your  own 
cogitations. 
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DISCUSSION 
(Based  on  questions  addressed  to  the  panel  and  read  by  Dr.  Hollister.) 


Dr.  Hollister:  The  first  question  addi'essed  to 
the  panel  is,  Should  a  s'';'*!""**"  who  proposes  to 
obtain  a  surgical  residency  go  directly  into  sur- 
gical training  or  should  he  have  a  rotating  or 
medical  internship  first? 

Dr.  Woniack:  I  should  say  he  should  be  given 
a  choice.  I  don't  think  anybody  has  a  right  to  tell 
a  man  how  to  get  an  education,  if  he  wants  one. 
If  he  wants  to  take  a  year  of  Greek  before  going 
into  surgery,  there  should  be  no  rules  to  prevent 
him.  I  do  believe  that  we  should  let  him  study 
the  records  of  men  who  have  followed  certain 
patterns  of  education  in  various  hospitals,  so  he 
can  make  a  reasonable  choice.  The  one  thing  I 
think  we  should  demand  on  completion  of  the 
residency  is  a  particular  level  of  excellence.  And 
we  can  devise  an  examination  to  determine 
whether  he  has  attained  this  level. 

Dr.  Hart:  I  agree  with  Dr.  Womack  that  the 
individual  must  be  free  to  choose  how  and  where 
he  will  be  educated,  but  that  he  should  meet  a 
standard  of  excellence.  In  addition,  we  must  have 
flexibility  and  variety  if  we  want  to  make  im- 
provements. Rigid  requirements  strangle  develop- 
ment, while  improvement  (possible  where  there 
is  no  regimentation)  will  be  widely  adopted.  The 
phenomenal  expansion  of  the  residency  program 
is  a  good  example. 

Dr.  Bradshaw:  I  also  agree.  I  am  a  little  con- 
cerned that  many  universities  require  a  man  to 
begin  with  a  straight  year  of  internship  in  sur- 
gery. If  I  were  doing  it  myself,  1  would  want 
first  to  spend  one  or  two  years  under  the  best 
medical  man  in  the  country,  but  that  is  a  person- 
al opinion. 

Dr.  Hollister:  You  would  say,  then,  that  the 
internists  are  better  able  to  guide  the  early 
phases  of  j'our  future  training  program  than  the 
surgeons  are? 

Di-.  Bradshaw:  I  wouldn't  say  that,  but  I  would 
like  to  see  some  of  the  philosophy  of  the  med- 
ical man  transferred  to  the  surgeon.  The  surgeon 
is  apt  to  want  to  operate  when  he  has  no  busi- 
ness operating.  If  he  has  a  little  of  the  medical 
man's  philosophy,  I  think  he  may  be  a  little 
more  circumspect  about  illness  in  general. 

Dr.  Hart:  I  disagree  with  Dr.  Bradshaw  that 
w'e  should  adopt  the  medical  man's  philosophy 
because  "the  surgeon  is  apt  to  want  to  cut  when 
he  has  no  business  cutting."  It  is  our  responsi- 
bility as  surgeons  to  instill  into  our  trainees  that 
no  operation  can  be  performed  without  damage 
to  the  patient,  and  no  operation  should  be  per- 
formed unless,  in  the  judgment  of  the  surgeon, 
the  potential  benefits  outweigh  the  inevitable 
damage.  A  number  of  years  ago  I  was  consulted 
by  a  surgeon  in  another  state  because,  he  said, 
I  had.  the  reputation  of  being  a  conservative  sur- 
geon. I  consider  this  the  greatest  compliment  I 


could  be  paid,  and  I  have  always  hoped  that 
each  of  our  trainees  might  so  conduct  his 
practice  as  to  earn  the  same  reputation. 

I  chose  a  straight  surgical  internship  over  a 
medical  internship  because  Mont  Reid  convinced 
me  that  a  surgical  internship  followed  by  a  year 
of  surgical  pathology — which  turned  out  to  be 
15  months — would  be  a  better  basis  for  training 
than  a  year  of  medicine  without  the  surgical 
patholog}'.  If  time  had  been  unlimited,  I'm  sure 
I  would  have  profited  by  both. 

Dr.  Hollister:  How  can  I  resolve  the  problem 
of  my  moral  and  legal  responsibility  for  the  staff 
patient  and  that  of  giving  the  resident  greater 
responsibilities? 

Dr.  Hart:  In  mj'  opinion,  whether  he  is  in  a 
teaching  or  a  nonteaching  hospital,  the  resident 
should  be  permitted  to  do  only  those  things  for 
which  he  is  qualified,  and  supervision  should  be 
adequate  under  any  given  set  of  conditions.  It 
is  just  as  important  for  the  senior  surgeon  to 
know  that  the  resident  is  qualified  to  perform 
each  procedure  entrusted  to  him  as  it  is  for  the 
patient  to  know  who  will  operate  and  agree  to  it. 
When  the  student  or  intern  so  impresses  the  pa- 
tient assigned  to  him  that  the  patient  regards 
him  as  his  doctor,  he  has  made  great  progress  in 
the  art  of  medicine.  When  the  resident  is  select- 
ed as  the  surgeon  of  choice  by  his  co-workers,  he 
has  progressed  not  only  in  the  art  but  in  the 
science  and  technique  of  surgery.  These  are 
basic  concepts,  and  our  teaching  programs  should  i 
be  guided  by  them. 

Whether  you  are  in  a  teaching  hospital  or  a 
non-teaching  hospital  is  immaterial.  The  ques- 
tion is  whether  the  resident  has  been  brought 
through  a  series  of  graded  responsibilities  to  the 
point  that  he  can  do  the  job  as  well  as  you  can. 
If  he  can't,  you  have  the  responsibility  of  giving 
him  some  supervision. 

When  we  came  to  Duke,  I  told  my  resident, 
•'Any  time  that  a  student,  an  intern,  or  even  a 
staff  man  wants  you  to  operate  on  him  in  pre- 
ference to  me,  feel  perfectly  free  to  do  it."  When 
one  of  my  residents  is  chosen  to  perform  an  op- 
eration, I  regard  it  as  a  compliment  to  my  teach- 
ing. 

Dr.  Womack:  1  agree  with  what  has  been  said. 
I  think  we  have  erred  in  giving  the  public  the 
idea  that  there  are  two  kinds  of  patients — 
private  and  teaching  patients.  We  imply  that  if 
a  man  is  poor  he  gets  inferior  care.  I  don't  be- 
lieve it.  No  patient  should  ever  be  operated  on 
by  an  incompetent  surgeon.  It's  quite  all  righti 
for  a  resident  to  perform  the  operation  provided| 
he  is  capable.  j 

Dr.  Bradshaw:  I  don't  think  we  make  any 
distinction  between  private  and  so-called  teach-; 
ing  patients  in  our  institution.   Certainly  thoset 
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who  are  actively  engaged  in  teaching  do  not.  If 
we  should  have  a  clinic  tomorrow,  we  would  find 
the  most  suitable  patient  in  the  hospital  for 
teaching  purposes,  private  or  otherwise.  We  ex- 
plain what  we  want  to  do  to  the  patient,  and 
never  once  ha\'e  we  been  refused. 

Dr.  Womack:  I  think  it  is  important  that  the 
patient  know  who  is  going  to  operate  on  him. 

Dr.  Hart:  I  agree.  As  said  before,  the  trainee 
who  so  impresses  the  patient  that  the  patient 
withholds  his  consent  until  "his  doctor"  has 
approved  has  made  great  progress  in  this  par- 
ticular doctor-patient  relationship.  The  senior 
doctor  has  to  make  the  decisions  and  approve  the 
treatment,  but  with  care  not  to  damage  the  rap- 
port  established  by  the  student  or  assistant.  He 
might  even  have  the  student  or  house  officer  ex- 
plain why  the  responsible  surgeon  is  better 
qualified  to  perform  the  operation  and  secure 
'    the  patient's  consent. 

Dr.  Dunning   (from  the  floor):   That  was  my 

question.  I  wasn't  really  as  much  concerned  with 

the  ethics  of  the  problem  as  I  was  with  Dr.  Hart's 

point  that  we  ought  to  give  the  surgical  resident 

increasing  reponsibilities,  and  in  his  fourth  or 

■■;    fifth  year  put  him  on  his  own.  That's  all  well  and 

■    good  except  in  the  sight  of  the  court.  I  have  to 

countersign  the  operative  record  and  the  chart. 

' '    This  makes  me  legally  responsible  for  what  hap- 

'^    pens.  If  I  am  concerned  about  the  courts — and 

most  of  us  are  these  days — I  may  be  impelled 

'    to  be  present  at  the  operation  and  supervise  the 

''    case  a  lot  more  closely  than  Dr.  Hart  pictures  in 

'    his  residency  program  planning. 

Dr.  Womack:  Some  courts,  I  think,  hold  that 

the  responsible  surgeon  must  be  in  the  operating 

, .    room  but  does  not  necessarily  have  to  participate 

in  the  operation.   His  presence   assumes   know- 

.    ledge  of  what  is  being  done  and  agreement  with 

;     the  judgment. 

Dr.  Hollister:  The  next  two  questions  can  be 

;    discussed  together.  (1)  How  can  the  capable  man 

continue  his  education  when  he  has  been  cut  off 

,,|    the    program    in    a    university    teaching    center 

;    after  three  or  four  years?   (2)   How  do  you  feel 

Pjj  I  about  the   community   hospitals   in   reference   to 

),p,    training.  Do  they  have  a  place,  and  if  so,  what? 

5       Dr.   Womack:    I    had   an    idea    somebody   was 

.   going  to  ask  that  question.   Of  course,   I   don't 

know  the  answer.  Not  long  ago  I  mailed  a  ques- 

i   tionnaire  to  our  past  residents,  asking  if  they 

;;   thought  service  in  a  community  hospital  would 

-  be  advantageous  in  our  residency  ...  I  got  an 

i:   interesting  reply  yesterday.  "If  I  could  spend  so 

1  many  months  with  Dr.  Blank  (in  a  non-teaching 

;  hospital),   I   would  welcome   the   opportunity.   I 

;   think  it  would  be  excellent  training."  But  before 

_,  he  would  be  allowed  to  do  that,  Dr.  Blank  must 

have  his  hospital  inspected  and  his  service  ac- 

'.  credited,  and  by  the  time  this  is  done  the  house 

officer  will  be  well  along  in  practice.  At  present 

:,  we  do  not  have  the  opportunity  to  experiment. 


We  must  make  the  community  hospital  compete 
with  the  universit.y  hospital  in  all  principal 
categories  before  we  can  utilize  it.  And  if  it  can't 
quite  compete,  we  must  make  it  an  affiliate  of 
the  universitj'  hospital  before  we  will  let  our 
residents  go  through  it.  I  think  this  is  probably 
the  number  one  stumbling  block. 

The  second  obstacle  is  that  when  everything 
is  approved,  there  still  are  not  going  to  be  enough 
residents  to  fill  all  the  available  positions. 

I  know  may  surgeons  of  the  sort  that  we  have 
in  this  audience  who  could  provide  an  attractive 
program  for  a  young  resident.  Whether  they 
could  do  it  for  four  years  I  do  not  know.  Certain- 
ly they  could  do  it  for  four  months.  This  is  the 
problem  of  rigidity  that  I  alluded  to  earlier. 

Dr.  Hart:  In  regard  to  what  happens  to  the 
man  who  is  cut  off  after  three  or  four  years  in  a 
large  teaching  hospital,  I  would  say  that  it  would 
depend  on  his  abilities,  the  soundness  of  his  basic 
training,  and  the  opportunities  offered. 

This  brings  up  the  second  question  raised — 
which  involves  the  place  of  the  community  hos- 
pital in  the  program  of  surgical  training.  It 
should  not  be  difficult  for  the  man  in  question 
to  obtain  a  position  in  a  teaching  hospital,  in 
his  own  or  another  surgical  specialty,  or  in  a 
non-teaching  hospital  having  an  adequate  num- 
ber of  staff  beds.  If  he  can  be  supervised  by  a 
well-trained,  board-certified  surgeon  who  is  in- 
terested in  teaching,  so  much  the  better — and 
this  would  be  necessary  for  accreditation.  How- 
ever, if  he  has  had  soimd  basic  surgical  training, 
is  interested  in  learning,  has  one  or  more  quali- 
fied consultants  available  when  needed,  and  if  he 
has  enough  diagnostic  and  operative  work  to 
stay  busy,  the  end  result  will  be  a  well-qualified 
surgeon,  one  who  has  been  developed  without 
undue  risk  to  the  patients  on  whom  he  has  op- 
erated. 

At  Duke  we  have  one  surgical  residency  pro- 
gram rotating  through  the  surgical  specialties 
at  both  Duke  Hospital  and  the  Veterans  Hospital. 
It  begins  with  a  common  group  of  interns  and 
junior  assistant  residents  from  which  the 
various  specialty  services  maj^  fill  their  residency 
staff  vacancies.  On  the  general  and  thoracic  serv- 
ices there  are  two  additional  rotations  of  four 
months  each  as  residents  at  Watts  Hospital  in 
Durham  and  the  State  Sanatorium  at  McCain. 
Each  of  these  men  thus  occupies  a  senior  resi- 
dency for  20  months,  8  of  these  spent  at  Duke 
in  general,  thoracic  and  cardiovascular  surgery, 
and  4  months  each  at  Watts  Hospital,  the  State 
Sanatorium,  and  the  Veterans  Hospital.  In  each 
of  these  four  hospitals  they  work  under  board- 
certified  men.  I  believe  that  the  resident  staff 
profits  greatly  by  this  diversified  and  prolong- 
ed period  of  senior  resident  responsibility.  Cer- 
tainly the  surgical  and  resident  staffs  of  the  in- 
volved hospitals  support  the  program  enthusi- 
astically. 


60 


NORTH  CAROLINA  MEDICAL  JOURNAL 


Felsruaiy,  19G4 


Dr.  Bradslia-iv:  No  one  has  come  to  the  point 
that  we  all  want  to  discuss:  How  can  non-af- 
filiated hospitals  get  house  officers.  The  question 
of  teaching  has  been  brought  out.  The  facts  seem 
to  be  that  too  many  candidates  are  seeking  posts 
in  teaching  hospitals.  Perhaps  this  will  always  be 
true.  Traditionally,  the  university  hospitals  are 
considered  to  offer  the  best  training,  but  that  is 
not  universally  so.  After  the  war  too  many  hos- 
pitals were  approved  for  residencj'  training  that 
didn't  really  qualify. 

The  question  of  continuing  education,  I  have 
always  believed,  is  a  personal  matter.  Graduate 
courses  of  this  or  that  kind  fill  a  small  part  of 
the  need.  If  a  man  wants  to  learn,  he  reads  books, 
or  he  seeks  out  people  who  he  thinks  can  teach 
him  something,  and  he  works  at  it.  Knowledge 
can't  be  spoonfed.  It's  a  matter  of  self-education. 

Dr.  Hart:  As  to  secin-ing  a  resident  staff,  be- 
ginning with  interns,  I  will  first  state  an  ob- 
vious fact:  It  is  a  highly  competitive  field.  The 
hospitals  not  affiliated  with  medical  schools  are 
in  general,  in  a  less  favoral)le  position  than  are 
the  teaching  hospitals  in  regard  to  the  residency 
programs  offered,  but  the  non-teaching  hospitals 
offer  much  higher  compensation  than  the  af- 
filiated hospitals  do.  The  so-called  teaching  hos- 
pitals feel  the  competition  very  keenly  and  some 
of  them  fail  to  fill  all  their  positions.  They  have 
to  offer  an  attractive  educational  program  and 
to  engage  in  active  recruitment.  This  requires 
"selling"  the  program  of  the  institution,  whether 
it  be  classed  as  "teaching"  or  "non-teaching,"  in  a 
market  where  there  are  not  enough  interns  to 
go  around.  Of  course,  any  hospital  that  offers  a 
residenc3'  program  is  a  teaching  hospital,  wheth- 
er it  is  affiliated  with  a  medical  school  or  not. 

Dr.  HoUister:  The  discussion  thus  far  has  dealt 
largely  with  training  of  the  Halsted  type.  Will 
j'ou  discuss  the  type  of  program  offered  by  the 
Mayo  Clinic?  Since  Dr.  Womack  has  been  most 
closely  associated  with  this  clinic  geographical- 
ly, I  will  ask  him  to  comment  first. 

Dr.  ■\Voinack:  I  think  this  is  a  good  example  of 
the  danger  of  overemphasizing  method.  I  remem- 
ber a  talk  on  surgical  education  given  by  a  mem- 
ber of  the  Mayo  Clinic  at  a  meeting  of  the  Clin- 
ical Congress  of  the  American  College  of  Sur- 
geons many  years  ago.  He  was  describing  the 
residency  program  at  the  clinic.  The  head  of  an- 
other clinic  who  was  sitting  next  to  me  said  'T 
think  the  speaker  is  making  a  great  error  in 
confusing  a  private  clinic  with  an  educational 
institution.  A  private  clinic  should  sell  good  med- 
ical care,  not  education."  "Well,"  I  said,  "I  would 
offer  as  Exhibit  A  in  refutation  of  your  remark 
the  man  who  is  making  the  talk.  I  consider  him 
one  of  the  outstanding  surgeons  in  this  country, 
and  he  is  a  product  of  the  Mayo  Clinic." 

One  can  look  at  a  number  of  men  who  have 
gone  through  the  Mayo  Clinic  and  see  reallj^ 
great   surgeons,   leaders   in   their   field.  You   can 


see  others  who  are  not  so  good.  The  fact  that  a 
man  had  a  university  residency  does  not  auto- 
matically make  him  a  great  surgeon;  the  fact  that 
he  was  trained  in  a  private  clinic  does  not  dis- 
qualify him.  Some  of  the  finest  teachers  I  have 
known  have  been  in  private  clinics.  Dr.  Dun- 
ning and  I  agreed  last  night  that  the  man  who 
spent  a  little  time  with  Dr.  Tommy  Jones  at  the 
Cleveland  Clinic  could  not  help  learning  a  great 
deal  about  surgery. 

Dr.  Hollistcr:  Let's  continue  with  the  differ- 
ences between  the  Mayo  Clinic  Program  and  the 
Halsted  type  of  program.  Dr.  Hart? 

Dr.  Hart:  The  fellowship  or  preceptorship 
methods  of  training  are  outside  the  scope  of  m\' 
topic,  which  was  "The  Historical  Aspects  of  the 
Residency  Program  of  Surgical  Training."  I  fully 
appreciate  that  many  excellent  surgeons  have 
been  developed  outside  the  residency  programs, 
while  the  programs  in  some  of  the  private  clinics 
may  be  quite  similar  to  the  traditional  residency 
program. 

Dr.  Bradshaw:  I  might  say  that  the  Mayo 
Clinic  isn't  really  different  any  more.  I  was  there 
in  May.  I  find  that  they  have  two  programs:  one 
is  exclusively  a  service  program,  and  the  other 
gives  two  or  three  years  in  the  laboratory  and 
leads  to  a  Master's  degree.  So  whether  criticism 
might  be  made,  thej"  are  offering  the  same  sort 
of  training  to  at  least  some  of  their  residents  that 
any  university  could  offer. 

Dr.  Hollistcr:  Here  is  a  rather  searching  queS' 
tion  from  a  middle-aged  surgeon  directed  to  Dr. 
Bradshaw.  Do  you  visualize  any  type  of  post- 
residency  training  for  surgeons?  An  example 
would  be  training  in  the  techniques  of  vascular 
surgery  for  a  man  who  has  l^een  in  practice  20 
or  more  years. 

Dr.  Bradshaw:  I  suspect  that  some  such  prO' 
grams  already  exist.  Personally,  I  don't  sub- 
scribe to  them.  If  a  man  wants  to  learn  a  specific 
technique,  he  should  go  where  it  is  being  used  in 
volume,  and  where  the  most  competent  man  is. 
The  practicing  surgeon  then  goes  back  home 
to  the  animal  lab  and  learns  how  to  handle  ves- 
sels, largely  on  his  own.  I  hope  such  programs 
are  not  going  to  be  formalized,  shall  I  say? 

Dr.  Hart:  I  cannot  say  when  a  well  established 
surgeon  should  take  the  time  to  embark  on  an 
entirely  new  area  of  work  in  the  broad  field  of 
surger^^  It  will  depend  on  his  desires,  the  time 
required  to  become  truly  proficient,  and  the  avail- 
able opportunity.  In  an  institution  such  as  mine, 
the  younger  men  have  been  encouraged  to  be-|. 
come  proficient  in  the  newly  developing  fieldsj 
and  all  such  work  is  turned  over  to  them.  In  m; 
eight-year  period  of  training  (1921-1929)  I  workei 
in  thoracic,  plastic,  neurologic,  and  general  sur- 
gery including  fractures.  My  responsibilities  and 
my  practice  at  Duke  covered  all  these  division^ 
for  eight  years.  Over  the  next  eight  years,  as  the 
staff  was  expanded,  these  divisions  were  split  off! 
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one  at  a  time,  with  the  orthopedists  taking  over 
the  fractures.  By  1946,  after  25  years  in  surgery, 
16  of  -which  were  spend  in  private  practice  and 
teaching  in  North  Carolina,  my  specialty  was 
reduced  to  general  surgery. 

We  followed  this  policy  with  the  objective  of 
giving  the  public  better  surgical  care,  and  de- 
veloping a  better  consultative  and  treatment  cen- 
ter, supporting  what  we  hoped  would  be  the  best 
medical  school  possible.  It  semed  logical  that  as 
new  fields  such  as  cardiovascular  surgery  came 
into  being,  they  could  be  served  best  by  selecting 
a  young  man,  making  sure  he  was  capable  and 
well  trained,  and  then  giving  him  the  respon- 
sibility and  the  honor. 

Dr.  AVomack:  We  have  hardly  approached  a 
solution  to  this  problem  of  postgraduate  educa- 
tion in  surgery.  One  thing  that  impresses  me  is 
the  difficultj'  of  keeping  up  with  the  advances 
in  biological  knowledge  when  one  is  separated 
from  the  experimental  laboratory.  For  example, 
when  organ  transplantation  becomes  as  common- 
place as  tissue  transplantation  is  today,  know- 
ledge of  the  technique  without  knowledge  of  the 
immunologic  chemistry  involved  will  be  inade- 
quate. How  can  the  man  in  private  practice,  in  a 
small  community,  acquire  the  immunologic  chem- 
istry needed?  Under  our  present  system,  he 
shouldn't  try.  If  he  has  ever  seen  even  a  demon- 
stration of  fluorescent  antibody  technique  except 
on  exhibit,  he  is  fortunate. 

Dr.  Bradshaw  spoke  earlier  about  molecular 
biology  and  related  problems.  We  certainly  have 
no  method  now  of  providing  this  kind  of  know- 
ledge to  the  man  who  has  finished  his  formal 
education  and  is  now  in  practice;  and  I  see  no 
effort  to  do  so.  I  think  this  is  due  to  two  factors: 
(1)  the  university  which  has  this  knowledge  is 
not  particularly  imaginative  in  trying  to  dis- 
seminate it,  and  (2)  the  practicing  surgeon  is  not 
particularly  interested  in  acquiring  it.  Con- 
sequently a  gap  is  occurring  between  the  man 
who  is  doing  the  work  and  the  knowledge  of 
what  can  be  done.  I  do  not  know  the  answer. 

Dr.  Hollister:  The  next  question  is  directed  to 
Dr.  Hart.  Are  not  too  many  trainees  tied  up  in 
research  in  order  to  obtain  federal  fnnds,  to  the 
detriment  of  edncation  in  patient  care,  civic  re- 
sponsibility, and  other  matters  equally  essential 
to  the  practice  of  surgery? 

Dr.  Hart:  I  cannot  answer  for  the  whole  coun- 
try, but  this  is  not  true  in  our  case.  Many  of  our 
resident  staff  do  not  engage  in  any  research,  and 
it  is  seldom  that  an  individual  prolongs  his  resi- 
dency because  of  his  research.  However,  we  do 
allow  men  to  interrupt  their  clinical  programs  in 
order  to  secure  more  extensive  training  in  the 
basic  sciences.  Duke  has  a  formal  program  for 
training  men  in  research  procedures.  It  requires 
full-time  work  for  one  academic  year,  is  limited 
to  16  people  at  a  time,  and  is  open  on  a  competi- 
tive basis  to  students,  house  staff,  and  occasional- 


ly senior  staff  members.  Those  who  follow  this 
program,  or  who  by  simply  working  longer  hours 
are  able  to  carry  on  creditable  research  in  addi- 
tion to  their  clinical  training,  have  the  best 
chance  of  obtaining  an  academic  appointment. 

Many  years  ago  it  was  suggested,  with  ut- 
most seriousness,  that  we  should  not  give  our 
residents  training  in  the  difficult  procedures 
but  should  reserve  these  operations  for  the  staff. 
It  was  mj'  opinion  that  limiting  the  training  of 
young  surgeons  was  not  the  waj'  to  improve 
medical  education.  A  better  way  of  keeping  beds 
filled  for  teaching  purposes  is  by  subsidized 
medical  care  or,  preferably  and  at  less  expense, 
by  research  programs  opening  up  new  fields  of 
patient  care — fields  in  which  the  teaching  cen- 
ters, if  they  fulfill  their  responsibilities,  are  likely 
to  be  a  number  of  years  ahead  of  their  former 
trainees  who  are  in  general  practice,  regardless 
of  the  quality  of  their  original  training.  By  lead- 
ing in  the  acquisition  and  dissemination  of  new 
knowledge,  the  medical  centers  turn  out  better 
doctors,  give  better  care  to  the  patients  in  the 
areas  they  serve,  and  as  consultive  and  thera- 
peutic centers  render  a  seiwice  to  the  medical 
profession  in  their  vicinity. 

Dr.  Hollistei"  Should  a  different  educational 
l)rogram  be  designed  for  a  man  aspiring  to  an 
academic  career  than  for  one  planning  to  enter 
private  practice? 

Dr.  Bradshaw:  I  think  not.  Fundamentals  are 
the  same,  whether  they  are  going  to  be  applied 
in  a  university  or  in  Possum  Hollow,  and  a  man 
is  a  better  surgeon  for  having  spent  some  time 
with  a  good  research  worker.  Observation  and 
recording  are  very  specialized  techniques,  and  if 
one  learns  them  early,  regardless  of  where  he  is 
going  to  practice,  he  is  a  better  surgeon. 

As  to  whether  too  many  trainees  are  engaged 
in  research,  I  serve  on  the  panel  of  the  National 
Institutes  of  Health  which  rules  on  applications 
for  clinical  fellowships  in  surgery  and  other 
fields.  I  have  not  been  impressed  with  the  num- 
ber of  applications.  Those  who  apply — and  we 
are  talking  about  federal  money — will  finish  their 
residencies.  They  are  merely  taking  a  year  out  to 
work  in  physiology  or  biochemistry,  and  are  ask- 
ing for  support.  The  numlier  is  not  large. 

Dr.  HoUi.ster:  Dr.  Womack,  would  you  com- 
ment? 

Dr.  Womack:  I  believe  it  was  Bernard  Shaw 
who  said:  ■'Those  who  can,  do,  and  those  who 
can't  do,  teach."  I  disagree.  The  resident  who  will 
spend  his  life  in  an  academic  atmosphere  must 
know  how  to  do,  and  certainly  the  resident  who 
is  going  into  private  practice  must  know  how  to 
do.  The  added  something  that  the  resident  in 
academic  life  must  have  is  a  technical  knowledge 
of  how  to  satisfy  his  curiosity  along  certain  lines 
that  we  call  research.  That  does  not  mean  writ- 
ing a  dozen  papers.  Often  the  man  with  curiosity 
elects  to  stay  in  academic  life.  Occasionally,  how- 
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ever,  a  man  in  pri\'ate  practice  also  has  this 
curiosity,  and  produces  some  fine  clinical  ob- 
servations which  add  to  our  knowledge.  I  think 
it  is  this  curiosity  that  makes  a  stimulating 
teacher.  I  see,  therefore,  no  real  difference  in 
education  between  the  two,  except  that  the  man 
who  continues  in  academic  life  has  to  develop 
more  specialized  knowledge. 

Di-.  Hart:  In  1913  Dr.  Halsted,  in  some  notes 
written  at  home,  emphasized  the  responsibility  to 
bring  in  brilliant  young  people.  If  that  is  done 
properly  in  surgery,  he  said,  we  must  have  a 
large  increase  in  the  numl)er  of  available  beds 
to  give  these  men  training  in  clinical  surgery, 
since  these  people  will  not  be  surgeons  if  they 
do  not  spend  many  hours  .  .  .  almost  every  day 
in  actually  perfecting  themselves  in  surgery,  this 
in  addition  to  having  training  in  the  basic 
sciences.  Large  numbers  of  patients  are  needed  to 
train  teachers  of  surgery,  he  went  on,  since 
teachers  first  of  all  ha\'e  to  be  good  clinical  sur- 
geons. Men  so  trained  would  be  eminently  quali- 
fied for  either  teaching  or  private  practice. 

Dr.  Hollister:  I  think  it  becomes  more  obvious 
as  we  go  along  that  what  we  are  all  striving  for 
is  the  development  of  the  intellectual  surgeon, 
whether  he  is  in  teaching  or  pi-ivate  practice.  We 
are  also  looking  for  a  way  to  bring  two  apparent- 
ly divergent  situations  into  closer  contact — 
which  is  one  of  the  purposes  of  this  meeting. 

The  next  question  is,  Why  should  we  not  elim- 
inate three-year  programs  and  apjxdnt  more  resi- 
dents in  nniversiiy  hos|)i(al  programs  and  send 
them  to  selected  comninnity  hosi)itals  as  a  part 
of  their  training?  For  example,  the  smaller  hos- 
pital at  a  two-year  level  and  larger  ones  at  third- 
and  fourth-year  levels?  Dr.  Womack  has  referred 
to  this  question  and  partially  answered  it,  per- 
haps to  his  satisfaction,  perhaps  not  to  yours.  I 
would  like  to  ask  him  to  comment  further. 

Dr.  Womack:  All  any  of  us  can  say  about  this 
question  is  pure  opinion,  and  as  a  result  the  an- 
swer might  be  very  violent.  We  have  no  facts  to 
go  on.  Until  we  can  experiment  in  surgical  ed- 
ucation, we  cannot  give  an  answer.  We  can  lay 
down  certain  rules,  or  we  can  refer  the  matter 
to  an  accrediting  committee.  While  their  answer 
is  authoritative,  it  does  not  suffice. 

I  suppose  the  only  way  to  find  a  true  answer 
is  to  try  the  plan  and  see  how  it  works.  To  see 
how  it  works,  however,  we  must  know  what 
constitutes  good  surgical  knowledge;  this  can  be 
stipulated  only  by  those  in  a  position  to  know. 


and  it  can  be  ascertained  by  constructing  ex- 
aminations that  will  determine  whether  the 
candidate  has  or  doesn't  have  the  desired  in- 
formation. Once  we  can  appraise  a  resident's 
knowledge,  we  can  look  back  and  see  where  the 
weaknesses  in  the  training  were,  where  the 
strength  is,  and  whether  such  modifications  as 
have  been  suggested  are  good,  bad,  or  indifferent. 
With  this  method  I  think  the  different  types  of 
residences  can  be  fairly  appraised. 

Dr.  Hradshaw:  We  have  some  information  on 
the  three-year  programs:  It  is  a  fact  that  the  per- 
centage of  failures  in  the  three-year  programs  is 
excessive  when  compared  with  the  other  pro- 
gram. 

Dr.  Womack:  This  is  a  controlled  experiment? 

Dr.  Bradshaw:  No,  it  is  not. 

Di'.  Womack:  The  performance  of  a  four-  or 
five-year  residency  is  probably  higher  than  that 
of  one  going  into  the  shorter  programs.  That 
would  affect  the  results. 

Dr.  Hart:  1  have  no  knowledge  of  this  subject 
except  that  our  residents  rotate  through  other 
hospitals  without  detriment  to  our  program  or 
to  their  clinical  training.  As  a  rule,  flexibility  in 
programs  is  most  likely  to  give  the  correct  an- 
swer eventually.  I  do  not  know  whether  our  ex- 
pei'ience  with  the  three-year  programs  has  reach- 
ed the  point  where  we  can  say  they  should  be 
dropped.  The  failure  rate  is  suggestive.  A  basic 
principle  should  be  that  a  residency  program  is 
for  surgical  education  and  training,  not  for  sup- 
plying the  hospitals,  at  low  cost,  with  a  resident 
staff  or  the  surgeons  with  assistants.  We  must 
remember  always  that  we  are  preparing  men  to 
treat  the  public  for  the  next  30  or  50  years,  and 
not  to  pi-o\ide  a  convenience  for  the  present. 
Men  in  training  should  be  put  in  the  best  en- 
vironment that  can  be  provided,  to  prepare  them 
for  a  lifetime  of  service. 

Dr.  Hollister:  Gentlemen,  has  the  panel  satis- 
fied some  of  your  probing  into  these  problems? 
If  not,  are  there  further  questions  or  comments? 
Apparently,  Panel,  you  have  done  an  excellent 
job  in  attempting  at  least  to  begin  to  find  an- 
swers to  some  of  these  pressing  inquiries.  I  hope 
that  this  discussion  will  be  just  a  start  in  the 
probing  into  this  very  soul-searching  question 
which  is  so  vital  to  everyone  in  this  entire  or- 
ganization. 

I  would  like  to  thank  Dr.  Hart,  Dr.  Womack, 
and  Dr.  Bradshaw  on  the  part  of  this  organiza- 
tion for  their  excellent  contributions. 
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RESULTS  OF  QUESTIONNAIRE  ON 
SURGICAL  TRAINING 

[In  order  to  obtain  individual  expressions  of 
opinion  regarding  the  various  aspects  of  surgical 
training,  a  questionnaire  was  sent  to  members 
of  the  North  Carolina  Surgical  Association  prior 
to  the  October  meeting  at  which  the  foregoing 
symposium  was  presented.  Sixty-seven  of  the  75 
forms  issued  were  returned,  and  the  results  are 
summarized  in  the  following  tables,  along  with 
Dr.  Hollister's  comments.  The  tables  represent 
most  Ijut  not  all  of  the  questions  asked.  The 
majority.  Dr.  Hollister  explained,  are  self-ex- 
planatory; hence  comment  is  limited. — Ed.] 

Table  1 
Is  a  preparatory  school  graduate  better  pre- 
pared  to   study   medicine   or  a   high  school 
(city-county)  graduate? 

Prep  school  23 

High  school  11 

No  difference  6 

Depends  on  school  4 

Depends  on  student          '  4 

No  opinion  8 

No  answer  11 

Table  2 
In  pre-nied  curricula,  where  would  you  pre- 
fer emphasis  (rank  in  order  of  importance)? 

12       3       4       5 


English 

31 

15 

7 

0 

0 

Chemistry  &  physics 

29 

11 

11 

7 

2 

Mathematics 

0 

13 

17 

21 

3 

History  &  economics 

3 

13 

12 

21 

3 

Other 

2 

4 

5 

1 

4 

•Foreign  language  2.  biology  3.  art  and  music  2, 
psychology  2.  Latin  2,  ethics  1,  public  speaking  1, 
embryology  1. 

Table  3 
What   foreign   languages   do   you   think  the 
pre-med  students  should  be  well  versed  in? 
(If  more  than  one,  rank) 

Latin 

Greek 

German 

French 

Spanish 

Other 

Table  4 
Do  you   think   psychologic  testing  could   in- 
dentify  the  potential  surgeon  (as  opposed  to 
internist,  etc.)  in: 

No     Yes 
High  school  47  6 

College  37        14 

Medical  school  24        32 


1 

2 

3 

4 

5 

33 

4 

3 

0 

0 

2 

7 

1 

1 

1 

14 

10 

4 

0 

1 

7 

9 

5 

2 

1 

0 

2 

1 

3 

2 

0 

0 

3 

0 

0 

Here  are  some  ch 

Table  5 
aracteristics  which 

apply  to 

surgeons.    Rank 

their    importance 

in 

your 

opinion. 

12     3     4     5 

6 

7 

8     9 

Intelligence 

51     4     8     2     1 

0 

0 

0    0 

Adeptness 

1   13  11   13     5 

9 

2 

3    3 

Studiousness 

2  12  12     9     6 

7 

2 

6    1 

Determination 

3  13     9     5     6 

5 

8 

2     2 

Sympathy 

6     9     7     7     9 

4 

6 

1     3 

Courage 

2     5     7  10     9 

12 

7 

2     1 

Curiosity 

1     3    5  10  12 

10 

7 

8     1 

Agressiveness 

0     2     4     4    3 

4 

5 

14  13 

Independence 

0    0    2    3    5 

2 

7 

10  10 

Table  6 
Characteristics  of  Surgeons:  Adjusted  Values 

Intelligence  564 

Adeptness  343 

Studiousness  329 

Determination  304 

Sympathy  301 

Courage  286 

Curiosity  266 

Agressiveness  155 

Independence  125 

Table  7 
Internship  for  surgeons  should  be: 


Straight  surgery 
Straight  medicine 
Rotating 
Other 

19 

5 

41 

..        1 

Table  8 

Surgical 
should  he 

training,      including 

internship, 

No.  Years 
3 
4 
5 
6 
7 
8 

Table  9 

1 

7 

41 

14 

2 

0 

Should  tr. 

lining  include  a  review  of  the  basic 

sciences? 

No 
Yes 

6 

59 

Table  10 
Biochemistry  should  be  reviewed  by  which  of 
the  following  methods? 

Teaching  rounds  only  25 

Resident's  reading  only  12' 

Journal  club  meetings  12 

Formal  lectures  14 

Working  in  clinical  chemistry  laboratory  4 

Assignment  to  a  biochemistry  department  5 
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Tabic  11 

Pathologj-  should  be  reviewed  by  which  of 
the  following  methods? 

Teaching  rounds  only  3 

Resident's  reading  only  1 

Surgical  pathology  conferences  20 

Formal  lectures  1 

Assignment  to  pathology  department  56 

Table  12 

When  you  looked  for  your  residency,  what 
attracted  you  most? 

Big-name  surgeon  12 

Teaching  hospital  50 

Community  hospital  2 

Mostlj'  private  patients  1 

Mostly  public  patients  12 

Busy  emergency  service  5 

High  salary  3 

Near  prospective  practice  location  4 

Near  your  homo  2 

Table  13 

How   many   patients   should   an    intern   have 
at  one  time  with  average  turnover? 
Preferred  No.  Patients 

5-10  6 

11-15  17 

16  -  20  26 

21-25  14 

26-30  1 

31-40  1 

41-50  0 

Table  14 

How   many   patients  should  a   i-esident   have 

at  one  time? 

Preferred  Xo.  Patients 

11-20  11 

21-30  16 

31  -  40  17 

41  -  50  10 

51-60  5 

61-70  2 

71  -  SO  3 

81-90  0 

91  -  100  2 

Table  15 

Assume  you  have  a  training  program  with 
100  beds  on  the  resident's  service.  How  often 
would  you  see  his  i)atients? 

Daily  17 

Twice  a  week  35 

Once  a  week  32 

Once  a  month  0 

Onlj'  at  his  request  1 

Not  at  all  0 


Table  16 

Who   should   scrub   with    the    trainee   on   his 
first  operation? 

Nurse  0 

Intern  0 

Assistant  resident  6 

Chief  resident  40 

You  21 

Table  17 

What    operation    of    the    following    should   a 
trainee  perform  first? 

Appendectomy  38 

Herniorraphy  10 

Hemorrhoidectomy  1 

Cholecystectomy  0 

Excision  breast  tumor  16 

Table  18 

A  chief  resident   in   general   surgery   should 
be  cai)able  of  performing: 

No  Yes 

Nephrectomy                                            4  62 

Mitral  valvulotomy                                 44  22 

Common  duct  reconstruction                1  65 

Craniotomy                                                40*  26 

Pancreatectomy                                          5  61 

•Emergency    craniotomy,   yes. 
Table  19 

What  was  most  effective  in  your  training  in 
learning  about  surgery? 

Ijcast  Some  Jlost 

Your  chief's  training                     0  19        45 

Your  resident's  teaching              5  20        35 

Your  textbook  reading                   3  41          9 

Your  journal  reading                    4  26        19 

Rounds  &  conferences                   2  27        33 

Lectures                                          38  20          2 

Table  20 

Rate  the  relative  value  in  your  experience  of 

the  effectiveness  of  these  teaching  methods: 

Excellent   (Jood   Poor 

Rounds  51  12        2 

Preoperative  conference  30  28        5 

Informal  seminar  20  38        3 

Formal  case  conference  24  34        5 

Formal  lecture  5  31       27 

Journal  club  7  32      27 

Movies  9  31       22 

Bull  session  14  27      22 

Table  21 

Should  the  residency  program   include   time 
assigned  to  the  following  services? 

No     Yes 

Internal  medicine  51        12 

Ob-Gyn  22        41 
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54 

10 

56 

5 

38 

26 

Pediatrics 

Psychiatry 
Research  laboratory 


Table  22 

Should  residents  have  formal  instruction  in 
the  following  subjects? 


No 

No 

Yes 

Answer 

Medicolegal  problems 

10 

53 

4 

Business  law 

29 

18 

25 

Investments  &  insurance 

26 

21 

19 

Medical  ethics 

17 

47 

2 

Relationship  with  the  press 

19 

32 

16 

Table  23 

What  do  you  think  about  clinical  research 
for  residents? 

A  waste  of  time  3 

Should  encourage  30 

Should  require  some  5 

Should  have  assigned  clinical  research  13 

Must  produce  at  least  one  paper  15 

Table  24 

Should    surgical    residents    have    training  in 
basic  research? 


No 

2 

If  they  want,  on  own  time 

12 

Encouraged  but  not  assigned 

34 

Assigned  problems 

3 

In  the  laboratory 

for    3  months 

5 

for    6  months 

8 

for  12  months 

2 

Table  25 

During  resident  training,  is  it  of  value  for 
the  resident  to  spend  6-12  months  at  another 
hospital  or  hospitals? 

No  14 

Yes  41 

No  answer  or  qualified  9 


Dr.  HoUister:  The  information  sought  in  table 
1  would  obviously  require  more  specific  defini- 
.ion  as  to  the  type  and  extent  of  testing,  and 
orobably  a  greater  familiarity  with  the  method 
Df  investigation  than  anj-  of  us  have. 

The  situation  illustrated  in  table  5  could  prob- 
ably be  the  basis  of  interesting  comment  by  a 
psychiatrist.  One  might  assume  that  these  an- 
swers represent  a  type  of  self-analysis,  or  pos- 
:ibly  wishful  thinking.  The  uniformity  of  opinion 
s  noteworthy. 

Table  6  was  constructed  from  the  same  an- 
swers given  in  table  5.  A  rank  of  first  was  given 

weight  of  9,  a  second  8,  etc.  The  figures  are  the 


resulting  sums.  One  surgeon  noted  that  his  an- 
swer to  this  question  was  for  a  surgeon  in  prac- 
tice, not  a  teacher's  or  investigator's  recognition 
of  the  necessity  for  technical  ability. 

The  rotating  internship  was  greatly  favored, 
as  shown  in  table  7.  The  single  comment  on  this 
question  was  that  the  average  rotating  intern- 
ship repeated  much  of  the  clinical  work  of  the 
intern,  and  a  straight  surgical  internship  was 
recommended. 

Table  10  is  representative  of  a  series  of  similiar 
questions  related  to  anatomy,  physiology,  pharm- 
acology, and  bacteriology.  Many  surgeons  check- 
ed more  than  one  of  the  teaching  methods  listed, 
a  fault  of  the  question.  For  example,  one  surgeon 
pointed  out  that  training  in  autopsy  pathology, 
which  he  favored,  provides  an  excellent  oppor- 
tunity to  review  anatomj^  One  stated  that  bio- 
chemistry has  been  overemphasized  and  is  fre- 
quently^ confusing  rather  than  helpful.  One  sug- 
gested a  review  of  pharmacology,  to  combat  the 
confusion  created  by  the  multiplicity  of  drugs  on 
the  market. 

The  majority  favored  assignment  to  pathology, 
most  of  these  specifying  a  six-month  combined 
surgical  and  autopsy  pathology  service. 

In  table  12  more  than  one  answer  was  oc- 
casionally checked,  but  the  preference  for  the 
teaching  hospital  is  obvious. 

Tables  15  and  16  were  designed  to  indicate,  to- 
gether with  other  questions,  the  degree  of  in- 
dependence a  surgeon  should  allow  his  trainee. 
Many  factors  affect  this  decision,  as  some  pointed 
out,  so  the  information  is  of  limited  value.  In 
table  16  the  "you"  refers  to  the  surgeon  himself. 
Comments  included  this  statement:  "Too  much 
poor  technique  is  transmitted  from  inexperienc- 
ed residents  to  inexperienced  assistant  residents." 
Opposed  to  this  opinion,  another  stated:  "A  good 
senior  resident  is  a  good  teacher,  and  is  less  likely 
to  intimidate  the  fledgling." 

The  value  of  table  19  was  somewhat  impair- 
ed, as  we  failed  to  specify  one  check  under  each 
category — that  is,  least,  some,  or  most.  Table  20 
deals  with  relatively  the  same  type  of  infor- 
mation. The  available  surgical  motion  picture 
films  were  thought  to  be  excellent  for  resident 
teaching  by  some,  but  poor  i^y  a  greater  number. 
Most  of  the  surgeons  considered  them  good.  A 
rather  extreme  comment  was  that  these  movies 
are  good  for  laaies'  aid  societies,  Boy  Scouts,  and 
civic  clubs.  Several  noted  the  emphasis  placed 
on  techniques,  to  the  exclusion  of  anatomy, 
pathology,  diagnosis,  and  other  basic  aspects  of 
the  lesion  being  demonstrated. 

The  questions  related  to  research  stimulated 
many  comments,  ranging  from  the  one-word 
summary  useless,  to  advocacy  of  routine  assign- 
ment to  a  research  laboratory  for  a  year.  Many 
emphasized  that  participation  in  research  should 
be  voluntary,  not  forced. 
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DuUe  University  Poison 
Control  Center 

Jay  M.  Arena,  M.D.  Director 
ACTIVATED  CHARCOAL 

Acti\'ated  charcoal  is  the  residue  from  the 
destructive  distillation  of  various  organic 
materials,  treated  to  increase  its  absorptive 
powers;  vegetable  charcoals  made  from 
wood  pulp,  which  has  a  low  ash  content,  are 
of  iDarticular  value.  This  is  a  jjotent  adsor- 
bent that  rapidly  inactivates  many  poisons, 
if  it  is  gi\-en  early  before  much  absorption 
takes  place.  It  is  effective  for  virtually  all 
chemicals  (except  cyanide)  whether  they  be 
organic,  inorganic,  large  or  small  moleculed 
compounds.  The  potency  of  adsoi'ption  is  not 
reduced  by  the  acidity  or  alkalinity  of  the 
poison  or  by  wide  range  of  pH  in  the  gas- 
trointestinal tract.  Adsorbed  material  is  re- 
tained tenaciously  throughout  passage  in 
the  gut. 

Activated  charcoal  deserves  to  be  restor- 
ed to  the  pharmacopeia,  not  as  a  remedy  for 
flatulence  or  intestinal  intoxication,  but  as 
one  of  the  best,  least  expensive,  and  most 
practical  emergency  antidotes  available. 
One  to  two  tablespoons  to  an  8-ounce  glass 
of  water  or  a  mixture  of  soupy  consistency 
would  be  a  suitable  concentration  for  oral 
use  or  lavaging.  Bone  chars  are  not  suitable 
because  of  their  high  mineral  content,  and 
the  mineral  charcoals  are  relatively  little 
used. 

Fa\'orable  experience  with  four  products 
on  the  American  market  are:  1)  Norit  A 
(American  Norit  Co.,  Jacksonville,  Fla.);  2) 
Darco  G  60  (Atlas  Powder  Co.,  Wilmington, 
Delware);  3)  Nuchar  C  (West  Virginia  Pulp 
and  Paper  Co.,  230  Park  Avenue,  New  York 
City);  4)  Requa's  (Recjua  Manufacturing 
Co.,  Inc.,  1193  Atlantic  Avenue,  Brooklyn 
16,  New  York),  Doubtless  many  good  ones 
other  than  these  are  available. 

A  minor  drawback  to  this  agent  is  that  it 
is  black.  Many  children  will  refuse  to  drink 
it;  and  if  spewed,  it  spots  uniforms,  clothes, 
walls,  and  personnel. 


Table    1 
Approximate  Anioiint  of  Substance  Adsorbed  bj 

1  Gin.  of  Cbarcoal 
Adsorbendnni  Maximal  adsorptioi 

in  m^. 
Mercuric  chloride  ISOO 

Sulfanilamide  1000 

Strychnine  nitrate  950 

Morphine  hydrochloride  800 

Atropine  sulfate  700 

Nicotine  700 

Barbital  ("Veronal")  700 

Barbital-sodium   ("Medina!")  150 

Phenobarbital-sodium  ("Luminal") 
Alurate-sodium 

Dial-sodium  ("Dial")  300-350 

Evipal-sodium 
Phanodorn-calcium 

Salicjdic  acid  550 

Phenol  400 

Alcohol  300 

Potassium  cyanide  35 

Table  2 

Some  Substances  Kffectively  Adsorbed  by 

Activated   Charcoal 


Organic  Compounds 

Aconite 

Muscarine 

Alcohol 

Nicotine 

Antipyrene 

Opium 

Atropine 

Oxalates 

Barbiturates 

Parathione 

Cantharides 

Penicillin 

Camphor 

Phenolphthalein 

Cocaine 

Phenol 

Delphinium 

Quinine 

Digitalis 

Salicylates 

Elaterin 

Stramonium 

Hemlock 

Strychnine 

Ipecac 

Sulfonamides 

Methylene  blue 

Veratrum 

Morphine 

Inorganic  Substances 

As           (Arsenic) 

Ag           (Silver) 

HgClo    (Mercuric  chloride) 

I               (Iodine) 

KMnOj   (Potassium  Permanganate)                       | 

P             (Phosphorus 

) 

Pb          (to  limited  extent) 

(Lead) 

Sb          (Antimony) 

Sn          (Tin) 

Tl          (Titanium) 

Cyanide   is   a   known   exception;   it   poisons   j| 

charcoal. 

'Courtesy  of  L,  E.  Holt  Jr.,  M.D. 
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MILLION  DOLLAR  BABY.  Cost  is  no  object — the  point  is  that  little 
Charlotte  left  her  chair  the  day  after  this  picture  was  taken.  The 
cost?  It  seemed  like  a  million,  but  Blue  Shield  paid  all  the  surgical 
and  medical  costs.  As  for  the  doctor,  he  has  long  appreciated  the 
value  of  Blue  Shield  to  him  .  .  .  Hospital  SAVING  Association  of 
Chapel   Hill 
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The  New  Enlarged  Program  of 

DISABILITY  INSURANCE 


AVAILABLE  TO  MEMBERS  OF 


The  Medical  Society  of  the  State  of  North  CaroHna 


DESIGNED  TO  MEET   PRESENT  DAY   NEEDS 


PLANS  UP  TO 


•  $250.00  WEEKLY  DISABILITY  INCOME  BENEFITS  ($1,080.00  monthly) 

•  $20.00  PER  DAY  EXTRA  HOSPITAL  BENEFIT  (Optional) 


PLAN   A      (Base) 


Lifetime  Accident 

and 
7  years  Sickness 


SEMI-ANNUAL  PREMIUMS 


Weekly 
Benefits 

Dismemberment 
Benefits 

i-rincipal 

Sum  For 

Accidental 

Death 

Premium  Age 
40  and  Over 

tReduced  Premium 
To  Age  40 

$250.00 

Up  to  $50,000.00 

$5,000.00 

$244.50 

$183.50 

$200.00 

Up  to  $40,000.00 

$5,000.00 

$196.50 

$147.50 

$150.00 
$100.00 

Up  to  $30,000.00 

$5,000.00 

$148.50 

$111.50 

Up  to  $20,000.00 

$5,000.00 

$100.50 

$   75.50 

PLAN    AA      (Long  Term) 


SEMI-ANNUAL  PREMIUMS 


Lifetime  Accident 

and 
For  Sickness,  from 

Inception  of 

Disability  to  Your 

Attainment  of 

Age  65 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum  For 

Accidental 

Death 

Premium  Age 
40  and  Over 

tReduced  Premium 
To  Age  40 

$250.00 

Up  to  $50,000.00 

$5,000.00 

S292.00 

$219.25 

$200.00 

Up  to  $40,000.00 

$5,000.00 

$234.50 

$176.00 

$150.00 

Up  to  $30,000.00 

$5,000.00 

$177.00 

$133.00 

$100.00  !    Up  to  $20,000.00 

$5,000.00 

$119.50 

$   89.75 

The  premiums  for  Plan  AA  will  be  reduced  to  the  same  premium  as  for  Plan  A  at  age  58. | 

Note:  The  above  rates  do  not  increase  at  age  50,  or  even  at  age  60' 
tOn  attaining  age  40,  age  40  rates  apply  on   renev/al. 

J.  L.  CRUMPTON, 

State  Mgr. 

Professional    Group    Disability    Division 

COMMERCIAL   INSURANCE  COMPANY   OF   NEWARK,   N.   J 

Box    147,    Durham,    N.   C. 

J.   Slade   Crumpton,    Field    Representative 

If  more  information  is  needed  or  help  desired  in  completing  your  enrollment, 
please  call  us  collect: 

Area   Code   919— Phone   682-5497. 
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Report   on  Trauma 

THE  EARLY  TREATMENT  OF 
SEVERE  BURNS 

The  Committee  on  Trauma  recognizes  a 
lack  of  unanimity  concerning  details  of 
therapy  in  the  early  management  of  the 
severe  burn,  but  that  huge  quantities  of 
fluid  are  lost  from  the  circulation  with  re- 
sultant hypovolemic  shock  and,  if  untreated, 
early  death,  is  supported  by  ample  experi- 
mental and  clinical  proof.  The  following  is 
one  effective  method  of  estimating  these 
losses  and  of  setting  down  guides  for  re- 
placement. 

I.  General  Considerations 
For  the  purposes  of  this  discussion  a 
severe  burn  is  considered  as  a  full-thickness 
burn  in  excess  of  15  per  cent  of  a  body  sur- 
face in  an  otherivise  healthy  person.  The 
presence  of  heart,  lung,  and/or  kidney  dis- 
ease (generally  in  the  elderly)  makes  even 
small  burns  highly  lethal. 

A  good  method  of  estimating  surface  area 
is  the  familiar  "rule  of  nines": 


Head  and  neck 
Upper  extremities 
Front  of  torso 
Back  of  torso 
Thighs  (9%  each) 
Feet  and  legs  (9%  each) 
Perineum 
Total 


Per  Cent 

9 
18 
18 
18 
18 
18 

1 
100 


For  the  infant,  because  of  the  disparity  in 
the  relative  sizes  of  the  extremities,  head, 
and  torso,  this  rule  will  lead  to  overestima- 
tion,  and  the  percentages  must  be  adjusted 
in  calculating  fluid  replacement. 

Usually  it  is  relatively  easy  to  differentiate 
the  first  degree  burn,  the  superficial  second 
degree  burn,  and  the  deep  full-thickness 
burn.  The  most  experienced,  however,  will 
sometimes  have  difficulty  in  distinguishing 
the  deep  second  degree  burn  from  the  third 
degree  or  full-thickness  injury.  (In  small 
areas  this  distinction  is  probably  not  of  ex- 
treme importance.  If  there  is  some  full- 
thickness  loss  and  the  location  is  such  that 


Ninth  article  in  series  submitted  by  the  Committee  on 
Trauma.  North  Carolina  Chapter,  American  College  of  Sur- 
geons. 


total  excision  can  be  carried  out  without 
undue  cosmetic  and  functional  impairment, 
this  should  be  done  early,  with  immediate 
grafting. ) 

For  the  first  hour  after  sustaining  a  severe 
burn,  the  victim  looks  deceptively  healthy. 
There  is  usually  little  discomfort  or  dis- 
figurement other  than  that  associated  with 
a  superficial  burn.  (A  history  of  the  method 
of  burning  will  be  of  great  help  in  evaluat- 
ing the  severity  of  the  injury.  Any  backyard 
chef  knows  that  the  depth  of  a  burn  is  a 
function  of  the  intensity  of  heat  multiplied 
by  the  duration  of  exposure.)  The  appear- 
ance of  well-being  must  not  cause  delay  in 
the  institution  of  appropriate  aggressive 
therapy. 

II.  Replacement  of  Fluids 

The  almost  inevitable  result  of  not  treat- 
ing, or  treating  inadequately,  the  severe 
burn  is  death  from  circulatory  collapse 
(hypovolemic  shock)  occasioned  by  the 
huge  quantities  of  fluids  lost  from  the  cir- 
culation into  the  burned  area.  All  effort  is 
directed  toward  replacing  this  fluid  in  quan- 
tities sufficient  to  maintain  an  adequate 
circulating  volume  and  good  renal  function 
as  measured  by  an  adequate  urinary  output. 
From  much  experimental  and  clinical 
evidence  has  evolved  the  following  formula 
as  a  guide  to  fluid  therapy.  It  should  be  em- 
phasized that  this  formula  is  only  a  guide, 
to  be  altered  as  the  clinical  condition  of  the 
patient  dictates. 

The  formula  is  as  follows: 

Whole  blood  or  blood  substitute: 

V2    cc.   X   weight   in   kilograms    (2.2 
pounds)   X  per  cent  of  body  surface 
burned. 
Electrolyte  solution   (preferabty  Ring- 
er's lactate) 

11/2  cc.  X  weight  in  kilograms  x  per 

cent  of  body  surface  burned. 

Add   5   per  cent   dextrose   in   water, 

2000  cc. 

The  above  amount  is  administered  during 

the  first  24  hours  after  the  burn  is  incurred. 

One-half  the  amount  is  administered  during 

the  first  eight  hours  and  the  remainder  is 

given  in  equal  portions  over  the  second  and 

third  eight-hour  periods.  During  the  second 
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24  hours  one-half  the  estimated  quantities 
of  blood  and  electrolyte  solution  are  given, 
followed  by  an  additional  2  liters  of  5  per 
cent  dextrose  in  water. 

As  an  example,  an  adult  weighing  175 
pounds  who  has  sustained  third  degree 
burns  over  30  per  cent  of  his  bod}'  surface 
would  receive  in  the  first  24  hours: 

1/2  X  80  X  30  =    1200  cc.  of  whole  blood 

li/i  X  80  X  30  =  3600  cc.  of  electrolyte 
solution  (such  as  Ringer's  lactate  solu- 
tion) 

2000cc.  of  5%  dextrose  in  water 

Total:  6800  cc. 

Such  a  patient  would  require  almost  7 
liters  of  fluid  in  the  first  24  hours  (more 
than  his  entire  circulating  blood  volume! ) 
to  keep  him  out  of  circulatory  collapse. 

The  types  of  fluid  used  are  dictated  by 
previous  studies  of  burn  wound  fluid.  In 
addition  to  large  quantities  of  red  blood  cells 
trapped  in  the  capillary  circulation  and  de- 
stroyed by  the  heat,  large  volumes  of  pro- 
tein, sodium,  potassium,  other  electrolytes, 
and  water  are  lost.  The  losses  are,  in  es- 
sence, whole  blood  with  excessive  quantities 
of  salt  and  water. 

Because  of  the  loss  of  great  amounts  of 
electrolytes  and  red  blood  cells,  it  is  impera- 
tive that  these  be  replaced  first,  beginning 
with  whole  blood,  followed  by  Ringer's 
lactate,  both  to  be  given  before  the  hypoto- 
nic 5  per  cent  dextrose  in  water. 

Thirst,  the  first  sign  of  shock,  is  usually 
overwhelming.  These  patients  must  not  be 
allowed  to  drink  plain  water  until  the  blood 
and  electrolytes  have  been  largely  replaced. 
If  allowed  to  do  so,  they  will  literally  drink 
themselves  to  death,  dying  from  water  in- 
toxication. Also  there  is  poor  absorption 
from  the  gastrointestinal  tract,  so  that  vom- 
iting with  further  fluid  disturbance  is  a  real 
hazard. 

The  urinary  output  is  the  best  guide  to 
the  adequacy  of  the  fluid  replacement,  and 
an  indwelling  urethral  catheter  must  be  in- 
serted as  an  initial  step  and  hourly  records 
kept.  The  urinary  volume  should  be  main- 
tained between  20  and  40  cc.  per  hour.  Al- 
terations fi'om  this  amount  will  indicate 
whether  the  rate  of  fluid  administered  is  to 
be  increased  or  decreased.  Frequent  determ- 


inations of  hematocrit  levels,  urinary  specif- 
ic gravity,  and  if  practical,  serum  sodium 
levels  are  invaluable  in  assessing  the  ade- 
cjuacy  of  the  replacement.  The  need  for  fre- 
cjuent  check  of  the  pulse,  respiration,  and 
blood  pressure  is  obvious. 

III.  Core  of  the  Wound 

The  discussion  of  the  pros  and  cons  of  the 
open  versus  the  closed  method  of  handling 
burn  wounds  would  serve  little  purpose 
here.  Suffice  it  to  say  that  either  method  is 
acceptable,  depending  upon  the  previous 
experience  and  choice  of  the  responsible 
physician.  It  should  be  pointed  out,  how- 
ever, that  whiche\'er  method  is  selected, 
thought  should  be  given  initially  to  fluid  re- 
placement as  outlined  above. 

In  general  the  method  selected  should 
insure  that  no  further  destruction  of  tissue 
be  wrought.  The  use  of  escharotics,  heavy 
sticky  ointments,  or  other  than  the  mildest 
solutions  are  mentioned  only  to  be  con- 
demned. 

The  cjuestion  of  the  early  use  of  antibio- 
tics is  not  firmly  established.  Except  for 
control  of  the  streptococcus  and  the  pneu- 
mococcus,  there  is  usually  little  to  gain  bj- 
early  antibiotic  therapy.  Indeed  it  is  sug- 
gested that  the  bacterial  flora  may  be  so  al- 
tered by  the  use  of  these  antibiotics  that 
subsequent  bacteriologic  problems  are  in- 
creased. It  is  probably  wisest  to  withhold 
antibiotic  therapy  until  cultures  of  the 
wound  and  of  the  nose  and  throat,  if  pos- 
sible, can  be  obtained  before  the  institution 
of  therapy.  ,  ■ 

IV.  Other  !\[easures 

Space  will  not  permit  thorough  discussion 
of  all  facets  of  the  burn  problem.  Some  as- 
pects, however,  are  outstanding  and  deser\'e 
brief  mention. 

1.  In  the  presence  of  face  burns  with 
scorching  of  the  lips  and  mucous  mem- 
branes of  the  nose  and  mouth,  early 
elective  tracheostomy  should  be  done 
before  sioelling  makes  it  an  emergency 
measure.  Under  such  conditions  it  may 
indeed  be  difficvilt  to  locate  the  trachea 
through  heavily  edematous  tissue.  It 
should  be  mentioned  that  respiratory 
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problems  are  the  leading  cause  of  early 
death  in  burned  patients. 
The  usual  gastrointestinal  response  to 
a  severe  burn  is  complete  loss  of  effec- 
tive peristalsis.  Acute  gastric  dilatation 
is  a  distinct  hazard  early  in  the  course 
of  the  burn,  and  any  oral  intake  will 
lead  to  vomiting  with  possible  aspira- 
tion and  further  fluid  and  electrolyte 
disturbance.  Hence  nasal  gastric  suc- 
tion should  be  instituted  promptly  and 


maintained  until  the  return  of  peristal- 
tic activity. 

With  the  loss  of  a  large  red  cell  mass, 
the  early  use  of  nasal  oxygen  after  ap- 
propriate analgesics  have  been  admini- 
stered is  definitely  indicated. 

The  presence  of  devitalized  tissue  re- 
quires that  tetanus  prophylaxis  be  in- 
stituted or  augmented  by  a  booster 
dose  of  toxoid. 


BEFORE  THE  FIRST  INJECTION  OR  CAPSULE 

For  every  100  drugs  researched  in  this  country  99  are  discarded, 
but  the  research  has  to  be  paid  for.  Some  would  be  potent  and  kill  off 
the  patient.  So  we  not  only  have  to  find  something  than  can  kill  disease, 
we  must  make  it  safe.  This  costs  money.  When  we  buy  a  drug  we're  not 
only  paying  for  the  research  in  the  past  which  made  it  possible,  but 
we're  paying  for  the  continuous  research  which  will  make  even  more 
and  better  things  available.  Take  any  of  the  great  pharmaceutical  com- 
panies of  this  nation  and  you  can  point  out  that  many  millions  of  dollars 
are  spent  before  the  first  injection  or  the  first  capsule  is  given,  after  it 
has  been  made  safe. — Edward  R.  Annis,  M.D.,  in  Journal  of  Indiana  State 
Medical  Association. 
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THE  MIDWINTER  EXECUTIVE 
COUNCIL  MEETING 

Following  the  sixth  annual  public  rela- 
tions meeting  at  Pinehurst  on  Saturday, 
January  25,  1964  was  the  regular  midwinter 
meeting  of  the  Executive  Council,  when 
progress  reports  on  Society  activities  are 
presented.  Some  of  the  high  lights  will  be 
mentioned  here,  and  a  full  report  will  ap- 
pear later  in  the  published  Transactions. 

There  was  considerable  disappointment  at 
the  continuing  failure  to  implement  Kerr- 
Mills  legislation.  The  Department  of  Public 
Welfare  has  been  faced  with  a  large  number 
of  new  duties  as  the  result  of  actions  taken 
by  the  1963  Legislature,  and  has  not  in- 
creased its  staff  to  do  this  work.  At  the  most 
recent  meeting  of  its  board  the  Department 
of  Public  Welfare  decided  to  extend  Old  Age 
Assistance  health  benefits  to  eligible  people 


who  are  not  now  getting  money  payments. 
At  present  only  people  with  less  than  $600 
annual  income  are  eligible  for  Old  Age  As- 
sistance benefits;  hence  the  group  of  elderly 
people  to  be  helped  by  the  Kerr-Mills  legis- 
lation are  not  being  reached.  It  is  the  intent 
of  the  Medical  Society  committee  and  in- 
terested legislators  to  petition  the  Depart- 
ment of  Public  Welfare  to  reconsider  its 
actions. 

Professional  liability  insurance  rates  have 
been  reconsidered  by  the  rating  bureau,  and 
have  been  adjusted  to  a  new  classification. 
The  Medical  Society  insurance  program 
with  the  St.  Paul's  Company  will  also  be 
revised,  but  in  each  case  the  amount  paid  by 
Society  members  on  basic  5/15  coverage  will 
be  from  .$1  to  $12  less  than  that  paid  for 
similar  coverage  by  rating  "bureau  com- 
panies." Under  the  revised  plan  there  will  be 
four  categories  of  medical  practitioners  for 
insurance  purposes,  as  opposed  to  the  old 
grouping  of  physicians  and  surgeons.  It  was 
emphasized  that  all  other  companies  have 
changed  their  rates,  and  that  the  coverage 
by  St.  Paul's  is  still  the  most  economical 
available. 

Activity  in  the  mental  health  field  is  gain- 
ing momentum,  in  keeping  with  the  re- 
organization of  mental  health  activities  in 
the  State  reported  in  the  Journal  previous- 
ly. The  mental  health  committees  of  the 
county  societies,  some  of  them  already  well 
along  in  their  organizational  work,  will  meet 
in  Raleigh  on  March  14-15.  Dr.  John  Mc- 
Cain reminded  the  group  that  the  new  ad- 
ministrative organization  has  a  mental 
health  council  which  is  purely  advisory,  but 
the  county  health  authorities  are  legal  bod- 
ies and  actually  administer  the  various  pro- 
grams at  the  county  level. 

It  was  pointed  out  that  the  budgets  for 
various  committees  are  financed  out  of  the 
Society's  revenue  for  a  given  year,  which 
does  not  begin  to  come  in  until  January. 
For  this  reason  it  is  not  possible  to  allocate 
the  entire  budgeted  sum  on  January  1.  , 

Other  miscellany  included  announcement 
that  film  strips  on  home  care  of  the  chronic- 
ally ill  and  athletic  injuries  have  been  made 
with  the  cooperation  of  the  Committee  on 
Chronic  Illness  and  are  available.  The  polio 
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immunization  program  is  going  forward  all 
over  the  state,  with  March  seeming  to  be  a 
favorite  month  for  the  mass  feedings.  Pre- 
school clinics,  intended  to  make  examina- 
tions available  to  people  who  could  not 
otherwise  get  them,  are  being  planned.  In 
similar  vein,  it  is  expected  that  the  Society 
will  play  a  major  part  in  plans  to  prevent 
and  treat  disabilities  which  eventually  cause 
over  half  of  the  military  draftees  to  be  re- 
jected. Only  a  small  percentage  of  them  have 
physical  disabilities,  but  the  physician  is 
also  interested  in  the  non-physical  disabili- 
ties. 

The  1966  meeting  will  definitely  be  held 
in  Asheville,  all  appropriate  guarantees  of 
space  having  been  received. 

A  very  attractive  "Information  Booklet 
for  Physicians"  for  the  beginning  practi- 
tioner has  been  compiled  by  the  headquart- 
ers staff  and  published  by  the  Society.  It  is 
to  be  given  to  all  new  members,  and  re- 
troactively to  everyone  who  joined  the  So- 
ciety during  the  past  two  years. 

^  ^  ^ 

THE  TRAINING  OF  SURGEONS 
Devoting  an  issue  of  the  North  Carolina 
Medical  Journal  to  a  discussion  of  the 
training  of  surgeons  may  lead  non-surgeons 
to  feel  slighted.  On  the  other  hand,  every 
member  of  the  public,  medical  or  lay,  has 
an  interest  in  the  subject  which  unfortun- 
ately is  not  always  vicarious.  Moreover,  that 
North  Carolina  can  support  a  surgical  as- 
sociation holding  such  conclaves,  and  have 
speakers  of  national  reputation  in  the  field 
of  surgical  training  come  from  its  own  med- 
ical schools,  is  cause  for  justifiable,  if  in- 
sular, pride.  So  many  indices  of  various 
sorts  place  us  well  down  on  the  list  of  states 
that  we  need  to  see  the  good  side  as  well  as 
the  bad. 

North  Carolina's  small  income  has  not 
been  frittered  away,  despite  lapses  which 
all  of  us  might  be  willing  to  name.  Our  many 
ducational  institutions,  hospitals,  and  gen- 
eral betterment  agencies  have  been  created 
by  meager  wealth  to  serve  people  bent  on 
improving  their  lot.  Not  only  the  presenta- 
tions by  our  three  professors  of  surgery,  but 
he  quality  of  the  discussion  serve  notice 
;hat  North  Carolina  might  be  down  in  per 


capita  income,  but  is  up  in  spirit  and  will- 
ingness to  meet  the  future.  As  part  of  get- 
ting our  bearings,  we  should  be  allowed  a 
few  moments  of  self-indulgence  before  get- 
ting on  with  the  task. 

BOARDED  UP 

It  is  in  the  nature  of  things  that  the  ac- 
tions of  such  duly  constituted  authorities  as 
medical  specialty  boards  will  make  some 
people  dissatisfied.  Some  of  the  dissatisfac- 
tion will  be  of  the  "sour  grapes"  type,  but 
some  of  it  will  represent  that  healthy  dis- 
content which  breeds  progress.  The  dis- 
satisfaction with  surgical  training  expressed 
in  this  issue  by  Dr.  Womack  could  in  no 
sense  be  of  the  former  type,  but  represents 
the  best  form  of  the  latter.  His  years  of  ex- 
perience in  training  surgeons,  and  his  own 
eminent  position  in  the  profession,  make  it 
clear  that  his  concern  is  motivated  by  the 
same  desire  to  improve  training  and  to  pro- 
tect the  public  which  furnished  the  major 
impetus  for  the  various  specialty  boards. 

Dr.  Womack  feels  that  the  original  re- 
quirement of  tightly  controlled  periods 
of  training  measured  in  terms  of  time  needs 
modification,  having  changed  but  little  in  25 
years.  Allowance  needs  to  be  made  for  such 
variables  as  the  background  of  the  staff,  the 
type  of  practice,  and  the  quality  of  the 
trainees.  Allowance  of  this  type  would  per- 
mit the  development  of  new  forms  of  train- 
ing, some  of  them  destined  to  be  inadequate, 
others  to  be  an  improvement  over  present 
regimens. 

Dr.  Womack  would  rely  on  adapting  what 
he  refers  to  as  "available  psychometric  tech- 
niques" to  certify  that  the  products  of  these 
various  sorts  of  surgical  training  are  com- 
petent. He  recognizes  the  difficulties  of  pre- 
paring such  examinations,  especially  in 
judging  technical  skills,  but  seems  willing  to 
accept  the  challenge.  That  examinations 
themselves  introduce  many  rigidities  is 
surely  apparent  also. 

Dr.  Womack's  point  is  certainly  well 
taken.  If  the  federal  government  attempted, 
to  direct  the  content  of  medical  education, 
undergraduate  or  postgraduate,  to  the  ex- 
tent that  the  .specialty  boards  do  in  post- 
graduate education  by  their  prescriptions. 
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the  ensuing  hue  and  cry  would  need  no 
radar  to  echo  off  the  moon.  Yet  everyone 
recognizes  the  need  for  standards,  and  most 
people  prefer  that  the  standards  be  estab- 
lished by  their  peers,  and  not  by  a  govern- 
ment agency. 

The  present  discontent  should  serve  two 
useful  functions.  The  first  is  to  remind  the 
members  of  the  various  specialty  boards 
that  theirs  are  not  the  only  serious,  objec- 
tive minds  concerned  about  proper  training 
in  their  fields.  The  second  is  Dr.  Womack's 
point  that  unless  there  is  some  provision 
for  differences  in  training  programs  based 
on  the  people  available  in  a  given  center  and 
the  range  of  material  available  at  that 
center  for  training,  there  will  be  no  advance, 
and  the  worthy  objectives  of  the  boards  will 
not  continue  to  be  achieved  in  future  gen- 
erations of  specialists.  There  is  some  lati- 
tude in  present  programs. 

Perhaps  if  the  boards  would  systematical- 
ly question  the  candidates  about  their  train- 
ing programs,  either  at  examination  time  or 
a  few  years  later,  useful  suggestions  could 
be  obtained.  The  people  responsible  for 
each  approved  program  could  also  be  can- 
vassed for  suggested  modifications.  The 
other  specialty  boards,  their  members  work- 
ing with  one  another  as  they  do  in  practice, 
might  provide  a  different  point  of  view 
about  each  other's  training.  This  would  fit 
in  with  Dr.  Bradshaw's  view  of  the  value 
of  training  in  internal  medicine  for  sur- 
geons. The  actions  which  must  be  taken  to 
allow  greater  flexibility  will  be  difficult,  but 
they  must  be  taken,  for  lack  of  evolution 
leads  to  evolution. 

SUGGESTIONS  FOR  AUTHORS 
The   North   Carolina   Medical   Journal 
welcomes  original  contributions  to  its  scien- 
tific pages,  expecting  only  that  they  be  un- 
der review  solely  by  this  Journal  at  a  given 
time,   and   that  they   follow   a   few   simple 
guidelines.  The  guidelines  are  as  follows: 
1.  Subject  Matter 
Educational  articles,   especially  those   in 
which  particular  applications  to  the  prac- 
tice of  medicine  in  North  Carolina  are  de- 
veloped, are  one  of  the  main  objectives  of 
this  Journal. 


Articles  reporting  original  work  by  North 
Carolina  physicians  are  invited,  whether  the 
work  is  done  in  a  clinic,  a  laboratory,  or 
both.  The  editor  and  his  consultants  will 
evaluate  the  work  by  the  usual  criteria,  in- 
cluding a  proper  discussion  of  previous 
work,  control  observations,  and  statistical 
tests  where  indicated. 

Historical  articles,  especially  those  deal- 
ing with  local  history,  are  considered  of  real 
value  and  interest. 

2.  Manuscripts 
An  original  and  a  carbon  copy  of  the 
manuscript  should  be  submitted,  one  for 
review  by  the  editorial  staff,  the  other  by 
referees.  The  manuscript  should  be  typed 
on  standard-size  paper,  double-spaced,  with 
wide  margins  (one  inch  on  each  side). 

3.  Bibliographic  References 

References  to  books  and  articles  should  be 
indicated  by  consecutive  numerals  through- 
out the  text  and  then  typed,  double-spaced, 
on  a  separate  page  at  the  end  of  the  manu- 
script. Books  and  articles  not  indicated  by 
numerals  in  the  paper  should  not  be  in- 
cluded, "unless  an  exhaustive  review  of  the 
literature  has  been  made  on  a  subject  of  suf- 
ficient importance  to  warrant  such  a  sur- 
vey."^  Such  a  bibliography  is  seldom  justi- 
fied. 

References  will  be  much  more  valuable  to 
the  reader  if  they  are  given  in  a  proper 
form  and  contain  the  full  information  neces- 
sary to  locate  them  easily.  The  North  Caro- 
lina Medical  Journal  follows  the  form  used 
in  the  journals  of  the  American  Medical  As- 
sociation and  the  Index  Medicus.  giving  the 
author's  surname  and  initials,  title  of  the  ar- 
ticle, name  of  the  periodical,  volume,  inclu- 
sive page  numbers,  and  the  date  of  publica- 
tion. It  is  believed  that  this  style  makes  it 
easier  for  the  reader  to  judge  whether  the 
reference  is  likely  to  prove  useful  to  him, 
and  enables  him  to  locate  it  more  quickly. 

4.  Tables  and  Ilhistrations 
Tables     and     legends     for     illustrations 

should  be  typed  on  separate  sheets  of  paper. 
The  illustrations  should  be  glossy  black- 
and-white  prints  or  line  drawings.  It  is 
necessary   to   obtain   permission   from   the 
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author  or  publisher  to  reproduce  illustra- 
tions which  have  been  published  elsewhere. 
The  North  Carolina  Medical  Journal 
pays  up  to  $20  on  the  cost  of  cuts  for  any 
one  article.  This  amount  usually  covers  the 
expense  of  reproducing  from  two  to  five  il- 
lustrations, depending  on  the  size  and  type 
of  cuts  required.  Line  drawings  and  graphs 
are  less  expensive  to  reproduce  than  photo- 


graphs. Authors  may  publish  additional  il- 
lustrations by  paying  the  extra  cost. 

By  following  the  above  suggestions,  writ- 
ers will  greatly  expedite  the  publication  of 
papers  accepted  by  the  North  Carolina 
Medical  Journal. 


Fishbein  M.:   Medical  Writing,  ed.  2,  Chicago,  Amer- 
ican Medical   Association,   1948. 
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A  PROGRAM  FOR  MENTAL  HEALTH 


The  prevention,  treatment  and  rehabili- 
tation of  the  mentally  ill  is  the  joint  respon- 
sibility   of   medicine    and    the    community. 

,'    The  problems  of  mental  illness  pose  a  chal- 

:  lenge  to  all  those  individuals  and  agencies 
concerned  with  the  public  health.  Recom- 
mendations of  the  joint  Commission  on  Men- 
tal   Health    of    the    Congress,    the    Mental 

.'  Health  Committee  of  the  American  Medical 
Association  and  the  Southern  Regional  Edu- 

'  cation  Board  led  to  the  formation  of  the 
North  Carolina  Mental  Health  Council  com- 
prised of  thirty  agencies,  voluntary  and  gov- 
ernmental, to  promote  a  plan  for  the  care 
of  mental  illness  in  North  Carolina. 

With  the  concurrence  of  the  Medical  So- 
ciety, the  General  Assembly  of  1963  enacted 

_;  legislation  providing  for  a  Department  of 
Mental  Health,  the  department  to  be  di- 
rected by  a  commissioner  of  mental  health 
and  divided  into  four  divisions:  1.  Adminis- 

,    tration.  2.  Mental  Hospitals.  3.  Institutions 

for    the    Retarded.    4.    Community    Health 

Services.  The  new  legislation  provides  for  a 

15  member  Medical  Advisory  Council  to  be 

'  appointed  by  the  Governor. 

:^  The  North  Carolina  Mental  Health  Coun- 
cil has  been  charged  with  the  responsibility 
to  develop  a  plan  of  action  to  implement  pro- 

: .-.  visions  of  the  new  legislation,  with  particu- 

,.,;[  lar  reference  to  orientation  of  committees  for 

''■■■.  the  care  of  mental  illness  at  the  local  level. 

An  Executive   Planning  Committee   under 

5  the  direction  of  Harvey  L.  Smith  will  under- 


take to  determine  the  state-wide  magnitude 
of  the  needs  and  will  make  final  recom- 
mendations for  action  by  June  1965. 
Through  its  Committees  on  Mental  Health 
and  Medicine  and  Religion,  the  Medical  So- 
ciety will  be  involved  in  this  progress  for 
mental  health.  The  public  interest  will  be 
best  served  if  medical  leadership  is  exer- 
cised in  directing  community  activities.  The 
county  societies  have  an  obligation  to  pro- 
vide this  leadership. 

In  order  to  cooperate  with  local  physi- 
cians the  Medical  Society's  Committee  has 
established  subcommittees,  each  with  lay 
consultants,  in  the  following  categories: 

1.  Professional  Education 

2.  Public  Education 

3.  Childrens  Services 

4.  Alcoholism 

5.  Medicine  and  Religion 

In  this  or  any  mass  health  program,  it  is 
essential  that  the  integrity  of  the  individual 
be  maintained.  Successful  therapy  can  best 
be  delivered  by  the  physican  through  per- 
sonal communication  with  the  patient  as  an 
individual.  This  is  eminently  true  in  the 
management  of  emotional  and  mental  ill- 
ness. Many  of  these  patients  can  be  treated 
in  the  "home  community"  environment  by 
the  family  physician.  The  prompt  exercise 
of  effective  leadership  by  phj'sicians  will  as- 
sure proper  direction  and  ultimate  answers 
to  the  challenge  of  mental  health. 

John  S.  Rhodes,  M.D. 
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Correspondence 

To  the  Editor: 

The  recent  marketing  and  vigorous  pro- 
motion of  the  drug,  methampyrone  sodium 
(Pyralgin),  metabolically  similar  if  not 
identical  with  aminopyrine,  warrants  re- 
telling the  story  of  aminopyrine  and  its  toxi- 
city. This  communication  is  prompted  b}'  2 
cases  of  agranulocytosis  associated  with  the 
use  of  methampyrone  shortly  after  its  in- 
troduction into  our  community. 

Case  1 

The  patient,  a  70  year  old  white  man.  was 
hospitalized  one  week  Ijefore  his  final  admission 
for  an  upper  gastrointestinal  series,  and  was  dis- 
charged with  a  diagnosis  of  (1)  rheumatoid 
arthritis,  moderately  severe;  (2 1  cardiorenal  de- 
terioration; and  (3)  subcutaneous  lesions  of  un- 
known etiology.  Pertinent  laboratory  findings 
were:  hemoglobin  11.8  Gm.  per  100  ml.  of  blood, 
white  blood  cell  count  7800,  with  66  polymor- 
phonuclears and  34  lymphocytes,  and  blood  urea 
nitrogen  12  mg.  per  100  ml.  He  returned  home 
with  instructions  to  take  \'arious  drugs,  one  of 
which  was  methampyrone  (Pyralgin)  tablets.  He 
had  taken  this  drug  intermittently  on  several  pre- 
vious occasions. 

He  was  readmitted  to  the  hospital  with  com- 
plaints of  fever  and  malaise.  The  physical  ex- 
amination was  unremarkalile.  The  white  blood 
cell  count  was  1500,  with  24  polymorphonuclears, 
4  bands,  32  monocytes,  and  40  lymphocytes.  The 
hemoglobin  was  10.2  Gm.  \iev  100  ml.,  the  non- 
protein nitrogen  .50  mg.  per  100  ml,  the  icterus 
index  8.0  Bodanksy  units,  and  the  carbon  dixoide 
combining  power  44  mEq.  per  100  ml.  On  sternal 
puncture  the  bone  marrow  was  found  to  be  40 
per  cent  cellular,  ranging  to  60  per  cent  cellular 
in  spots.  This  finding  is  compatible  with  the 
diagnosis  of  agranulocytosis,  according  to  a  con- 
sulting hematologist.  A  i-epeat  examination  of 
marrow  was  suggested. 

The  hospital  course  was  marked  Iw  fever  and 
confusion.  The  patient  died,  dyspneic  and  in 
shock,  approximately  36  hours  after  admission. 

Case  2 

A  65  year  old  white  woman  was  seen  in  her 
home  by  a  physician  two  days  before  hospitaliza- 
tion because  of  sore  throat  and  fever.  She  was 
given  2  cc.  of  methampyrone  by  mouth.  She  was 
also  given  Terramycin  by  mouth  and  an  injection 
of  penicillin. 

On  admission  to  the  hospital  she  complained 
of  sore  throat  and  general  malaise.  The  tempera- 
ture was  98  F.,  pulse  84,  respiration  18,  and  blood 
pressure  140  systolic,  80  diastolic.  There  was  a 


grayish-yellow  memljrane  on  the  right  tonsil, 
and  cervical  lymphadenopathy.  The  physical  ex- 
amination was  otherwise  unremarkable. 

Laboratory  studies  showed  the  hemoglobin  to 
be  12.5  Gm.  per  100  ml.  of  blood,  and  the  white 
blood  cell  count  1800,  with  35  segmented  cells  and 
65  lymphocytes.  On  the  following  day  the  white 
blood  cell  count  was  1500.  A  urinalysis  was  un- 
remarkable. A  throat  culture  was  reported  nega- 
tive for  (\)ryiiebactoriiiiii   diphthcilae. 

The  patient  died  about  36  hours  after  admis- 
sion. She  had  complained  of  respiratory  distress 
but  evidenced  no  signs  of  c>'anosis  or  difficult 
respiration. 

Aminopyrine  was  discovered  shortly  after 
1890.  It  was  early  recognized  to  be  an  effec- 
tive antipyretic  and  analgesic.  Usage  grad- 
ually increased,  reaching  a  peak  about  1922. 
As  use  of  tlie  ch'ug  became  more  widespread, 
it  was  noted  that  many  cases  of  agranulocy- 
tosis were  being  reported  throughout  the 
country,  many  following  the  intake  of  am- 
inopyrine. Finally  it  was  established  that 
agranulocytosis  could  de\-elop  after  the  ad- 
ministration of  aminopyrine  alone.  Warn- 
ings in  the  medical  literature  against  the 
drug  greatly  reduced  its  use. 

The  development  of  agranulocytosis  is 
apparently  due  to  "individual  hypersuscep- 
tibility"  to  aminopyrine.  Goodman  and  Gill- 
man  have  said:  'Tnasmucli  as  there  is  no 
certain  or  safe  method  of  determining  be- 
forehand whicli  patient  will  respond  to 
aminopyrine  with  agranulocytosis,  the  ques- 
tion arises  whether  this  drug  should  ever 
be  used." 

This  hypersusceptibility  to  aminopyrine 
is  unrelated  to  sex,  dose,  or  previous  use  of 
the  drug.  As  Goodman  and  Gillman  further 
state:  "As  aminopyrine  is  not  indispensible, 
it  is  suggested  that  this  drug  not  be  used." 

The  use  of  aminopyrine  or  aminopyrine- 
like  drugs  (Pyralgin),  with  the  risk  of  in- 
ducing serious  agranulocytositic  reactions, 
when  two  aspirin  tablets  would  do  the  same 
job  nearly  as  well,  seems  to  me  to  be  unjusti- 
fied. 

Tally  E.  Lassiter,  M.D. 
Biscoe 
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LOAN  GUARANTEE  FUND 

Thousands  of  medical  students,  interns, 
and  residents  are  pajdng  for  a  substantial 
part  of  their  training  by  drawing  on  income 
they  will  realize  when  they  become  practic- 
ing physicians.  This  feat  of  bringing  the  fu- 
ture into  the  present  has  been  accomplished 
by  the  pioneering  loan  guarantee  program 
of  A.M.A.'s  Education  and  Research  Found- 
ation. The  program  needs  and  deserves  the 
support  of  the  entire  medical  profession. 

Of  the  7,500  borrowers  to  date,  120  are 
students,  interns  and  residents  in  training 
in  North  Carolina. 

AMA-ERF's  program  is  not  a  sleight  of 
hand.  The  only  "magic"  lies  in  the  fact  that 
every  dollar  contributed  to  the  program's 
loan  guarantee  fund  releases  $12.50  in  bank 
credit.  So  great  has  been  the  response  to  the 
program — one  of  every  ten  medical  students 
in  the  country  already  is  a  borrower — that 
the  millions  extended  in  credit  have  nearly 
exhausted  the  fund. 

Only  $100,000  of  the  $1,600,000  in  the 
guarantee  fund  remains  uncommitted  to 
provide  credit  power  for  new  applicants — 
and  each  month  sees  more  than  600  young 
men  and  women  asking  for  this  opportunity 
to  borrow  money  they  need  at  low  interest 
rates  and  start  paying  it  back  when  they 
have  completed  training. 

Private  industry  and  physicians  through- 
out the  nation  have  been  giving  generously 
to  the  fund  with  the  knowledge  that  their 
contribution  dollars  can  stretch  far  beyond 
their  face  value  in  helping  determined  stu- 
dents become  the  physicians  of  tomorrow. 

You  can  join  the  ranks  of  these  givers  by 
sending  your  check  to  AMA-ERF'  Loan 
Guarantee  Fund,  535  North  Dearborn 
Street,  Chicago  10,  Illinois. 


Since  1881,  the  story  of  the  American  Red 
Cross  has  been  the  story  of  people — people  help- 
ing each  other  in  war,  peace,  sickness,  and  dis- 
aster, people  preparing  to  help  themselves  and 
their  families  through  training  in  first  aid, 
water  safety,  and  home  nursing. 

The  Red  Cross  has  taught  lifesaving  and  water 
safety  courses  for  50  years. 


t'.X.C.  Postsi'aduato  Courses — Rutherfordton 
Hospital,  Rutherfordton,  every  Tuesday  for  six 
weeks  beginning  February  25;  the  Dutch  Club, 
Lexington,  every  Wednesday  for  six  weeks  be- 
ginning February  26. 

Symposium  on  Kiidocrinology — Veterans  Ad- 
ministration Hospital,  Salisbury,  March  14-15. 

Forsyth  County  Cancer  Symposium:  "Cancer 
and  Pregnancy" — Jack  Tar  Winston  Hotel,  Win- 
ston-Salem, March  19. 

North  Carolina  Chapter,  American  College  of 
Surgeons  Meeting — Blockade  Runner  Hotel, 
Wrightsville    Beach,    March    27-28. 

Duke  University  Medical  Center,  "Three  Days 
of  Cardiology" — Durham,  April  1-3. 

Medical  Society  of  the  State  of  North  Carolina 
Annual  Meeting — Greensboro  Auditorium  and 
Coliseum,  Greensboro,  May  2-6. 

Heart  Association  of  Northern  Virginia  and  the 
Washington  Heart  Association,  Cardiac  Sym- 
l)osiHm — Marriott  Motor  Hotel,  Twin  Bridges, 
U.  S.  1,  Washington,  D.  C,  April  1. 

American  Society  of  Internal  Medicine,  8tli 
Annual  fleeting — Claridge  Hotel,  Atlantic  City, 
April  3-5. 

Gill  Memorial  Eye,  Ear  and  Throat  Hospital, 
37th  Annual  Spring  Congress  on  Ophthalmology 

— Roanoke,  Virginia,  April  6-9. 

American  College  of  Physicians,  45th  Annual 
Session — Atlantic  City,  April  6-10. 

Mound  Park  Hospital  Foundation,  Pediatric 
Symposium  on  the  Sick  Child  in  General  Practice 

— Mound  Park  Hospital,  St.  Petersburg,  Florida, 
April  9-11. 

Southeastern  Dermatological  Association  An- 
nual Meeting — Medical  College  of  Virginia,  Rich- 
mond, April  21-25. 

American  Proctologic  Society  and  the  Section 
of  Proctology  of  the  Royal  Society  of  Medicine 
Meeting — Bellevue  Stratford  Hotel,  Philadelphia, 
May  9-14. 


New  Members  of  the  State  Society 

The  following  physicians  joined  the  Medical 
Society  of  the  State  of  North  Carolina  during  the 
month  of  December,  1963. 

Drs.  Robert  .J.  Macaulay,  Jr.,  U,  3109  Ridgecrest 
Drive,  Rocky  Mount;  Carlton  Francis  Bassow. 
Maple  Street,  Locust;  Julian  C.  Culton.  Oph.,  106 
W^est  7th  Street,  Charlotte. 
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University  of  North  Carolina 

School  of  Medicine 

Two  postgraduate  courses  in  medicine,  spon- 
sored by  the  University  of  North  Carolina  School 
of  Medicine,  are  currently  being  given  in  Eden- 
ton  and  Kinston. 

The  courses  consist  of  two  lectures  one  day  a 
week  over  a  six-week  period.  The  Edenton 
course,  which  began  January  15,  is  co-sponsored 
by  the  First  District  Medical  Society.  The  Kin- 
ston course,  which  began  January  16,  is  co-spon- 
sored by  the  Lenoir  County  Medical  Society. 

Credit  by  the  American  Academy  of  General 
Practice  for  the  number  of  hours  attended  by  the 
individual  physician  has  been  requested  for  these 

courses. 

*  *  * 

Judge  F.  Donald  Phillips  signed  a  report  in 
Guilford  Superior  Court  recently  on  liquidation 
proceedings  of  the  Central  Carolina  Rehabilita- 
tion Hospital,  Inc. 

The  hospital  had  $87,876.32  on  hand  when 
liquidation  proceedings  were  held  February  18, 
1963,  before  Judge  J.  Will  Pless. 

The  money  was  disbursed:  $29,000  each  to  the 
Medical  Foundation  of  North  Carolina,  Duke  Uni- 
versity Medical  Center,  and  trustees  of  Wake 
Forest  College.  The  remaining  $876.32  is  to  be 
held  in  reserve  by  trustees  of  the  hospital  to 
meet  future  debts. 

*  +  * 

"The  first  year  has  been  a  tremendous  success," 
the  March  of  Dimes  state  chairman  said  after 
hearing  a  review  of  the  achievements  of  the 
state's  only  birth  defects  clinic.  "To  carry  on 
this  wonderful  work  for  another  year,  we  want 
to  renew  the  grant." 

With  these  words,  state  Chairman  Wendell  H. 
Eysenback  of  Winston-Salem  recently  presented 
a  $32,800  check  to  Dr.  Loren  G.  MacKinney  of 
U.N.C.  Department  of  Pediatrics,  who  is  director 
of  the  Birth  Defects  Clinic  at  N.  C.  Memorial 
Hospital. 

Dr.  MacKinney  told  March  of  Dimes  represen- 
tatives at  a  statewide  meeting  that  21  children 
born  with  central  nervous  system  problems  (such 
as  paralysis),  facial  defects  (such  as  no  ears)  and 
other  abnormalities  are  now  under  active  care 
in  the  special  clinic. 

He  said  the  clinic  provides  comprehensive, 
long-term  care  to  salvage  as  man.v  handicapped 
children  as  possible.  "It's  a  rare  situation,"  he 
said,  "when  we  find  that  nothing  can  be  done." 

The  report  of  the  first  year's  activities  showed 
that  about  three  of  every  four  children  sent  to 
the  birth  defects  clinic  were  accepted  for  care. 
Some  others  were  referred  to  more  appropriate 
medical  services. 

*  *  * 

Studies  of  the  causes  of  rheumatic  fever  and 


rheumatoid  arthi'itis  will  be  supported  by  a  $38,- 
000  federal  grant  to  the  University  of  North 
Carolina. 

The  grant,  a  new  one  for  a  five  year  period, 
has  been  made  by  the  National  Institutes  of 
Health.  Dr.  William  J.  Cromartie,  professor  of 
bacteriology  and  medicine  in  the  U.N.C.  School 
of  Medicine,  is  the  principal  investigator. 

The  project  also  includes  an  investigation  of 
the  relation  of  the  rheumatic  diseases  to  poisons 
which  may  be  produced  when  streptococci  germs 
are  killed  and  digested  in  the  tissues  of  certain 
individuals. 

*  *  * 

American  and  Old  Master  prints  from  the  ex- 
tensive collection  of  Dr.  W.  P.  Jacocks  (U.N.C. 
Med.  '09)  were  on  exhibit  at  the  Ackland  Art 
Center  at  the  University  of  North  Carolina  from 
December  5  through  January  5. 

Etchings,  engravings,  woodcuts  and  litho- 
graphs, accumulated  by  Dr.  Jacocks  over  a  30-year 
period,  were  included  in  the  exhibit.  Dr.  Jacocks, 
who  has  resided  in  Chapel  Hill  since  his  retire- 
ment in  1948,  is  collector,  athlete,  hobbyist,  his- 
torian and  physician.  Prior  to  his  retirement,  he 
was  a  public  health  administrator. 
+  +  * 

Dr.  Mario  M.  Stone  has  left  his  position  as  in- 
structor in  orthopedic  surgery  at  the  University 
of  North  Carolina  School  of  Medicine  and  senior 
resident  at  North  Carolina  Memorial  Hospital  to 
become  assistant  professor  of  orthopedics  at  the 
Medical  College  of  Georgia  in  Augusta,  Georgia. 

Dr.  Stone  is  a  native  of  Cuba  and  received  his 
medical  degree  in  1941  from  the  University  of 
Havana,  He  was  at  U.N.C.  for  one  year. 

*  *  * 

Dr.  Henry  T.  Clark,  Jr.,  administrator  of  the 
Division  of  Health  Affairs  at  the  University  of 
North  Carolina,  made  the  keynote  address  in  Chi- 
cago on  January  31  at  a  Workshop  of  Dental  Ex- 
aminers and  Dental  Educators. 

His  address  was  entitled  "What  Does  Society 
Demand  of  a  Health  Profession." 

*  *  * 

An  audiometric  calibration  center  for  checking 
the  accuracy  of  instruments  used  in  hearing  tests 
has  been  opened  at  North  Carolina  Memorial 
Hospital. 

It  is  considered  the  most  complete  center  of 
its  kind  south  of  the  Bureau  of  Standards  in 
Washington,  D.  C.  It  has  been  set  up  under  a  con- 
tract with  the  Bureau  of  State  Services  of  the 
U.  S.  Public  Health  Service. 

William  G.  Thomas,  audiologist  and  director 
of  the  Speech  and  Hearing  Clinic  at  the  hospital, 
said  that  services  will  include  the  calibration  and 
basic  repair  of  all  makes  of  audiometers. 

Services  are  a\ailable  to  physicians,  public 
schools,  health  departments,  other  speech  and 
hearing  centers  and  other  organizations  using 
audiometric  equipment. 
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I  News  Notes  from  the 

Bowman  Gray  School  of  Medicine  of 
Wake  Forest  College 

Two  foundations  have  made  significant  con- 
tributions to  the  Medical  Center  Development 
Program  of  the  Bowman  Gray  School  of  Medicine 
and  North  Carolina  Baptist  Hospital. 

The  Z.  Smith  Reynolds  Foundation  voted  sup- 
port totalling  $1,500,000. 

A  $600,000  grant  was  awarded  by  the  Mary 
Reynolds  Babcock  Foundation. 

The  grants  were  announced  by  John  F.  Wat- 
lington  Jr.,  general  chairman  of  the  medical  cen- 
ter campaign  for  $17,000,000  in  private  capital 
funds.  Total  cost  of  the  proposed  medical  center 
expansion  project  is  estimated  at  $16,250,000. 

Based  on  immediate  and  projected  needs  for 
facilities  to  serve  areas  of  health  education,  pa- 
tient care  and  medical  research,  the  first  phase 
of  the  long-range  development  program  will  in- 
crease the  size  of  the  present  medical  center 
plant  by  approximately  60  per  cent.  Construction 
is  tentatively  scheduled  to  begin  September  1, 
'     1965. 

The  expansion  is  designed  to  permit  a  30  per 
cent  increase  in  medical  school  enrollment  and  a 
50  per  cent  increase  in  the  size  of  the  nursing 
and  other  paramedical  student  bodies;  to  provide 
hospital  and  clinic  facilities  to  serve  the  health 
needs  of  a  rapidly  increasing  regional  and  state 
population;  and  to  facilitate  the  production  of 
health  knowledge  by  increasing  research  oppor- 
tunities for  medical  scientists. 

^     ^     ^ 

The  Bowman  Gray  School  of  Medicine  has  been 
awarded  a  $20,087  grant  by  the  National  Founda- 
tion-March of  Dimes  to  support  the  development 
of  a  special  treatment  center  for  children  with 
rheumatoid  arthritis. 

The  treatment  center,  located  in  the  outpatient 

^     department   of   the   medical   center,   will   utilize 

facilities  of  both  the  medical  school  and  North 

Carolina  Baptist  Hospital.  It  will  be  directed  by 

Dr.  Weston  M.  Kelsey,  professor  and  chairman  of 

■    the  Department  of  Pediatrics. 

Grant  funds  were  collected  through  the  March 
of  Dimes  drive  in  North  Carolina.  Approximately 
jjjihalf  the  amount,  $10,000,  was  contributed  by  the 
;,l  I  Forsyth  County  Chapter. 

Research  on  the  cause,  diagnosis,  and  clinical 
course  of  the  disease  has  been  under  way  at 
the  medical  school  for  more  than  a  year.  A  clinic 
for  the  study  and  care  of  children  with  rheuma- 
toid arthritis  was  established  last  March. 

Dr.  Alanson  Hinman,  assistant  professor  of 
pediatric  neurology,  has  been  granted  a  six-month 
leave  of  absence  from  the  Bowman  Gray  School 
of  Medicine  to  accept  dual  appointments  with  the 
federal  government  in  Washington. 


He  began  his  new  duties  January  2  as  assistant 
to  Dr.  Stafford  L.  Warren,  the  President's  special 
assistant  on  mental  retardation.  Dr.  Hinman  also 
will  serve  as  visiting  scientist  and  consultant  to 
Dr.  Richard  Masland,  director  of  the  National  In- 
stitute of  Neurological  Diseases  and  Blindness. 

In  Dr.  Hinman's  absence,  his  duties  as  director 
of  Amos  Cottage  and  the  Developmental  Evalua- 
tion Clinic — the  medical  center's  inpatient-out- 
patient  units  for  the  care  of  mentally  retarded 
children — are  being  assumed  by  Dr.  James  A. 
Chappell,  instructor  in  clinical  pediatrics.  Dr.  Hal- 
ford  Whitaker,  assistant  in  neurology,  is  substi- 
tuting for  Dr.  Hininan  in  the  Pediatric  Neurology 
Clinic. 

=1:     *     * 

Wyeth  Laboratories  recently  awarded  an  un- 
restricted grant  of  $5,000  to  the  Department  of 
Pediatrics  of  the  Bowman  Gray  School  of  Medi- 
cine. 

The  funds  will  facilitate  the  Department's 
plans  to  establish  a  new  program  of  research  and 
treatment  in  pediatric  endocrinology,  according 
to  Dr.  Weston  M.  Kelsey,  professor  and  chairman 
of  the  department. 

*  *  * 

Dr.  James  A.  Harrill,  professor  and  head  of  the 
Section  on  Otolaryngology  at  the  Bowman  Gray 
School  of  Medicine,  has  been  elected  treasurer  of 
the  Society  of  University  Otolaryngologists.  He 
was  elected  to  a  three-year  term  at  a  recent  or- 
ganizational meeting  of  the  society  in  Chicago. 

*  *  * 

Dr.  Edward  V.  Spudis,  assistant  professor  of 
neurology,  is  spending  three  months  at  the  Mon- 
treal Neurologic  Institute,  Montreal,  Canada.  He 
is  engaged  in  obser\-ation  and  research  on  new 
techniques  in  electroencephalography.  He  vi'ill 
return  to  the  Bowman  Gray  School  of  Medicine 
April  15. 

Dr.  A.  Robert  Cordell,  assistant  professor  of 
surgery,  has  been  elected  chairman  of  the  North 
Carolina  Heart  Association's  Research  Commit- 
tee. Other  Bowman  Gray  faculty  members  who 
are  members  of  the  committee  are  Dr.  J.  Maxwell 
Little,  professor  and  chairman  of  the  Depart- 
ment of  Pharmacology,  and  Dr.  Herman  E. 
Schmid,  Jr.,  assistant  professor  of  physiology. 
jf  -^  jf 

Dr.  Richard  C.  Proctor,  professor  and  chairman 
of  the  Department  of  Psychiatry  at  the  Bowman 
Gray  School  of  Medicine,  has  been  appointed  ex- 
aminer for  the  American  Board  of  Psychiatry  and 
Neurology. 

*  *  * 

Dr.  Harold  O.  Goodman,  associate  professor  of 
medical  genetics,  participated  in  the  annual  meet- 
ing of  the  American  Association  for  the  Advance- 
ment of  Science.  The  meeting  was  held  in  Cleve- 
land, Ohio.  Dr.  Goodman  presented  a  paper  on 
"Genetic  Parameters  of  Dental-Facial  Growth." 
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News  Notes  from  the 
Duke  University  Medical  Center 

Three  years  ago  Duke  University  became  the 
first  institution  in  the  United  States  to  Ijegin 
medical  experimental  work  in  hyperbaric  oxygen- 
ation, which  some  consider  to  be  one  of  the  most 
promising  developments  in  medicine  today.  The 
pressure  chamber  installed  in  December.  1962,  is 
the  first  in  this  country  designed  especially  for 
patient  and  studies. 

Harvard  surgeons  began  hyperbaric  treatment 
in  1962,  using  a  renovated  chamber  that  had  been 
built  for  industrial  medicine  studies  by  the  Uni- 
versity's School  of  Public  Health.  This  facility 
attracted  nationwide  attention  last  summer  when 
it  was  used  in  an  attempt  to  save  the  life  of  the 
late  President  Kennedy's  infant  son. 

Dr.  Ivan  W.  Brown  Jr.,  professor  of  surgery 
and  director  of  the  new  venture  at  Duke,  explains 
that  hyperbaric  oxygenation  basically  means 
breathing  oxygen  at  high  pressure.  If  this  were 
attempted  under  normal  atmospheric  conditions, 
the  patient's  lungs  would  burst  like  over-inflated 
balloons. 

To  get  around  this  prolilem,  the  i)atient  is 
placed  in  a  chamber  similar  in  many  ways  to  de- 
compression chaml)ers  used  in  deep  sea  diving. 
Air  is  pumped  into  the  chamber  until  the  pres- 
sure rises  to  as  much  as  100  pounds  per  square 
inch — the  pressure  that  a  diver  would  encounter 
if  he  descended  225  feet  below  the  surface  of  the 
ocean.  But  ordinarily  patients  are  treated  in  the 
chamber  at  30-45  jjounds  per  square  inch,  or  the 
equivalent  of  a  seawater  depth  of  66  to  101  feet. 

Thus  the  patient  can  breathe  oxygen  at  this 
same  high  pressure  without  danger  of  his  lungs 
bursting.  In  this  way,  more  oxygen  goes  into  so- 
lution in  the  patient's  body  fluids  and  tissues,  and 
he  becomes  literally  saturated  with  the  life-sus- 
taining gas.  This  procedure  has  opened  the  door 
to  a  remr.rkable  array  of  possibilities  in  medicine 
and  surgery. 

The  chamber  now  in  use  is  a  "pilot  facility," 
Dr.  Brown  explains.  "We're  planning  a  more 
elaborate  complex  that  will  include  one  large 
chamber  for  surgery  and  two  others  for  medical 
use." 

To  be  housed  in  an  addition  to  the  Medical 
Center,  these  facilities  will  be  provided  within 
the  next  two  to  three  years.  Meanwhile,  the  pilot 
chamber  is  being  used  by  clinical  investigators 
in  surgery,  internal  medicine,  physiology,  bio- 
chemistry and  other  fields. 
*  +  * 

A  recent  warning  by  two  North  Carolina  psy- 
chiatrists against  the  dangers  of  bromide-con- 
taining medicines  was  underscored  recently  by  a 
pharmacologist  at  the  Duke  University  Medical 
Center. 

Dr.  Frederick  Bernheim,  when  asked  to  com- 
ment on  bromide  hazards,  said  that  bromide  is 


worse  than  many  tjther  potentially  harmful  drugs 
"because  it  l)uilds  up  in  the  body  with  repeated 
dosage." 

He  noted  that  bromide  is  found  in  many  non- 
prescription headache  remedies  and  sedatives 
sold  in  drugstores. 

Drs.  John  A.  Ewing  and  W.  J.  Grant,  who 
recently  reported  on  a  study  of  bromide  in  rela- 
tion to  mental  illness  during  a  Southern  Medical 
Association  meeting  in  New  Orleans,  urged  doc- 
tors to  help  educate  the  public  to  the  hazards  of 
self-medication  with  bromide  medicines. 

Dr.  Ewing  is  professor  of  psychiatry  at  the  Uni- 
versity of  North  Carolina  School  of  Medicine.  Dr. 
Grant,  formerly  of  the  UNC  faculty,  is  with  the 
Child  Guidance  Clinic  in  Winston-Salem. 

Symposium  on  Endocrinology 

The  second  annual  symposium  of  the  Veterans 
Administration  Hospital  in  Salisbury  will  be  held 
March  14  and  15,  The  general  topic  is  Endocrin- 
ology. 

Co-sponsoring  the   symposium  with   the   Salis- 
bury VA  Hospital  is  the  Rowan-Davie  Chapter  ot 
the  American  Academy  of  General  Practice  and 
the  Rowan-Davie  County  Medical  Society. 
The  complete  program  follows: 

Saturday,   AfaiTh    14,    I!)(i4 
8:00  a.m.;     Registration 
MoriiiiiK   Session:    Chairman — William   T.   Sharp, 

M.D. 
8:30  a.m.:     Welcome— H.  G.  Hockett,  M.D.,  Hospi- 
tal Director,  V.   A.   Hospital,   Salis- 
bury, N.  C,  James  C.  Coffey,  M.D., 
President,  Rowan-Davie  Chapter  A. 
A.  G.  P.,  J.  C.  Hall,  M.D.,  President, 
Rowan-Davie    County    Medical    So- 
ciety 
8:45  a.m.:     "Central  Nervous  System  Control  of 
Endocrine  Function  in  the  Human," 
Judson  J.  Van  Wyk.  M.D.,  University 
of  N.   C.   School  of  Medicine,   Chapel 
Hill 
9:30  a!m.:     "Clinical  Disorders  of  Anterior  Pitui- 
tary Function,"  E.  Perry  McCullagh, 
M.D.,     Cleveland     Clinic,     Cleveland, 
Ohio 
10:30  a.m.:     Intermission 

11:00  a.m.:     "Hirsute   Female,"   Robert  B.   Green- 
lilatt,  M.D,,  Medical  College  of  Geor- 
gia, Augusta 
11:45  a.m.:     Panel    Discussion:    Moderator — J.    F. 
Toole,  M.D.,  Bowman  Gray  School 
Medicine,  Winston-Salem 
Members — Dr.  Van  Wyk,  Dr.  McCul- 
lagh, and  Dr.  Greenblatt 
1:00  p.m.:     Lunch 
Afternoon   Session:   (hairnian — James   C.   Coffee, 

M.D. 
2:00  p.m.:     "Secretion  and  Metabolism  of  Adrenal 
Cortical    Steroids    in    Systemic    Dis- 
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ease,"  Ralph  E.  Peterson,  M.D.,  Cor- 
nell LTniversity  Medical  School,  New 
York 
2:45  p.m.:  "Aldosterone  and  Aldosterone  Antag- 
onists," F.  C.  Bartter,  M.D.,  National 
Heart  Institute,  Institutes  of  Health, 
Bethesda,  Maryland 
3:15  p.m.:     Intermission 

3:45  p.m.:     "Persistent  Lactation — Hypothalamic 
Pituitary    Mechanisms,"     Robert     B. 
Greenblatt,  M.D.,  Medical  College  of 
Georgia,   Augusta,  Georgia 
4:30  p.m.:     Panel    Discussion:    Moderator — John 
H.     Felts,     M.D.,     Bowman     Gray 
School  of  Medicine,  Winston-Salem, 
N.  C. 
Members— Dr.  Peterson,  Dr.  Bartter, 
and  Dr.  Greenblatt 
6:00  p.m.:     Adjourn 

Saturday  Evening  (Salisbury  Country  Club) 
7:30  p.m.:     Cocktail  Hour 

8:00  p.m.:     Dinner— Presiding:  Trent  Busby,  M.D. 
After-Dinner      Speaker  —  Horace     A. 
(Bones)    McKinney,    Wake    Forest 
College,  Winston-Salem,  N.  C. 

Sunday,  March   15,  1964 
Morning  Session:  Chairman — J.  C.  Hall,  M.D. 
8:30  a.m.:     "Adrenal  Cortical  Tumors  and  Hyper- 
plasia," Dr.  Peterson,  University  Med- 
ical School,  New  York,  N.  Y. 
9:15  a.m.:     "Estrogens,    Gestagens,    and    Andro- 
gens and  the  Endocrinology  of  Preg- 
nancy," Charles  W.  Lloyd,  M.D.,  Wor- 
cester Institute  for  Experimental  Bi- 
ology and  Medicine,  Shrewsbury,  Mas- 
sachusetts 
10:00  a.m.:     "Multiple  Endocrine  Disorders,"  Wil- 
liam Parson,  M.D.,  University  of  Vir- 
10:30  a.m.:     Intermission 

Afternoon  Session:  Chairman — J.  C.  Hall,  M.D. 
12:30  p.m.:     "The  Mechanism  of  Secretion  of  Hor- 
mones By  The  Central  Nervous  Sys- 
tem," Martin  G.  Netsky,  M.D.,  Univer- 
sity of  Virginia  School  of  Medicine, 
Charlottesville,   Virginia 
1:15  p.m.:     "Changing  Perspectives  On  The  Obes- 
ity Problem,"  Dr.  Parson 
2:00  p.m.:     Panel  Discussion:  Moderator — Emery 
C.  Miller,  Jr.,  M.D.,  Bowman  Gray 
School  of  Medicine,  Winston-Salem 
Members— Dr.    Peterson,    Dr.    Lloyd, 
Parson,  and  Dr.  Netsky 
3:00  p.m.:    Adjourn 

Program  Chairman — Harry  Nushan,  M.  D.  Chief 
Medical    Service,    V.    A.    Hospital,    Salisbury 
The  symposium  has  been  approved  for  13  hours 

A..A.G.P.  Category  I  credit. 
Attendance  is  free.  Registration  will  continue 

;hroughout  the  symposium,  but  advance  registra- 

:ion  is  advisable. 


Edgecombe-Nash  Medical  Society 


Dr.  Kaye  Kilburn,  associate  professor  of  medi- 
cine at  Duke,  was  speaker  at  the  January  meet- 
ing of  the  Edgecombe-Nash  Medical  Society.  His 
topic  was  "Pulmonary  Emphysema." 


Medical   College   of   Georgia 

A  one  day  symposium  on  Gynecologic  Endo- 
crinology and  the  Stein-Leventhal  Syndrome 
will  be  held  in  Augusta,  Georgia,  on  Thursday, 
March  19,  1964. 

The  symposium  is  being  sponsored  by  the  local 
medical  society  in  conjunction  with  the  Medical 
College  of  Georgia.  There  will  be  no  registration 
fee.  Among  the  participants  will  be  Dr.  John 
Loraine  of  Edinburgh,  Scotland;  Dr.  Geoffrey 
Venning  of  London,  England;  and  Dr.  Irving 
Stein  of  Chicago,  Illinois.  Dr.  William  E.  Bar- 
field  will  moderate  the  morning  session  on  "Prob- 
lems of  Gynecologic  Endocrinology"  and  Dr. 
Greenblatt  the  session  in  the  afternoon  on  "The 
Stein-Leventhal  syndrome." 


American  Board  of  Obstetrics  and 
Gynecology 

The  Part  II  (oral  and  clinical)  examination  for 
all  scheduled  candidates  is  being  conducted  by 
the  entire  Board  of  Obstetrics  and  Gynecology, 
at  the  Edgewater  Beach  Hotel,  Chicago,  Illinois, 
April  27-May  2. 

Special    Notice 
As  of  May  1,  19fi4,  the  office  of  the  Secre- 
tary-Treasurer of  this  Board   will  be  lo- 
cated  at — 

100  Aleadow  Road 
Buffalo    16,    \ew   York. 
Dr.  Clyde  L.  Randall  replaces  Dr.  Robert 
L.   Faulkner   in   a.ssuming  the   duties   of 
this  office  as  of  the  forthcoming  annual 
meeting  of  the  Board. 
New  and  reopened  applications  and  requests 
for  re-examination   in   1965  will  be  accepted  in 
the  Office  of  the  Secretary  on  or  before  July  1, 
1964   (see  notice  for  correct  mailing  address). 

Current  bulletins  outlining  present  require- 
ments, and  application  forms  may  be  obtained 
by  writing  to  the  Office  of  the  Secretary.  Appli- 
cants are  urged  to  familiarize  themselves  with 
the  current  rules  and  regulations. 


American   College   of   Physicians 

The  American  College  of  Physicians  (ACP), 
representing  specialists  in  internal  medicine,  says 
a  physician's  use  of  new  medical  techniques  and 
agents  is  "a  proper  and  indispensable  part  of 
the  practice  of  medicine." 

Action  of  the  ACP  Board  of  Regents,  backing 
clinical  investigation  of  new  drugs  and  methods 
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of  treatment,  was  announced  by  Wesley  W. 
Spink,  M.D.,  Minneapolis,  Minnesota,  president 
of  the  organization,  during  a  two-day  ACP  reg- 
ional meeting  held  in  New  York  last  month. 

General  acceptance,  according  to  the  resolution, 
"must  be  preceded  by  an  early  or  investigational 
phase  to  demonstrate  the  utility  of  such  new 
technique,  procedure  or  agent  in  the  normal 
course  of  diagnosing,  treating  or  preventing  a 
disease  state  as  it  occurs  in  humans." 

The  resolution  concluded: 

"The  use  of  new  or  relatively  new  medical 
techniques,  procedures  and  agents  which,  on  the 
basis  of  reasonably  probative  data,  offer  rea- 
sonable promise  of  conferring  patient  benefit  at 
least  equal  and  possibly  superior  to  that  obtain- 
able through  the  use  of  established  techniques, 
procedures  and  agents  without  a  correspond- 
ingly greater  foreseeable  risk  to  the  patient,  is 
hereby  approved  as  forming  a  proper  and  indis- 
pensable part  of  the  practice  of  medicine," 

AMERIC.A.N  College  of  Chest  Physicians 

To  commemorate  the  founding  30  years  ago 
of  the  American  College  of  Chest  Physicians,  the 
Board  of  Regents  of  the  College  voted  at  their 
meeting  in  Portland,  Oregon,  to  establish  a 
"Founder's  Lecture"  in  honor  of  Murray  Korn- 


field,  a  layman  who  founded  the  society. 

This  lecture  will  be  presented  at  each  Interna- 
tional Congress  of  the  College.  These  Internation- 
al meetings  are  held  in  various  parts  of  the  world 
every  two  years  to  evaluate  new  discoveries  and 
developments    in    cardiopulmonary    diseases. 

The  Eighth  International  Congress  on  Diseases 
of  the  Chest  will  be  held  in  Mexico  City,  October 
11-1.5,  1964.  The  Honorable  Adolpho  Lopez  Ma- 
teos.  President  of  Mexico  and  Honorary  Presi- 
dent of  the  Congress,  will  officially  open  the 
meeting  at  the  inauguration  ceremonies. 

Institute  for  Cardiopulmonary  Diseases 

A  nine  month  tutorial  program  in  Cardiology, 
September  1.5,  1964  to  June  15,  1965,  will  be  of- 
fered by  the  Institute  for  Cardiopulmonary  Dis- 
eases, Scripps  Clinic  and  Research  Foundation, 
La  Jolla,  California. 

This  will  be  an  intensive  program  covering  the 
field  of  cardiovascular  diseases  and  is  especially 
designed  for  the  physician  in  private  practice 
who  wants  a  year  of  organized  instruction  with 
freedom  from  direct  patient  responsibility. 

For  details,  write  E.  Grey  Dimond,  M.D.,  In- 
stitute for  Cardiopulmonary  Diseases,  Scripps 
Clinic  and  Research  Foundation,  La  Jolla,  Cali- 
fornia. 


newest.. .for  the  youngest 

for  infants  and  young  children, 
this  newest  form  of  Fluorac 
affords  extra  convenience 
of  liquid  dosage  to  supply 
caries-preventing  fluoride,  plus 
vitamins  A,  C,  D,  and  B^ 
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National   Society  for   Crippled   Children 
AND  Adults 

Results  of  a  three-year  intensive  research  study 
of  contract  procurement  practices  in  35  sheltered 
workshops  throughout  the  nation  employing 
handicapped  persons  are  contained  in  an  exhaus- 
tive report  published  recently  by  the  National 
I  Society  for  Crippled  Children  and  Adults. 

The  investigation  was  supported  by  grants 
from  the  Easter  Seal  Research  Foundation  of 
the  National  Society  and  the  Vocational  Rehabili- 
'tation  Administration,  Department  of  Health, 
'Education  and  Welfare,  Washington,  D.  C. 

"Contract  Procurement  Practices  of  Sheltered 
Workshops''  is  available  at  $1.00  from  the  Na- 
tional Society  for  Crippled  Children  and  Adults, 
2023  West  Ogden  Avenue,  Chicago,  Illinois  60612. 

American  Hospital  Association 

Col.  Robert  C.  Love  (USAF  Ret.)  has  been  ap- 
pointed director  of  the  Division  of  Professional 
Services,  Department  of  Administrative  and  Pro- 
fessional Services,  of  the  American  Hospital  As- 
sociation. 

He  retired  in  November  after  21  years  of  serv- 
ice in  the  armed  services,  all  of  it  with  the  med- 
ical corps.  His  last  assignment  was  deputy  sur- 


geon, United  States  Air  Forces  Europe,  headquar- 
ters of  which  are  in  Wiesbaden,  Germany. 

U.  S.  Department  of  Health,  Education, 
and  Welfare 

Appointment  of  Patrick  J.  Doyle,  M.D.,  as 
Deputy  Commissioner  of  Vocational  Rehabilita- 
tion has  been  announced  by  Commissioner  Mary 
E.  Switzer. 

Dr.  Doyle  comes  to  the  Vocational  Rehabilita- 
tion Administration  from  a  position  as  Deputy 
Special  Assistant  to  the  President  for  Mental 
Retardation. 

Public  Health  Service 

CLINICAL   CENTER  STUDY  OF 
OSTEOPETROSIS  AND   OSTEOGENESIS 
IMPERFECTA 
The  cooperation  of  physicians  is  requested  in 
the  referral  of  patients  with  osteopetrosis  and 
patients   with    osteogenesis    imperfecta    for    stu- 
dies of  calcium  metabolism  in  these  conditions 
underway  at  the  Clinical  Center,  National  Insti- 
tutes of  Health,  Bethesda,  Maryland. 

Patients  should  be  between  the  ages  of  21  and 
51,  in  good  general  health,  without  gastrointesti- 
nal or  renal  disease.  They  should  be  ambulatory, 
and  able  to  remain  in  the  hospital  three  to  four 


FLUOR  AG"  drops 


Each  0.6  cc.   of  aqueous   FLUORAC  drops  provides: 
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Contraindicated  where  fluoride 

content  of  water  is  more 
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from  this  source  exceeds  0.3  mg. 
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weeks  for  blood  tests,  radioactivity  measurement, 
and  a  metabolic  balance  routine. 

LTpon  completion  of  the  study,  patients  will  be 
returned  to  the  care  of  their  referring  phj-sicians, 
who  will  receive  a  complete  narrative  summary 
and  report  of  our  findings. 

Physicians  interested  in  having  their  patients 
considered  for  admission  to  this  study  should 
write  Dr.  Leon  E.  Rosenberg.  Metabolism  Serv- 
ice, National  Cancer  Institute,  National  Institutes 
of  Health,  Bethesda,  Maryland  20014. 
*    *    * 

Pamphlets  designed  to  give  the  general  public 
a  clearer  understanding  of  three  frecjuently 
encountered  forms  of  cancer — of  the  breast,  uter- 
us and  skin — have  been  issued  by  the  Public 
Health  Service.  They  are  the  first  three  in  a  re- 
vised series  of  10  publications  dealing  with  can- 
cer of  different  body  sites. 

Prepared  by  the  Service  National  Cancer  In- 
stitute, the  group  of  publications  will  describe  the 
nature,  cause  and  pre\'ention,  detection,  diagnosis 
and  treatment  of  malignant  disease.  The  current 
state  of  research  on  cancer  will  be  covered  as 
well. 

The  pamphlets,  "Cancer  of  the  Breast"  (PHS 
Publication  N.  576),  "Cancer  of  the  Uterus"  (PHS 
Publication  No.  10.57),  and  "Cancer  of  the  Skin" 
(PHS  Publication  No.  378)  are  available  in  single 
copies  from  the  Public  Health  Ser\'ice,  Washing- 


Treat  Yourself  to  a 

CAROLI  N  IAN-STYLE 

Vacation  This  Year 


Gala  St.  Patrick's  Day  Party  and  Fox  Hunt 

March  12-14 

For   Reservations   and   rates  write 

THE  CAROLINL\N 

Box  MJ-24,  Nags  Head.  N.  C. 

919—441-2311 


ton,  D.  C.  Thej-  may  l^e  purchased  in  quantitj 
from  the  Superintendent  of  Documents,  Govern 
ment  Printing  Office,  Washington  25,  D.  C,  at  I 
cents  per  copy  or  at  the  following  bulk  rates 
"Cancer  of  the  Breast"  and  "Cancer  of  the  Ut 
erus,"  $2.75  per  100  copies;  "Cancer  of  the  Skin,' 
83.25  per  100  copies. 


Veterans  Administration 

John  D.  Alderman,  director  of  the  San  Fern 
ando,  California,  Veterans  Administration  Hos 
pital  since  1960,  has  been  named  director  of  th( 
Oteen,  North  Carolina,  VA  hospital.  He  oncf 
served  at  Oteen  hospital  as  personnel  officer. 

He  will  succeed  Dr.  James  D.  Murphy,  who  re 
tired  at  the  end  of  November  because  of  11' 
health. 


Ayor.-it    Tapes    Koiiiid    Table 
Halothane 


Discussion    on 


K 


During  late  1963  Excerpta  Medica  Foundation 
organized  a  round  table  discussion  on  "Halo 
thane:  A  Report  of  Current  Medical  Opinion.  Thi 
discussion  was  recorded  on  video  tape  in  a  tele 
vision  studio  and  has  been  transferred  to  16  mm 
film.  This  45-minute,  black  and  white,  sound  filn 
is  now  available  for  medi-audiences. 

Those  on  the  panel  included  Drs.  Max  Sadove 
chairman,  Chicago;  Michael  Johnstone,  England* 
Leonard  Fabian,  Jackson,  Mississippi;  Leroy  Van. 
dam,   Boston;  Raymond   Courtin,   Dallas;   and  J* 
Gordon  Robson,  Montreal. 

Bookings  for  the  film  may  be  obtained  or 
request  from  W.  R.  Sheridan.  Promotion  Man 
ager,  Ayerst  Laboratories,  685  Third  Avenue 
New  York  17,  New  York.  Transcript  copies  of  th( 
discussion  are  also  available  for  distribution  ti 
the  audience  when  the  film  is  shown. 


Gerbcr    \e\v    >Iilk-free    Formula    for    Babies 

Lambase,  a  new  formula  food  for  babies  anc  .. 
young  children  with  an  allergy  or  other  intoler; 
ance  to  milk,  is  being  introduced  by  the  makers' 
of  Gerber  baby  foods.  Like  the  two  previous  for 
mula  foods  developed  by  this  company,  Modilac 
and  j\lBF,  a  meat  base  formula,  Lambase  will  b(: 
released  through  drug  channels  on  doctor's  speci 
fication. 

This  premodified  formula  derives  its  entire 
protein  content  from  lamb,  assuring  a  higl  tid 
biologic  value  comparable  to  that  of  whole  milP 
protein  and  superior  to  that  of  casein  or  vege 
table  proteins.  Lambase  also  supplies  other  majoi 
nutrients  essential  for  the  normal  growth  anc 
development  of  infants. 

Lambase  has  been   selectively   formulated   foS^k 
hypoallergenicity,  nutritional  adeciuacy  and  com 
venience  when  used  as  a  replacement  for  mill 
in  tj^pical  infant  diets. 
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Proposals  to  provide  limited  health  care 
for  the  aged  under  social  security  continue 
to  be  the  most  important  legislation  before 
I"ongress  so  far  as  the  medical  profession  is 
concerned. 

In  his  State  of  the  Union  message  to  Con- 
2iress,  President  Johnson  labeled  it  "must" 
egislation  and  asked  for  Congressional  ap- 
Droval  before  the  end  of  this  summer. 

The  House  Ways  and  Means  Committee 
ate  in  January  wound  up  hearings  on  the 
iing-Anderson  bill,  the  Administration's 
nedicare  legislation. 

The  committee — with  a  majority  of  its 
nembers  believed  to  still  be  opposed  to  such 
egislation — did  not  indicate  immediately 
vhen  it  would  act  further  on  the  bill. 

In  commenting  on  the  State  of  the  Union 
nessage,  Dr.  Edward  R.  Annis,  president 
)f  the  American  Medical  Association,  said 
hat  President  Johnson  apparently  had  been 
grossly  misinformed  by  his  advisers  on  the 
egislation. 

Other  legislative  proposals  of  interest  to 
)hysicians  include : 

An  amendment  to  the  Keogh  law  that 
^•ould  remove  the  present  50  per  cent 
imitation  on  the  amount  of  income  tax 
eduction  a  selfemployed  person  can  claim 
n  his  annual  retirement  savings.  It  also 
emoves  the  $2,500  or  10  per  cent  of  income 
imitation  on  the  amount  of  retirement 
avings  an  individual  with  employees  could 
.se  for  tax  deduction  purposes.  This  would 
e  a  tremendous  boost  for  the  Keogh  pro- 
ram  and  for  self-employed  persons  with 
etirement  savings  plans. 

Rep.  Eugene  Keogh  (D.,  N.Y.)  and  Sen. 
feorge  Smathers  (D.,  Fla.)  are  sponsoring 
le  amendment. 

The  Internal  Revenue  Service  recently 
;sued  a  tentative  ruling  that  was  a  setback 
3  physicians  and  other  professional  men 
lanning  to  band  together  into  corporations 
)r  tax  purposes.  A  proposed  regulation 
.ated  that  such  professional  organizations 
mst  have  all  of  the  characteristics  of  a  busi- 


From   the   Washington   Office   of   the   American   Medical 
isociation. 


ness  corporation  in  order  to  cjualify  for  corp- 
oration tax  treatment,  which  would  be  virt- 
ually impossible  for  a  group  of  professional 
men. 

The  regulation  would  knock  out  the  so- 
called  Kintner  regulations  of  1960  under 
which  IRS  stated  that  associations  of  pro- 
fessional men  would  be  classified  for  tax 
purposes  as  corporations  provided  certain 
corporate  characteristics  were  followed  and 
provided  that  state  law  authorized  estab- 
lishment of  the  groups  as  corporations. 

The  IRS  proposal  is  not  final  and  will  be 
the  subject  of  hearings  at  a  later  date.  It 
appears  certain  to  be  the  subject  of  court 
litigation,  if  made  final. 

— A  civil  defense  bill  that  has  passed  the 
House  and  is  before  the  Senate.  It  would 
provide  a  $190  million  program  of  grants  to 
hospitals  and  other  non-profit  institutions 
for  building  fall-out  shelters.  These  shelters 
could  be  used  as  garages,  storage  areas,  etc., 
in  peacetime. 

— An  Administration  proposal  to  require 
clearance  and  approval  of  new  medical  de- 
■\'ices,  which  means  anything  from  a  new 
type  of  forceps  to  the  most  complicated 
radiation  device.  FDA  would  rule  on  the 
efficacy  as  well  as  the  safety  of  such  devices, 
as  it  does  now  on  new  drugs. 

— "Humane"  treatment  of  laboratory  ani- 
mals. Most  of  such  bills  would  require  re- 
search institutions  to  provide  laboratory 
animal  care  conforming  to  certain  fixed 
federal  standards  in  order  to  qualify  for 
federal  grants. 

— An  amendment  to  the  medical  educa- 
tion law  that  would  forgi\'e  part  of  the  re- 
payment of  federal  loans  to  students  if  the 
young  physician  settles  in  a  physician-short- 
age area. 

— The  American  medical  profession  and 
the  U.  S.  Public  Health  Service  have  joined 
forces  in  opposing  a  Senate-passed  bill  that 
would  deprive  PHS  of  its  authority  over 
water  pollution  control  activities.  The  Bill, 
now  before  the  House  Public  Works  Com- 
mittee, would  set  up  a  separate  organization 
in  the  HEW  Department  to  handle  this 
function.  The  AMA  contends  that  this 
would  subordinate  the  health  aspects  of 
water  pollution. 
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— Appropriations  for  the  National  Insti- 
tutes of  Health:  Last  year  Congress  cut  the 
NIH  budget  request  by  $12  million  in  ap- 
proving $918  million  for  NIH.  This  was  the 
first  time  in  recent  years  Congress  has  failed 
to  substantially  increase  the  NIH  budget 
request  of  the  Administration.  It  indicated 
that  Congress  is  going  to  take  a  closer  look 
at  all  federal  research  projects,  which  total 
some  $14  billion  a  year. 

The  A.M. A.  has  pledged  aid  to  a  Special 
House  Committee  investigating  the  federal 
research  effort.  The  A.M. A.  told  the  com- 
mittee that  medical  research  spending 
should  not  grow  to  the  point  where  quality 
is  overlooked  in  favor  of  quantity. 

"Research  is  an  investment  in  the  future," 
Dr.  F.  J.  L.  Blasingame,  Executive  Vice- 
A.M.A.  president,  said  in  a  letter  to  the 
committee.  "Properly  conducted  and  sup- 
ported by  prudent  expenditures,  medical  re- 
search, providing  for  his  physical  and  social 
well-being,  is  vital  to  the  total  health  secur- 
ity of  man  .  .  . 

"Certainly,  the  effort  of  your  Committee 
and  the  review  being  conducted  should 
prove  helpful  to  the  nation.  We  would  like 
to  aid  that  effort  in  every  way  that  we  can." 

President  Johnson  signed  into  law  a  bill 
authoi-izing  $95  million  over  the  next  three 
years  to  help  states  and  local  agencies  com- 
bat air  pollution,  including  that  from  auto- 
motive exhausts  and  industries. 

The  new  law  revised  the  old  air  pollution 
control  program  and  made  it  permanent.  It 
expands  the  1955  program  that  provided 
federal  grants  for  cooperative  research  un- 
der the  direction  of  the  Secretary  of  Health, 
Education  and  Welfare.  He  was  given 
broader  authority  for  such  research  and  di- 
rected to  recommend  remedial  actions. 

These  remedial  actions  could  include  Fed- 
eral suit  for  abatement  of  interstate  air 
pollution.  The  Attorney  General  also  could 
aid  states  in  such  intra-state  actions  if  aid 
were  asked  by  the  governor  and  other  state 
officials. 


Stay  with  your  boat  or  canoe.  Most  small  craft 
will  float  when  upset,  the  Red  Cross  says. 

The  Red  Cross  has  been  giving  disaster  relief 
since  1881. 


Classified  Advertisments 


Psychiatry  residency  for  private  practitioners 
who  have  had  a  minimum  of  four  years  prac- 
tice time,  armed  forces  time  or  residency 
training,  otlier  than  psychiatry.  Fully  appi-oved 
l>r<)Krani  for  three  years;  adults  and  children; 
inpatients  and  outpatients;  neurotics,  psychot- 
ics,  alcoholics,  criminals.  Adequate  clinical 
supervision  and  full  academic  program.  Full  ex» 
l)osure  to  vai-ious  treatment  modalities  from 
longterni  psychotherapy  to  EST.  Stipend  $12,^ 
000  per  year.  Write:  W.  A.  Sikes,  M.I).,  Doron 
thea  Dix  Hospital,  Raleigh,  N.  C. 


Two  Pulmonary  Disease  Residencies.  200  bed  seo<  , . 
tion,  VA  Hospital.  Richmond.  Affiliated  with 
Medical  College  of  Virginia.  Offers  training  in 
diagnostic  facilities,  treatment  acute  and  chron* 
ic  pulmonary  diseases  including  tu1)erculosis, 
Research  available.  U.  S.  citizenship  requiredj 
.$5,57.5  a  year.  Write  Chief  of  Staff,  VA  Hospital^ 
Richmond,  Va. 

Staff  Psychiatrist,  to  assist  .3  Psychiatrists,  lOS 
bed  Psychiatric  Service.  Teaching  affiliation 
with  Medical  College  of  V'irginia.  Excellent  opi 
portunity  for  teaching  and  research.  Salary  u| 
to  $16,245,  depending  on  qualifications.  Man; 
fringe  benefits.  Board  diplomate  or  board  elig 
ible  and  licensed  any  state  required.  Writi 
Chief  of  Staff,  VA  Hospital,  Richmond,  Va 
23225. 

Physician  Wanted:  Physician  interested  in  gen 
eral  practice;  excellent  opportunity.  Picdmoni 
section.  Reply  in  care  of  the  .Journal.  84-122-6. 

Excellent  opportunity  for  a  general  practitionel 
in  Western  Mountain  resort  ai'ea.  For  informa 
tion  write:  H.  R.  Miller,  M.D.,  Box  967,  Blacl 
Mountain,  N.  C. 


Wanted:  Physician  for  Staff  Position  in  medica 
department  of  chemicals  company  with  ap 
proximately  4,000  employees;  liberal  benefitf 
salary,  commensurate  with  experience  ant 
qualifications;  State  license  required;  age  limi 
65.  Write  to:  E.  Q.  Hull,  M.D.,  Medical  Directoi 
P.  O.  Box,  8004,  South  Charleston  3,  West  Vilj 
ginia. 
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Charles    Richard   Bugg,    M.D. 

Nearly  forty  years  ago  a  brilliant  young  Vir- 
ginia physician  came  to  Raleigh  to  practice  pedi- 
atrics. He  brought  with  him  the  best  training  at 
Johns  Hopkins  University  followed  by  residency 
in  one  of  the  finest  children's  hospitals  of  the 
country.  Most  of  all  he  brought  gentleness,  char- 
acter, and  concern.  It  is  not  strange,  therefore, 
that  the  death  of  Dr.  Charles  R.  Bugg  came  like  a 
death  in  the  family  to  the  community  which 
loved  him  and  to  the  wide  circle  of  friends 
throughout  the  North  Carolina  he  served  as  presi- 
dent of  the  State  Board  of  Health. 

Dr.  Charles  R.  Bugg,  Raleigh  pediatrician  and 
president  of  the  State  Board  of  Health,  died  Wed- 
nesday, December  11,  1963.  He  had  been  ill  since 
early  this  year  when  he  suffered  a  heart  attack. 
Death  came  at  8:50  a.m.  at  Rex  Hospital.  He  was 
67. 

In  the  medical  profession,  he  was  known  as  a 
pioneer  in  the  pediatrics  field.  To  thousands  of 
Raleigh  parents  over  a  span  of  almost  four  de- 
cades, he  was  the  tall,  gentle  man  who  doctored 
their  children.  To  public  health  he  was  the  con- 
siderate and  strong  leader  of  vision  and  unques- 
tioned  integrity. 

Dr.  Bugg  is  survived  by  a  son,  Dr.  Charles  P. 
Bugg,  who  was  in  medical  practice  with  his 
father;  three  sisters,  Mrs.  W.  C.  Duvall  and  Miss 
Virgilia  Bugg,  both  of  Farmville,  Virginia,  and 
Mrs.  Lillian  Pifer  of  Winchester,  Virginia;  and 
two  grandchildren. 

Dr.  Bugg  had  served  as  president  of  the  State 
Board  of  Health  since  1958.  He  was  named  to  the 
Board  by  the  Medical  Society  of  the  State  of 
North  Carolina  in  1957. 

A  native  of  Farmville,  Virginia,  he  came  to 
Raleigh  in  1925  to  set  up  a  practice  in  pediatrics 
with  Dr.  Aldert  S.  Root.  Under  the  auspices  of 
the  Junior  League  of  Raleigh,  he  and  Dr.  Root 
established  and  operated  for  many  years  the 
first  pediatric  clinic  in  Raleigh. 

Dr.  Bugg  was  one  of  the  pioneers  in  establish- 
ing pediatrics  as  a  medical  specialty  in  this  State. 
He  also  was  a  leader  in  efforts  to  bring  about  an 
effective  program  of  immunization  for  children. 

Dr.  Bugg  was  a  member  of  the  staff  of  the  old 
St.  Agnes  Hospital  in  Raleigh.  He  also  was  on 
the  staffs  of  Rex  and  Wake  Memorial  Hospitals, 
and  served  as  an  instructor  in  pediatrics  at  the 
Duke  University  School  of  Medicine. 

He  was  one  of  the  leaders  in  the  founding 
of  the  Hilltop  Home  for  Retarded  Children  in 
Raleigh. 

Dr.  Bugg  attended  the  public  schools  at  Farm- 
ville, Virginia,  and  Hampden-Sydney  College, 
where  he  graduated  in  1916  with  honors,  includ- 
ing Phi  Beta  Kappa  membership. 


He  taught  for  a  year  in  a  private  preparatory 
school  before  entering  the  Johns  Hopkins  School 
of  Medicine.  His  medical  education  was  inter- 
rupted by  Army  service  in  1917-18. 

His  late  wife,  Virginia  Lindsay  Sylvester,  was 
the  daughter  of  the  longtime  president  of  the 
University  of  Maryland,  Richard  William  Sylves- 
ter. 

An  editorial  by  Jonathan  Daniels  in  the  Raleigh 
News  and  Observer  caught  up  the  spirit  of  the 
man  and  gave  the  community  estimate  of  Dr. 
Bugg.  The  editorial  said: 

"Numberless  families  in  Raleigh  can  now  recall 
Charlie  Bugg  coming  like  tenderness  from  the 
night  to  the  bedside  of  a  tossing,  fevered  child. 
And  he  brought  not  only  science  but  reassur- 
ance, healing  knowledge  and  the  sympathetic 
heart.  Rich  and  poor  had  his  ministrations.  His 
wide  smile  was  as  familiar  in  the  drab  halls  of  old 
St.  Agnes  Hospital  as  in  the  corridors  of  newer 
Rex.  The  only  test  in  his  practice  was  that  a 
child — any  child  anywhere — needed  help. 

"And  his  concern  ran  far  beyond  the  possibili- 
ties of  his  own  practice.  He  was  one  of  the  lead- 
ers in  the  establishment  and  operation  of  the 
first  free  clinic  for  babies  in  Raleigh.  He  worked 
to  help  create  a  home  for  those  often  most  pitiful 
of  our  children,  the  retarded.  And  in  the  last 
years  of  his  life  as  president  of  the  North  Caro- 
lina State  Board  of  Health  his  happy  helpfulness 
extended  to  all  his  fellow  citizens,  man  and  child 
alike. 

"He  was  the  good  doctor.  He  was  the  beloved 
doctor.  And  in  all  aspects  of  his  mind  and  spirit, 
he  was  a  beautiful  man." 

Because  Dr.  Bugg  has  represented  the  people 
of  North  Carolina  in  promoting  public  health 
in  an  outstanding  way  during  his  years  as  mem- 
ber and  president  of  the  State  Board  of  Health; 
because  he  has  proved  to  be  a  person  of  highest 
ingegrity  and  of  wise  professional  judgment  in 
his  consideration  of  health  matters  which  have 
come  before  the  State  Board;  and  because  public 
health  and  the  citizens  of  our  State  will  con- 
tinue to  owe  a  great  debt  to  Dr.  Bugg  for  his  dedi- 
cated and  effective  service,  the  North  Carolina 
State  Board  of  Health  wishes  to  express  its  ap- 
preciation of  the  life  that  he  lived  and  the  high 
service  which  he  rendered  to  this  state. 

THEREFORE,  BE  IT  RESOLVED,  that  this 
expression  of  respect  and  appreciation  be  formal- 
ly enacted  by  the  State  Board  of  Health  and 
spread  upon  its  official  minutes,  and  that  a  copy 
be  forwarded  to  the  family  of  our  departed 
friend  to  convey,  though  inadequately,  the  heart- 
felt sympathy  of  the  members  of  the  State  Board, 
and 

BE  IT  FURTHER  RESOLVED,  that  copies  be 
also  sent  to  the  Editor,  North  Carolina  Medical 
Journal,  the  Editor,  Journal  of  the  American 
Medical  Association,  the  Editor,  Journal  of  the 
American    Academy    of    Pediatrics,    the    Editor, 
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Joiii'iial  of  the  Anu'ikan   Public  Health  Associa- 
tion, the  Secretary,  Medical  Society  of  the  State 
of  North  Carolina,  and  to  the  Secretary,  North 
Carolina  Public  Health  Association. 
This  27th  day  of  December,  1963. 


Julius  Jackson  Barefoot,  M.D. 

The  Craven  County  Medical  Society  and  the 
Medical  Staffs  of  the  Craven  County  Hospital  and 
the  Good  Shepherd  Hospital  of  New  Bern.  North 
Carolina,  by  joint  resolution  do  hereby  declare 
that: 

WHEREAS,  Dr.  Julius  Jackson  Barefoot  was 
for  12  years  an  honored  and  valued  member  of 
our  joint  societies,  serving  organized  medicine 
in  the  offices  of  the  above  named  societies,  fre- 
quently and  whenever  called  upon,  and  that 

WHEREAS,  Dr.  Barefoot  did  faithfully  serve 
his  patients  in  his  private  practice  to  the  honor 
of  medicine  in  high  ethics  and  in  devotion  to  the 
relief  of  the  suffering  of  mankind,  and  that 

WHEREAS,  Dr.  Barefoot  was  loved  by  us  all 
for  his  ever  present  wit  and  delightful  sense  of 
humor,  and  that 

WHEREAS,  Dr.  Barefoot's  bravery  was  an  in- 
spiration to  us  all  during  a  long  and  difficult  ill- 
ness with  a  humor  and  devotion  to  duty  un- 
dimmed  by  pain  and  personal  severe  disability, 
and  that 

WHEREAS,  his  untimely  death  has  been  a  loss 
to  our  societies  and  to  the  entire  citizenry  of  our 
environs;  be  it,  therefore, 

RESOIjVED,  that  we  acknowledge  his  tremen- 
dous contributions  to  us  during  life  and  pray  to 
a  merciful  God  that  He  comfort  and  guide  his 
faithful  wife,  our  beloved  fellow  member.  Dr. 
Verna  Barefoot,  and  their  five  children. 


Xew  Technique   for   Study   of   Lung    Disease 
Developed  by  \'A 

A  new  technique  to  improve  study  of  possible 
causes  of  lung  cancer  and  the  lung  disease,  em- 
physema, has  been  developed  by  a  group  of  re- 
search workers  from  the  Hines,  111.,  Veterans 
Administration  Hospital,  the  University  of  Illi- 
nois, and  Loyola  University. 

It  will  enable  scientists  to  measure  effects  of 
air  pollution  and  cigarette  smoke  on  the  natural 
cleansing  mechanism  of  the  lungs. 

They  have  used  the  method  to  study  the  rate 
of  clearing  in  normal  volunteers  and  in  patients 
with  chronic  lung  disease. 

"The  clearance  of  particles  in  patients  with 
chronic  limg  disease,  in  contrast  to  that  in  nor- 
mal persons,''  they  said,  "was  characterized  by  a 
higher  initial  count  and  a  much  slower  decline 
in  activity,  indicating  particle  removal  at  a 
slower  rate," 


Thus  the  pulmonary  clearance  of  labeled  par- 
ticles can  be  measured  directly  in  unanesthe- 
tized  humans,  the  doctors  said,  adding: 

"This  method  may  possibly  be  used  to  study 
causative  factors  in  emphysema  by  detecting 
persons  with  impaired  pulmonary  clearance  me- 
chanisms prior  to  onset  of  the  .symptoms  of 
emphysema. 

"The  technique  may  also  be  used  to  study  the 
effects  of  air  pollution  and  cigarette  smoke  on 
pulmonary  clearance  mechanisms  and  the  influ- 
ence of  known  cancer-causing  substances  on  the 
clearance  mechanism  of  the  dungs  of  animals." 


New   Drug  Seen   Answer  To  Most    Kesisfant 
Bacteria  In  Urinary  Tract  Infections 

The  medical  answer  may  be  at  hand  to  the 
vexing  problem  of  coping  with  bacterial  strains 
that  have  developed  immunity  to  many  of  the 
antibiotic  and  sulfa  drugs  used  to  treat  urinary 
tract  infections. 

According  to  Dr.  Graj'son  Carroll,  a  prominent 
St.  Louis  urologist,  a  new  drug  has  shown  excel- 
lent results  in  combatting  most  of  these  gram- 
negative  organisms.  The  greatest  success  of  the 
drug,  an  experimental  compound  called  NegGram 
(nalidixic  acid),  has  been  scored  against  the  pro- 
teus  germ,  an  especially  vicious  organism  that 
has  become  resistant  to  practically  all  antibiotic 
drugs  now  available. 

In  summing  up  results  of  his  study,  Dr.  Carroll 
says: 

"NegGram  is  especially  effective  against  gram- 
negative  organisms,  and  of  particular  value 
against  proteus,  even  when  this  stubborn  or- 
ganism is  resistant  to  other  drugs.  Further,  this 
new  drug,  which  can  be  taken  by  mouth,  has,  in 
our  hands,  proved  to  be  relatively  nontoxic." 

The  Food  and  Drug  Administration  has  under 
consideration  a  New  Drug  Application  from  Win- 
throp  Laboratories  to  begin  manufacturing  the 
drug  for  commercial  distribution. 


Wyeth   Fellowship   Winners   To   Meet 
For  Seminar  On  Pediatric  Care 

Eighteen  young  physicians,  winners  of  Wyeth 
Pediatric  Fellowships,  at  Wyeth's  Administra- 
tive and  Research  Center  in  Radnor,  Pennsyl- 
vania, to  discuss  child  medical  care  with  national 
authorities. 

The  phj'sicians  are  the  sixth  group  to  receive 
the  $4800  awards  from  the  Wyeth  Fund  for  Post- 
graduate Medical  Education.  The  fellowship  en- 
titles the  winner  to  two  years'  study  of  pediatrics 
at  any  hospital  whose  residency  is  accredited  by 
the  American  Medical  Association  and  the  Amer- 
ican Board  of  Pediatrics. 


Annual   Meeting  —  Greensboro,   May   2-6 
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Iron,  Vitamin  B  Complex,  and  Vitamin  C 
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Special  cough  formula  for  children 

Pediacof 

Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5  mg., 

Neo-Synephrine  ^  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 

chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 

soothing  decongestant  and  expectorant 


bright  red, 
pleasant-tasting, 
raspberry-flavored  syrup 


Pediacof  is  difliercnt.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6  months  to  1  year, 
'/4  teaspoon;  from  1  to  3  years,  1 2  to  I  tea- 
spoon: from  3  to  6  years,  1  to  2  teaspoons: 
and  from  6  to  12  years,  2  teaspoons.  These 
doses  arc  to  be  given  every  four  to  six  hours 
as  needed. 

How  supplied:  Bottles  of  1 6  fl.  oz. 

Available  on  prescription  only. 
Exempt  Narcotic. 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 

Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 

Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 


Winthrop  laboratories 
New  York,  N.Y. 
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Poisonous  Snakeoites  in  Nortn  Caroli 


ina 


Henry  M.  Parrish,  M.D.,  Dr.P.H. 
Columbia,  Missouri 


Every  year  more  people  are  bitten  by 
poisonous  snakes  in  North  Carolina  than  in 
any  other  state  east  of  the  Mississippi  River. 
I  Moreover,  North  Carolina  has  the  highest 
incidence  of  poisonous  snakebites  per  100,- 
000  population  per  year  for  this  area  of  the 
country.  The  leading  annual  snakebite  rates 
per  100,000  population  are  found  in  North 
Carolina  (18.79),  Georgia  (13.44),  West  Vir- 
ginia (11.29),  Mississippi  (10.83),  and  South 
Carolina  (7.72).  In  view  of  these  findings  it 
is  remarkable  that  only  three  people  died 
from  snakebites  in  North  Carolina  during 
the  10-year  period.  1950  through  1959. ^ 
Merriam-  indicated  that  snakebites  were  a 
problem  of  considerable  magnitude  in  the 
seven-county  area  of  eastern  North  Caro- 
lina that  he  surveyed.  He  reported  121  hos- 
pitalized cases  during  the  years  1951-1959. 
The  purpose  of  this  study  is  to  describe  the 
epidemiologic  characteristics  of  poisonous 
snakebites  for  the  entire  State  of  North 
Carolina,  to  relate  some  medical  findings 
associated  with  these  bites,  and  to  review 
briefly  current  concepts  of  snakebite  treat- 
ment. 

Poisonous  Snakes 
According  to  Conant,-''  the  following  spe- 
cies and  subspecies  of  poisonous  snakes  are 
indigenous  to  North  Carolina:  the  eastern 
diamond-back  rattlesnake  iCrotalus  ada- 
manteus),  the  timber  rattlesnake  {Crotalus 
horridus  horridtis) ,  the  canebrake  rattle- 
snake (Crotalus  horridus  atricaudatus) ,  the 
Carolina  pigmy  rattlesnake  iSistrurus  mil- 


From  the  Department  of  Community  Health  and  Medical 
Practice,  School  of  Medicine.  University  of  Missouri.  Co- 
lumbia. Missouri. 

This  investigation  was  supported  in  part  by  Public 
Health  Service  Research  GM  11268-02  from  the  Division 
of  General  Medical  Sciences,  Public  Health  Service. 


iarius  miliarius),  the  northern  copperhead 
(Agkistrodon  contortrix  mokeson) ,  the 
southern  copperhead  {Agkistrodon  contor- 
trix contortrix),  the  eastern  cottonmouth 
moccasin  {Agkistrodon  piscivorus  piscivor- 
tis),  and  the  eastern  coral  snake  {Micrurus 
fidvius  fidvius).  Thus,  there  are  eight  spe- 
cies or  subspecies  of  poisonous  snakes  in 
North  Carolina.  (See  figure  1  for  photo- 
graphs of  poisonous  snakes  of  North  Caro- 
lina.) 

North  Carolina  has  each  of  the  four  major 
kinds  of  venomous  snakes  found  in  the 
United  States.  With  the  exception  of  the 
coral  snake,  they  are  all  pit  vipers.  They 
are  so  named  because  of  a  characteristic  pit 
located  between  the  eye  and  nostril  on  each 
side  of  the  body.  Pit  vipers  also  are  identi- 
fied by  elliptical  pupils  and  by  two  well-de- 
veloped fangs  which  protrude  from  the  max- 
illae when  the  snake's  mouth  is  opened. 
Rattlesnakes  have  rattles  which  are  at- 
tached to  their  tails.  Copperheads,  cotton- 
mouth  moccasins,  and  harmless  snakes  do 
not  have  rattles.  Harmless  snakes  do  not 
have  facial  pits;  they  have  round  rather 
than  elliptical  pupils,  and  while  they  have 
teeth  they  lack  fangs. 

Often  people  will  chop  off  the  head  of  a 
snake  which  has  bitten  someone  and  bring 
the  snake's  body  in  for  identification.  Pit 
vipers  can  be  identified  by  turning  the 
snake's  belly  upwards  and  noting  a  single 
row  of  subcaudal  plates  just  below  the  anal 
plate.  Harmless  snakes  have  a  double  row 
of  subcaudal  plates.  Figure  2  depicts  the 
characteristic  features  of  pit  vipers  and 
harmless  snakes. 

The  coral  snake  is  a  beautifully  colored 
small  snake  which  has  broad  rings  of  scarlet 
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and  black  separated  by  narrow  rings  of  yel- 
low. An  easy  way  to  remember  this  is  by  the 
saying,  "Red  next  to  yellow  will  kill  a 
fellow."  It  is  important  to  remember  that 
the  coral  snake's  snout  is  always  black.  Sev- 
eral harmless  snakes  resemble  coral  snakes, 
but  then'  snouts  are  usually  gre}'  or  red. 
Coral  snakes  have  round  puijils  and  they 
lack  facial  pits. 

Methods  of  Study 

A  questionnaire  and  letter  explaining  the 
purpose  of  this  study  were  mailed  to  a  "se- 
lected" group  of  North  Carolina  hospitals 
listed  in  Hospitals  ( Journal  of  the  American 
Hospital  Association)  Guide  Issue.  The  in- 
stitutions selected  for  this  stud.y  were  gen- 
eral hospitals,  children's  hospitals,  and  col- 
lege infirmaries.  Army,  Navy,  Coast  Guard, 
Public  Health  Service.  Air  Force,  and  Vet- 
erans Administration  hospitals  also  were 
sent  cjuestionnaires.  Maternity,  tuberculosis, 
and  mental  hospitals  were  omitted,  as  they 
would   not  be  expected   to   treat   snakebite 


^•ictims.  A  total  of  152  North  Carolina  hospi- 
tals comprise  the  study  group.  Each  hospi- 
tal was  requested  to  report  all  inpatients 
admitted  to  the  hospital  for  snakebite  treat- 
ment during  1958  and  1959. 

Most  hospitals  do  not  code  and  tabulate 
the  diagnoses  of  emergencj'  room  and  out- 
patient clinic  visits.  Since  some  snakebite 
victims  are  not  admitted  to  the  hospital  as 
inpatients,  it  seemed  essential  to  ask  a  sam- 
ple of  practicing  physicians  how  many 
snakebite  victims  they  treated  both  as  out- 
patients ( in  the  office,  home,  emergency 
room,  etc. )  and  as  inpatients.  Previous  sur- 
ygyg4.  .-.  iinYQ  shown  that  most  people  with 
venomous  snakebites  are  treated  by  gen- 
eral practitioners,  surgeons,  internists,  ped- 
iatricians, and  orthopedic  surgeons.  There- 
fore, a  random  sample  of  one-third  of  all 
the  North  Carolina  physicians  in  these  cate- 
gories of  practice  who  were  listed  in  the 
A.M. A.  American  Mediccd  Directory  were 
sent  questionnaires. 

Death     certificates    for     fatal     snakebite 
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Fig.  2.  Identifying  characteristics  of  poisonous    (pit  vipers)    and  harmless  snakes. 


'cases  were  obtained  from  the  North  CaroUna 
State  Board  of  HeaUh. 

Results 

This  report  is  based  on  questionnaires  re- 
turned by  147  (97  per  cent)  of  152  North 
;  Carolina  liospitals.  It  is  supplemented  by 
i  questionnaires  returned  by  561  (73  per 
cent)  of  768  practicing  physicians  in  the 
State.  The  North  Carolina  State  Board  of 
Health  indicated  that  there  were  no  snake- 
bite deaths  during  1958  and  1959. 

Incidence 

North  Carolina  hospitals  reported  a  total 
of  322  inpatients  treated  for  poisonous 
snakebites  during  1958  and  1959.  There 
were  150  cases  in  1958  and  172  cases  in 
1959 — an  average  of  161  cases  per  year.  Of 
the  322  snakebites  reported  during  1958  and 
1959,  detailed  case  reports  were  received  for 
269  patients  and  only  numbers  of  bites  were 
reported  for  53  cases.  All  of  the  analyses  in 
this  paper,  excluding  the  estimate  of  inci- 

\  dence,  were  based  on  the  269  detailed  case 

'  reports  received  from  hospitals. 

Physicians'  reports,  when  adjusted  to  ac- 
count for  all  North  Carolina  physicians  in 


the  practice  categories  mentioned,  indicated 
that  approximately  392  inpatients  and  464 
outpatients  were  treated  for  snakebites  each 
year.  The  difference  between  the  estimate 
of  392  inpatients  treated  by  physicians  and 
the  average  of  161  inpatients  reported  by 
hospitals  can  be  explained,  in  part,  by  the 
following  facts :  ( 1 )  five  North  Carolina  hos- 
pitals did  not  participate  in  the  study;  (2) 
nine  counties  from  which  physicians  re- 
ported snakebites  did  not  have  hospitals 
listed  in  the  Hospitals  Guide  Issue;  (3) 
there  was  evidence  of  underreporting  snake- 
bite inpatients  from  13  hospitals  which  par- 
ticipated in  the  study;  and  (4)  physicians  in- 
dicated that  many  inpatients  were  treated 
in  small  clinics  and  hospitals  not  listed  in 
Hospitcds  Guide  Issue. 

Physicians  in  counties  from  which  hospi- 
tal inpatient  case  reports  were  received  esti- 
mated that  298  inpatients  and  301  outpa- 
tients were  treated  for  snakebites  each  year. 
Their  estimate  of  298  inpatients  treated  was 
somewhat  higher  than  the  average  of  161  in- 
patients that  hospitals  reported  treated. 
However,  there  was  evidence  of  underre- 
porting bites  from  at  least  13  of  these  hospi- 
tals. Physicians  from  counties  which  did  not 
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have  a  hospital  listed  in  Hospitals  Guide 
Issue  reported  treating  36  inpatients  and  52 
outpatients  for  snakebites  in  small  clinics, 
infirmaries,  and  hospitals.  Physicians  also 
reported  treating  58  inpatients  and  111  out- 
patients in  several  counties  from  which  hos- 
pitals listed  in  the  Hospitals  Guide  Issue  re- 
ported no  bites  treated.  Taking  all  of  these 
variovis  reports  into  consideration,  I  esti- 
mate that  approximately  856  (392  inpa- 
tients and  464  outpatients )  people  are  treat- 
ed annually  for  poisonous  snakebites  in 
North  Carolina.  This  provides  an  incidence 
of  18.79  bites  per  100,000  population  pei- 
year. 

Geoputliology 

The  geographical  distribution  of  snake- 
bites reported  in  North  Carolina  during  1958 
and  1959  may  be  seen  in  figure  3.  The 
lightly  shaded  counties  are  those  from  which 
hospitals  reported  inpatients  treated  for 
snakebites.  An  appropriate  symbol  is  used 
to  mark  each  hospitalized  patient  who  was 
bitten  by  a  specific  kind  of  snake.  The  dark- 
er shaded  counties  are  those  counties  from 
which  physicians  reported  snakebite  cases, 
but  from  which  no  cases  were  reported  by 
hospitals. 

Of  269  people  hospitalized  for  snakebite 
treatment  for  whom  detailed  records  were 
available,  142  (53  per  cent)  were  bitten  by 
copperheads,  19  (7  per  cent)  by  rattle- 
snakes, 15  (6  per  cent)  by  cottonmouth 
moccasins,  and  93  ( 34  per  cent)  by  uniden- 
tified poisonous  snakes.  There  were  no  coral 
snake  bites  reported. 

Figure  3  shows  snakebites  were  reported 
from  all  sections  of  the  state.  There  were 
few  counties  from  which  physicians  or  hos- 
pitals or  both  did  not  report  snakebite  cases. 
Copperhead  bites  occurred  in  all  sections 
of   the   state.    Most   cottonmouth   moccasin 
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AKe  Group 
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Table  2 
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Population 
at  Risk* 

1,034,525 
894,715 
610,509 
617,216 
542,186 
401,928 
265,157 
189,919 


No.  Bites 

72 
72 
35 
29 
24 
19 
15 
3 


Rate  per 
100,000** 

6.96 
8.05 
5.73 
4.70 
4.43 
4.73 
5.66 
1.58 


•Based   on   the    liiBO   Census   o{  the   Population   of  North 
Carolina. 


"These  rates 
information 


are  only  on  hospitalized  patients  for  whom 
was  available. 


bites  happened  in  the  southeastern  part  of 
North  Carolina.  Likewise  most  rattlesnake 
bites  were  in  the  southeastern  part  of  the 
state.  These  geographic  patterns  of  bites  by 
various  kinds  of  snakes  are  consistent  with 
the  ecologic  ranges  of  poisonous  snakes  in 
North  Carolina  described  by  Conant.'' 

Temporal  relationships 

The  monthly  distribution  of  snakebite 
accidents  is  shown  in  table  1.  Snakebites 
were  infrecjuent  during  the  colder  months  of 
the  year — November,  December,  January, 
February,  and  March.  In  general,  snakes  are 
usualh'  inactive  and/or  hibernating  during 
the  colder  months.  Most  snakebites  in  North 
Carolina  occurred  from  April  through  Oc- 
tober, when  264  (98  per  cent)  of  the  269 
bites  were  inflicted.  This  striking  seasonal 
distribution  of  bites  coincides  with  the  time 
that  snakes  are  most  abundant  and  active, 
and  with  the  time  that  people  have  greater 
exposure  because  of  out-of-doors  occupa-|| 
tions  and  recreation.  Similar  "seasonal  epi- 
demics" of  venomous  snakebites  have  been 
observed  in  New  England  and  Florida.*-^ 

The  time  of  day:  Most  snakebite  acci- 
dents occurred  during  the  six-hour  period 
from  3:00-8:59  p.m.,  when  120  people  (45 
per  cent  i  were  bitten.  The  number  of  bites 
by  three-hour  periods  were:  6:00-8:59  a.m.. 
21  bites;  9:00-11:59  a.m.,  41  bites;  12:00 
noon-2:59  p.m.,  43  bites;  3:00-5:59  p.m.,  58 
bites;  6:00-8:59  p.m.,  62  bites;  9:00-11:59 
P.M.,  27  bites;  12:00  midnight-2:59  a.m., 
three  bites;  and  3:00-5:59  a.m.,  two  bites. 
For  12  cases  the  time  of  the  bite  was  not 
recorded. 
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Victims 

There  were  134  white  males,  76  white  fe- 
males, 40  non-white  males  and  19  non-white 
females  admitted  to  North  Carolina  hospi- 
tals for  snakebite  treatment  during  1958 
and  1959.  All  the  non-whites  were  Negroes, 
with  the  exception  of  7  male  and  5  female 
.American  Indians.  Using  the  1960  census 
of  the  population  of  North  Carolina,  the  bite 
rates  per  100,000  population  were:  7.95  for 
jwhite  males,  7.11  for  non-white  males,  4.43 
for  white  females,  and  3.20  for  non-white 
females.  Thus,  whites  had  higher  snakebite 
rates  than  non-whites,  and  males  had  higher 
rates  than  females. 

The  age  distribution  of  North  Carolina 
ibite  victims  is  shown  in  table  2.  The  largest 
1  number  of  bites  happened  to  children  and 
youths  under  10  years  of  age  (72  bites)  and 
ithose  10-19  j^ears  of  age  (72  bites).  Indeed 
54  per  cent  of  all  snakebites  were  inflicted 
on  children  and  young  adults  less  than  20 
years  of  age.  Age-specific  bite  rates  are 
'much  more  meaningful  since  thej^  take  into 
account  the  population  at  risk  in  a  partic- 
ular age  group.  The  highest  biannual  bite 
rates  per  100,000  population  were:  10-19 
years  of  age  (8.05)  and  under  10  years  of 
,age  (6.96).  The  lowest  bite  rates  were  found 
among  people  70  or  more  years  of  age. 

An  analysis  of  the  occupations  of  the  pa- 
■tients  showed  that  133  were  children,  31 
■were  housewives,  25  were  farmers  or  farm 
laborers,  9  were  laborers  other  than  farm 
laborers,  and  9  were  craftsmen.  In  addition, 
13  were  members  of  the  Armed  Services. 
The  occupation  was  not  coded  for  the  re- 
maining bite  victims. 

Activity  and  place 

Fifty  bites  occurred  while  children  were 
playing  outside,  30  in  their  own  yards  and 
20  elsewhere.  An  additional  22  people  were 
bitten  while  walking  or  working  in  their 
own  yards.  Seventeen  people  were  bitten 
while  working  on  a  farm,  8  while  on  Army 
or  Navy  maneuvers,  7  while  handling  a 
poisonous  snake,  7  while  reaching  into  an 
obscure  place,  6  while  fishing,  5  while 
swimming,  5  while  working  around  a  barn, 
5  while  working  or  walking  on  or  near  a 
highway,  4  while  picking  up  lumber,  and 


2  while  hunting.  The  activity  was  not  stated 
for  the  remaining  patients. 

The  place  where  the  victim  was  bitten 
is  closely  related  to  his  activity  when  bitten. 
The  largest  number  of  snakebites,  52,  hap- 
pened right  in  the  patient's  own  yard.  Twen- 
ty-seven people  were  bitten  in  a  field  away 
from  the  house,  20  near  a  lake,  river  or 
other  body  of  water,  19  on  a  farm  not  near 
the  house,  19  in  the  woods,  7  in  a  field  ad- 
jacent to  the  house,  6  in  or  under  a  building 
and  5  on  or  near  a  highway.  Of  the  6  people 
bitten  in  or  under  a  building,  2  children 
were  bitten  while  playing  under  a  front 
porch,  2  people  were  bitten  while  standing 
on  a  porch,  1  was  bitten  in  a  bedroom,  and  1 
was  bitten  in  the  basement  of  a  home.  The 
place  where  the  bite  took  place  was  not 
coded  for  the  remaining  patients. 

Site  and  severity  of  bite 

The  anatomic  locations  of  the  bites  are 
shown  in  table  3.  Ninety-six  per  cent  were 
inflicted  on  the  extremities — 36  per  cent  on 

Table  3 

Anatomic  Sites   of  Bites  Inflicted  by  Venomous 
Snakes  In  North  Carolina,  1958  and  1959 
Anatomic  Site  Side  of  Body       Total  No. 

of  Bite  Right         Left       of  Bites 

Head,  face,  and  neck  12  3 

Trunk,  front  Oil 

Trunk, back  10  1 

Upper  arm  0                3  3 

Forearm  3                3  6 

Hand  21              14  35 

Fingers  34              18  52 

Upper  leg  4                3  7 

Lower  leg  and  ankle  31              24  55 

Foot  47              39  86 

Toes  9                6  15 

Not  stated  —             —  5 

the  upper  and  60  per  cent  on  the  lower  ex- 
tremities. The  fingers  and  hands  were  the 
parts  most  often  bitten  on  the  upper  extrem- 
ities. The  feet  and  lower  legs,  including  the 
ankles,  were  the  parts  most  frequently  bit- 
ten on  the  lower  extremities.  Three  people 
were  bitten  on  the  face  and  2  on  the  trunk  of 
the  body.  The  site  was  not  recorded  for  5 
patients. 

A  modification  of  the  clinical  classifica- 
tion of  pit  viper  venenation  by  Wood,  Ho- 
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back  and  Green"  was  used  to  determine  the 
severity  of  bites.  Bites  were  classified  as 
follows: 

Grade  O  Xo  venenation.  Fang  or  tooth  marks, 
minimal  pain,  less  than  1  inch  of  surround- 
ing edema  and  erythema.  No  systemic  in- 
volvement. 

Grade  I  Minimal  venenatit)n.  Fang  or  tooth 
marks,  severe  pain,  1-5  inches  of  surround- 
ing edema  and  erythema  in  first  12  hours 
after  bite.  No  systemic  involvement  usually 
present. 

Grade  II  Moderate  veiienation.  Fang  or  tooth 
marks,  severe  pain,  6-12  inches  of  sui-round- 
ing  edema  and  erythema  in  first  12  hours 
after  bite.  Systemic  involvement  may  be 
present — nausea,  vomiting,  giddiness,  shock 
or  neurotoxic  symptoms. 

Grade  III  Severe  venenation.  Fang  or  tooth 
marks,  severe  pain,  more  than  12  inches  of 
surrounding  edema  and  erythema  in  first  12 
hours  after  bite.  Systemic  involvement  us- 
ually present  as  in  Grade  II. 

The  severity  of  venenation  (venom  poi- 
soning) was  classified  as  follows  for  203 
hospitalized  cases:  51  (25  per  cent)  were 
grade  0;  84  (41  per  cent)  were  grade  I;  38 
(19  per  cent)  were  grade  II;  and  30  ( 15  per 
cent)  were  grade  III.  For  the  remaining  66 
hospitalized  patients  the  severity  of  venena- 
tion was  not  stated.  There  were  no  deaths 


among  the  269  hospitalized  patients  in  this 
series.  Furthermore,  there  were  no  deaths 
during  1958  and  1959  among  the  estimated 
856  snakebite  cases  that  occurred  annually 
The  case-fatality  rate  for  poisonous  snake- 
bites in  North  Carolina  is  estimated  to  be 
less  than  one-tenth  of  one  per  cent.  This  is 
confirmed  by  the  fact  that  there  have  been 
only  three  snakebite  deaths  in  North  Caro- 
lina from  1950  through  1959'. 

The  paradox  of  a  high  incidence  of  poi- 
sonous snakebites  with  a  low  case-fatality 
rate  in  North  Carolina  can  be  attributed  to 
the  high  percentage  of  copperhead  bites  and 
the  low  percentage  of  rattlesnake  bites,  to 
the  prompt  availability  of  medical  care,  and  I 
to  the   effectiveness   of  snakebite   therapy 
Rattlesnakes  cause  more  deaths  than  any  ■ 
other    poisonous     snakes     in.    the     United! 
States".  There  were  no  deaths  in  the  United 
States  definitely  attributed  to  copperheads 
from  1950-1959.  This  finding  should  not  im- 
ply that  copperhead  bites  are  not  occasion- 
ally serious  or  potentially  lethal.  All  three 
of  the  snakebite  deaths  in  North  Carolina 
from  1950-1959  happened  in  the  southeast- 
ern part  of  the  state  where  rattlesnakes  are 
abundant.    Two    of    the    deaths    definitely 
were    caused    by    large    rattlesnakes,    and 
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'til  from  the  available  information  it  seems 
2"i  likely  that  a  rattlesnake  inflicted  the  other 
^lajl  fatal  bite. 

Treatment 

The  current  treatment  of  North  American 
pit  viper  (rattlesnake,  cottonmouth  mocca- 
sin, and  copperhead)  bites  includes  both 
minor  surgery  and  medical  forms  of  treat- 
ment. A  constricting  band  (tourniquet) 
should  be  applied  lightly  to  the  involved 
lit  extremity  several  inches  proximal  to  the 
bite.  The  constricting  band  should  be  ap- 
plied only  tight  enough  to  occlude  the  su- 
perficial venous  and  lymphatic  flow.  It 
should  not  occlude  the  arterial  circulation 
and  it  should  be  released  every  10-15  min- 
utes for  a  minute  or  two.  As  edema  resulting 
from  venom  poisoning  spreads,  the  con- 
stricting band  should  be  advanced  to  keep 
just  ahead  of  the  swelling.  The  purpose  of 
the  band  is  to  impede  the  spread  of  venom 
until  incision  and  suction  can  be  used  to 
remove  it  mechanically  and /or  until  anti- 
venin  can  be  administered  to  neutralize  it. 


Surgical 

Incision  and  suction  (I.S.)  is  effective  in 
removing  venom  from  experimental  animals 
up  to  about  120  minutes  after  the  venom 
is  injected.  The  sooner  it  is  used,  the  larger 
the  amount  of  venom  that  can  be  removed. 
Suction  should  be  used  for  about  one  hour. 
We  have  found  the  suction  cups  supplied  in 
the  Cutter  and  the  Becton-Dickinson  snake- 
bite first-aid  kits  effective  for  removing  pit 
viper  venom.  Incisions,  l/'4  inch  long  and 
1/8  to  1/4  inch  deep,  are  made  into  the  sub- 
cutaneous tissues  over  the  fang  punctures. 
A  few  (3-5)  additional  incisions  may  be 
made  in  the  surrounding  edematous  tissues. 
A  large  number  of  incisions  is  not  needed. 

Immobilization  aids  in  limiting  the  spread 
of  venom.  If  one  must  decide  between  im- 
mobilization and  seeking  prompt  medical 
treatment,  however,  the  latter  should  be 
sought. 

Medical 

The  "three  A's"  (antivenin,  antibiotics, 
and  tetanus  antitoxin  and/or  toxoid)  are 
recommended,  in  addition  to  I.S.,  in  treating 
all  serious  pit  viper  bites.  Antivenin  Crotali- 


dae  Polyvalent  ( Wyeth)  is  effective  in  neu- 
tralizing the  venoms  of  all  North  American 
pit  vipers.  It  is  not  protective  against  coral 
snake  venom.  Since  antivenin  is  manufac- 
tured from  horse  serum,  the  patient  should 
receive  a  skin  test  before  antivenin  is  given. 
For  grade  I  venenations  antivenin  may  be 
administered  in  the  deltoid  or  gluteus 
muscles.  For  grade  II  and  III,  antivenin  di- 
luted in  1000  cc.  of  normal  saline  may  be 
given  intravenously"*.  Studies  with  radioiso- 
topes have  shown  that  antivenin  accumu- 
lates at  the  site  of  the  bite  more  rapidly 
after  intravenous  administration''.  Injec- 
tion into  the  local  bite  area  is  not  a  particu- 
larly effective  way  to  administer  antivenin. 
I  have  found  the  following  amounts  of 
antivenin  useful  in  treating  the  various 
grades  of  venenation:  grade  0  (no  venena- 
tion)  requires  no  antivenin:  grade  I  (mini- 
mal venenation)  may  require  10  cc.  (one 
ampoule)  of  antivenin;  grade  II  (moderate 
venenation)  30-40  cc;  and  grade  III  (severe 
venenation)   50  cc.  or  more. 

Since  snakes'  mouths  and  venoms  may 
harbor  pathogenic  organisms,  antibiotics 
and  either  tetanus  antitoxin  or  toxoid,  or 
both  should  be  given  prophylactically. 
Gram-negative  organisms  predominate, 
hence  a  broad  spectrum  antibiotic  is  indi- 
cated. Penicillin  alone  is  not  adeciuate  treat- 
ment. 

Cortisone  and  ACTH  do  not  affect  the 
survival  rate  of  animals  poisoned  with  pit 
viper  venom.  They  probably  should  not  be 
used  during  the  first  few  days  after  venena- 
tion, although  they  may  be  beneficial  later 
in  treating  serum  sickness  resulting  from 
antivenin  therapy.  Antihistamines  are  con- 
traindicated  as  they  shorten  the  survival 
time  of  animals  poisoned  with  pit  viper 
venom.  Shock  resulting  from  venom  poi- 
soning should  be  treated  with  infusions  of 
blood,  plasma,  saline  solution,  and  vaso- 
pressor drugs.  Meperidine  hydrochloride 
and  other  analgesics  may  be  given  to  relieve 
pain.  Recently  there  have  been  reports  of  ex- 
cessive tissue  necrosis  and  amputations  as- 
sociated with  cold  therapy  such  as  packing 
an  extremity  in  ice  or  using  ethyl  chloride^. 
In  my  opinion,  cold  therapy  should  not  be 
used  in  treating  pit  viper  bites. 
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North  Carolina  has  the  highest  annual  in- 
cidence of  poisonous  snakebites  of  any  state 
east  of  the  Mississippi  River.  An  estimated 
856  (392  inpatients  and  464  outpatients) 
people  were  bitten  by  snakes  annually — an 
incidence  of  18.79  bites  per  100,000  people. 
However,  the  estimated  case-fatality  rate 
was  less  than  one-tenth  of  one  per  cent. 

Of  269  inpatients  reported  in  detail  by 
North  Carolina  hospitals  during  1958  and 
1959,  142  (53  per  cent)  were  bitten  by  cop- 
perheads, 19  (7  per  cent)  by  rattlesnakes,  15 
( 6  per  cent )  by  cottonmouth  moccasins,  and 
93  ( 34  per  cent )  by  unidentified  poisonous 
snakes.  "Seasonal  epidemics"  of  snakebites 
occurred,  with  98  per  cent  of  the  bites  in- 
flicted from  April  through  October.  July 
was  the  peak  month  for  bites. 

Males  had  higher  bite  rates  than  females, 
and  whites  had  higher  rates  than  non- 
whites.  Fifty-four  per  cent  of  the  cases  were 
among  children  and  young  adults  less  than 
20  years  of  age.  Ninety-six  per  cent  of  the 
bites  were  on  the  extremities — 36  per  cent 
on  the  upper  extremities  and  60  per  cent  on 
the  lower  extremities. 

Current  snakebite  treatment  is  discussed. 


The  author  cites  with  gratitude  the  technical 
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The  Anticoagulant  Dilemma 

.  .  .  the  evidence  in  fa\-our  of  benefit  from  anticoagulants  seems  to 
grow  weaker  rather  than  stronger.  The  dangers  of  bleeding  are  real — as 
the  report  by  Strang  and  Tovi  shows — and  the  treatment  should  certainly 
not  be  undertaken  without  most  expert  and  continuous  control.  Not  all 
clinical  laboratories  can  ensure  this,  and  the  risks  of  treatment  can  be 
greater  than  those  of  non-interference.  The  only  certain  indication  for  the 
use  of  anticoagulants  in  acute  myocardial  infarction  is  complicating 
venous  thrombosis  and  pulmonary  embolism  in  severely  ill  patients  with 
a  prospect  of  prolonged  recumbency.  In  milder  cases  no  harm  is  likely  to 
result  from  their  omission.  Long-term  prophylaxis  is  still  siih  judice,  and 
we  should  await  the  results  of  further  research  and  studies  over  longer 
periods  before  any  general  obligation  is  accepted  to  use  these  drugs  either 
in  the  acute  phase  or  after  recovery  from  myocardial  infarction. — Ed- 
itorial, Brit.  M.J.  1:852  (March  24)  1962. 
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Cnronic  SuLdural  Hematoma 

As  Seen  by  tJie  Internist 

Joseph  B.  Alexander 
lumberton 


The  purpose  of  this  paper  is  to  present  the 
problem  of  chronic  subdural  hematoma  as 
it  confronts  the  internist. 

Subdural  hematoma,  in  all  its  acute,  sub- 
acute, and  chronic  forms,  is  encountered 
regularly  in  a  busy  hospital  accepting  un- 
selected  admissions.  Familiarity  with  this 
condition  of  such  protean  manifestations  is 
made  mandatory  by  the  fact  that  clinical 
diagnosis  leading  to  definitive  therapy  is 
eminently  rewarding.  In  one  series  of  cases, 
unselected  with  respect  to  age  or  circum- 
stance, 70  per  cent  of  the  patients  made  a 
complete  recovery ^  If  cases  with  associated 
brain  damage  or  multiple  injuries  were  ex- 
cluded, this  percentage  would  rise  appreci- 
ably. Since  the  great  majority  of  the  com- 
plicated types  fall  into  the  acute  and  sub- 
acute categories,  they  are  outside  the  scope 
of  this  presentation. 

SuFdural  hematoma  is  conveniently  divid- 
ed into  three  categories  based  upon  the 
time  lapse  between  the  precipitating  trauma 
and  surgical  inter\'ention.  Almost  universal- 
ly accepted  is  the  following  classification: 
cases  coming  to  surgery  in  the  first  to  the 
third  day  following  injury  are  termed  acute; 
those  coming  to  surgery  in  the  fourth  to 
the  twentieth  day,  subacute;  those  reaching 
surgery  after  20  days,  chronic--'.  Some  vari- 
ance in  this  division  is  found;  however,  no 
instance  where  subdural  hematomia  was 
considered  chronic  with  a  time  lapse  of  less 
than  15  days  was  noted-'  ^.  In  all  reports 
the  time  lapse  was  determined  by  the  date 
of  surgery,  not  the  onset  of  symptoms. 

The  emphasis  on  chronic  subdural  hema- 
toma as  it  confronts  the  internist  is  logical 
in  that  the  distinct  relationship  between 
central  nervous  sj^stem  dysfunction  and 
trauma  is  usually  clearcut  in  the  acute  and 
subacute  cases.  The  attending  surgeon  is 
well  aware  of  this  complication  following 
injury  to  the  cranial  vault,  and  has  at  his 
disposal  a  method  of  diagnosis  which  is  at 


the  same  time  therapeutic — namely,  trephe- 
nation  of  the  skull. 

Chronic  cases,  on  the  other  hand,  are  en- 
countered in  an  entirely  different  medical 
environment;  while  the  causal  relationship 
between  trauma  and  acute  subdural  hema- 
toma is  clearly  evident,  trauma  may  be 
slight  or  inapparent  in  the  chronic  type^. 
The  history  of  injury  must  be  sought  from 
all  available  sources.  The  sensorially  de- 
pressed patient  may  not  recall  the  incident 
until  after  recovery,  and  informants  usually 
consider  remote  and  possibly  trivial  injury 
of  no  consecjuence. 

In  chronic  subdural  hematoma,  the  his- 
tory of  head  injury  is  of  vital  importance, 
since  only  a  few  cases  can  be  directly  re- 
lated to  other  causes.  Among  these,  a  varie- 
ty of  conditions  are  reported,  including 
ruptured  aneurysms,  blood  dyscrasias, 
metastatic  or  primary  neoplasms,  and 
venous  thrombi^.  In  a  series  reported  by 
Voris^,  96  per  cent  of  the  patients  had  an 
obtainable  history  of  trauma  to  the  head, 
and  none  of  the  remaining  cases  were 
found  due  to  any  unusual  coexisting  condi- 
tion. The  question  of  spontaneous  subdural 
hemorrhage  is  still  raised,  and  some  authors 
feel  that  too  much  emphasis  is  placed  on 
trivial  injury*.  There  is  no  easy  way  to  re- 
solve this  point,  and  in  any  case,  in  taking  a 
careful  history  for  injury,  the  diagnostician 
is  alerting  himself  to  the  possibility  of 
chronic  subdural  hematoma. 

In  the  development  of  chronic  subdural 
hematoma  the  bleeding  stems  from  tiny 
bridging  veins,  and  thus  the  accumulation 
of  blood  is  slow.  Whether  the  primary  site  of 
bleeding  is  intradural  or  subdural  is  still 
questioned,  as  is  the  nature  of  the  surround- 
ing membranes'*'-'.  Most  surgeons  believe 
that  chronic  subdural  hematomas  will 
gradually  increase  in  size  if  left  untreated^. 
The  reason  m.ost  commonly  advanced  is  that 
the   liquid   contents   of  the   hematoma   are 
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augmented  by  cerebrospinal  fluid  drawn 
into  the  cyst  by  osmotic  pressure. 

Why  cerebral  decompensation  occurs  in 
cases  of  subdural  hematoma  is  unknown, 
but  once  it  does,  with  deep  coma  and  widely 
dilated  pupil  on  one  side,  the  prognosis  is 
poor".  This  complication  is  probably  clue  to 
Interference  with  circulation  in  the  mid- 
brain— -or  more  likely,  with  venous  outflow 
from  it.  The  lesion  itself  may  produce  no 
symptoms  through  pressvu-e  on  the  underly- 
ing cortex,  since  presumably  it  develops 
slowly  and  does  not  actually  in\'olve  the 
cortex  itselfi.  The  accumulated  blood  acts  as 
a  space-consuming  lesion  within  the  cran- 
ium and  with  its  slow  progression  exceeds 
the  limits  of  accommodation  of  the  underly- 
ing brain,  and  a  critical  situation  develops^. 
Lateralizing  signs  on  the  same  side  as  the 
hematoma  are  apparently  produced  by  dis- 
placement of  the  brain  with  resultant  pres- 
sure on  the  opposite  peduncle  by  the  ten- 
torium. 

From  a  clinical  standpoint,  interpretation 
of  lateralizing  signs  is  not  immediately  es- 
sential, since  the  high  incidence  of  bilateral 
hematomas  makes  adequate  bilateral  burr 
holes  essential".  In  all  series,  from  25  to  50 
per  cent  of  the  cases  were  bilateral".  The 
literature  contains  thoi-ough  presentations 
of  mechanisms  by  which  supratentorial 
space-occupying  lesions  may  produce  vari- 
ous and  misleading  neurologic  signs. 

Signs  and  Symptoms 

Clinically,  subdural  hematoma  is  known 
as  the  great  imitator ^  It  may  be  disguised 
as  encephalitis,  brain  tvmior,  cerebral  arter- 
iosclerosis, intracerebral  thrombosis  or 
hemorrhage,  or  epilepsy.  Its  disguise  often 
obscures  the  underlying  surgically  treatable 
lesion,  and  herein  lies  the  traged3^  A  review 
of  3100  consecutive  autopsies  at  a  state  hos- 
pital revealed  an  incidence  of  7.9  per  cent'". 
Not  only  does  the  mask  of  mental  illness 
belie  the  truth,  but  acceptance  of  a  diag- 
noisis  of  "stroke"  without  careful  considera- 
tion of  treatable  lesions  denies  these  persons 
their  chance  of  full  recovery.  The  larger  the 
hematoma  is  allowed  to  become,  and  the 
greater  the  limits  of  accommodation  by  the 
brain  are  extended,  the  greater  the  possibil- 


ity of  residual  neurologic  deficit.  Disablin| 
headache,  athetosis,  mental  changes,  anc 
hemiparesis  of  varying  degree  are  the  com 
mon  secjuelae  of  chronic  subdural  hematom; 
allowed  to  progress  to  a  critical  point^^ 

Cardinal  manifestations  in  addition  tc 
signs  of  "stroke"  are:  (1)  headache;  (2) 
mental  signs  and  (3)  changing  levels  of  con 
sciousness.  These  findings  occurring  in  the 
40  to  70  year  age  group,  in  which  almost  al 
chronic  subdural  hematomas  are  seen,  may 
be  due  to  many  conditions.  Often  the 
diagnosis  is  obscured  by  a  known  pre-exist 
ing  disease  which  could  account  for  the  pa 
tient's  signs  and  symptoms. 

Headache,  by  far  the  most  common  symp' 
tom,  is  severe  but  not  agonizing  as  in  the 
subarachnoid  hemorrhage".  Its  chronicity, 
vague  onset  with  slow  progression,  anc 
terminal  association  with  neurologic  deteri 
oration  serves  to  alert  the  clinician. 

At  the  bedside,  as  one  would  expect,  noi 
diagnostic  constellation  of  neurologic  signs 
exists.  Second  only  to  deterioration  in  the 
level  of  consciousness  is  some  degree  of  un- 
ilateral weakness.  Specific  findings  are  often 
meager  and  lateralizing  signs  absent  or 
minor^.  Changes  in  personality  and  menta- 
tion are  common — especially  memory  loss 
and  increasing  stupor. 

Papilledema,  pupillary  inequality,  and 
IDOsitive  Babinski  responses  are  of  little 
diagnostic  help.  Less  than  10  per  cent  of 
chronic  subdural  hematomas  are  associated 
with  these  findings.  These  three  signs  are 
common  in  younger  patients  with  acute  or 
subacute  bleeding.  Sixth-nerve  palsy  occur- 
red in  less  than  3  per  cent  of  389  cases-. 

Severe  trauma  to  the  skull  is  uncommon 
in  chronic  subdural  hematoma  and  skull 
fracture  is  demonstrated  in  only  14  per  cent 
of  all  cases  regardless  of  age''. 

Accessory  clinical  studies  in  the  suspect 
case  are  helpful.  Skull  roentgenograms  may 
reveal  evidence  of  trauma  to  substantiate 
the  historj':  shift  of  the  pineal  body;  or  in 
long-standing  cases,  erosion  of  the  sphenoid 
wing  or  calcification  within  the  hematoma. 

The  use  of  lumbar  puncture  in  a  rapidly 
deteriorating  case  or  in  the  face  of  gross 
evidence  of  increased  intracranial  pressure 
may  be  contraindicated  in  the  hands  of  the 
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internist.  These  circumstances  are  excep- 
tional as  has  been  shown.  The  lumbar  punc- 
ture can  be  of  great  help  in  the  selection  of 
cases  for  more  refined  neurosurgical  evalu- 
tion.  The  demonstration  of  mild  elevation  of 
pressure,  seldom  exceeding  300  ml.  of  water, 
.  Ill  elevated  protein  content,  and  xantho- 
jhromia  dh^ect  the  case  to  a  surgical  consul- 
tant. Voris'  reported  xanthochromic  spinal 

-  fluid  in  77  of  100  cases.  He  pointed  out  that 
xanthochromia  following  traumatic  subara- 
chnoid hemorrhage  will  clear  in   12  to   14 

-  days;  thus  it  should  not  be  confused  with 
;   subdural  hematoma". 

More  specialized  methods  of  study  include 
\-entriculography,  which  has  the  handicap 
of  not  differentiating  brain  tumor,  and  art- 
eriography. Arteriography  has  enjoyed  in- 
iM  .creasing  popularity  as  a  study  yielding  de- 
etljfinitive  signs  with  acceptable  safety**.  The 
demonstration  by  arteriography  of  an  avas- 
cular zone  adjacent  to  the  cranial  vault  and 
-^   shift  of  the  anterior  cerebral  artery  to  the 
:..  opposite  side  in  unilateral  cases  is  conclu- 
sive   for    practical    purposes.    Electroence- 
phalographic  findings  are  variable  and  may 
be  normal. 

The  time-honored  method  of  direct  diag- 
nosis is  trephenation  of  the  skull.  This  sur- 
gical approach  has  the  advantage  of  being 
therapeutic  as  well  as  diagnostic. 

Thus  attention  to  the  history,  acumen  in 
evaluating  the  patient  and  easily  available 
accessory  clinical  data,  and  alertness  to 
signs  indicating  more  refined  neurosurgical 
study,  will  protect  the  internist  from  the  pit- 
fall of  misdiagnosis  in  chronic  subdural 
hematoma.  This  disease  has  been  described 
as  "an  adversary  apt  to  lull  the  physician 
into  a  diagnosis  that  becomes  a  death  war- 
rant."" Authors  with  great  experience  uni- 
formly call  for  a  high  index  of  clinical  su- 
spicion coupled  with  early  definitive  studies. 
It  is  the  responsibility  of  internists  to  select 
these  cases  on  clinical  grounds  and  refer 
them  to  neurosurgical  colleagues.  This  is  a 
task  failed  in  by  the  unwary  without  pangs 
of  conscience,  but  brought  happily  to  a  re- 
warding conclusion  by  the  physician  who  is 
always  alert  to  remedial  problems  present- 
,||  ing  themselves  in  an  unexciting  clinical 
setting. 


Review  of  the  records  at  Southeastern 
General  Hospital  over  the  years  1952  to  1962 
yielded  17  cases  of  chronic  subdural  hem- 
atoma. Only  two  of  these  were  correctly 
diagnosed  initially,  and  only  one  was  treat- 
ed locally.  In  the  absence  of  a  neurosurgical 
service  to  serve  locally  as  consultants,  other 
patients  have  doubtless  been  discharged  and 
coded  with  a  key  that  would  not  allow  de- 
tection by  myself  or  the  record  librarian. 

Illustrative  Cases 
The  following  4  cases  serve  to  illustrate 
the  circumstances  under  which  chronic  sub- 
dural   hematoma    presents   without   undue 
duplication: 

Case  1 

A  62  year  old  mechanic  was  admitted  on 
March  26,  1963,  on  referral  by  his  local  phy- 
sician, with  a  presumptive  diagnosis  of  a  stroke. 
Three  weeks  earlier  the  patient  had  experienced 
transient  weakness  and  paresthesia  in  the  left 
upper  extremity.  This  slowly  cleared,  leaving 
only  some  weakness  in  grip.  One  week  prior  to 
admission  profound  weakness  developed  on  the 
left,  and  the  patient  fell  at  work.  The  weakness 
lasted  some  30  minutes  and  then  passed  away. 
He  remained  in  bed  thereafter. 

Physical  examination  revealed  a  well  developed 
man  who  was  obviously  depressed  sensorially 
and  who,  though  cooperative,  was  confused  about 
dates  involving  the  present  illness.  Neurologic 
examination  otherwise  was  negative.  No  lateral- 
izing  signs,  papilledema,  or  pupillary  abnormal- 
ities were  found.  Skull  films  were  reported  as 
revealing  no  bony  abnormalities.  The  pineal  was 
identified  in  normal  position.  Lumbar  puncture 
yielded  clear,  colorless  spinal  fluid  under  an 
opening  pressure  of  150  mm.,  with  a  protein  con- 
tent of  110  mg.  per  100  ml. 

A  brain  tumor  was  suspected,  and  the  patient 
was  referred  to  Duke  Hospital.  The  general  phy- 
sical and  laboratory  findings  there  were  essen- 
tially the  same  with  the  exception  of  "slight  but 
definite  muscle  weakness  on  the  left."  He  left  the 
hospital  against  advice  on  the  fourth  hospital 
day.  Before  discharge,  however,  a  right  carotid 
arteriogram  was  done,  revealing  "no  definite  in- 
tracranial lesion  but  .  .  .  evidence  of  segmental 
plaque  formation  in  several  intracranial  vessels." 

Following  discharge  on  April  9,  1963,  the  pa- 
tient followed  a  progressive  downhill  course  lead- 
ing to  total  debility  and  dementia.  He  was  not 
seen  again  alive  locally,  but  was  seen  by  consul- 
tants elsewhere.  He  was  brought  to  the  local  hos- 
pital on  August  28,  1963,  and  pronounced  dead 
on  arrival.  Autopsy  was  granted,  and  bilateral 
chronic  subduial  hematomas  were  found,  each 
containing  approximately  300  ml.   of  fluid. 
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Comment:  Whether  subdural  hematoma 
was  present  at  the  onset  of  this  iUness  is  un- 
answered. Certainly,  in  \iew  of  the  abbrevi- 
ated neurosurgical  work-up,  later  injury 
was  possible  and  probable.  The  opportunity 
for  physicians  familiar  with  the  suspicious 
onset  of  his  illness  to  re-examine  this  patient 
and  to  repeat  indicated  studies  would  have 
been  rewarding. 

Case  2 

A  65  year  old  man  was  admitted  on  October 
28,  1954,  and  seen  in  consultation  on  the  eighth 
hospital  day.  The  history  on  admission  was  es- 
sentially one  of  dull  headache  and  slowly  pro- 
gressive left-sided  hemiparesis  for  five  days.  In 
the  hospital  his  condition  deteriorated  steadily, 
and  when  seen  he  was  stuporous,  aphasic,  hemi- 
paretic  on  the  left,  with  right-sided  "cogwheel'' 
rigidity.  Lumbar  puncture  done  on  admission 
yielded  fluid  with  an  initial  pressure  of  280  mm., 
normal   protein   content,    and   no   xanthocromia. 

The  history  reviewed  with  the  family  quickly 
revealed  a  fall  which  had  occurred  two  months 
earlier,  rendering  him  unconscious  and  followed 
by  progressively  severe  headache  leading  to  the 
present  illness. 

The  patient  was  transferred  to  Duke  Hospital 
and  underwent  surgery  soon  after  arrival.  A 
large  chronic  subdural  hematoma  on  the  right 
was  evacuated.  The  patient  recovered  from  the 
operation,  but  partial  left-sided  hemiparesis,  some 
degree  of  aphasia,  and  sixth-nerve  palsy  on  the 
left  were  permanent  residual  effects. 

Comment: 

This  case  illustrates  tlie  value  of  an  easily 
obtainable  history  of  trauma  and  the  pos- 
sible consequences  of  allowing  a  lesion  to 
progress  to  a  critical  point. 

Case  3 

A  73  year  old  man  was  admitted  on  December 
27,  1962,  with  a  clinical  diagnosis  of  chronic  sula- 
dural  hematoma.  He  was  seen  in  the  office  prior 
to  his  admission  complaining  of  headache  and 
inability  to  speak  correctly  since  a  fall  occurring 
on  October  20,  1962.  He  was  familiar  to  the  ex- 
aminer, and  the  change  in  his  personality,  man- 
ner, personal  hygiene,  as  well  as  mentation,  was 
obvious.  Review  of  the  history  revealed  no 
known  head  trauma  in  the  fall,  but  severe  con- 
tusion to  the  left  thorax  occurred.  The  family 
had  noted  the  above  changes  intermittently  for 
three  weeks. 

His  medical  history  revealed  that  a  prostatic 
cancer  had  been  treated  surgically  in  1952,  and 
hormonal  therapy  continued  for  years.  Physical 


examination  revealed  no  lateralizing  signs  or 
pupillary  signs,  and  no  papilledema. 

Skull  films  were  unremarkable.  Lumljar  punc- 
ture revealed  clear,  colorless  fluid,  with  a  protein 
content  of  132  mg.  per  100  ml. 

The  patient  was  seen  by  a  neurosurgical  con 
sultant  a\ailable  to  our  staff,  and  after  confirm- 
atory arteriograms  were  obtained,  a  large  chronic 
subdural  hematoma  was  evacuated  on  the  left, 
The  patient  enjoyed  a  complete  recovery. 

Comment:  In  this  patient,  three  of  the 
cardinal  manifestations  of  subdural  hem- 
atoma — headache,  mental  changes,  and  al- 
terations in  the  level  of  consciousness — led 
easily  to  confirmatory  studies,  definitive 
therapy,  and  complete  recover3\ 

Case  4 

A  72  year  old  wcman  was  referred  to  the  hos- 
pital on  May  23,  1963,  with  a  presumptive  diag- 
nosis of  stroke.  The  history  revealed  that  she  had 
been  treated  in  this  hospital  two  months  earlier 
for  a  laceration  alxn^e  the  left  eye,  received  in  a 
fall.  At  that  time  neurologic  examination  and 
skull  films  were  normal.  Eleven  days  before  ad- 
mission she  had  noted  inability  to  control  the 
right  hand  when  attempting  to  write.  Four  days 
later  jargon  aphasia  was  noted,  and  one  week 
before  admission  weakness  and  ataxia  develop- 
ed in  the  right  lower  extremity.  Headache  was 
another  complaint. 

Physical  examination  I'evealed  jargon  aphasia, 
mental  confusion,  facial  weakness  on  the  right, 
and  partial  right-sided  hemiparesis,  and  a  posi- 
tive Bakinski  response  on  the  right.  There  was 
no  pupillary  change,  papilledema,  or  palsy  of  the 
sixth  nerve. 

Lumbar  puncture  yielded  spinal  fluid  under  an 
initial  pressure  of  2-10  mm.,  with  xanthochromia 
and  a  protein  content  of  34  mg.  per  100  ml.  The 
patient  was  transferred  to  Duke  Hospital,  where 
a  chronic  subdural  hematoma  was  evacuated  on 
the  left  side.  Recovery  has  been  complete. 

Comment:  This  is  a  typical  illustration  of 
subdural  hematoma  presenting  no  confusing 
features  and  making  an  excellent  response 
to  treatment. 

Summary 

The  diagnostic  problem  of  chronic  sub- 
dural hematoma  from  the  viewpoint  of  the 
internist  is  presented. 

Attention  is  directed  to  the  absence  of  a 
diagnostic  constellation  of  neurologic  signs. 

The  relative  frequency  of  clinical  symp- 
toms and  signs  is  reviewed  and  the  useful- 
ness of  easily  available  and  more  refined 
accessory  studies  is  pointed  out. 
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Alertness  to  the  possibility  of  chronic  sub- 
dural hematoma  and  a  high  index  of  su- 
spicion in  selecting  cases  for  referral  to  a 
neurosurgeon  is  the  responsilDilitj^  of  the  in- 
ternist. 
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Infectious  neuronitis  (  Guillain-Barre  syn- 
drome) is  an  acute  idiopathic  polyneuritis 
characterized  clinically  by  a  flaccid  are- 
flexic  motor  paralysis,  usually  of  ascending 
distribution,  variable  sensory  changes  in  the 
extremities,  and  elevation  of  the  cerebro- 
spinal fluid  protein  in  the  absence  of  pleocy- 
tosis. 

The  syndrome  has  previously  been  report- 
ed to  occur  in  association  with  numerous 
di^'erse  disease  and  toxic  processes.  The  list 
is  a  long  one  and  includes  a  great  variety 
of  dissimilar  entities,  including  infectious 
mononucleosis,  diphtheria,  various  encepha- 
litides,  porphyrinuria,  measles,  mumps,  sul- 
fanilamide poisoning,  diabetes  mellitus  and 
Cushing's  syndrome.  Cases  have  also  been 
observed  following  vaccination  for  smallpox 
and  Japanese  B  encephalitis,  as  well  as  after 
injections  of  tetanus  antitoxin  and  toxoid. 
It  has  been  suggested  that  the  Guillain- 
Barre  syndrome  reiaresents  a  specific  type 
of  reaction  of  the  nervous  system  which 
may  be  triggered  by  varying  stimuli. 

The  following  case  presentation  is  the 
first  reported  association  of  infectious 
neuronitis  and  chronic  renal  failure,  in  this 
instance  thought  to  be  on  the  basis  of 
chronic  glomerulonephritis. 


From  Rex  Hospital,  Raleigh,  North  Carolina. 


Case  Report 
First  admission 

A  26  year  old  white  man  was  first  ad- 
mitted to  Rex  Hospital,  Raleigh,  North 
Carolina,  on  June  8,  1961,  with  the  chief 
complaint  of  weakness  of  the  legs  of  six 
weeks'  duration.  The  symptoms  had  begun 
slowly  but  were  progressive,  and  he  soon 
became  unable  to  rise  from  a  squatting  posi- 
tion without  help.  For  one  week  before  ad- 
mission he  complained  of  cramping  pains 
in  the  thighs  and  calves,  as  well  as  occasion- 
al twitching  of  the  muscles  of  the  lower  ex- 
tremities. Sensory  changes  and  paresthesias 
were  denied.  There  was  no  family  history  of 
renal  or  neurologic  abnormalities. 

In  March,  1958  the  patient  was  diagnosed 
as  having  acute  glomerulonephritis,  mani- 
fested by  hypertension,  retinal  hemorrhage, 
hyposthenuria,  proteinuria,  and  cylindruria. 
Skin  and  subcutaneous  biopsies  were  un- 
remarkable at  that  time. 

On  admission  the  physical  examination 
revealed  the  blood  pressure  to  be  190  systol- 
ic, 110  diastolic.  The  optic  fundi  showed 
straightening  and  "silvering"  of  the  arteri- 
oles. No  hemorrhages,  exudates,  or  papil- 
ledema were  noted,  and  none  of  the  charac- 
teristic changes  of  diabetic  retinopathy 
were  present.  The  heart  was  not  enlarged 
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and  the  rhythm  was  regular.  A  grade  I 
rather  harsh  blowing  systolic  murmur  was 
heard  to  the  left  of  the  sternum.  The  kid- 
neys were  not  felt.  All  pulses  were  palpable. 

The  neurologic  examination  revealed  the 
cranial  nerves  to  be  intact.  Reflexes  in  the 
upper  extremities  were  2  plus  and  ecjual. 
Coordination,  strength,  and  sensation  were 
normal.  Atrophy  of  the  quadriceps  and 
gastrocnemius  was  present  bilaterally,  and 
occasional  gross  fasciculations  of  the  thigh 
and  calf  muscles  were  noted.  Both  legs  were 
weak  and  the  patient  was  unable  to  rise 
from  a  scjuatting  position  without  the  use 
of  his  hands.  Muscle  testing  revealed  poor 
function  bilaterally  in  the  gluteus  maximus, 
fair  function  in  the  sartorius,  gluteus  medi- 
us,  hip  adductors,  quadriceps,  hamstrings, 
gastrocnemius,  soleus,  and  the  flexors  of 
the  toes.  Function  was  good  in  the  remain- 
ing muscles  of  the  lower  extremities.  Norm- 
al was  considered  to  be  100  per  cent  of 
normal  function,  good  75  per  cent,  fair  50 
per  cent  and  poor  25  per  cent.  Reflexes 
were  not  obtained  in  the  knees  or  ankles, 
even  with  re-enforcement.  The  plantar  re- 
flexes were  flexor.  Complete  sensory  exami- 
nation was  within  normal  limits. 

Laboratory  tests  revealed  the  hemoglobin 
to  be  11.4  Gm.  per  100  ml.  The  white  blood 
cell  count  and  differential  Avere  normal.  The 
urine  had  a  specific  gravity  of  1.011  and 
gave  a  2  plus  reaction  to  protein.  Examina- 
tion of  sediment  revealed  4  to  6  red  blood 
cells  and  1  to  3  white  blood  cells  per  high 
power  field.  A  urine  culture  showed  no 
growth.  Excretion  of  phenolsulphonphtha- 
lein  was  10  per  cent  in  two  hours.  A  throat 
culture  was  negative  for  beta  hemolytic 
streptococci.  The  blood  urea  nitrogen  was 
140  mg.  per  100  ml.,  the  calcium  10.4,  and 
phosphorus  11.6  mg.  per  100  ml.  The  serum 
electrolytes  were  within  normal  limits.  A 
blood  culture  showed  no  growth.  Reaction 
to  LE  preparation  was  negative.  A  Congo 
red  test  revealed  65  per  cent  retention  of  dye 
in  the  plasma  in  one  hour.  There  was  in- 
sufficient concentration  of  dye  during  the 
Intravenous  pyelograms  to  outline  the 
calyces.  At  lumbar  puncture  the  spinal  fluid 
pressure  and  dynamics  were  normal.  The 
spinal  fluid  protein  was  332  mg.  per  100  ml.; 


there  were  3  white  blood  cells  per  cubic  mil- 
limeter; serologic  test  for  syphilis  (VDRL) 
was  nonreactive;  the  colloidal  gold  curve 
was  5443222210.  A  myelogram  showed  no 
evidence  of  block  or  filling  defect. 

A  presumptive  diagnosis  of  Guillain-Barre 
syndrome  was  made  and  the  patient  was 
given  a  low  protein  diet,  as  well  as  methyl- 
prednisolone  (Medrol)  4  mg.  every  six 
hours.  He  was  discharged  from  the  hospital 
on  June  19,  1961,  and  continued  to  take 
methyl-prednisolone  for  the  following  10 
days.  The  blood  urea  nitrogen  had  fallen  to 
75  mg.  per  100  ml.  at  the  time  of  discharge. 

Over  the  following  months  the  patient 
gradually  noted  some  strengthening  of  the 
legs;  however,  he  required  the  use  of  leg 
braces  and  a  corrective  mechanism  for  foot- 
drop.  He  became  able  to  raise  himself  from 
a  chair  to  a  standing  position  and  to  walk 
up  to  one-half  block  with  the  use  of  the 
braces  and  crutches. 

Second  admission 

The  patient  was  readmitted  in  May,  1962. 
At  this  time  he  complained  of  gradually  in- 
creasing weakness  of  the  upper  extremities, 
especially  the  hands,  for  the  past  three 
months.  Considerable  atrophy  of  the  small 
muscles  of  the  hands  had  developed,  and  at 
the  time  of  admission  he  was  vmable  to  but- 
ton his  shirt,  tie  his  shoes,  cut  his  meat,  or 
even  open  a  carton  of  milk.  For  one  month 
he  had  noted  some  numbness  in  the  thumb 
and  first  two  fingers  of  both  hands  and  for 
approximately  three  months,  numbness  of 
the  lower  extremities  from  the  mid-thigh 
distally,  associated  with  slight  tingling  of 
the  feet.  For  approximately  six  weeks  he 
had  been  aware  of  gradually  increasing 
weakness  of  the  lower  extremities,  and  al- 
though he  was  able  to  walk  with  the  crut- 
ches, he  was  no  longer  able  to  get  up  with- 
out assistance. 

The  physical  examination  at  this  time 
revealed  general  emaciation.  There  was  1 
plus  edema  of  the  feet  and  ankles.  The  rest 
of  the  general  physical  examination  was  as 
before. 

The  neurological  examination  revealed 
definite  weakness  of  the  obicularis  oculi  on 
the  left,  suggesting  early  left  facial  nerve 
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paresis.  Considerable  muscle  wasting  in  the 
upper  extremities  and  frequent  twitchings 
were  noted.  The  reflexes  in  the  arms  were 
absent  and  strength  was  definitelj^  diminish- 
ed in  the  upper  extremities,  especially  the 
hands.  Bilateral  wristdrop  was  present. 
There  was  marked  atrophy  of  the  intrinsic 
muscles  of  the  hands,  especially  in  the 
thenar  and  hypothenar  areas,  and  the  pa- 
tient was  unable  to  completely  hyperextend 
the  fingers,  which  he  held  in  a  semi-flexed 
position.  Pinprick  was  reduced  over  the 
thumb  and  first  two  fingers,  but  light  touch 
and  temperature  sensation  were  normal. 
Vibratoiy  sense  was  probably  reduced  over 
the  hands,  and  position  sense  was  redviced 
in  the  fingers.  Abdominal  reflexes  were 
normal. 

The  lower  extremities  manifested  gen- 
eralized weakness  and  complete  footdrop. 
The  patient  was  vniable  to  move  the  toes  or 
feet.  Reflexes  were  absent  in  the  legs.  Plan- 
tar reflexes  were  flexor.  Pinprick  was  re- 
duced from  the  mid-thigh  distally  but  was 
no  worse  in  the  feet  than  in  the  legs.  Light 
touch  was  appreciated  throughout.  Vibra- 
tory sense  was  reduced  in  the  legs  and  ab- 
sent in  the  feet  and  ankles.  Position  sense 
was  reduced  in  the  toes. 

At  this  time  the  specific  gravity  of  the 
urine  was  1.010,  with  2  plus  proteinvu'ia. 
Microscopic  examination  of  the  sediment  re- 
vealed 16  to  20  red  blood  cells  per  high 
power  field.  Urinary  arsenic  was  negative. 
The  blood  urea  nitrogen  was  132  mg.  per  100 
ml.,  calcium  9.5  mg.,  and  phosphorus  13.9 
mg.  per  100  ml.  The  total  protein  value  and 
albumin-globulin  ratio  were  normal.  Excre- 
tion of  phenolsulphonphthalein  was  2.5  per 
cent  in  two  hours.  At  lumbar  punctvu'e  the 
spinal  fluid  pressure  was  120  mm.  of  water; 
the  spinal  fluid  protein  was  160  mg.  per  100 
ml.,  with  2  white  blood  cells  per  cubic  mil- 
limeter; and  the  colloidal  gold  curve  was 
0011111100.  A  biopsy  of  the  left  gastrocne- 
mius muscle  revaled  changes  thought  to  be 
secondary  to  neural  atrophy.  No  amyloid 
was  demonstrated.  A  rectal  biopsy  was 
negative. 

The  patient  followed  a  gradually  downhill 
course  characterized  by  progressive  weak- 
ness,  nausea,    vomiting,    dehydration,    and 


emaciation.  At  no  time  did  he  receive  nitro- 
furantoin. He  expired  rather  suddenly  on 
May  16,  1962. 

Discussion 

At  the  time  of  the  patient's  first  admis- 
sion, typical  physical  and  laboratory  find- 
ings of  infectious  neuronitis  were  in  evid- 
ence, including  primarily  motor  signs  with 
no  sensory  impairment  and  albuminocyto- 
logic  dissociation  in  the  spinal  fluid.  He  was 
also  uremic  and  gave  evidence  of  marked 
renal  failure.  A  review  of  the  literature  fail- 
ed to  show  any  previous  reports  of  the  as- 
sociation of  the  Guillain-Barre  syndrome 
and  chronic  renal  decompensation.  Analysis 
of  the  diagnostic  codes  used  for  the  450,602 
patients  seen  at  Duke  Hospital  over  the  past 
30  years  likewise  yielded  no  cases  of  Guil- 
lain-Barre syndrome  in  association  with 
uremia  or  chronic  renal  disease.  In  their  re- 
cent review  of  the  neurologic  complications 
of  acute  uremia,  Locke  and  others'  did  not 
mention  either  infectious  neuronitis  or  peri- 
pheral neuritis  in  this  connection. 

The  exact  relationship  of  the  uremic  state 
to  the  marked  nervous  system  deficit  in  this 
patient  is  unclear,  and  a  purely  coincident- 
al association  cannot  be  ruled  out.  It  is  note- 
worthy, however,  that  the  severity  of  the 
neurologic  symptoms  varied  directly  with 
the  functional  capacity  of  the  kidneys  as 
measured  by  the  retention  of  urea  nitrogen. 
Uremia  may  be  one  of  the  many  diverse 
toxic  conditions  which  is  capable  of  trigger- 
ing a  similar  malfunction  of  the  spinal 
nerves  which  results  in  the  clinical  signs 
characterizing  infectious  neuronitis. 

The  patient  improved  somewhat  after  the 
onset  of  the  original  muscle  weakness,  but 
later  relapsed  and  manifested  considerable 
wasting  of  the  distal  muscles  of  the  upper 
and  lower  extremities,  associated  with  de- 
finite sensory  changes.  The  symptoms  and 
physical  findings  at  the  time  of  the  relapse 
were  somewhat  different  from  those  which 
characterized  the  original  illness,  and  in  fact 
were  more  suggestive  of  a  peripheral  neur- 
itis. 

In  recent  months  several  reports  of  peri- 
pheral neuritis  associated  with  uremia  have 
been  published.  Martin  and  Tyler-  reported 
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2  cases  of  polyneuropathy  associated  with 
hereditary  interstitial  nephritis.  These  au- 
thors felt  that  the  involvement  of  the  peri- 
pheral nervous  system  was  in  some  way 
related  to  the  underlying  disorder.  Both  pa- 
tients were  uremic,  however,  and  a  more 
direct  relationship  between  the  neuropathy 
and  the  uremia  per  se  cannot  be  excluded 
with  certainty.  There  was  no  history  of 
renal  or  neurologic  abnormalities  in  the 
family  of  the  patient  in  the  present  case. 

A  single  case  of  uremic  peripheral  neuro- 
pathy was  reported  in  the  weekly  Clinical 
Pathological  Exercises  in  the  Neio  England 
Journal  of  Medicine^.  This  patient  exhibited 
a  combination  of  chronic  glomerulonephritis 
with  uremia  and  marked  periplieral  neuritis, 
associated  with  a  spinal  fluid  protein  of  170 
mg.  per  100  ml.  and  no  cells.  In  his  discus- 
sion of  the  clinicopathologic  conference,  Dr. 
G.  S.  Foster  reported,  "A  few  months  ago 
when  I  was  visiting  on  the  wards,  we  fol- 
lowed a  young  boy  with  severe  renal  disease 
and  in  whom  marked  polyneuropathy  de- 
veloped in  the  course  of  his  illness  and  I 
understand  there  have  been  3  or  4  similar 
cases  in  the  hopsital."  Asbury  and  others'", 
at  the  1962  meeting  of  the  American  Neuro- 
logical Association,  reported  4  patients  with 
symmetrical  distal  peripheral  neuritis, 
thought  to  be  associated  with  chronic 
uremia  who  developed  symmetrical  peri- 
pheral neuritis  despite  repeated  dialysis. 

It  is  not  certain  whether  the  later  course 
in  this  patient  was  a  continuation  of  the  ori- 
ginal Guillain-Barre  syndrome,  which  may 
exhibit  sensory  changes,  or  if  symmetrical 
distal  peripheral  neuritis  had  developed. 
The  extensive  senory  changes  in  addition 
to  the  lowered  spinal  fluid  protein  level  dur- 
ing the  relapse  would  seem  to  favor  the  lat- 
ter diagnosis.  Both  of  the  symptom  com- 
plexes may  have  been  directly  related  to 
metabolic  alterations  occuring  in  the  nerves 
secondary  to  the  uremic  state.  With  improv- 


ed techniques  in  the  care  of  patients  with 
chronic  renal  decompensation,  the  life  ex- 
pectancj'  has  definitely  been  extended.  Be- 
cause of  this  improved  short-term  prognosis, 
neurologic  secjuelae  may  well  be  recognized 
far  more  often  in  the  future,  and  should  be 
watched  for. 

Sumvjary 

A  patient  is  presented  who  suffered  from 
chronic  uremia,  thought  to  be  secondary  to 
chronic  glomerulonephritis.  Classical  signs 
of  the  Guillain-Barre  syndrome  developed 
during  the  coui-se  of  the  renal  failure.  To- 
ward the  terminal  stage  of  his  illnes,  he  de- 
veloped featui'es  suggestive  of  peripheral 
neuropathy. 

It  is  suggested  that  the  uremic  state  may 
cause  metabolic  disturbances  which  become 
manifested  by  various  malfunctions  of  the 
nervous  system.  Improved  technicjues  in  the 
treatment  of  patients  with  chronic  renal 
failure  have  considerably  prolonged  the  life 
expectancy.  With  this  more  protracted 
course,  patients  who  have  chronic  renal  dis- 
ease may  be  observed  to  develop  neurologic 
complications  more  often  in  the  future. 
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Tne  PuLlic  Role  or  tne  Pnysician 

Irving  E.  Carlyle 
Winston-Salem 


There  are  several  reasons  why  I  accepted 
an  hivitation  to  write  on  the  public  role  of 
the  physician.  In  the  first  place,  my  rela- 
tion with  the  Bowman  Gray  School  of 
Medicine  has  been  long  and  close.  I  saw  it 
begin  when  I  was  a  small  boy  growing  up 
on  the  old  campus  at  Wake  Forest.  It  occu- 
pied the  top  floor  in  the  80  x  80  old  brick 
three-story  alumni  building  at  Wake  Forest, 
and  it  was  affiliated  with  the  little  college 
infirmary  having  10  or  15  beds  and  very 
little  equipment.  The  alumni  building  also 
housed  the  biology  and  English  departments 
on  the  other  two  floors,  and  the  total  cost  of 
the  whole  building  was  around  $8,000. 

There  were  usually  two  or  three  cadavers 
in  the  vats  in  the  medical  school,  and  these 
constantly  aroused  the  curiosity  of  the  small 
boys  in  the  neighborhood.  It  had  two  or 
three  professors  and  a  handful  of  students. 
The  school  then  was  only  an  acorn  from 
which  the  present  and  still-growing  giant 
oak  has  grown.  I  doubt  if  a  smaller  begin- 
ning and  greater  relative  growth  were  ever 
experienced  by  any  other  medical  school  in 
this  or  in  any  other  country.  Viewed  against 
the  present  program  of  continued  growth,  it 
has  a  history  in  which  all  of  us  can  take 
pride. 

In  the  second  place,  my  relations  with 
physicians  through  the  years  as  lawyer  and 
client  and  as  patient  have  been  most  pleas- 
ant and  agreeable.  It  has  been  my  privilege 
as  a  lawyer  through  the  years  to  defend  10 
or  12  able  and  distinguished  physicians  in 
unjust  malpractice  cases,  but  I  will  not  go 
into  that  here. 

In  the  third  place,  as  a  member  of  the 
Board  of  Visitors  of  Bowman  Gray  from 
the  Board's  inception  until  now,  and  as  a 
member  of  the  National  Advisory  Neuro- 
logical and  Blindness  Council,  I  have  come 
to  have  great  respect  and  high  regard  for 
medical  care  and  research. 

Indispensability  of  the  Physician 

The  first  item  in  a  consideration  of  the 


public  role  of  the  physician  is  his  indispens- 
ability— a  strong  word.  Society  just  cannot 
get  along  without  doctors.  That  makes  the 
physician  a  member  of  an  elite,  a  fact  that 
should  give  him  true  humility  and  justifi- 
able pride.  At  times  and  in  places  the  family 
lawyer  can  be  dispensed  with,  but  never  the 
family  doctor.  Birth,  illness,  and  death,  de- 
manding the  expert  care  of  the  doctor,  soon- 
er or  later  are  the  lot  of  every  man.  That 
predicament  of  the  human  race  is  soundly 
recognized  and  gives  high  priority  and  high 
drama  to  the  medical  profession. 

Preachers  are  not  universally  accepted. 
Lawyers  are  tolerated  but  seldom  loved. 
Bankers  are  courted  but  often  feared.  Busi- 
nessmen are  highly  regarded  for  the  influ- 
ence they  exert  on  the  economy,  but  admira- 
tion for  them  is  often  limited.  Teachers  are 
listened  to,  but  not  enough  of  their  students 
seek  to  follow  in  their  steps. 

But  not  so,  historically,  with  the  doctor. 
When  I  was  a  boy,  the  number-one  citizen 
in  the  average  community  was  apt  to  be  the 
doctor.  Frequently  he  served  as  president  of 
the  local  bank  and  as  a  member  of  its  board 
of  directors;  as  president  and  a  director  of 
the  local  building  and  loan  association;  as  a 
member  of  the  governing  body  of  the  local 
church  of  whatever  denomination  he  might 
belong  to;  on  the  library  board  and  the 
school  board,  and  in  many  other  capacities. 
Then  the  doctor  was  a  recognized  civic  lead- 
er. He  was  looked  up  to,  revered  and  re- 
spected, not  only  for  what  he  did  but  also 
for  what  he  was.  He  was  literate,  learned, 
and  loved.  He  was  not  only  his  own  man; 
he  was  a  man  who  belonged  to  the  whole 
community.  Without  him  the  community 
was  not  well  rounded. 

Changing  image 

But  I  would  be  less  than  candid  and  not 
altogether  realistic  if  I  did  not  tell  you  that 
today  this  image  of  the  doctor  has  become 
somewhat  blurred  and  dim.  The  doctor  is 
not  the  man  on  horseback  that  he  once  w^as. 
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I  need  not  try  to  place  the  blame  for  this 
situation,  except  to  say  that  it  is  due  to  the 
growing  complexity  of  life  and  the  trend 
toward  specialization  in  medicine  and  in  the 
care  of  patients,  including  the  institutional 
practice  of  medicine.  The  doctor  is  no  longer 
the  civic  leader  that  he  once  was.  His  sta- 
ture in  this  respect  has  definitely  shrunk. 

As  authority  for  these  statements  I  cite 
a  study  made  by  the  Columbia  Universitj-'s 
School  of  Public  Health  and  Administrative 
Medicine,  as  described  in  an  article  pub- 
lished in  the  Wall  Street  Journal  in  the 
spring  of  1962.  This  report  flatly  questioned 
the  quality  of  medical  care  received  by  some 
patients  in  New  York  hospitals.  The  article 
also  referred  to  widespread  criticism  from 
health  insurers  that  more  and  more  doctors 
are  overcharging  insured  patients. 

Also  referred  to  were  criticisms  among 
doctors  themselves  relating  to  charges  of 
unethical  fee-splitting  and  of  surgery  being 
performed  by  unqualified  physicians.  And 
from  patients  come  growing  complaints 
about  the  unavailability  of  doctors  in  some 
emergencies,  the  unwillingness  of  many 
physicians  to  make  house  calls,  and  the 
often  lengthy  waits  in  doctors'  reception 
rooms. 

From  the  Wall  Street  Journal  article  I 
quote  as  follows: 

In  all  this  censure,  the  Columbia  report  stands 
out  as  the  most  dramatic  and  perhaps  the  most 
damaging.  .  .  .  Columbia's  findings  come  at  a 
time  when  the  medical  profession  in  New  York 
already  is  being  heavily  criticized.  .  .  .  Never- 
theless, many  doctors  concede  there  is  a  grow- 
ing amount  of  grumbling  from  the  public  that 
doctors  as  a  whole  are  too  busy  these  days  to 
provide  the  comfort  and  medical  care  asso- 
ciated with  the  family  physician  in  past  years. 

The  article  closes  with  this  statement: 

Generallj',  most  people  replied  that  they  thinPc 
well  of  their  own  doctors  but  frequently  are 
critical  of  doctors  as  a  whole. 

The  Conipidsion  to  Conjront  Change 

And  that  leads  me  to  mention  the  second 
item  in  our  consideration  of  the  public  role 
of  the  physician —  the  compulsion  upon  the 
physician  to  confront  change.  Among  all  the 
learned  professions,  this  factor  of  constant 
change  is  most  strongly  felt  in  the  medical 


profession.  You  know  better  than  I  the 
cause  of  this.  I  have  seen  the  growth  of  the 
biological  sciences  referred  to  as  one  of  the 
chief  causes. 

The  law3'er  follows  the  doctrine  of  stare 
decisis  and  looks  for  the  controlling  decision 
of  the  highest  court  decided  five  or  fifty 
years  before.  The  preacher  bases  his  work 
upon  a  book  that  is  2000  years  old  or  older. 
The  teacher  seeks  to  interpret  and  to  apply 
the  accumulated  knowledge  of  the  past.  But 
the  doctor  must  know  and  apply  the  scien- 
tific discoveries  and  procedures  of  today, 
and  he  must  anticipate  those  of  the  future. 
He  can  never  cease  to  read  and  study,  and 
he  can  never  afford  to  relax  and  rest  on  his 
mental  oars.  Of  all  men,  he  must  keep  an 
open  and  informed  mind  about  areas  beyond 
medicine,  but  which  are  definitely  related 
to  the  pi'actice  of  medicine. 

Even  the  layman  can  see  that  the  medi- 
cine you  must  know  thoroughly  and  prac- 
tice well  now  is  not  the  same  medicine  that 
was  taught  and  practiced  as  recently  as  ten 
years  ago.  The  fine  hospitals  being  built 
with  public  funds  in  almost  every  commu- 
nity throughout  the  land  pose  a  challenge 
to  the  doctors  in  those  communities. 

Therefore,  your  pre-eminent  task  as  seen 
by  the  public  is  to  keep  abreast  of  the 
changes  in  medical  care  as  related  to  the 
whole  of  life.  In  the  public  image  of  the 
doctor,  this  is  a  prime  cjuality.  If  the  doctors, 
individually  and  collectively,  fail  at  this 
point,  great  will  be  the  fall  of  the  medical 
profession  in  public  esteem.  Proficiency,  per- 
fection, and  progress  on  the  part  of  the  doc- 
tor above  all  other  men  are  demanded  by 
the  public. 

The  Need  for  Adjustment  to  the  Times 

And  that  brings  me  to  my  third  point — 
the  need  for  the  doctor  to  adjust  to  the 
changes  of  his  time.  The  main  point  made  by 
the  Columbia  University  Report  to  which 
I  have  already  referred  is  that  doctors  must 
improve  their  public  image.  I  would  like  to 
close  by  discussing  how  this  may  be  done. 

Involvement  in  social  problems 

First,  it  seems  to  me  that  the  only  way  the 
physician  can  preserve  his  professional  sta- 
ture is  for  him  to  become  more  involved  in 
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solving  the  health  and  welfare  and  civic 
problems  of  his  time.  This  country,  thanks 
to  the  leadership  of  the  medical  profession, 
is  deeply  committed  to  better  hospital  and 
medical  care  for  all  the  citizens,  including 
those  unable  to  pay.  Poverty  and  poor  health 
frequently  go  hand  in  hand.  Crime  and  poor 
health  also  go  together.  In  fact,  good  health 
is  the  basic  element  in  the  success  of  the  in- 
dividual, whether  he  be  rich  or  poor,  privi- 
leged or  underprivileged.  Preventive  medi- 
cine is  a  crying  need. 

Many  of  the  same  people  found  in  the 
lines  leading  into  the  Welfare  Department 
will  be  found  in  the  lines  leading  into  the 
outpatient  clinics  of  our  hospitals.  The  suc- 
cessful operation  of  those  clinics  should  be 
the  concern  of  all  the  physicians  practicing 
in  the  hospital.  Poverty,  ignorance,  crime, 
and  bad  health  all  too  often  afflict  the  same 
individuals.  American  physicians,  individ- 
ually and  collectively,  must  join  and  work 
with  the  fellowship  of  the  concerned  to  cor- 
rect this  condition. 

In  the  public  opinion  columns  of  some  of 
our  state  papers,  I  have  seen  more  than 
once  letters  from  doctors  expressing  bitter 
and  biting  criticism  of  the  state's  public  wel- 
fare program.  The  criticism  expressed  is 
often  more  destructive  than  constructive.  Of 
course  the  welfare  program  everywhere  is 
not  perfect,  but  it  is  necessary,  notwith- 
standing the  criticism  from  some  doctors. 
The  sum  total  of  all  this  is  to  create  in  the 
public  mind  the  concept  that  the  doctors 
are  the  enemies  of  public  welfare.  I  think 
this  is  most  unfortunate. 

In  every  community  there  are  certain 
basic  institutions  whose  work  is  indispens- 
able— the  hospitals,  the  courts,  the  church- 
es, the  schools,  the  public  libraries,  the  social 
service  organizations,  and  the  Chamber  of 
Commerce.  Each  of  these  institutions  de- 
serves more  wholehearted  and  intelligent 
support  from  the  doctors  of  the  community 
than  they  are  now  receiving.  The  giving  of 
this  support  will  benefit  both  the  commu- 
nity and  the  medical  profession. 

Personal  health 

In  the  second  place,  the  doctor  should 
practice  more  his  good  health  preachments. 
Too  many  doctors,  to  the  knowledge  of  the 


public,  do  not  take  care  of  their  own  health. 
They  work  too  hard;  they  play  too  little; 
they  eat  too  much;  they  fail  to  practice  mod- 
eration in  other  areas;  they  fail  to  rest  and 
relax  and  to  discipline  themselves  sufficient- 
ly; and  above  all,  they  fail  to  take  enough 
exercise,  regularly. 

In  1940  one  of  my  warm  medical  friends 
reminded  me  that  he  and  I  were  the  cardiac 
type — prominent  belly,  heavy  body,  short 
neck,  and  so  forth.  He  made  the  point  so 
clearly  that  I  took  it  to  heart.  Since  then 
I  have  paid  at  least  three  visits  a  week  to  the 
Y.M.C.A.  health  club  for  a  light  swim  and 
rubdown,  with  golf  on  both  days  of  the 
weekend,  regardless  of  the  weather,  always 
walking  briskly  and  never  riding  a  cart,  in 
addition  to  rigidly  watching  my  weight. 

Unfortunately,  m)'  medical  friend  and  ad- 
viser, because  of  heavy  professional  respon- 
sibilities, has  not  been  able  to  do  these 
things.  As  a  conseciuence,  he  has  since  had 
two  coronaries,  while  up  until  now  I  have 
been  spared,  thanks  to  his  good  medical  ad- 
vice and  kindly  warning.  As  a  result,  1  have 
become  an  exercise  addict  and  a  great  ad- 
mirer of  the  Paul  Dudley  White  school  of 
thought. 

I  have  said  these  things,  not  as  a  health 
snob,  but  as  one  who  is  deeply  concerned  in 
trying  to  help  our  young  doctors,  our  young 
lawyers,  and  young  businessmen  to  combat 
the  deterioration  in  their  own  personal 
health  by  following  reasonable  programs  of 
exercise.  I  recommend  it  strongly,  and  espe- 
cially to  all  doctors  whose  education  is  too 
costly  and  whose  careers  are  too  valuable  to 
be  frittered  away  through  bad  health  and 
early  death. 

Civic  leadership 

Finally,  the  doctors  must  assume  a  larger 
share  of  the  responsibilities  of  civic  leader- 
ship in  their  communities. 

In  one  respect,  doctors  and  preachers  are 
alike — neither  should  seek  to  hold  public 
elective  office.  By  temperament  and  training 
and  tradition,  they  are  unsuited  to  the  prac- 
tice of  politics. 

Both  the  preacher  and  the  doctor  how- 
ever, should  actively  support  good  govern- 
ment;   should   become   informed   upon   the 
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problems  and  operation  of  government; 
should  be  actively  identified  with  all  good 
causes  in  their  respective  communities — re- 
ligious, educational,  cultural,  and  civic.  Too 
much  the  physicians  have  withdrawn  into 
their  offices  and  social  clubs.  I  am  not  ad- 
vocating that  the  doctor  should  become  just 
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another  "do-gooder"  or  "good  fellow  about 
town."  What  I  am  advocating  is  that  the 
doctor  become  moi-e  than  just  a  practitioner 
of  medicine — as  tremendously  important 
and  energy-consuming  as  that  is — but  that 
in  addition,  he  become  a  well-rounded  citi- 
zen of  his  communitv. 


Pnysician  Placement  in  Nortn  Carolina 

James  T.  Barnes* 
Raleigh 


My  recollections,  it  seems  to  me,  through- 
out my  60-odd  years  of  life,  have  forever 
involved   physician   placement  activities. 

In  rural  North  Carolina,  where  my  teach- 
er-parents brought  me  up  to  be  early  and 
always  aware  of  the  importance  of  health, 
we  were  encouraged  to  be  aware  also  that 
the  family-community  doctor  was  the  key- 
stone to  the  family's  capacity  to  live  healthy 
lives  and  to  have  the  strength  to  produce 
a  livelihood.  The  practitioner  of  medicine 
seemed  to  us  to  be  so  deeply  involved  in  the 
life  of  the  community  and  in  responsibility 
for  people  that  he  was  the  one  person  uni- 
versally recognized  and  loved  by  all  our 
families — high  and  low. 

In  Days  Gone  By 

Back  in  the  days  of  the  post-rider,  prior  to 
Rural  Free  Delivery,  the  weekly  trek  on 
horseback  or  "sulky"  bearing  communica- 
tions and  news  of  the  day  terminated  at 
Taylor,  in  Wilson  County,  North  Carolina. 
Taylor,  now  long  extinct,  had  derived  its 
name  from  its  first  rural  practitioner,  who 
had  come  in  the  late  eighties  to  practice  in 
this  river-road,  isolated  township. 

From  my  childhood  I  remember  well  the 
"Old  Taylor  Home"  in  which  the  Taylor 
family  had  lived.  It  was  located  down  the 
hill,  on  the  route  from  the  old  Post  and  the 
Academy  (later  our  public  school)  toward 
the  principal  industrial  effort — the  Taylor 
water  mill.  The  "Home"  possessed  an  un- 
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usual  architectural  style  which  we  knew 
later  reflected  the  culture  Dr.  Taylor  had 
brought  when  he  settled  in  our  rural  town- 
ship. 

I  understand  that  the  Academy  followed 
his  leadership  as  a  factor  in  the  develop- 
ment of  the  cultural  and  intellectual  aspects 
of  the  time — less  than  40  years  after  the 
Civil  War — and  that  his  guidance  and  aspir- 
ations accounted  for  the  excellence  of  the 
curriculum  and  some  of  the  arts  which  this 
institution  of  free  enterprise  introduced  to 
the  people. 

The  Old  Taylor  mill  was  the  industrial 
and  commercial  complex  for  several  town- 
ships, many  remote  from  the  county  seat. 
Its  production  of  grist,  corn  products,  feed, 
flour,  and  lumber  was  the  very  first  mani- 
festation of  productivity  in  the  area  other 
than  by  manpower  and  the  horse.  Dr.  Tay- 
lor's demise,  I  am  sure,  was  regarded  as 
a  tragedy. 

Historically,  Dr.  Taylor  was  succeeded 
by  Dr.  Broughton,  who  was  to  practice  for  a 
short  time  and  then  transfer  his  talents 
to  the  ministry,  in  which  he  reached  emi- 
nence in  Georgia.  During  World  War  I  he 
exerted  a  profound  and  lofty  religious  lead- 
ership by  service  in  the  Baptist  Tabernacle 
of  London,  England,  where  he  was  to  renew 
his  boyhood  acquaintance  with  Walter 
Hines  Page,  then  Ambassador  to  the  Court 
of  Saint  James.  These  medical  men  set 
standards  for  rural  medical  practice  which 
were  followed  by  Freeman,  Powell,  Grady 
and,  in  later  years,  bj'  Bradshaw  and  Rich- 
ards, all  dutiful  physicians  who  served  and 
left  their  mark  on  this  rural  community. 
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Now,  all  this  did  not  just  happen.  I  re- 
member well  the  local  activities  of  citizens 
who  formed  committees  to  secure  and  hold  a 
physician.  It  seemed  to  me  that  my  father 
was  the  recognized  leader  of  the  commu- 
nity's concern  and  activities  in  these  efforts 
— whether  replacement,  finance,  education, 
health  campaigns,  or  whatever  was  needed 
in  the  movement  for  community  health  bet- 
terment. These  doctors  who  came,  married 
our  cousins  or  our  teachers,  practiced,  and 
moved  on  to  more  fertile  fields  always  left 
an  impact.  This,  in  a  manner,  represents 
the  method  of  physician  placement  in  rural 
North  Carolina  up  to  World  War  II. 

Urbanization   and   Industrial  Development 

By  1940  the  beginning  of  military  dis- 
placement of  physicians,  the  trend  toward 
specialization,  and  the  threshold  of  wonder 
in  medical  practice  began  to  cut  into  the 
availability  of  medical  service  for  rvu'al 
North  Carolina. 

The  State's  population  of  4.000,000  was 
well  distributed  over  700  miles,  stretching 
from  Manteo  on  the  Atlantic  to  the  pin- 
nacles of  the  Appalachians  in  the  West. 
Means  of  communication  had  webbed  the 
state,  and  our  agricultural  and  industrial 
revolution  had  developed  apace,  so  that  the 
rural  areas  lost  people  to  the  growing  ur- 
ban centers.  The  textile,  tobacco,  and  fur- 
niture industries,  lumbering,  mining,  ship- 
ping, meat-poultry  production  and  process- 
ing, and  the  production  of  military  ma- 
terial began  the  concentrations  of  urban 
growth  and  industry  in  small  towns  and 
cities  which  today  characterize  the  State. 

While  we  now  have  4,500,000  people 
(equalling  the  size  and  population  of  In- 
diana) there  are  still  less  than  800,000 
living  in  incorporated  cities  of  5,000  popula- 
tion or  more.  Although  the  population  large- 
ly resides  in  rural  areas,  66  per  cent  of  the 
rural  working  group  seek  daily  employment 
in  the  850  towns  and  cities  of  North  Caro- 
lina. This  means  that  the  practicing  physi- 
cians have  transferred  to,  or  have  newly  lo- 
cated in,  urban  centers  and,  decreasingly, 
have  sensed  the  value  of  locating  for  prac- 
tice in  rural  communities  and  small  towns. 

This  loss  was  felt  very  keenly  during  the 


war  years  of  the  forties.  Moreover,  the 
people  hungered  for  the  curative,  protective, 
and  cultural  leadership  of  the  physician, 
pharmacist,  and  nurse  who  were  locating 
and  concentrating  health  services  at  points 
relatively  distant  from  them.  In  many  situ- 
ations hardships  developed,  and  community 
leaders  were  concerned  and  distressed  as 
they  watched  these  trends  and  were  more  or 
less  powerless  to  do  anything  about  them. 

Under  medical  leadership  in  1944,  the 
State  launched  an  educational  and  legisla- 
tive "Good  Health  Program,"  which  by 
1947  had  reached  some  of  the  basic  goals 
designed  to  assure  health  protection  to  all 
the  people  of  the  State.  To  enumerate: 

1.  Expansion  of  public  health 

Resxdt:  There  are  now  health  depart- 
ments in  all  the  100  counties, 
giving  basic  health  protection 
and  education  in  health. 

2.  Expansion  in  education  in  medicine  and 
allied  professions 

Result:  There  are  now  three  four-year 
medical  schools  enrolling  more 
than  200  medical  students  in 
freshman  courses  each  year. 
About  these  schools  have  devel- 
oped primary  medical  service 
centers  of  world  note  serving  all 
areas  of  the  State. 

3.  Expansion  of  general  medical  and  surgi- 
cal hospitals 

Result:  There  are  172  such  hospitals,  lo- 
cated in  90  of  the  100  counties, 
which  have  attracted  staff  phy- 
sicians whose  services  are  avail- 
able to  most  areas  of  the  State. 

4.  Development  and  expansion  of  voluntary 
insurance 

Restdt:  There  are  two  voluntary  associa- 
tions which  cover  nearly  a  mil- 
lion (or  23  per  cent)  of  the 
people.  Private  insurance  covers 
another  segment  estimated  at 
about  30  per  cent.  Other  plans, 
which  go  far  toward  encompass- 
ing the  remainder  of  the  popula- 
tion, are  expanding  widely. 

5.  The    $400,000,000    farm-to-ynarket    road 
system. 
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Result:  Medical  service  is  fairly  available 
— often   in   minutes — to   people 
everywhere. 
6.  Beginning  in   1947   the  Medical  Society 
established  physician  placement  services. 
Result:  Some  1,500  physicians  have  been 
placed    specifically    during    the 
past  17  years. 
We  achieved  the  above  result  by  setting 
up  a  simple  plan  of  communication  having 
three  goals: 

1.  To  determine  communities  and  prac- 
tice situations  needing  the  services  of  a 
phj'sician — whether  a  family  doctor  or 
specialist  of  any  branch  of  medicine. 

2.  To  determine,  as  widelv  as  we  can, 
physicians  who  seek  locations  for  the 
practice  of  medicine  whether  as  gen- 
eral practitioners  or  specialists. 

3.  To  bring  to  the  attention  of  the  two — 
the  physician  and  the  community  lead- 
er— what  is  available  and  to  allow 
them  the  freedom  to  strike  a  bargain. 

It  is  as  simple  as  that.  The  job  is  done 
principal^  by  correspondence  and  record. 
Over  the  years,  however,  we  have  acquired 
a  vast  store  of  knowledge  and  information 
about  both  the  communities  of  the  State 
and  the  interests  and  wants  of  phj'sicians 
who  seek  locations.  We  give  this  informa- 
tion as  much  interplay  as  possible.  To  de- 
velop our  information  more  fully,  we  make 
field  \'isits  and  consult  personallj^  with  both 
the  communities  and  the  physicians.  In  this 
way  we  obtain  a  minimal  understanding  of 
the  potentials — 


— As  to  medical  need. 

— As  to  the  economic  potential  to  gain, 
support,  and  hold  a  physician. 

— As  to  educational  opportunities,  both 
for  the  physician  and  his  family. 

— As  to  the  cultural  activities  and  acces- 
sibility of  the  area  and 

— As  to  the  recreational  possibilities  of 
the  community  and  area. 

— As  to  the  history  of  success  or  failure 
which  has  attended  the  practice  of  former 
physicians. 

— As  to  new  developments  which  are  like- 
ly to  influence  a  future  practice  favorably 
or  unfavorably. 

— As  to  the  prevalence  of  listed  commun- 
ities seeking  physicians  in  any  given  field  of 
practice. 

— As  to  the  prevalence  of  listed  physicians 
seeking  locations  within  the  State. 

All  this  information  is  interchanged  as 
freely  as  possible.  Much  more  could  be  ac- 
complished by  field  service.  Undoubtedly 
more  physicians  seeking  locations  could  be 
discovered  if  more  frecjuent  consultations 
could  take  place  at  medical  training  centers. 

That  we  have  a  fair  measure  of  success  is 
widely  recognized  by  the  profession  and  by 
the  people.  We  are  determined  to  carry  on. 
Despite  all  our  efforts,  however,  we  still 
have  some  350  vacancies — 200  for  general 
practice  alone.  Some  of  these  are  unpromis- 
ing: most  are  worthy  of  consideration. 
There  is  no  magic!  It  is  a  matter  of  daily 
hard  work  and  "running  fast  to  keep  up 
with  yourself." 


THE  RESPONSIBILITY  OF  THE  DRUG  INDUSTRY 

The  activities  of  the  universities  and  their  research  laboratories  and 
those  of  the  pharmaceutical  industry  are  not  competitive  but  complemen- 
tary. There  is  an  increasingly  broad  overlapping  of  interests.  Both  do  and 
should  have  large  and  effective  research  programs.  It  is  the  prime  func- 
tion of  the  one  to  probe  and  to  teach,  and  it  is  in  our  American  system  the 
function  of  the  other  to  do  research  with  the  aim  of  finding  and  develop- 
ing new  health-giving  aids  which  will  come  slowly  or  not  at  all  if  we 
place  our  dependence  upon  the  government,  or  for  that  matter  on  univer- 
sities, either  state  or  private. — Lowell  T.  Coggeshall,  M.D.,  Vice  President 
University  of  Chicago. 
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and 
Chrtstiane  Maria  Siewers, 
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M.D. 


In  attempting  to  study  the  history  of  med- 
icine in  North  CaroUna,  one  is  impressed 
by  the  apparent  lack  of  interest  in  tliis  sub- 
ject manifested  by  the  liistorians  of  the 
state.  A  study  of  The  North  Carolina  His- 
torical Review,  1924-1959,  reveals  only  nine 
references  to  medical  history,  several  of 
which  are  reviews  of  books  dealing  with 
general  medical  history  not  directly  related 
to  North  Carolina.  This  lack  is  especially  dis- 
appointing since  it  is  not  due  to  any  dearth 
of  material,  as  even  a  cursory  perusal  of 
available  sources  reveals. 

This  paper  deals  with  a  small  segment  of 
medical  history  in  North  Carolina,  with  em- 
phasis on  the  Moravian  settlement  of 
Wachovia  in  the  period  1753-1759.  Attention 
will  be  focused  especially  on  the  work  of 
Hans  Martin  Kalberlahn,  their  physician  for 
these  six  years. 

Colonial  North  Carolina 

Although  colonial  North  Carolina  of- 
fered a  variety  of  attractive  induce- 
ments to  early  settlers,  the  promise 
of  a  healthy  environment  was  not  one 
of  them.  Comments  made  by  contem- 
porary observers  about  the  situation,  while 
actually  more  amusing  than  illuminating, 
indicate  that  the  colonists  seemed  to  have 
"enjoyed"  rather  poor  health.  Colonel  Byrd, 
a  noted  antagonist  of  the  state,  wrote  that 
the  people  of  North  Carolina  were  "full  of 
gross  humors,"  due  apparently  to  a  heavj^ 
diet  of  pork^  Another  early  critic  comment- 
ed that  New  England  grog,  "the  most  shock- 
ing liquor  you  can  imagine,"  was  responsible 
for  the  "thining"  of  the  blood  which  caused 
"the  constant  slow  fevers  that  wear  down 
the  constitution,  relax  the  nerves  and  in- 
feeble  the  whole  frame."  This  account  fur- 
ther described  the  natives  as  "tall  and  lean, 
with  short  waists  and  long  limbs,  sallow 
complexions  and  languid  eyes,  when  not  in- 
flamed by  spirits.  Their  feet  are  flat,  their 


joints  loose  and  their  walk  uneven."' 

Annotations  respecting  the  health  prob- 
lems of  the  colonial  period  are  not  limited 
to  lay  diagnosis,  however.  One  physician  of 
the  time  recorded  the  common  disorders  of 
North  Carolina  as  "Agues,  or  intermittent 
fevers  .  .  .  which  almost  every  old  woman 
pretends  to  have  an  infallible  cure  for; 
cachexia,  a  very  common  distemper  in  these 
parts,  caused  by  sedentary  habits,  green 
fruits,  and  eating  clay  and  dirt,  which  the 
children,  both  white  and  black,  and  some  of 
the  old  people  are  very  subject  to."  This,  he 
said,  "corrupted  and  vitiated"  the  body 
"through  surfeits  and  ill  digestion."  He  pre- 
scribed "strong  purges  and  exercise"  as  a 
cure.  Other  diseases  listed  by  this  doctor  as 
frequent  in  the  state  were:  "Diarrhoea, 
Dystenteria,  the  clap  and  French  Pox,  the 
Yaws,  collichs,  Cholera-Morteus,  convul- 
sions, Hooping-Cough,  Cutaneous  Disorders, 
such  as  Tetters,  Ring-worms,  Rashes,  prick- 
ley  Heats,  and  the  Itch."' 

If  health  conditions  were  not  sufficiently 
bad  to  daunt  the  courage  of  the  pioneers,  the 
character  of  some  of  the  practicing  phys- 
icians of  North  Carolina  in  the  colonial  peri- 
od certainly  should  have  compensated  for 
the  deficiency.  One  doctor  was  depicted  as 
"a  man  of  vile  character"  who  seems  to  have 
been  frequently  in  trouble  with  the  law.'  The 
absence  of  ethical  standards  and  legal  quali- 
fications for  the  medical  profession  led  one 
citizen  to  warn  his  nephew  against  those 
physicians  who  "more  commonly  under- 
stand their  trade  better  than  their  profes- 
sion" and  who  find  it  "more  to  their  interest 
to  exercise  the  one  than  to  practice  the 
other."'  No  less  a  personage  than  the  Royal 
Governor,  Joseph  Martin,  lamented  the  lack 
of  physicians  of  "reputation"  in  North  Caro- 
lina, and  found  it  desirable  to  go  to  New 
York  for  his  own  medical  care-. 

Fortunateh^  however,  the  early  settlers 
were  not  all  faced  with  this  predicament. 
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In  the  midst  of  much  professional  degen- 
eracy there  were  physicians  of  broad  culture 
whose  medical  libraries  were  adeciuate  for 
the  period,  and  who  deser\-ed  the  confidence 
and  trust  of  their  patients'.  Hans  Martin 
Kalberlahn,  who  came  to  the  state  in  1753, 
was  one  such  man.  Born  in  Drontheim,  Nor- 
way, March  30,  1722,  he  was  reared  as  a 
Lutheran  and  confirmed  into  that  Church 
at  the  age  of  fifteen-'.  Although  the  records 
of  his  education  are  sparse,  it  is  possible  to 
determine  a  few  basic  facts.  His  early  for- 
mal education  was  in  a  Lutheran  school;  he 
later  studied  medicine  and  surgery  as  an 
apprentice^. 

In  1743  he  took  his  Wander-Jahre,  a 
period  of  wandering  from  city  to  city  to  gain 
knowledge  of  the  world  and  to  widen  his 
experience.  This  practice  traditionally  put 
the  finishing  touch  upon  the  education  of 
European  youth  of  the  period^.  In  1744  he 
came  in  contact  with  a  group  of  Mora^•ians 
in  Copenhagen.  This  meeting  pro\'ed  signi- 
ficant for  Dr.  Kalberlahn;  his  memoir  in- 
dicates that  he  was  a  "godly  young  man" 
whose  predilection  for  Christian  fellowship 
led  him  into  the  membership  of  this  pietistic 
brotherhood.  In  Herranhaag,  a  Moravian 
center  near  Frankfurt  Main  he  became  a 
member  of  the  Moravian  Church  and  prac- 
ticed his  profession.  In  1753  he  left  Europe; 
passing  through  Holland  and  visiting  Lon- 
don, he  spent  nearly  three  months  on  the 
sea  before  arriving  in  New  York.  From  here 
he  went  to  the  Moravian  community  at 
Bethlehem  where  he  joined  a  company  of 
eleven  men  who  had  been  selected  by 
Church  officials  to  establish  a  new  colony 
of  the  Church  in  North  Carolina^. 

Life  in  the  New  Settlement 

to     be     known     as 


was  begun  with  the  settlement 


This     new     colony 
Wachovia 

of  Bethabara  in  1753*.  True  to  their  meth- 
odical habits,  the  Church  fathers  had  made 
careful  plans  for  the  new  settlement.  The 
first  settlers  included  persons  who  could 
supply  the  basic  needs  of  a  frontier  com- 
munity and  included  two  ministers  (one 
for   pastoral   work   and   the   other   for   ad- 

*Bethabara  (literally  "House  of  Passage"!  is  a  pic- 
turesque village  situated  just  north-west  of  the  present 
city  of  Winston-Salem,  North  Carolina. 


ministrative  duties),  a  miller,  a  baker,  a 
gardener,  two  farmers,  a  carpenter,  a  tailor, 
a  shoemaker,  and  Brother  Kalberlahn.t'' 

In  addition  to  their  usual  professional 
and  vocational  tasks  these  11  men  were  as- 
signed other  duties  designed  to  meet  the 
demands  of  the  difficult  pioneer  years. 
There  was  a  division  of  labor  whereby  the 
normal  reciuirements  of  daily  living  could 
be  provided  with  a  minimum  of  annoyance. 
In  addition  to  his  medical  duties.  Brother 
Kalberlahn  served  the  community  first  as 
cook  and  later  as  a  kind  of  house  father." 

Unlike  certain  other  physicians  in  colonial 
North  Carolina,  Brother  Kalberlahn  refused 
to  permit  his  non-medical  assignments  to 
interfere  with  his  true  profession.  One  evi- 
dence of  his  concern  for  suffering  is  seen  in 
the  assistance  he  was  willing  to  render  to 
settlers  while  en  route  to  North  Carolina 
from  Penns}dvania'.  Within  little  more  than 
a  month  of  his  arri\-al  the  sick  had  begun 
to  come  to  the  Moravian  physician  in  Beth- 
abara, and  he  soon  enjoyed  a  large  prac- 
ticed 

Medical  practice 

A  detailed  evaluation  of  the  specific  med- 
ical practices  of  Brother  Kalberlahn,  while 
very  desirable,  is  not  possible.  Any  medical 
records  which  the  doctor  may  ha\-e  kept 
from  which  such  a  study  could  be  made  are 
not  available.  An  extensive  search  of  the 
Church  Archives  indicates  that  if  he  kept 
such  records  they  have  been  lost  over  the 
years.  The  student  is  left,  therefore,  onl,y 
with  the  Church  diaries  of  the  period  and 
certain  other  records  from  which  may  be 
drawn  limited  fragments  pertaining  to  the 
doctor's  work.  Some  of  the  particular  details 
of  certain  of  the  more  spectacular  cases 
which  came  under  Brother  Kalberlahn's 
care  found  a  place  in  the  records,  but  more 
freciuently  in  the  diaries  mention  is  given 
only  of  the  fact  that  certain  people  came  to 
consult  the  doctor  in  Bethabara  or  that  he 
made  trips  to  ^■isit  the  sick  in  surrounding 
areas. 

Among  the  most  outstanding  of  Dr.  Kal- 
berlahn's practices  was  that  of  venesection, 

tThe  term  "Brother"  is  traditionally  used  in  ^loravian 
writing  to  designate  male  members  of  the  Church:  this 
practice  will  be  followed  in  this  paper. 
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or  "bleeding,"  as  it  is  recorded  in  numerous 
places".  No  attention  is  given  to  the  actual 
method  emploj-ed,  but  this  practice  was  con- 
sidered so  important  that  when  Dr.  Kalber- 
lahn  returned  to  Pennsylvania  for  a  visit  the 
record  states  that  he  instructed  several 
Brethren  in  certain  medical  practices, 
especially  that  of  "letting  blood"  should 
"anything  happen"  during  his  absence^". 

Rarely  are  the  reasons  given  for  the  "let- 
ting of  blood."  Only  on  two  occasions  does 
the  diary  state  specifically  the  problem  in- 
volved: one  was  for  a  head  injury  resulting 
from  a  limb  of  a  falling  tree  hitting  one  of 
the  Brethren  on  the  head,  inflicting  an  "ugly 
wound"  and  leaving  him  "senseless"'^;  an- 
other was  when  one  of  the  Brethren  fell 
from  a  house  and  dislocated  his  leg:  here  the 
record  states  that  "Br.  Kalberlahn  set  it  and 
bled  him."i-  Clewell,  in  his  History  of 
Wachovia,  stated  that  on  one  occasion  dur- 
ing this  period  "all  of  the  people  in  Beth- 
ania*  were  bled  bj'  the  direction  of  the  phy- 
sician "as  a  matter  of  precaution. "^^  From 
these  statements  one  may  conclude  that  Br. 
Kalberlahn  considered  the  practice  of  vene- 
section a  valuable  asset  to  his  medical  ar- 
mamentarium, and  according  to  the  best 
practice  of  his  day  used  it  frequently, 
though  not  without  careful  consideration. 

One  of  the  more  interesting  cases  that  the 
Bethabara  doctor  attended  during  his  short 
tenure  was  that  of  George  Muller,  the  un- 
fortunate victim  of  an  assault  with  an  axe 
with  intent  to  kill.  Muller  was  brought  to 
Bethabara  by  two  friends  some  three 
months  after  he  had  sustained  the  head  in- 
jury. The  record  indicated  that  another 
surgeon  had  treated  the  wound  and  that  it 
had  seemed  to  heal  but  unfortunately  had 
opened  again;  the  ordeal  had  left  Muller  in 
a  state  of  great  pain  and  weak  mind".  Br. 
Kalberlahn  operated  on  the  man  the  follow- 
ing day,  removing  a  splinter  of  bone  from 
the  skull  and  keeping  him  under  his  care 
for  "several  days."i-*  Apparently  the  "several 
days"  stretched  into  weeks,  for  more  than  a 
month  after  the  operation  Muller  was  still  in 
the  village,  but  able  to  attend  the  worship 
services^-'.  Soon  thereafter  the  patient  was 

•Bethania  was  the  second  village  of  the  Wachovia  settle- 
ment: it  is  located  approximately  three  niiles  west  of 
Bethabara  and  was  established  in  1759. 


allowed  to  continue  his  treatment  at  home 
and  was  discharged  by  Br.  Kalberlahn^^ 

An  entry  in  the  diary  approximately  two 
months  later  states  that  upon  a  visit  to  Beth- 
abara to  pay  the  doctor  for  his  services 
(payment  was  two  bushels  of  salt)  he  was 
much  improved  and  suffered  only  a  slight 
speech  difficulty^*. 

Payment  for  Medical  Services 
The  matter  of  remittance  for  medical  serv- 
ices followed  the  general  practice  of  Mor- 
avian settlement  towns  respecting  economic 
matters.  The  services  of  Br.  Kalberlahn 
were  rendered  to  his  Brethren  without 
charge,  and  anj'  fees  which  he  received  from 
those  patients  outside  Wachovia  went  to 
meet  the  general  needs  of  the  community. 
To  ensure  the  economic  success  and  survival 
of  Wachovia,  a  unique  economic  structure 
known  as  the  "Oeconomie"  was  used".  This 
S3'stem,  which  has  been  called  "an  experi- 
ment in  pure  apostolic  communism'^,"  was 
characterized  by  a  community  of  effort  and 
support,  with  each  individual  doing  that 
task  for  which  he  was  best  suited  and  all 
sharing  in  the  results  according  to  their 
needs. 

The  methods  of  payment  for  medical  care 
constitute  an  interesting  insight  into  these 
years  of  North  Carolina  history.  On  one  oc- 
casion, after  a  trip  to  the  Meto  River  to 
treat  a  sick  child,  the  doctor  returned  lead- 
ing a  cow  and  calf  as  payment'^.  On  another 
occasion  a  man  brought  a  bear  in,  asking 
the  doctor  to  accompany  him  to  the  Jubari, 
some  30  miles  away  to  treat  a  man  with  a 
dislocated  hip.  The  diary  points  out,  how- 
ever, that  the  bear  had  been  shot  "on  our 
land"!-"  Another  time  Br.  Kalberlahn  was 
called  to  attend  a  patient  with  a  badly  cut 
foot;  the  doctor  elected  to  have  him  brought 
to  Bethabara  for  treatment:  he  arrived  the 
next  day,  moving  into  a  cabin  which  had 
been  vacated  for  him.  After  his  treatment, 
which  continued  for  several  days,  he  was 
taken  home  by  friends,  accompanied  by  one 
of  the  Brethren  to  collect  the  doctor's  fee, 
which  turned  out  to  be  two  cows  valued  at 
"'50  shillings  each."-' 

Often  the  doctor  was  called  away  from 
Bethabara  to  attend  patients.  Especially  was 
this  true  for  those  settlers  living  in  the  Yad- 
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Fig.  1.  A  photocopy  of  an  early  plan  of  the  medical  garden.  (Used  by  permission  of  Miss  Grace 
Siewers,  acting  archivist  of  the  Moravian  Church  in  America,  South.) 


March,  1964 


BROTHER   KALBERLAHN— SIEWERS    AND    SIEWERS 


113 


-li^Si^^^fifeSfe^^^^^:^:^ 


'  'Ci»— »  ^^^v 


*^7~V 


't/Ui,^tctct^^  y-^ 


^iU^>~. 


7f^ 


1^0. 


9- 


(U* 


'JUJJ<^U.. 


"'^^-^g^^-r^^-'sif 
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kin  River  area.  The  number  of  visits  to  that 
part  of  the  country  indicates  either  that  the 
doctor  was  held  in  ver}'  high  esteem  by 
these  people  or  that  the  Yadkin  folks  were 
uncommonly  subject  to  disease.  Perhaps 
both  of  these  factors  played  a  part--.  Also 
mentioned  in  the  diary  are  visits  to  Town 
Fork  Creek-3  (present  area  of  Walnut  Cove, 
North  Carolina),  Virginia--*,  areas  simply 
designated  as  a  specific  distance  away-'',  and 
others-". 

To  understand  how  wide  an  area  was 
served  by  the  Bethabara  doctor  one  only  has 
to  consider  the  distance  over  which  people 
travelled  to  see  Br.  Kalberlahn.  A  man 
brought  his  sick  wife  in  from  Horse  Pasture 
Creek,  50  miles  away-';  several  came  from 
Smith's  River,  GO  miles  distance,  two  for 
medicine  and  one  wanting  Br.  Kalberlahn  to 
return  with  him  to  see  his  sick  mother. 
Though  the  doctor  could  not  return  with 
him  he  sent  a  letter  of  advice  to  the  wo- 
man^*. 

When  one  considers  the  method  of  travel 
in  colonial  America  and  the  condition  of 
roads,  which  were  frecjuently  no  more  than 
paths  or  trails,  this  fact  assumes  even  more 
significance.  During  the  first  five  months  of 
1756  some  22  patients  came  in  from  various 
locations  for  medical  help-".  In  that  same 
year  Br.  Jacob  Loesch,  business  manager 
and  treasurer  of  the  community,  said  in  a 
report  to  Church  officials  in  Bethlehem, 
Pennsylvania:  "Br.  Kalberlahn  has  a  large 
practice.  People  have  come  more  than  a 
hundred  miles  to  get  medicine  and  advice 
from  him.  He  has  also  gone  far  and  wide  to 
visit  patients.""'"  Perhaps  the  most  astonish- 
ing visit  to  Bethabara  for  medical  care,  as 
far  as  distance  was  concerned,  was  one 
made  by  a  Mr.  Mesher  and  his  wife  from 
Cape  Fear  (Faj^etteville,  North  Carolina), 
a  trip  of  approximately  140  milesl^' 

Drugs  prescribed 

Because  of  the  absence  of  such  details 
from  the  records,  it  is  not  possible  to  de- 
scribe the  nature  of  the  drugs  prescribed 
by  Br.  Kalberlahn.  There  is  a  notation  that 
in  October,  1756,  some  three  years  after  the 
Brethren's  arrival  in  Wachovia,  a  medical 
garden  was  laid  out^-:  Brother  Kalberlahn 


spent  much  time  and  lal)or  in  clearing  and 
fencing  the  garden-'-'.  There  is  no  informa- 
tion as  to  the  specific  plants  grown  in  this 
garden.  The  next  reference  available  con- 
cerning it  indicates  that  after  Brother  Kal- 
berlahn's  death  in  1759,  his  successor.  Dr. 
Bonn,  let  the  garden  fall  into  disrepair.  In 
September  1760  Br.  August  Schubert  came 
to  the  community  and  started  the  garden 
again^s.  (Figure  1  shows  a  photo  copy  of  an 
early  plan  of  this  garden:  figure  2,  a  list 
of  the  original  plants.-''^)  There  is  one  refer- 
ence to  the  fact  that  the  Brethren  "burned 
tar  which  Br.  Kalberlahn  will  need  in  med- 
icine^-''. No  records  are  available  indicating 
the  specific  uses  made  of  any  of  these  drugs. 

Laboratory  and  injirmary 

Among  Brother  Kalberlahn's  other  ac- 
complishments, he  found  time  to  set  up  a 
laboratory  and  an  infirmary  or  "sick-room," 
as  the  diary  calls  it'"'.  Again  it  is  not  possible 
to  determine  the  precise  function  of  the 
laboratory;  possibly  certain  of  the  medica- 
tions he  used  were  prepared  in  it.  The  sick- 
room was  established  on  August  13,  1756,  to 
accommodate  a  number  of  the  Brethren  who 
were  ill:  and  it  is  significant  in  that  it  may 
be  the  earliest  hospital  or  infirmary  in  North 
Carolina. 

Br.  Kalberlahn  Takes  a  Wife 

On  April  24,  1758,  several  of  the  Beth- 
abara Brethren  returned  to  Bethlehem, 
Pennsylvania,  for  the  purpose  of  securing 
wives*.  Among  them  was  Br.  Kalberlahn. 
Shortly  after  his  arrival  in  Bethlehem  he 
was  called  in  to  assist  Br.  Otto,  the  Bethle- 
hem physician-'".  Sr.  Anna  Catharine  Antes 
had  been  injured  when  thrown  from  her 
horse  while  returning  to  Bethlehem  from  a 
visit  in  Maryland,  and  Br.  Kalberhan  was 
sent  to  attend  her. 

The  natural  laws  of  attraction  seem  to 
have  functioned  as  effectively  in  the  eigh- 
teenth century  as  today,  and  the  medical 
profession  of  that  day  seems  to  have  been 
no  more  immune  to  them  then  than  now.  Sr. 

•The  rules  of  Moravian  Church  life  then  in  force  forbade 
the  normal  courting  process.  Permission  to  marry  was 
granted  only  by  the  Church  Boards  after  they  had  as- 
certained the  Lord's  will  in  the  matter  by  the  use  of  lot. 
(Woolsey,  op.   cit.,  pp.   28-43). 
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DR.  SHIELD  WAS  A  CONSULTANT.  Mr  Dowd  says,  He  was  never 
present,  but  he  was  always  there.  You  see,  knowing  that  I  had  Blue 
Shield  protection  not  only  hastened  my  recovery  but  made  it  extra- 
ordinarily pleasant.  In  short,  I  like  the  way  Dr.  Shield  operates." 
Hospital  SAVING  Association  of  Chapel  Hill 
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The  New  Enlarged  Program  of 

DISABILITY  INSURANCE 

AVAILABLE  TO   MEMBERS  OF 

The  Medical  Society  of  the  State  of  North  Carolina 

DESIGNED   TO   MEET    PRESENT   DAY   NEEDS 

PLANS  UP  TO 

•  $250.00  WEEKLY  DISABILITY  INCOME  BENEFITS  ($1,080.00  monthly) 

•  $20.00  PER  DAY  EXTRA  HOSPITAL  BENEFIT  (Optional) 


I 


PLAN   A      (Basic) 


Lifetime  Accident 

and 
7  years  Sickness 


SEMI-ANNUAL  PREMIUMS 


Weekly 
Benefits 

$250.00 

Dismemberment 
Benefits 

Principal 

Sum  For 

Accidental 

Death 

Premium  Age 
40  and  Over 

tReduced  Premium 
To  Age  40 

Up  to  $50,000.00 

$5,000.00 

$244.50 

$183.50 

$200.00 

Up  to  $40,000.00 

$5,000.00 

$196.50 

$147.50 

$150.00 

Up  to  $30,000.00 

$5,000.00 

$148.50 

$111.50 

$100.00 

Up  to  $20,000.00    !   S5, 000.00 

$100.50 

$  75.50 

PLAN    AA       (Long  Term) 


SEMI-ANNUAL   PREMIUMS 


Lifetime  Accident 

and 
For  Sickness,  from 

Inception  of 

Disability  to  Your 

Attainment  of 

Age  65 


Weekly 
Benefits 

$250.00 
$200.00 

Dismemberment 
Benefits 

Principal 

Sum  For 

Accidental 

Death 

Premium  Age 
40  and  Over 

tReduced  Premium 
To  Age  40 

Up  to  $50,000.00 

$5,000.00 

$292.00 

$219.25 

Up  to  $40,000.00 

$5,000.00 

$234.50 

$176.00 

$150.00 

Up  to  $30,000.00 

$5,000.00 

$177.00 

$133.00 

$100.00 

Up  to  $20,000.00 

$5,000.00 

$119.50 

$   89.75 

The  premiums  for  Plan  AA  will  be  reduced  to  the  same  premium  as  for  Plan  A  at  age  58. | 

Note:  The  above  rates  do  not  increase  at  age  50,  or  even  at  age  60! 
tOn  attaining  age  40,  age  40  rates  apply  on  renewal. 


J.  L.  CRUMPTON, 

State  Mgr. 


Professional    Group    Disability    Division 

COMMERCIAL  INSURANCE  COMPANY  OF  NEWARK,   N.  J. 

Box    147,    Durham,    N.   C. 

J.   Slade   Crumpton,    Field    Representative 

If  more  information  is  needed  or  help  desired  in  completing  your  enrollment, 
please  call  us  collect: 

Area   Code   919— Phone   682-5497. 
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Anna  Catharine  summarized  the  events  in 
her  autobiograpliy:  "He  (Br.  Kalbeiiahn) 
took  care  of  me,  we  liked  each  other  very 
much,  and  as  soon  as  I  was  sufficiently  I'e- 
covered  we  were  married."^**  They  were  en- 
gaged on  July  22  and  married  on  July  29, 
1758,  remaining  in  Bethlehem  for  nine 
months  thereafter. 

Indian  Warfare 

In  April  of  1759,  Br.  Kalberlahn  and  his 
bride  with  five  other  couples  set  out  for 
Wachovia,  arri-\'ing  there  on  May  30,  1759, 
after  a  hard  journey^**.  They  found  North 
Carolina  suffering  the  ravages  of  Indian 
warfare;  the  village  of  Bethabara  was  liter- 
ally a  stockade.  Dr.  Bonn,  who  had  been 
there  as  a  substitute  for  Br.  Kalberlahn, 
needed  help  to  care  for  the  injured,  but 
little  is  recorded  about  their  actual  medical 
problems.  By  the  time  the  Indian  uprising 
had  ceased  to  be  a  problem,  a  "wave  of  af- 
fliction" passed  over  Bethabara.  A  disease, 
later  diagnosed  as  typhus  fever*",  reached 
epidemic  proportions  in  parts  of  North  Caro- 
lina and  Virginia.  The  village  of  Bethabara, 
crowded  with  refugees  and  constantly  visit- 
ed by  strangers,  suffered  severely*^. 

Apparently  Br.  Kalberlahn  was  unable  to 
help  the  Brethren  as  much  as  he  wished  in 
their  illness,  and  faced  with  the  natural 
frustration  of  such  a  situation  he  was  very 
disturbed.  His  memoir  records:  "...  when 
some  of  the  Brethren  got  sick  he  took  it  to 
heart,  and  was  so  often  helpless  about  it 
that  he  turned  with  many  tears  to  his 
Saviour."  On  July  22,  1759,  he  too  was 
stricken  with  the  disease,  and  six  days  later, 
July  28,  1759,  he  died". 

Conchcsion 

Brother  Kalberlahn  did  much  for  his  con- 
temporaries in  Wachovia  in  six  years  of 
sacrificial  service  amongst  them,  but  an 
even  greater  contribution  is  to  be  found  in 
the  example  he  sets  before  the  young  phy- 
sician of  today.  While  the  medical  practice 
of  Br.  Kalberlahn  and  that  of  the  twentieth 
century  have  little  in  common,  nevertheless 
the  Christian  spirit  and  dedication  to  serv- 
ice to  his  fellowman  exemplified  in  the  life 
of  Br.  Kalberlahn  can  still  serve  as  a  chal- 
lenge to  the  profession. 
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Report  rrom 

Tne  Duke  University 

Poison  Control  Center 

Jay  M.  Arena,  M.D., 
Director 

CHLORINATED  ALKALIS    (Clorox,   etc.) 

There  is  a  chemically  nondescript  group 
of  chlorinated  alkalis  (or  hypochlorites) 
that  pass  under  the  familiar  names  of 
Javelle,  Labarraque,  Carrel-Dakin's,  Clorox, 
"chloro— "  this  and  that,  including  "chlor- 
inated lime,"  bleaching  powder,  and  blanch- 
ing or  bleaching  solution.  By  whatever 
name,  the  solution  is  extremely  useful  in  the 
household  and  conveniently  at  hand  for 
3'oung  children  to  explore  and  drink. 

Of  chief  interest  are  the  corrosive  and 
caustic    actions   of    the   solution,    which    is 


fairly  alkaline  and  liberates  either  chlorine 
or  the  putati\e  "nascent  oxygen"  to  decom- 
pose organic  matter  of  \arious  kinds.  Thus, 
while  it  is  splendid  for  killing  organisms  in 
situ,  and  as  a  deodorant,  water  purifier  and 
bleach,  it  is  harsh  on  the  mucous  mem- 
branes. It  can  produce  injury  varying  from 
irritation  to  chemical  burns  about  the 
mouth,  pharynx  and  larynx  and  causes  pro- 
found gastric  inflammation.  The  damage  is 
local;  the  material  e\idently  cannot  be  ab- 
sorbed as  such,  and  systemic  toxicity  does 
not  occur.  But  the  local  harm  can  occasion- 
ally be  alarming,  with  se\'ere  edema  of  the 
larynx  and  pharynx,  intense  gastritis  and 
rarely  perforation  of  the  esophagus  or  stom- 
ach. 

In  a  surve\'  of  two  recent  separate  re- 
ports of  339  and  120  cases  of  Clorox  in- 
gestion, only  2  patients  showed  any  evid- 
ence of  esophageal  injury.  These  were  mild 
and  of  such  a  nature  as  to  exclude  the  pos- 
sibility of  the  late  development  of  stricture. 
Routine  esophagoscopy  for  evaluation  is  ap- 
parently not  indicated  unless  considerable 
corrosion  of  the  oropharynx  is  noted,  or  if 
unusual  large  amounts  have  been  ingested. 

Commercial  bleaching  solutions  contain 
3-6%  sodium  hypochlorite  (usually  written 
NaClO),  corresponding  approximately  to 
Sodium  Hypochlorite  Solution  N.F.  The 
dilute  (surgical)  solution  is  only  0.5%,  and 
even  it  is  not  used  lightly.  The  chemistry 
of  these  substances  defies  explanation.  It  is 
said  that  they  liberate  chlorine  when  acidi- 
fied, as  in  the  stomach,  but  they  are  actively 
corrosive  as  they  come  from  the  bottle. 

Treatment  is  symptomatic.  Sips  of  milk  or 
other  demulcent  to  allay  the  burning  sensa- 
tion of  the  oral  mucous  membrane  is  usually 
all  that  is  necessary.  Vigorous  anti-alkali 
therapy  is  rarely  indicated. 


Dr.    Surrey    Gets    Winthroj)    Award 

Dr.  Alexander  R.  Surrey,  an  assistant  director 
of  the  Chemistry  Division  of  the  Sterling-Win- 
throp  Research  Institute,  has  been  awarded  the 
Winthrop  Order  of  Merit  in  recognition  of  his 
scientific  achie\'ements. 

The  award  was  established  by  the  Winthrop 
Products  Company,  a  division  of  Sterling-Win- 
throp  Group  Ltd.,  the  LTnited  Kingdom  subsidiary 
of   Sterling   Drug    Inc. 
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SHARP  AS  A  SERPENT'S  TOOTH 

Spring  calls  forth  not  only  trees  and  flow- 
ers but  snakes,  and  Dr.  Parrish's  article  on 
snake  bite  in  this  issue  of  the  Journal 
is  timed  to  meet  the  anticipated  May  in- 
crease in  snake  bite  cases.  Since  North  Caro- 
lina, as  he  points  out,  has  the  highest  an- 
nual incidence  of  snake  bite  east  of  the 
Mississippi,  it  would  seem  especially  impor- 
tant for  the  physicians  of  this  state  to  be 
well  informed  on  the  subject. 

Compared  with  automobile  and  home  ac- 
cidents, snake  bite  is  a  minor  problem,  but  it 
has  always  been  feared  out  of  all  proportion, 
perhaps  because  it  is  visualized  as  happen- 
ing far  from  home  and  help.  The  extremely 
low  mortality  in  the  cases  reported  by  Dr. 
Parrish  should  be  reassuring  to  physician 
and  patients,  indicating  that  help  is  indeed 
available,   and  that  the   snakes  which   are 


likely  to  bite  one  in  our  state  are  less  poison- 
ous than  those  in  other  areas.  Persons  va- 
cationing among  desert  rattlesnakes  are 
warned,  however,  that  Southern  hospitality 
cannot  be  expected  from  this  source,  and 
that  while  the  bad  men  of  the  West  are  gone, 
the  bad  snakes  remain. 

One  cannot  but  wonder  why  North  Caro- 
lina should  have  such  a  high  incidence  of 
snake  bite.  Some  reasons  come  readily  to 
mind.  Our  state  covers  a  wide  area,  and  our 
citizens  engage  in  a  great  deal  of  outdoor  ac- 
tivity such  as  farming,  hunting  and  fishing, 
which  would  increase  their  exposure.  Tour- 
ism is  extensive,  further  extending  the  num- 
ber of  people  out  of  doors.  The  season  for 
outdoor  activity  is  longer  than  that  of  some 
of  our  Northern  neighbors,  and  is  enjoyed 
by  both  snakes  and  people.  Perhaps  our  net- 
work of  hospitals  is  a  factor  in  the  number 
of  cases  reported,  to  say  nothing  of  the 
interests  of  our  physicians. 

^  ^  ^ 

A  STRIKING  THING  HAPPENED  ON 
THE  WAY  TO  THE  MORGUE 

If  it  were  possible  for  Nature  to  imitate 
Art,  as  Oscar  Wilde  claimed  in  his  famous 
epigram,  a  good  place  to  start  would  be  to 
make  blows  on  the  head  as  innocuous  in  life 
as  they  are  in  fiction.  As  Dr.  Alexander 
points  out  in  this  issue  of  the  Journal,  rela- 
tively insignificant  trauma  to  the  head  may 
be  followed  by  serious  subdural  hematomas, 
even  by  death;  the  effects  of  extradural 
bleeding  are  still  worse.  Yet  over  the  years, 
Dick  Tracy,  Little  Orphan  Annie,  television 
participants  in  Western  and  urban  violence, 
and  popular  fictional  sleuths  arise  unruffled 
from  what  would  seem  to  be  elephant-stun- 
ning wallops  on  the  head.  In  fact,  their 
periods  of  unconsciousness  seem  almost  re- 
freshing, to  judge  by  the  violence  they  them- 
selves unleash  as  soon  as  they  are  on  their 
feet. 

It  would  be  naive  to  think  that  the  homi- 
cidal segment  of  society  is  not  influenced 
by  what  it  sees  on  television,  and  thereby 
assumes  that  no  harm  will  come  if  a  man  be 
hit  on  the  head  to  get  him  out  of  the  way 
while  evil  ends  are  accomplished.  They 
learn  the  actual  results  of  head  injury  too 
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late  to  do  their  victims  or  themselves  any 
good. 

Dr.  Alexander's  paper  should  not  only  re- 
mind all  of  us  to  keep  subdural  hematoma  in 
mind  in  diagnosis,  but  to  do  what  we  can 
to  discourage  the  use  of  blows  to  the  head 
as  plot  devices,  unless  the  true  effects  are 
given  also.  Since  properly  informed  writers 
would  thereby  lose  their  heroes,  some  moi'e 
genteel  method  of  getting  the  storekeeper 
out  of  the  way  may  have  to  be  adopted.  Cer- 
tainly, to  give  Oscar  Wilde  his  due,  Nature 
may    eventually    e\'olve    a    more    resilient 

brain;  but  we  cannot  afford  to  wait. 
*     *     * 

THE  PUBLIC  IMAGE  OF  THE 
PHYSICIAN 

Mr.  Carlyle's  talk  to  the  Bowman  Gray 
medical  students,  appearing  as  an  article  in 
this  issue,  should  interest  physicians  of  the 
state  because  of  the  insight  it  affords  into 
the  image  of  the  physician  held  by  an  in- 
telligent, well-informed  member  of  the  pub- 
lic who  is  favorably  disposed  toward  the 
medical  profession.  Mr.  Carlyle's  informa- 
tion comes  not  only  from  the  Wall  Street 
Journal,  but  from  such  sources  as  Harper's 
and  the  Saturday  Revieio,  as  well  as  his  per- 
sonal and  professional  contacts  with  phy- 
sicians, and  has  produced  the  opinions 
which  he  sets  forth  with  candor  in  his  paper. 
Many  physicians  would  perhaps  be  offended 
by  some  of  the  things  he  saj's,  but  there  is 
little  merit  in  hearing  only  from  people  who 
say  what  one  wishes  to  hear.  The  fact  re- 
mains that  many  people  of  Mr.  Carlyle's  in- 
tellectual and  professional  status  hold  such 
opinions,  and  it  is  important  that  those  who 
think  them  wrong  seek  to  correct  their  ap- 
parent errors. 

One  of  the  main  points  of  Mr.  Carlyle's 
article  is  centered  on  material  coming  from 
the  so-called  Trussell  report,  written  by  Dr. 
Ray  Trussell  and  Mr.  Frank  \'an  Dyke  of  the 
Columbia  University  School  of  Public 
Health  and  Administrative  Medicine,  and 
entitled  "Prepayment  for  Medical  and  Den- 
tal Care  in  New  York  State."  This  report 
has  received  a  great  deal  of  attention  in 
various  medical  news  media,  although  many 
of  the  details  have  probably  escaped  us  here 
in  North  Carolina. 


There  is  serious  doubt  that  most  of  the 
problems  dealt  with  in  the  Trussell  report 
are  of  major  concern  here.  Much  of  the  med- 
ical care  in  New  York  City  is  pro\ided  under 
different  circumstances  from  those  existing 
in  this  state.  An  example  is  Mi-.  Carlyle's 
statement  that  "This  report  flatly  question- 
ed the  ciuality  of  medical  care  received  by 
some  patients  in  New  York  hospitals."  The 
ciuestions  were  for  the  most  part  based  on 
the  large  amount  of  care  given  in  non-ac- 
credited hospitals  in  the  New  York  City  area 
and  on  the  c|ualifications  of  the  physicians. 
In  addition  to  graduation  from  U.  S.  medical 
schools  and  approval  by  U.  S.  specialtj^ 
boards,  they  employed  a  technicfue  for  eval- 
uating the  quality  of  medical  care  that  is  by 
no  means  the  ultimate  in  objectivity,  and 
the  mere  fact  that  the  report  questioned  the 
care  does  not  mean  that  the  patients  were 
indeed  improperly  treated.  If  an}'  of  oui- 
readers  are  interested  in  more  details  of  the 
Trussell  report,  they  can  be  found  in  Neic 
York  Medicine,  the  issues  of  October  20, 
November  5  and  20,  and  December  5  and  20, 
1962.  The  Trussell  report  itself  is  312  pages 
long,  and  can  be  bought  for  S5.00  from  the 
New  York  State  Department  of  Insurance. 

We  are  grateful  to  Mr.  Carlyle  for  allow- 
ing us  to  publish  his  views,  which  were  sub- 
mitted by  a  member  of  this  Society,  not  by 
him.  They  should  guide  all  of  us  in  the  con- 
duct of  our  relations  with  the  public.  If  any 
of  our  readers  have  important  facts  which 
they  feel  applj'  to  the  differences  in  North 
Carolina  medicine  that  make  the  Trussell  re- 
port irrelevant  in  this  state,  we  will  be  glad 
to  hear  from  then. 


PUNCH  CARD  TOXICOSIS- 
AILMENT 


-A  MODERN 


It  seems  that  many  people  have  strong 
feelings — negative  feelings,  that  is — about 
the  growing  use  of  electronic  data  proces- 
sing equipment  in  the  activities  of  everyday 
life.  Since  our  December  190.3  editorial 
"Computers — Friend  or  Foe"  was  published, 
a  number  of  comments  to  that  effect  have 
come  our  way,  most  of  tliem  focused  on  the 
variously  imprinted  punch  cards  which 
serve  as  bills,  examination  reports,  receipts. 
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and  similar  documents.  To  many  these  cards 
symbolize  a  growing  depersonalization  of 
contacts  among  people,  and  carry  with  them 
threats  of  unemployment  or  serious  errors 
made  by  unknowing  machines.  For  ex- 
ample, one  man  said  that  the  card  carrying 
his  son's  College  Entrance  Board  scores  had 
the  boy's  name  and  address  written  incor- 
rectly; which  led  him  to  wonder  if  this 
machine  might  not  ha\'e  gotten  the  scores 
wrong  as  well,  and  thereby  blighted  the 
boy's  future. 

It  is  inevitable,  in  these  circumstances, 
that  punch  cards  have  become  fetishes — 
embodiments  of  jDotent  spirits — and  thus 
are  involved  in  the  magic  practices  which 
have  always  surrounded  fetishes.  The  magic 
may  be  as  sophisticated  as  the  punch  cards, 
but  magic  it  is. ' 

On  the  lighter  side,  there  is  the  current 
joke  about  the  school  boy  who  said  that  the 
only  way  he  could  get  the  attention  of  school 
authorities  was  by  bending  his  IBM  card. 
The  same  friend  who  was  worried  about  his 
son's  college  board  experience  has  retaliated 
by  purchasing  a  hand  punch  that  makes  the 
characteristic  square  holes,  using  it  to  freely 
assault  any  and  all  cards  he  gets  in  the  mail. 
He  has  visions  of  mail  order  houses  he  does 
business  with  sending  boatloads  of  oil  burn- 
ers to  Central  Africa,  and  so  on.  Another 
ingenious  acquaintance  threads  wire 
through  the  holes  in  the  punch  cards  he 
gets,  hoping  they  will  jam  the  sorter.  One 
man,  in  the  data  processing  field  himself, 
objects  to  the  failure  of  one  of  his  creditors 
to  send  an  envelope  along  with  his  bill.  He 
gets  this  dissatisfaction  across  by  addressing 
and  putting  a  stamp  on  the  punch  card  it- 
self, then  stapling  his  check  to  the  card  right 
where  it  says  "Do  Not  Fold,  Staple,  or  Muti- 
late." In  more  serious  revolt  are  the  men  in 
a  few  furniture  mills  in  the  state  who  spray 
punch  cards  recording  their  output  with 
aluminum  paint,  which  disrupts  the  elec- 
trical circuits  in  the  computer,  and  keeps 
their  pay  a  matter  for  individual  negotia- 
tion. Others  who  have  not  yet  evolved  a  form 
of  rebellion  suitable  to  themselves  have  just 
become  depressed. 

Our  feelings  in  the  matter  were  stated  in 
the    December    editorial — essentially    that 


electronic  data  processing  can  help  the  crea- 
tive impulse  by  removing  much  of  the 
drudgery  that  stifles  some  types  of  original 
work.  The  mistakes  made  by  computers  are 
inevitable  because  they  are  run  by  people, 
but  the  number  of  errors  is  much  smaller 
than  those  made  by  people  doing  similar 
work  unaided  by  computers.  Even  more  im- 
portant, much  that  is  done  today  would  not 
get  done  at  all  without  electronic  help.  De- 
spite the  utility  of  computers,  even  the 
thought  of  having  more  time  available  for 
doing  something  original  would  throw  some 
people  into  a  panic,  since  they  can  now  hide 
behind  the  excuse  of  drudgery.  Such  people 
must  have  their  fetishes,  and  it  is  up  to  the 
computer  people,  aided  by  their  machines,  to 
keep  ahead  of  the  magicians  with  their  paint 
sprays,  counterfeit  punches,  and  straight- 
ened paper  clips. 

DOWN  WITH  EVERYTHING 

Many  cynical  and  jaded  comments  have 
been  made  on  prohibitions  of  various  sorts, 
legal,  moral  and  hj'gienic.  News  of  the  cur- 
rent campaign  in  New  York  City  aimed  at 
getting  rid  of  pigeons  brings  this  fact  again 
to  mind.  The  pigeons,  we  are  told,  carry 
Cryptococcus  neoformans  in  their  bowels, 
and  their  droppings  may  constitute  a  major 
source  of  the  infection  in  man.  Fortunately, 
statues  are  not  harmed  or  General  Grant 
and  his  bronze  colleagues  would  long  since 
have  toppled  to  the  ground. 

For  the  moment  the  pigeons  are  repriev- 
ed by  conflicting  laws  which  separately  pro- 
tect them  and  the  public  interest.  The  fact 
that  newspapers  of  the  same  period  carry 
news  of  a  family  in  New  York  wiped  out  by 
driving  through  an  unmarked  street  barri- 
cade into  the  river  does  not  seem  to  help  in 
placing  matters  in  perspective.  There  are 
good  reasons  not  to  ride  in  autos,  dive  in  the 
water,  eat  steak  in  cafes,  drink  liquor,  use 
insecticides,  go  down  the  stairs,  fly  in  air- 
planes, get  married,  stay  single,  and  so  on 
to  the  horizon.  Rarely  is  one  asked  to  weigh 
the  advantages  against  the  disadvantages, 
the  cost  against  the  gain.  Even  more  rarely 
is  one  asked  to  consider  what  one  is  saving 
oneself  for.  That  might  be  the  most  impor- 
tant question. 
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MAY  DAYS  IN  GREENSBORO 


This  issue  of  the  Journal  outlines  llie  pro- 
gram for  the  One  Hundred  Tenth  Annual 
Meeting  of  the  Medical  Society  of  the  State 
of  North  Carolina  to  be  held  in  Greensboro, 
May  2-6,  1964.  Not  since  1929  has  the  Med- 
ical Society  staged  its  annual  session  in  the 
city  of  Greensboro.  The  prior  meetings  of 
1879,  1894,  1905  and  1915  were  held  here. 
For  many  years  the  membership  became 
Pinehurst-conditioned,  as  e\'idenced  by  the 
declining  attendance  since  the  registration 
reached  a  peak  at  the  last  Pinehurst  meet- 
ing. One  still  hears  nostalgic  reminiscences 
about  the  Sandhill  country  and  longing  for 
the  day  of  return.  Many  other  factors  may 
be  listed  as  contributing  to  this  decline  in 
the  face  of  an  increasing  membership,  but 
the  selection  of  Greensboro  largely  elimi- 
nates the  problem  of  travel  distance.  Nearly 
80  per  cent  of  the  members  live  within  100 
miles,  at  most  a  two-hour  drive. 

The  King-Cotton  Hotel  will  ser\e  as 
Headquarters,  while  the  Memorial  Coliseum 
will  be  the  center  of  activities.  As  in  all 
cities,  living  quarters  are  somewhat  dis- 
persed, but,  in  addition  to  hotels,  many  at- 
tractive motels  are  available,  a  number  only 
a  short  distance  from  the  new  and  elaborate 
Coliseum,  which  affords  exceptionally  at- 
tractive facilities  for  the  e\'ents  of  the  meet- 
ing. Parking  facilities,  sans  parking  fees  and 
meters,  will  be  abundantly  accessible  at  the 
Coliseum,  a  sine  qua  non  of  the  successful 
modern-day  assembly. 


Scientific  exhibits  will  top  anything  yet 
seen  at  an  annual  meeting,  both  in  quantity 
and  quality,  representing  the  best  selec- 
tions from  across  the  country.  General  ses- 
sion programs  will  offer  and  embody  cur- 
rent advances  in  medicine  as  well  as  socio- 
economic discussions  pertinent  to  the  chang- 
ing patterns  of  medical  practice. 

Topics  of  interest  will  be  presented  by 
audiovisual  reels  spanning  a  variety  of  sub- 
jects. Review  of  the  programs  of  the  sections 
will  disclose  unusual  ingenuity  and  initia- 
tive on  the  part  of  many  section  chairmen  in 
developing  what  promises  to  be  i-enewed  vi- 
tality and  interest  in  this  important  phase 
of  the  annual  meeting. 

Auxiliary  functions  are  to  be  centered  at 
beautiful  Sedgefield  Inn.  Exciting  activities 
are  being  planned  for  the  members  of  the 
Auxiliary.  Greensl^oro  is  a  rapidly  growing 
city  with  many  attractions. 

Features  of  the  banquet  will  be  the  ap- 
pearance of  an  accomplished  humorist  with 
music  by  the  inimitable  Jan  Garber  and  his 
orchestra  in  an  "out  of  this  world"  setting. 

Many  are  due  credit  for  formulating  this 
program  of  enlightenment  and  entertain- 
ment for  every  member  of  the  Medical  So- 
ciety. Their  reward  can  best  be  expressed  in 
a  record  registration  of  doctors  and  their 
wives  during  these  "May  Days  in  Greens- 
boro." 

John  S.  Rhodes,  M.D. 


WHEN  A  DRUG  PRODUCT  PROVES  EFFECTIVE 

There  are  some  general  approaches  which  if  adopted  by  practicing 
physicians,  could  lead  to  a  more  meaningful  choice  of  competitive  drug 
products  and  to  better  clinical  results.  If  a  drug  product  has  been  proved 
effective  by  clinical  experience,  it  is  wise  to  keep  using  it  rather  than  to 
take  a  chance  on  the  "equality"  of  a  cheaper  competitive  product. — Ger- 
hard Lew,  Pharm.D.  and  Eino  Nelson,  Ph.D.  New  York  State  J.  Medicine. 


March,  1964 


CORRESPONDENCE 


121 


Correspondence 

CONCERNING  MENTAL  HEALTH 

To  the  Editor: 

As  a  public  health  agent  interested  pri- 
marily in  preventive  medicine  through  edu- 
cation in  health,  I  offer  these  comments  on 
mental  health  with  the  object  of  encourag- 
ing greater  emphasis  on  corrective  and  pre- 
ventive techniques  in  contrast  to  routine 
drug  therapy  and  only  partial  control  of 
mental  health  problems. 

Physicians  in  general  practice  have  ac- 
complished much  in  recent  years  through 
emphasis  on  maintaining  resistance  against 
the  infectious  and  degenerative  diseases, 
largely  by  teaching  the  basic  principles  of 
proper  nutrition,  rest,  and  exercise.  We 
should  realize  that  mental  health  can  also 
be  maintained  or  improved  through  proper 
mental  food,  rest,  and  exercise. 

Mental  food  is  vital.  Most  psychiatrists 
recognize  that  much  mental  disease  is  re- 
lated to  misguided  teaching.  Incidentally, 
many  of  our  physical  medical  problems  are 
related  to  improper  consumption — for  ex- 
ample, the  abusive  use  of  certain  drugs 
and  vitamins — together  with  failure  to  rec- 
ognize the  deadliness  of  overindulgence  in 
processed  starches  and  sweets.  Although 
mental  catharsis  is  an  effective  temporary 
psychiatric  technique,  the  return  to  a  faul- 
ty mental  diet  is  comparable  to  resuming  the 
intake  of  processed  starches  and  sweets 
after  their  curtailment  has  had  time  to  bene- 
fit general  health. 

And  just  what  is  the  most  deadly  mental 
food?  I  am  convinced  that  it  consists  of  high- 
ly questionable  teachings,  the  most  imprac- 
tical of  which,  judging  from  the  behavior 
of  inmates  of  psychiatric  institutions  and 
their  incessant  appeal  to  the  supernatural, 
is  an  erroneous  concept  of  God.  To  me  the 
most  practical  definition  of  God  is,  "personi- 
fication of  natural  law."  Although  natural 
law  is  only  progressively  comprehensible, 
man  is  making  steady  progress  toward  un- 
derstanding it,  and  more  emphasis  should  be 
given  to  its  interpretation. 

Many  mental  aberrations  are  ascribed  to 
heredity,  but  we  should  not  overlook  the  in- 


teraction of  heredity  and  environment — as 
seen,  for  example,  in  the  children  of  mental- 
ly defective  parents  being  also  reared  by 
their  parents.  Don't  expect  sanity  to  be  nur- 
tured by  those  who  l^elieve  in  witchcraft 
or  other  supernatural  forces. 

Mental  rest  is  maintained  through  diversi- 
fication of  interests,  t  Don't  overexpose  a 
photographic  section  of  gray  matter. ) 

Mental  exercise  consists  of  keeping  one's 
eyes  open — living  in  the  present.  Don't  for- 
get that  heaven  is  both  within  and  around — 
or  the  record  of  good  work  one  leaves  be- 
hind. 

The  Great  Physician  taught  us  the  essence 
of  good  practice:  Do  unto  others  as  you 
ico'uld  have  them,  do  unto  you. 

A.  J.  Holton,  M.D.,  M.P.H. 
Wilkesboro 


PEACE  CORPS  MEDICAL  VOLUNTEERS 

To  the  Editor:  -   ..     ■   ' 

Recognition  of  the  meaningful  contribu- 
tions that  can  be  made  in  the  developing 
nations  by  Peace  Corps  Volunteer  medical 
teams  headed  by  qualified  physicians  is 
growing.  Because  of  this,  our  host  countries 
are  requesting  an  ever  increasing  number 
of  new  Volunteers  from  the  medical  profes- 
sions. 

Physicians  on  our  present  volunteer  teams 
are  serving  in  their  special  fields,  testing 
their  skills  and  ingenuity  against  diseases 
and  problems  seldom  encountered  in  the 
United  States  and  because  of  these  vmique 
clinical  opportunities  and  because  of  the 
greatly  increasing  number  of  requests  for 
Volunteer  physicians,  it  is  my  hope  that  you 
will  provide  us  with  the  means  of  inform- 
ing your  readers  about  Peace  Corps  oppor- 
tunities.* 

Sincerely, 

Robert  L.  Gale,  Director 
Division  of  Recruiting 
Peace  Corps 

*See  Bulletin  Board  for  announcement  concern- 
ing medical  opportunities  in  Togo  and  Sierra 
Leone. — Ed. 
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effort  by  soliciting  the  siipjxn't  of  their  Sena- 
tors and  Rcpn'scntativcs." 


AMERICAN   MEDICAL   ASSOCIATION 

The  following  resolutions  and  statements 
were  adopted  by  the  House  of  Delegates 
of  the  American  Medical  Association  in 
Portland,  Orogeon,  December  4,  1963.  The 
House  requested  that  they  be  brought  to  the 
attention  of  all  state  and  county  medical  so- 
cieties.* 

1.  Membership  eligibility  in  state  and 
county  medical  societies. 

Reaffirmed  the  resolution  adopted  in  1950, 
which  concluded: 

Resolved,  That  con.stitnent  and  coinpoiicnl 
societies  having  restrictive  nieniberslii|)  pro- 
visions based  on  race  study  tliis  question  in 
the  light  of  prevailing  conditions  with  a  view- 
to  taking  such  stei)s  as  they  may  elect  to  elimi- 
nate such  restrictive   provisions." 

2.  Board  of  Trustees  Supplementary  Re- 
port K  concerning  hospital  staff  privileges 
for  Negro  physicians. 

Resolved,  That  members  of  the  medical  staff 
of  every  hospital,  where  the  admission  of  phy- 
sicians to  hospital  staff  privileges  is  subject  to 
restrictive  policies  and  practices  based  on  race, 
be  urged  to  study  this  question  in  the  light  of 
prevailing  conditions  with  a  view  to  taking 
such  steps  as  they  may  elect  to  the  end  that 
all  men  and  women  professionally  and  ethically 
qualified  shall  be  eligible  for  admission  to  hos- 
pital staff  privileges  on  an  equal  basis,  regard- 
less of  race." 

3.  Opposition  to  Amendment  to  Food, 
Drug  and  Cosmetic  Act  dealing  with  proof 
of  efficacy. 

Resolved,  That  the  American  Medical  Asso- 
ciation attempt  to  have  these  provisions  au- 
thorizing the  determination  of  the  effective- 
ness of  drugs  by  the  Food  and  Drug  Adminis- 
tration removed  from  the  Kefauver-Harris 
Amendment;  and  be  it  further 

Resolved,  That  every  effort  be  made  to  pre- 
vent the  enactment  of  similar  federal  regula- 
tory legislation  with  regard  to  devices  and  im- 
plants; and  be  it  further 

Resolved,  That  all  constituent  and  comjjon- 
ent  medical  associations  be  urged  to  join  in  this 


•The  information  contained  in  thiis  report  was  supplied 
by  Dr.  Elias  S.  Faison,  secretary  of  ttie  Nortli  Carolina 
delegation  to  the  House  of  Delegates. 


4.  Community  Health  Projects  Grants. 

Resolved,  That  the  House  of  Delegates  of  the 
American  Medical  Association  recommend  to 
the  Public  Health  Service,  LT.  S.  Department 
of  Health,  Education  and  Welfare,  that  appli- 
cants for  community  health  project  grants  be 
required  to  consult  with  and  document  the  re- 
action of  the  local  coiinly  medical  society  and 
affected  community  grou|)s  in  all  community 
projects  relating  to  i>ersonal   health   services." 

5.  Membership  in  local.  State,  and  U.  S. 
Chambers  of  Commerce. 

Resolved,  That  the  House  of  Delegates  of 
AMA  reaffirm  its  previously  adopted  recom- 
mendation to  all  state  medical  societies  that 
they  become  active  in  the  U.  S.  and  State 
Chambers  of  Conimeice;  and  be  it  further 

Resolved,  That  a  similar  recommendation  be 
made  to  all  county  medical  societies  so  that 
they  too  might  be  encouraged  to  become  ac- 
tive in  local,  state  and  I'.  S.  Chambers  of  Com- 
merce programs." 

6.  Board  of  Trustees  Supplementary  Re- 
port I  Position  Statement  on  Blood  Banks 
as  Amended. 

In  recent  years  there  has  been  a  dramatic 
growth  of  blood  banking  facilities  in  the  United 
States.  The  procurement  of  human  blood  and 
its  transfusion  to  patients  are  medical  proced- 
ures which  require  the  direction  and  super- 
vision of  a  physician.  The  ultimate  objective 
of  these  procedures  is  the  welfare  of  persons 
who  require  blood  or  blood  derivatives.  The 
medical  profession  has  primary  responsibility 
for  the  care  and  treatment  of  patients  and, 
therefore,  has  a  paramount  interest  in  evaluat- 
ing facilities  and  procedures  for  blood  procure- 
ment, storage  and  use.  This  responsibility  can 
best  be  discharged  by  medical  societies  at  the 
local  level. 

The  American  Medical  Association's  Commit- 
tee on  Blood  believes  that  component  and  con- 
stitutent  medical  societies  should  be  informed 
of  proposed  and  existing  blood  banking  serv- 
ices within  the  community  and  should  offer 
guidance  to  them.  In  the  opinion  of  the  Com- 
mittee it  is  desirable  that  the  organization  of 
new  blood  banking  programs  and  the  modifica- 
tion of  existing  ones  should  have,  in  the  in- 
terest of  public  health  and  safety,  the  approval 
of  the  county  or  district  medical  society  and 
should  be  coordinated  with  existing  approved 
blood  banking  facilities." 
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Prelimlnai'y  Program  of  the 
ONE  HUNDRED   TENTH  ANNUAL   SESSION   OF   THE   MEDICAT.   SOCIETY 
OF  THE  STATE  OF  NORTH  CAROLINA 
MAY  2,  3,  4,  5,  6,  1964 
Greensboro,   North  Carolina 
le  Headquarters 

lo  King  Cotton  and  O.  Henry  Hotels 

It  and 

''■  Greensboro  War  Memorial  Coliseum 

SATURDAY,  MAY  2,   1964 

il       10:00  A.M. — Executive  Council  Meeting 

J  (Business  of  this  Session  may  be  continued  Sunday  morning  at  10  o'clocli) 

(King  Cotton — Wedgewood  Room) 


SUNDAY,  MAY  3,  1964 

10:00  A.M. — General  Registration  opens.  Booth 
(Lobby — Coliseum ) 

(Society  Members,  Delegates,  Officials,  Guests,  Technical  and  Scientific  Exhibitors  will  reg- 
ister in  this  Area)   (Registration  Closes  at  4:00  P.M.) 
2:00  P.M.— First  Meeting  of  the  Annual  Meeting 

THE  HOUSE  OF  DELEGATES  of  the  Medical  Society 
John  C.  Reece,  M.D.,  Speaker,  presiding 

Invocation:  Rev.  Claude  B.  Bowen,  Pastor,  First  Baptist  Church,  Greensboro 
Address:  Honorable  L.  H.  Fountain 
Representative 

Second   Congressional   District  of  North  Carolina 
LTnited  State  Congress 
(Agenda  will  be  available) 
(Stage  Area — Coliseum  Auditorium) 
4:00  P.M. — Registration  Desk  closes. 

6:00  P.M.— House  of  Delegates  recesses  to  Monday,  May  4,  2:00  P.M. 
8:00  P.M.— MEMORIAL  SERVICE 

Charles  H.  Pugh,  M.D.,  Chairman,  presiding 
Choral  Presentation:  (to  be  announced) 
Address:  Rev.  Thomas  Stephens  Haggai 

High  Point 
(Coliseum— Town  Hall) 


MONDAY,  MAY  4,  1964 

7:30  A.M.— EDITORIAL    BOARD    BREAKFAST— NCMJ 
8:30  A.M. — Scientific  and  Technical  Exhibits  open 

(Coliseum— Exhibit  Hall) 
8:30  A.M. — General    Registration    opens,    Booth 

( Lobby — Coliseum ) 

(Society  Members,  Delegates,  Officials,   Guests,   Technical   and   Scientific   Exhibitors  will 

register  in  this  area.) 

(Auxiliary  Members  to  register  at  Sedgefield.) 
9:00  A.M.— NORTH   CAROLINA   BOARD   OF   MEDICAL  EXAMINERS 

(Meet  for  Business  and  Hearings) 

(King  Cotton — Ballroom) 
9:00  A.M.— POSTGRADUATE    AND    AUDIO-VISUAL  PROGRAM 

John  Calvin  Grier,  Jr.,   M.D.,   Chairman,  Pinehurst 

Morning   Session — (General's   Room — Coliseum) 

Moderator:   H,  Frank   Starr,   M.D.,   Greensboro 
9:00  A.M.— GALAXY  OF  ELEMENTS 

Story  of  research  in  the  field  of  basic  elements  from  the  Swedish  Museum  of 
Science   and   Industry. 
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9:25  A.M.— RESCUE  BREATHING 

Method  of  reviving  victims   of   .suffocation.    Explain,'^   the   .superiority    of   this 
technique  over  manual  methods  of  artifical  respiration. 
9:50  A.M.— PUBLIC  HEALTH  PROBLEMS  IN  MASS  EVACUATION 

Explains  the  problems  attending  mass  evacuation,  including  mass  feeding, 
water   supply,   medical   care,  waste  and  sewage  disposal,  and  disease  outbreaks. 

10:10  A.M.— ALCOHOLISM— THE  REVOLVING  DOOR 

Early  treatment  of  alcoholics,  the  use  of  psychotherapy  and  new  drug  therapy, 
conditions  on  Skid  Row,  the  steps  leading  to  alcoholi.sm,  and  a  meeting  of  Al- 
coholics Anonymous.  \M 

10:45  A.M.— DIAGNOSIS    AND    MEDICAL  MANAGEMENT  OF  CHRONIC  ULCERATIVE 
COLITIS 

Full-color  endoscopic  views  of  ulcerative  colitis  with  |)ai'ticular  emphasis  on  its        a 
diagnosis,  pathology,  complications,  and  treatment. 

FIRST  GEXERAIi  SESSION 

:\I()iiday,  Alay  4,  li>(i4 
(Colist'iiiii — Town  Hall) 

8:30  A.M.— Film:  "Gift  of  Health" 
9:00  A.M. — Convene  Session 

John  S.  Rhodes,  M.D.,  President 
Invocation:  Rabbi  Joseph  Asher,  Temple  Emanuel 
SYMPOSIUM  ON  HYPERTENSION 
9:10  A.M.— MEDICAL  ASPECTS  OF  HYPERTENSION 

Edward  S.  Orgain,  M.D.,  Professor  of  Medicine 
Duke  Liniversity  Medical  Center,  Durham 
9:40  A.M.— SURGICAL   ASPECTS   OF   HYPERTENSION 
James  F.  Glenn,  M.D.,  Professor  of  Urologic 
Surgery,  Duke  LTniversity  Medical  Center,  Durham 
10:10  A.M.— PSYCHIATRIC  ASPECTS  OF  HYPERTENSION 

Kenneth  H.  Epple,  M.D.,  Psychiatrist,  Greensboro 
10:40  A.M.— PANEL  DISCUSSION:  SYMPOSIUM  ON  HYPERTENSION 
Moderator:  Robert  A.  Ross,  M.D.,  Chief 

Department  of  Obstetrics  &  Gynecology 

LTniversity  of  North  Carolina,  School  of  Medicine,  Chapel  Hill 
PANEL:  Edward  S.  Orgain,  M.D. 
James  F.  Glenn,  M.D. 
Kenneth  H.  Epple,  M.D. 


30  A.M.— Break 

00  Noon — Address:  Edward  L.  Bortz,  M.D.,  Philadelphia,  Pa. 
30  P.M.— Annual  Address  of  the  President 
John  S.  Rhodes,  M.D.,  Raleigh 


1:00  P.M.— ANNOUNCEMENTS 
ADJOURNMENT 


aia:\im  luncheons 

Monday,  Ulay  4,  1964,  1:00  P.M. 

Dukt'  I'nivcr.sity  Medical  School 

Talniadse  L.  Pci-U',  M.I).,  Secretary 

(Greensboro  Country  Club) 

Medical  Advisory  Board,  North  Carolina  State  Commission  for  the  Blind 

(to  be  announced) 

N.  C.  Academy  of  Preventive  Medicine  and  Pulilic  Health 

(Tropicana  Steak  House) 
2:00  P.M.— HOUSE  OF  DELEGATES  of  the  Medical  Society  reconvenes 

(Stage  Area — Coliseum  Auditorium) 
2:00  P.M.— POSTGRADUATE  AND  AUDIO-VISUAL  PROGRAM 

Afternoon    Session    (General's    Room — Coliseum) 

Moderator:  Frederick  H.   Taylor,  M.D.,  Charlotte 
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2:00  P.M.— EARLY  DIAGNOSIS  IN  CORONARY  ARTERY  DISEASE 

Rectilinear    vectocardiography.  Myocardial  blood  flow.  Cineangiography. 
2:25  P.M.— POISONOUS  SNAKEBITE 

Management  of  poisonous  snakebite.  Identification  of  poisonous  snakes. 
2:55  P.M.— ACTION   OF  THE   HUMAN  HEART  VALVES 

Mitral  and  aortic  valves  as  revealed  by  postmortem  studies  of  the  human  heart. 
3:25  P.M.— BILATERAL  SCALENE  LYMPH  NODE  EXCISION— BILATERAL  THORACIC 
DUCT  CANNULATION 
Winner  of  A.M.A.  Award  of  Merit 
4:00  P.M.— HIGHLIGHTS  OF  HEART  RESEARCH 

Transseptal  catheterization,  continuous    electrocardiography,   nibbling   chickens 
and  atherosclerosis,  Framingham  heart  study,  stroke  surgery. 
4:30  P.M.— EXTERNAL  CARDIAC  MASSAGE 

Technique  whereby  hearts  that  have  stopped  beating  may  be  started  again  with- 
out opening  the  chest. 
2:30  P.M.— SCIENTIFIC  SECTION  MEETINGS: 

SE(  TIOX  OX  GENERAL  PRACTICE  OF  MEDICINE 

Monday,  May  4,  1964—2:30  P.M. 

(Coliseum— Town  Hall) 

George  T.  Wolff,  M.D.,  Chairman,  Greensboro 

DIAGNOSIS   AND    TREATMENT   OF   RENAL    MALIGNANCY:    CUMULATIVE   EXPER- 
IENCE 

James  F.  Glenn,  M.D.,  Professor  and  Chief,  Division  of  Urologic  Surgery,  Duke  Hospital, 

Durham 
PROBLEMS  IN   THE   DIAGNOSIS  OF  RENAL  PARENCHYMAL  DISEASE 

Christopher  C.  Fordham,  III,  M.D.,  Department  of  Medicine,   N.   C.   Memorial   Hospital, 

Chapel  Hill 

COMMON  CLINICAL  USES  OF  RADIOISOTOPES 

James  F.  Reinhardt,  M.D.,  Department  of  Radiology,  Moses  H.  Cone  Hospital,  Greensboro 
ELECTION  OF  OFFICERS 

ADJOURN 

SECTION    OX    OPHTHALMOLOGY    AXD    OTOLARYNGOLOGY 
Monday,  May  4,  1964—2:30  P.M. 

(Rooms  2  &  3) 
B.  W.  Armstrong,  M.D.,  Chairman,  Charlotte 

DON'T  GIVE  A  HOPELESS  PROGNOSIS— TRAY  VASODILATORS 

J.  David  Stratton,  M.D.,  Charlotte 
THE  IMPACT  OF  DEAFNESS 

Mr.   Ben  E.   Hoffmeyer,   Superintendent,  North  Carolina  School  for  the  Deaf,  Morganton 
DYSLEXIA   IN   CHILDREN 

L.  B.  Holt,  M.D.,  Winston-Salem 
CURRENT   STATUS   OF  RADIATION  THERAPY  FOR  CARCINOMA  OF  THE  LARYNX 

George  B.  B'erguson,  M.D.,  Durham 
OPTIC  ATROPHY  FOLLOWING  ORBITAL  TRAUMA 

Alan  Davidson,  M.D.,  New  Bern 

SECTION  OX  PEDIATRICS 

Monday,  May  4,  1964—2:30  P.M. 

(West  Concourse) 

John  F.  Lynch,  .Ir.,  M.D.,  Chairman,  High  Point 

DRUGS  AND  NEONATAL  JAUNDICE 

William  L.  London,  M.D.,  Durham 
DOES   THE   INFANT   HAVE   STRABISMUS? 

L.  B.  Holt,  M.D.,  Winston-Salem 

INTERMISSION  ■'     ■•.  '     -■■  ' 
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SEVERE  COLIC 

David  T.  Tayloe,  M.D..  Washington 
MENINGOCOCCAL    PERICARDITIS 

Charles  C.  Stamey,  M.D.,  Winston-Salem 
BUSINESS  MEETING 

SECTION  OX  PUBLIC  HEAI^TH  AND  EDUCATION 

Monday,  May  4,  19G4— 2:30  P.M. 

(Auditorium   Staso   Door — East   Side) 

W.  Burns  .Jones,  >I.D.,  Chairman,  Raleigh 

CARE  OF  THE  CHRONICALLY  ILL  IN  THE  COMMUNITY 

Presentation  and  Discussion  by  Panel: 

PRIVATE  PRACTICE:  Daniel  A,  McLaurin,  M.D.,  Garner 

PUBLIC  HEALTH  AGENCIES:  Robert  P.  Locey,  M.D.,  M.P.H. 

Director,   Forsyth   County    Health   Department,   Winston- 
Salem 

HOSPITALS  AND  NURSING  HOMES:  Joseph  E.  Barnes,  M.B.A. 

Director,  Rex  Hospital,  Raleigh 

PARA-MEDICAL  SERVICES:  Edward  A.  Pascarella,  M.P.H. 

Phj'sical  Therapist 
Person    County  Memorial  Hospital,  Roxboro 

SECTION  ON  ANESTHESIOLOGY 

Monday,  May  4,  1964— 2:.30  P.M. 

(Koom  No.  1) 

Ijewis  .1.  Gaskins,  M.D.,  Chairman,  Raleigh 

MECHANICAL   VENTILATION 

D.  LeRoy  Crandell,  M.D.,  and  C.  Max  Drummond,  M.D.,  Bowman  Gray,  Winston-Salem 
THE  VALUE  OF  PRE-WARMED  BLOOD  FOR  TRANSFUSION 

John  W.  C.  Fox,  M.D..  Duke  University  Medical  School,  Durham 
THE  NEWER  FLUORINATED   ANESTHETIC  AGENTS 

David  A.  Davis,  M.D.,  Bill  Murray,   M.D.,  and  Rodney  McKnight,  M.D.,  Department  of 

Anesthesiology,  UNC  School  of  Medicine,  Chapel  Hill 

SECTION  ON   ORTHOPAEDICS  AND   TRAUMATOLOGY 

Monday,  May  4,  1964—2:30  P.M. 

(Town  Hall— Exhibit  Area) 

C.  F.  Siewers,  >I.D.,  Chairman,  Fayetteville 

FRACTURE   SYMPOSIUM 

FUNDAMENTALS  OF  FRACTURE  TREATMENT 
Everett  I.  Bugg.  M.D.,  Durham 

HOW  I  TREAT  COLLE'S  FRACTURE 
Chalmers  R.  Carr,  M.D..  Charlotte 

HOW  I  TREAT  ANKLE  FRACTURES 
George  W.   Holmes,  M.D.,   Winston-Salem 

HOW  I  TREAT  TIBIAL  SHAFT  FRACTURES 
C.  F.  Siewers,  M.D.,  Fayetteville 
4:30  P.M. — Registration  Booth  closes 
5:00  P.M.— Scientific  and  Technical  Exhibits  close. 

(Exhibits  under  supervision  of  official  watchmen) 
5:30  P.M. — Social  Hour  and  Entertainment  for  Technical  and  Scientific  Exhibitors  by  Medical  Society 

(Plantation  Supper  Club) 

Introduction:  President  John  S.  Rhodes,  M.D. 

Music:   Burt  Massengale  Orchestra 

Entertainment:  Margie  Walker 
5:30  P.M. — House  of  Delegates  adjourns  Annual  Meeting 
6:30  P.M. — Social  Hour — Medical  College  of  Virginia  Alumni 

(O'Henry — Ballroom) 
7:00  P.M. — Dinner — Medical  College  of  Virginia  Alumni 

(O'Henry — Ballroom) 
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SECTION  OX  STUDENT  AMA  CHAPTERS 

Monday,  May  4,  1964—6:30  P.M. 

(Towne  House  :Motor  Lodge — 1000  W.  Market  St.) 

Marcus  Lawrence,  Chairman,  Wlnston-Salem 

Mr.  Noel  B.  McDevitt,  President,  Whitehead  Medical  Societj'  of  University  of  North  Caro- 
lina (UNO  SAM  A) 

ADDRESS:  W.  Reece  Berryhill,  M.D.,   Dean,  University  of  North  Carolina  Medical  School 
Essays:  (3)  to  be  announced) 

A.  University  of  North  Carolina  SAMA 

B.  Duke  SAMA 

C.  Bowman  Gray  SAMA 

TUESDAY,  MAY  5,  1964 

8:30  A.M. — Scientific    and    Technical    Exhibits    open 

(Coliseum— Exhibit  Hall) 
8:30  A.M. — Registration  opens,  Booth 

( Lobby — Coliseum) 
8:30  A.M.— POSTGRADUATE    AND    AUDIO-VISUAL  PROGRAM  opens 
John   C.   Grier,   Jr.,   M.D.,    Chairman,    Pinehurst 
Morning   Session — (General's  Room — Coliseum) 
Moderator:   John   R.    Ashe,   Jr.,   M.D.,    Concord 
9:00  A.M.— AN  OTOLOGICAL   SEMINAR 

Physical  aspects  of  ear  diseases  are  recorded  cinematographically 
9:30  A.M.— VIRUS  TO  MR.  VIRUS 

Attacli    on    and    destruction    of    lix'ing    cells    is    photographed    through    the 
electron  microscope 
9:50  A.M.— ACCIDENTS    DON'T    JUST  HAPPEN 

Discusses  and  demonstrates    underlying    factors    in    accident    causation. 
10:10  A.M.— DANCE   LITTLE  CHILDREN 

Story  of  teenagers  and  the  pressures  they  are  under— lewd  publications,  sex 
magazines,  dances. 
10:40  A.M.— OBJECTIVE:    SURVIVAL 

What  can  be  done  to  increase  the  chances  for  survival  in  the  event  of  a  mas- 
sive nuclear  attack. 
11:15  A.M.— ON  IMPACT 

New  approach  to  highway  safety.    Automobile    designs   that    will    help    reduce 
injuries. 


SECOND  GENERAL  SESSION 

Tuesday,  May  5,  1964 
(Coliseum— Town  Hall) 

8:30  A.M.— Film:  "Old  Man  Young" 

9:00  A.M. — Convene  Session,   John   S.   Rhodes,   M.D.,  President 

9:10  A.M.— PERIODIC    HEALTH    EXAMINATIONS 

Dan  A.  Martin,  M.D.,  UNC  School  of  Medicine,  Chapel  Hill 
9:40  A.M.— IMMUNIZATIONS 

Floyd  W.  Denny,  Jr.,  M.D.,  Professor  of  Pediatrics,  UNC  School  of  Medicine,  Chapel  Hill 
10:10  A.M.— ORGANIZATION  OF  EMERGENCY  ROOM  IN  GENERAL  HOSPITALS 

James  H.  Spencer,  M.D.,  Assistant  Director,  American  College  of  Surgeons,  Chicago 
10:40  A.M.— Break 

11:10  A.M.— THE  AMA'S  PROGRAM  FOR  MENTAL  HEALTH 
Hugh  H.  Hussey,  M.D.,  Director 

Division  of  Scientific  Activities,  American  Medical  Association,  Chicago 
11:40  A.M.— CLINICO-PATHOLOGICAL  CONFERENCE 

CLINICAL  PRESENTATION:  C.  Glenn   Sawyer,  M.D.,   Department   of  JMedicine,  Bowman 
Gray,  Winston-Salem 
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PATHOLOGICAL    PRESENTATION:    William    W.    McLendon,    M.D.,    Assoc,    Pathologist, 
Dept.  of  Pathology,  Moses  H.  Cone  Memorial  Hospital,  Greensboro 
12:40  P.M. — Announcements 

ADJOURNMENT 

AIA  .MM    LUNCHEONS 
Tuesday,   May  5,  1964,   1:00  P.M. 

^^'ake  Forest  Alumni  Association  of  Bowman  Gray  School  of  Medicine 

(Diplomat    Motel — Highway    No.    70) 

Medical  Advisory  Board,  North  Carolina  State  Commission  for  the  Blind 

University  of  North  Carolina  Alumni  Association 

(Plantation  Supper  Club) 

2:00  P.M.— POSTGRADUATE  AND  AUDIO-VISUAL  PROGRAM 
Afternoon   Session — (General's   Room — Coliseum) 
Moderator:  William  W.  Forrest,  M.D.,  Greensboro 
2:00  P.M.— CHALLENGE:  SCIENCE  AGAINST  CANCER 

Progress  of  cancer  research  in  tissue  culture,  biochemistry,  genetics,  envii'on- 
mental  factors,  and  specific  therapy. 
2:40  P.M.— TOBACCO   AND    THE    HUMAN  BODY 

Physiological    effects    of    smoking. 
3:00  P.M.— EXFOLIATIVE     CYTOLOGY 

Basis    of   cancer    detection. 
3:40  P.M.— INTERFERENCE     MICROSCOPY  OF  LIVING  CELLS  IN  TISSUE  CULTURE 
Early  stages  of  tissue  formation  are  seen  in  the  cases  of  normal  cells  and  in 
cancer  cells.  The  intersection  of  living  cells  can  be  observed. 
4:05  P.M.— NO  MARGIN  FOR  ERROR 

One  of  the  most  pressing  problems  in  legal  medicine  the  cause  and  effect  of 
human  mistakes  in  the  irudern  hospital.  Major  causes  of  professional  liability 
action. 

SECOND  MEETING  OF   THE  HOI  SE  OF  DELEGATES 

Tuesday.   May   -y,   19(i4,   2::50  P.M. 
(Coliseuui   Auditoriuui — Stas*'  area) 

(Agenda  will  be  available) 
2:30  P.M.— SCIENTIFIC  SECTION  MEETINGS: 

SECTION   ON   INTERNAL  MEDICINE 

Tuesday,   May   .5,   1964,   2:30  P.:M. 
(Coliseum — Town  Hall) 

Fred  Thompson,  M.D.,  Chairman,   Lenoir 

BACTERIA,  PATIENTS  AND  DRUGS 

Gordon  Meiklejohn,  M.D.,  Professor  of  Medicine  and  Chairman,  Dept.  of  Medicine,  Univer- 
sity of  Colorado,   Denver* 
CONSTRICTIVE  PEDICARDITIS 

S.  Gilbert  Blount,  M.D.,  Professor  of  Medicine,  University  of  Colorado,  Denver** 
INTERMISSION 

THE    SPECTRUM  OF   HYPOPITUITARISM 

Dalton  Jenkins,  M.D.,  University  of  Colorado,  Associate  Professor  of  Medicine;  Head,  Di- 
vision of  Endocrinology,  University  of  Colorado,  Denver*** 
*Sponsored  by  Merck  Sharp  &  Dohme  Postgraduate  Program. 
**Sponsored  jointly  by  North  Carolina  Heart  Association  and  Smith  Kline  &  French  Laboratories 
***Sponsored  jointly  by  North  Carolina  Society  of  Internal  IMedicine  and  E.  R.  Squibb  &  Sons. 

SECTION   ON   SURGERY 

Tuesday,  May  .5,   1964,  2:.30  P.M. 
(Rooms  2  &  3) 

Addison  G.  Brenizer,  Jr.,  M.D.,  Chairman,  Charlotte 

SYMPOSIUM   AND    PANEL   DISCUSSION 

SURGICAL    TREATMENT    OF    CERTAIN  HYPERTENSIVE   STATES 
Frederick  H.  Taylor,  M.D..  Charlotte,  presiding 
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COARCTATION  OF  THE  AORTA  AND     HYPERTENSION— ITS     SURGICAL     MANAGE 
MENT 

Will  C.  Sealy,  M.D.,  Durham 
THE  DIAGNOSIS  AND  SURGICAL  MANAGEMENT     OF     RENO-VASCULAR     HYPER 
TENSION 

W.  Glenn  Young.  Jr.,  M.D.,  Durham 
SURGICAL  CONSIDERATIONS  IN  THE   MANAGEMENT  OF  PHEOCHROMOCYTOMA 

Richard  T.   Myers,  M.D.,  Winston-Salem 
SURGICAL    TREATMENT    OF    CUSHING'S  DISEASE  AND  ALDOSTERONISM 

John  L.  Simmons,  M.D.,  Chapel  Hill 

PANEL  DISCUSSION 

Frederick  H.  Taylor,  M.D.,  Moderator 

Will  C.  Sealy,  M.D. 

W.  Glenn  Young,  Jr.,  M.D. 

Richard  T.  Myers,  M.D. 

John  L.   Simmons,   M.D. 
ARTERIOSCLEROTIC  DISEASE  OF  THE  THORACIC  OUTLET 

Francis  Robicsek,  M.D.,  Paul  Sanger,  M.D.,  and  Frederick  H.  Taylor,  M.D.,  Charlotte 
REPORT  OF  NOMINATING  COMMITTEE: 

J.  A.  Brabson,  M.D.,  Charlotte 

W.  P.  J.  Peete,  M.D.,  Durham 

T.  S.  Raiford,  M.D.,  Asheville 
ELECTION  OF   SECTION   OFFICERS 
ADJOI'RNMENT 

SECTION   OX  OBSTETRICS  AND  GYNECOIiOGY 

Tuesday,  May  5,   1964,  2:30  P.M. 

(Exhibit  Area— Town  Hall) 

Julian  T.  Brantley,  M.D.,  Chairman,  Greensboro 

MENSTRUAL   DISORDERS 

Correlated    Clinical   Discussions 
PHYSIOLOGY  OF  MENSTRUATION  AND  ITS  DISORDERS 

Charles  H.  Peete,  Jr.,  M.D.,  Duke  University  School  of  Medicine.  Durham 
CLINICAL  ASPECTS  OF  MENSTRUAL  DISORDERS 

Luther  M.  Talbert,  M.D.,  University  of  North  Carolina,  School  of  Medicine,  Chapel  Hill 
TREATMENT   OF   MENSTRUAL    DISORDERS 

Henry  C.  O'Roark,  II,  M.D.,  Bowman  Gray,  Winston-Salem 
INTERMISSION 

PANEL  DISCUSSION:   MENSTRUAL   DISORDERS 
Moderator:  John  C.  Burwell,  Jr.,  M.D.,  Greensboro 

Panel:   Charles  H.   Peete,  Jr.,   M.D. 
Luther  M.  Talbert,  M.D. 
Henry  C.  O'Roark,  II,  M.D. 
Discussion  of  written  questions  from  the  floor. 

SECTION   OX   NEIROLOGY   &  PSYCHIATRY 

Tue.sday,  May  5,  1964,  2:30  P.M. 
(Room   No.   1) 

Thad  J.  Barringer,   M.D.,  Chairman,   Raleigh 

BUSINESS 

THE  TREATMENT  OF  DELIRIUM  TREMENS 

William  P.  Wilson,  M.D.,  Duke  Medical  Center,  Durham,  and  M.  Wolk,   M.D. 

THE  SURGICAL  TREATMENT  OF  EPILEPSY 
Blaine  S.  Nashold,  Jr.,  M.D.,  Durham 

PSYCHIATRIC  COMPLICATIONS  OF  AUTO  ACCIDENTS 
Samuel  N.  Workman,  M.D.,  William  P.  Wilson,  M.D.,  and  Leslie  B.  Hohman,  M.D.,  Dur- 
ham 
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SECTION   ON  RADIOLOGY 

Tuesday,  Alay  5,  1964,  2:30  P.M. 

(Aiiditoriuni   Stage   Door — East  End) 

A.  B.  Crooni,  M.D.,  Chairman,   High  Point) 
COMMUNITY  HOSPITAL   RADIOLOGY 
DIAGNOSTIC  PROCEDURES  SPECIAL   PROCEDURES 

George    Silverton,    M.D..    Lumlierton  Robert   S.   Lackey,   M.D.,   Charlotte 

THERAPEUTIC  RADIOLOGY  ROUND  TABLE  PANEL  DISCUSSION 

Thomas  G.  Thurston,  M.D.,  Salisbury  Moderator:  (to  be  announced) 

SECTION  ON   PATHOLOGY 

Tuesday,  May  5,  1964,  2:30  P.M. 
(\Yest  CoiK'oui'se — Coliseum) 

J.  0.  Williams,   M.D.,  Chairman.   Concord 
BUSINESS  SESSION   (only) 
Agenda  of   Discussions — J.   O.    Williams,  M.D.,  Moderatoi' 

1.  Oral  Exfoliated  Cytology 

2.  Regular  Cytology 

3.  Qualitative  Controls  in  Laboratory  Procedures 

4.  Standardization  of  laboratory  techniciues 

5.  Relative  Value  Scale  discussion 

All  memljers  of  Section  invited  to  participate. 
4:30  P.M. — Registration  closes. 
5:00  P.M.— Exhibits  close. 
5:00  P.M. — Audio-Visual  Program  closes. 

PRESIDENT'S  DINNER 

Tuesday,   May  3,   1964 
(Plantation  Supper  Club) 

7:00  P.M.— BANQUET  (Admission  by  tickets  only) 

Toastmaster:  W.  Howard  Wilson,  M.D.,  Raleigh 

Invocation:  Rev.  David  V.  Guthrie,  Curate,  Holy  Trinity  Episcopal  Church,  Greensboro 
7:30  P.M. — Presentation  of  Guests 

7:40  P.M. — Presentation  of  President's  Jewel:  Donald  B.  Koonce,  M.D.,  Wilmington 
7:50  P.M.— Installation  of  President-Elect  Theodore  S.  Raiford,  M.D.,  Asheville 

Administration  of  Authorized  Oath  of  Office 

An  Address  in  Acceptance:  Theodore   S.  Raiford,  M.D.,  President 

ADDRESS:  Charles  W.  Jarvis,  D.D.S.,  San  Marcos,  Texas 
8:40  P.M. — Adjourn  Banciuet  Session 
9:00  P.M.— Entertainment 
10:00  P.M.-2:00  A.M.— PRESIDENT'S   BALL 

(Plantation   Supper   Club) 

(Jan  Garber  and  his  Orchestra) 


Wednesday,  May  6,  1964 

9:00  A.M. — Registration  opens.  Booth   (Lobby — Coliseum) 
9:00  A.M. — Scientific  and  Technical  Exhibits  open 
(Coliseum— Exhibit  Hall) 

THIRD  GENERAL  SESSION 
Wednesday,   May  6,  1964 
(Coliseum— Town  Hall) 

9:00  A.M.— Film:  "Not  As  It  Was" 
9:30  A.M. — Convening  Session 

William  F.  HoUister,  M.D.,  First  Vice-President,  presiding 
9:.30  A.M.— CONJOINT  SESSION  of  the  North  Carolina  State  Board  of  Health,  Lenox  D.  Baker,  M.D., 
President,  Durham,  will  preside  over  this  meeting  of  the  Medical  Society  of  the  State  of 
North  Carolina  and  the  State  Board  of  Health. 
J.  W.  Roy  Norton,  M.D.,  State  Health  Director,  reporting. 
10:00  A.M. — Conjoint  Session  adjourns 
10:00  A.M. — Committee   on    Scientific   Awards,   Report  of: 

Lester  A.  Crowell,  Jr.,  M.D.,  Chairman,  Lincolnton 

Recognition  and  presentation  of:  Moore  County,  Wake  County  and  Gaston  County  Awardees. 
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10:10  A.M.— 


10:15  A.M.- 
10:30  A.M.- 
11:00  A.M.- 
11:30  A.M.- 
11:50  A.M.- 

12:10  P.M.- 
12:15  P.M.- 
12:30  P.M.- 
12:30  P.M.- 


Presentation  of  AMA-ERF  Checks  to: 

Duke,  UNC,  and  Bowman  Gray  Medical   Schools 

Harry  B.  Underwood,  M.D.,  Chairman,  Committee  AMA-ERF 

■Recognition  of  Fifty  Year  Club  and  presentation  of  Fifty  Year  Club  Certificates  and  Pins 

-Address:  Russell  B.  Roth,  M.D.,  Erie,  Pennsylvania 

-Address:    (to  be  announced) 

-Address:  President  Theodore  S.  Raiford,  M.D. 

-Elections:  North  Carolina  Medical  Journal-Editorial  Board  (3)  4-year  terms 

North  Carolina  Board  of  Medical  Examiners:  (2)  6-year  terms 

Installation   of  Officers — 1964  House  of  Delegates — John  S.  Rhodes,  M.D. 

Remarks  by  President  Theodore  S.  Raiford,  M.D. 

Exhibits  Close. 

Presentation  of  Prizes. 

ADJOURN   SINE   DIE 


Bulletin  Board 


COMING  MEETINGS 

Three  Days  of  Cardiology  —  Duke  University 
Medical  Center,  Durham,  April  1-3. 

North  Carolina  Health  Fair  Exhibit  —  Duke 
University  Indoor  Stadium,  Durham,  April  1-4. 

Association  of  Surgeons  of  the  Southern  Kail- 
way  System,  63rd  Annual  Meeting  —  Jack  Tar 
Hotel,  Durham,  April  12-15. 

Duke  University  Refresher  Course  in  Anes- 
thesia —  Duke  University  Medical  Center,  April 
17-19. 

Medical  Society  of  the  State  of  North  Carolina 
— 110th  Annual  Session  —  Greensboro,  May  2-6. 

Duke  University  Medical  Postgraduate  Course 

— Morehead-Biltmore  Hotel,  Morehead  City,  July 
13-18. 

American  Society  of  Internal  Medicine,  8th  An- 
nual Meeting  —  Claridge  Hotel.  Atlantic  City, 
April  3-5. 

Gill  Memorial  Eye,  Ear  and  Throat  Hospital, 
37th  Annual  Spring  Congi'ess  —  Roanoke,  Vir- 
ginia, April  6-9. 

American   College   of  Physicians,   45th   Annual 

Session  —  Atlantic  City,  April  6-10. 

Mound  Park  Hospital  Foundation,  Pediatric 
Symposium  on  the  Care  of  the  Sick  Child  in 
General  Practice  —  Mound  Park  Hospital,  St. 
Petersburg,   Florida,  April  9-11. 

American  Industrial  Health  Conference — Pitts- 
burgh Hilton  Hotel,  Pittsburgh,  Pennsylvania, 
April  13-19. 

Southeastern  Dermatological  Association,  An- 
nual Meeting  —  Medical  College  of  Virginia,  Rich- 
mond, April  24-25. 

American  Proctologic  Society  and  the  Section 
of  Proctology  of  the  Royal  Society  of  Medicine — 

Bellevue  Stratford  Hotel,  Philadelphia,  May  9-14. 

American  Medical  Association,  113th  Annual 
Convention  —  San  Francisco,  June  21-25. 


News  Notes  from  the 

Bowman  Gray  School  of  Medicine  of 

Wake  Forest  College 

Dr.  Robert  L.  Tuttle  and  Clyde  T.  Hardy  have 
been  named  to  new  administrative  positions  at 
the  Bowman  Gray  School  of  Medicine. 

Dr.  Tuttle,  formerly  assistant  dean,  was  named 
associate  dean.  Hardy,  director  of  the  Depart- 
ment of  Clinics,  was  appointed  associate  dean 
( administration ) . 

In  his  new  position,  Dr.  Tuttle  will  assume  a 
greater  role  in  the  area  of  student  affairs  and  in 
the  overall  development  and  evaluation  of  the 
educational  program  for  medical  students.  Hardj', 
in  addition  to  his  regular  duties,  will  be  respon- 
sible for  the  coordination  of  the  physical  develop- 
ment program  of  the  medical  center. 

Dr.  Tuttle,  who  joined  the  medical  school  facul- 
ty in  1948,  was  associate  professor  and  chair- 
man of  the  Department  of  Microbiology  before 
receiving  the  appointment  as  assistant  dean  in 
1962.  Hardy,  who  has  been  a  member  of  the  med- 
ical school  staff  since  1942,  recently  finished  a 
one-year  term  as  president  of  the  National  As- 
sociation of  Clinic  Managers. 

•if.         ^         i^ 

Eight  North  Carolina  college  students  have 
been  awarded  Z.  Smith  Reynolds  Foundation 
Scholarships  for  study  at  the  Bowman  Gray 
School  of  Medicine.  They  will  enter  medical 
school  next  September. 

The  scholarships,  ranging  in  size  from  $2,400 
to  $4,800  per  year,  provide  the  cost  of  four  years 
of  medical  school  and  two  years  of  hospital  or 
postgraduate  training. 

Scholarship  winners,  selected  on  the  basis  of 
character,  scholarship,  potential  as  a  physician 
and  financial  need,  are  Gerald  P.  Briggs  of  Lex- 
ington, Lenoir  Rhyne  College;  Robert  R.  Dixon 
of  Greensboro,  Davidson  College;  Allan  B.  Har- 
vin  of  Raleigh,  Wake  Forest  College;  W.  Fred- 
erick McGuirt  of  Lumberton,  Davidson  College; 
Herbert  M.  Schiller  of  Winston-Salem,  Wake 
Forest  College;  James  L.  Self  of  Raleigh,  Wake 
Forest  College;  William  Y.  Tucker  Jr.  of  Winston- 
Salem,  Duke  LTniversity;  and  John  K.  Whisnant 
Jr.  of  Shelby,  Duke  University. 
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Formal  presentation  of  the  8151,000  in  scholar- 
ships will  be  made  at  an  awards  banquet  April 
10.  The  amount  of  each  scholarship  will  be  an- 
nounced at  that  time. 

Each  of  the  top  four  scholarships  prox'ides  a 
total  of  $23,400.  The  other  four  scholarships  each 
total  S14,400.  During  the  seven  years  the  scholar- 
ship program  has  been  in  effect,  the  Z.  Smith 
Reynolds  Foundation  has  awarded  SI. Of)?. 000  in 
scholarships  to  support  medical  education. 

*  *     * 

Are  the  body's  smooth  and  skeletal  muscles 
served  by  different  enzyme  systems'.'  If  so,  how 
do  they  differ? 

At  what  point  in  life  do  the  enzyme  systems 
start  functioning? 

If  there  are  changes  in  enzyme  activity,  when 
do  they  occur  and  how  do  they  affect  muscle 
function? 

Research  aimed  at  finding  the  answers  to  these 
and  other  related  questions  is  under  way  at  the 
Bowman  Gray  School  of  Medicine. 

Dr.  Walter  J.  Bo.  professor  of  anatomy,  has 
been  awarded  a  .$27,93.5  research  grant  by  the 
National  Institutes  of  Health  to  support  the 
project  for  a  three-year  period. 

LTsing  rats  and  rabbits  as  experimental  models, 
his  work  will  be  concerned  principally  with  stu- 
dies on  the  smooth  muscle  of  the  maternal  and 
fetal  uterus,  both  during  the  gestation  period  and 
immediately  after  birth. 

His  research  should  shed  new  light  on  the 
process  through  which  certain  enzymes  change 
carbohydrate  storage  material  (glycogen)  into 
energy  for  muscle  function. 

*  *    * 

Dr.  William  H.  Sprunt  Jr.  has  retired  his  facul- 
ty position  after  22  years  of  service  with  the 
Bowman  Gray  School  of  Medicine. 

A  charter  member  of  the  medical  school's  De- 
partment of  Clinics,  he  joined  the  faculty  in  1941 
when  the  medical  school  was  moved  to  Winston- 
Salem. 

He  was  appointed  emeritus  professor  of  sur- 
gery last  July  and  continued  to  serve  on  a  limit- 
ed basis  tmtil  his  retirement. 

Dr.  Howard  H.  Bradshaw.  professor  and  chair- 
man of  the  Dejiartment  of  Surgery,  has  been 
named  honorary  member  and  consultant  in  sur- 
gery to  the  National  Association  f)n  Standard 
Medical  Vocabulary. 

Dr.  Felda  Hightower,  associate  professor  of 
surgery,  was  recently  appointed  to  the  Board 
of  Directors  of  the  North  Carolina  Chapter,  Amer- 
ican Cancer  Society.  He  also  was  reappointed 
chairman   of   the   Committee   on   Applicants   for 

District  5  of  the  American  College  of  Surgeons. 

*  *    * 

Dr.  Jesse  H.  Meredith,  assistant  professor  of 
surgery,  has  accepted  an  appointment  as  a  mem- 


ber of  the  Board  of  Trustees  for  the  Council  on 
Hospital  Automation  Planning  and  Development. 

*  *    * 

Dr.  James  F.  Toole,  professor  and  cliairman  of 
the  Department  of  Neurology,  will  serve  on  a 
sub-committee  on  Scientific  Program  for  the  1964 
annual  meeting  of  the  .Amei'ican  Heart  Associa- 
tion. 

*  *     * 

Dr.  James  L.  Quinn  111.  instructor  in  radiology, 
participated  in  the  Sixth  International  Sympos- 
ium on  the  LTse  of  Radioisotopes  in  Medicine, 
Jan.  8-11,  in  Badgastein,  Austria.  He  presented  a 
paper  on  "Limg  Scintiscanning  Using  Aggregates 
of  lodinated  Human  Serum  Albumin."' 

*  =^     * 

Two  members  of  the  Bowman  Gray  faculty 
participated  in  a  meeting  of  the  American  Ac- 
ademy of  Orthopaedic  Surgery  in  Chicago.  Dr. 
H.  Frank  Forsyth,  professor  and  head  of  the 
Section  on  Orthopedics,  presented  a  paper  on 
"Extension  Injui-ies  of  the  Cervical  Spine."  Dr. 
Edwin  H.  Martinat.  assistant  professor  of  or- 
thopedics and  assistant  professor  of  physical 
medicine  and  rehabilitation,  served  as  a  panel 
member  for  an  instructional  course  on  "Evalua- 
tion of  Permanent  Impairments." 

*  *     * 

Dr.  James  F.  Martin,  professor  of  radiology, 
delivered  an  address  on  "The  Minute  Sequence 
Pj'elogram"  at  a  recent  meeting  of  the  Buffalo 
(N.  Y.)  Radiological  Society. 

Dr.  James  F.  Toole,  professor  and  chairman 
of  the  Department  of  Neurology,  participated  in 
the  Third  Princeton  Conference  in  Princeton. 
New  Jersey.  The  conference  on  "Cerebral  Vas- 
cular Diseases"  was  sponsored  by  the  American 
Neurological  Association  and  the  American  Heart 
Association.  Dr.  Toole  presented  a  paper  on  "Ef- 
fect of  Limb  Exercise  and  Hypertension  on  Re- 
versed Vertebral  Flow.'' 


News  Notes  from  the  University  of 
North  Carolina  School  of  Medicine 

A  search  for  a  mathematical  model  which  will 
help  explain  the  production,  lifespan  and  destruc- 
tion of  certain  white  blood  cells  will  be  financed 
at  the  University  of  North  Carolina  by  a  two- 
year,  S1''',000  federal  grant. 

The  title  of  the  project  is  "Statistical  Evalua- 
tion of  Granulocyte  Kinetics." 

The  new  grant  has  been  made  to  Dr.  James  E. 
Grizzle,  assistant  professor  of  biostatistics  in  the 
School  of  Public  Health,  and  Dr.  Richard  I.  Walk- 
er, a  blood  specialist  and  instructor  in  medicine 
in  the  School  of  Medicine. 

Dr.  Walker  has  developed  a  technique  for  tag- 
ging graulocytes  (one  type  of  white  blood  cell) 
with  radioactive  phosphorus.  Bj'  taking  blood 
samples  from  healthy  humans,  ill  people   (such 
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as  those  with  leukemia)  and  from  various  ani- 
mals, he  hopes  to  find  out  the  rate  of  production 
and  destruction  of  these  white  blood  cells  and 
their  lifespans. 

To  estimate  these  things,  the  researchers  need 
a  mathematical  description  of  the  phenomenon. 

Memorial  services  were  conducted  at  the  LTni- 
versity  Methodist  Church  for  Dr.  A.  Price  Heus- 
ner,  professor  of  anatomy  at  the  University  of 
North  Carolina  School  of  Medicine. 

The  Rev.  Clyde  G.  McCarver,  pastor,  was  in 
charge. 

Dr.  Heusner  died  of  a  heart  attack  two  days 
before  Christmas.  He  was  53.  He  was  a  native  of 
Kansas  and  came  to  Chapel  Hill  in  1952  from  the 
Boston  Universit3'  School  of  Medicine  in  Boston, 
Massachusetts. 

He  was  a  professor  of  surgery  in  charge  of 
neurosurgery  at  the  School  of  Medicine  and  N.  C. 
Memorial  Hospital  for  five  years  before  becoming 
professor  of  anatomy  in  the  fall  of  1957. 

He  is  survived  by  his  wife,  the  former  Helen 
Day  of  Nebraska,  two  daughters  and  a  son. 

*  *    * 

Among  personnel  changes  approved  in  Ral- 
eigh on  January  10  by  the  Executive  Committee 
of  the  University  of  North  Carolina's  Board  of 
Trustees  was  the  naming  of  Dr.  John  A.  Ewing 
as  acting  chairman  of  the  Department  of  Psy- 
chiatry at  the  School  of  Medicine. 

Dr.  Ewing,  a  professor  of  psychiatry  since  last 
summer  and  a  member  of  the  LT.N.C.  medical 
faculty  since  1953,  fills  a  vacancy  created  by  the 
resignation  of  Dr.   George  C.   Ham. 

Dr.  Ham  has  resigned  to  enter  private  practice 
in  Chapel  Hill,  but  will  remain  with  the  medical 
faculty  on  a  part-time  basis  as  clinical  professor 
of  psychiatry.  He  had  been  chairman  of  the  de- 
partment for  12  years. 

Trustees  also  approved  the  appointment  of  Dr. 
Luther  Clarence  Hollandsworth  as  instructor  in 
the  School  of  Medicine. 

*  *    * 

Two  medical  specialists  at  the  University  of 
North  Carolina  School  of  Medicine  are  among  the 
contributors  to  a  new  "Manual  of  Contraceptive 
Practice." 

They  are  Dr.  Robert  A.  Ross,  chairman  of  the 
Department  of  Obstetrics  and  Gynecology,  and 
Dr.  Charles  E.  Flowers,  Jr.,  a  professor  in  the 
department. 

The  300-page  manual  presents  a  comprehensive 
survey  of  birth  control  in  its  medical,  social,  re- 
ligious, legal,  and  psychological  relationships. 

It  is  being  published  by  the  Williams  &  Wilkins 
Company  of  Baltimore,  Maryland. 

Research  studies  of  sheep,  which  hopefully  will 
lead  to  a  better  understanding  of  human  birth, 
were   explained  to   Louisville,   Kentucky,   physi- 


cians recently  by  a  U.N.C.  medical  researcher. 

Dr.  A.  Stark  Wolkoff,  assistant  professor  of 
obstetrics  and  gynecology  at  the  School  of  Medi- 
cine, conducted  a  surgical  clinic  and  grand 
rounds  and  spoke  to  the  Society  of  Obstetrics  and 
Gynecology  in  Louisville  on  January  24-29. 

Dr.  Wolkoff  is  beginning  the  third  year  of  a 
five-year,  $75,000  research  study  of  the  birth  phe- 
nomena among  sheep.  The  study,  financed  by  the 
National  Institutes  of  Health,  is  entitled  "Studies 
on  the  Maternal-Fetal  Relationship  in  Sheep." 

Studies  are  concentrated  on  uterine  blood  flow 
and  placental  exchange  in  an  effort  to  under- 
stand the  needs  of  an  expectant  mother  just  be- 
fore her  child  is  born. 

Dr.  Wolkoff  was  recently  elected  a  member 
of  the  Society  for  Gynecologic  Investigation.  He 
is  the  second  medical  specialist  in  North  Caro- 
lina to  be  so  honored. 

*     *     * 

Dr.  Frank  C.  Wilson.  Jr.,  a  native  of  Rome, 
Georgia,  has  joined  the  faculty  of  the  University 
of  North  Carolina  School  of  Medicine  as  an  in- 
structor in  orthopedic  surgery. 

For  the  past  year  he  has  been  an  instructor 
at  the  College  of  Physicians  and  Surgeons  and 
chief  resident  in  orthopedics  at  Columbia  Pres- 
byterian Medical  Center  in  New  York.  He  re- 
ceived his  medical  degree  from  the  Medical  Col- 
lege of  Georgia  in  1954  and  served  an  internship 
at  Grady  Memorial  Hospital  in  Atlanta  prior 
to  two  years  with  the  U.  S.  Navy  in  Washing- 
ton, D.  C. 

He  completed  his  residencj'  in  general  surgery 
and  orthopedic  surgery  at  New  York  Orthopedic 
Hospital  in  the  Columbia  Presbyterian  Medical 
Center. 

He  is  currently  writing  a  monthly  column, 
"The  Hidden  Injury,"  for  the  Resident  Physician 
publication. 

The  National  Institute  of  Mental  Health  has  ap- 
proved a  new  two-year  grant  of  $34,000  to  the 
University  of  North  Carolina  to  continue  a  study 
of  experimental  alcoholism. 

Dr.  Fred  W.  Ellis,  associate  professor  of  phar- 
macology at  the  LTNC  School  of  Medicine,  is  in 
charge  of  the  research  project. 

The  work  involves  an  attempt  to  find  out  in 
animals  what  effect  the  long-time  use  of  alcohol 
has  on  various  body  chemicals.  It  is  a  study  of 
chronic  alcoholism. 

^    ^    ^ 

Urinary  tract  infections  which  may  offer  an 
explanation  of  some  premature  births  and  some 
complications  of  giving  birth  are  under  investiga- 
tion at  the  University  of  North  Carolina  School 
of  Medicine. 

A  grant  of  $16,692  has  been  approved  by  the 
National  Institute  of  Child  Health  and  Human 
Development  to  continue  the  research  for  another 
year. 
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The  project,  begun  a  year  ago,  is  set  up  over  a 
five-year  period  at  a  cost  of  about  $75,000. 

Dr.  Charles  E.  Flowers,  professor  of  obstetrics 
and  gynecology,  and  Dr.  Janet  J.  Fischer,  assis- 
tant professor  of  medicine  and  an  instructor  in 
clinical  bacteriology,  are  the  principal  investiga- 
tors. 


Edgecombe-Nash  Medical  Society 

Dr.  Mason  C.  Andrews  of  Norfolk,  Virginia, 
spoke  on  '"Normal  and  Abnormal  Physiology  of 
the  Female  Reproductive  Tracts"  at  the  Feb- 
ruary meeting  of  the  Edegcombe-Nash  Medical 
Society. 


North  Carolina  State  Board  of  Health 

HaUfax  County  has  been  chosen  as  one  of  thir- 
teen communities  in  the  nation  to  undertake 
studies  to  determine  health  services  problems. 
This  North  Carolina  county  will  participate  with 
the  National  Commission  on  Community  Health 
Services  in  a  nationwide  project  to  find  out  what 
major  health  problems  they  have  and  how  these 
problems  can  best  be  solved. 

The  Halifax  County  Community  Health  Service 
Study  Program,  under  the  Commission  sponsor- 
ship, is  unique  in  that  it  emphasizes  immediate 
application  of  study  findings  to  positive  action. 

In  the  Community  Action  Study,  a  staff  from 
the  Commission  will  cooperate  with  the  local 
health  department  staff  and  community  leader- 
ship to  identify,  analyze  and  demonstrate  the 
principles  which  will  facilitate  community  action 
to  improve  health  services.  The  Study  is  expected 
also  to  develop  reliable  methods  to  enable  com- 
munity leaders  to  secure  adequate  information 
about  their  health  services  and  needs.  Problem 
areas  in  community  health  services  are  expected 
to  be  identified  from  the  Halifax  and  other  twelve 
studies  across  the  Nation. 

The  final  objective  of  these  community  studies 
will  be  to  stimulate  communities  to  take  effec- 
tive action  to  improve  their  major  health  serv- 
ices. 

There  is  reason  to  believe  that  the  Community 
Health  Studies  in  these  places,  in  cooperation 
with  the  Commission,  will  have  a  great  impact  on 
community  health  services  throughout  the  coun- 
try in  years  to  come.  Not  only  will  the  selected 
group  of  communities  reap  the  results  of  assess- 
ment, planning  and  action  as  the  result  of  the 
self-study,  but  many  other  communities  will  have 
developed  at  least  an  awareness  of  similar  needs 
and  action.  The  selected  action  study  communi- 
ties will  serve  as  seeds  to  stimulate  action  in 
others. 


North  Carolina  Pediatric  Society 

The  slate  of  officers  for  the  North  Carolina 
Pediatric  Society  for  1964  are  as  follows:  presi- 
dent— Dr.  Jay  Arena,  Durham;  president-elect — 
Dr.  Charles  Houston  Gay,  Charlotte;  past-presi- 
dent— Dr.  Angus  M.  McBryde,  Durham;  secretary- 
treasurer — Dr.  Earle  Spaugh,  Charlotte;  executive 
secretary — Mrs.  John  McLain,  Durham. 

The  annual  meeting  will  be  held  at  Mid  Pines 
Club,  Southern  Pines,  November  13-14,  1964. 


American  Medical  Association 

Tobacco  Conipaiiie.s  Contribute  to  AiMA  Research 
on  Smokins 

Six  tobacco  companies  have  offered  the  Ameri- 
can Medical  Association  Education  and  Research 
Foundation  ten  million  dollars  to  help  finance 
basic  research  on  the  relationship  of  smoking 
to  disease  and  the  offer  has  been  accepted,  Ray- 
mond M.  McKeown,  M.D.,  Foundation  President, 
announced  recently.  The  information  was  re- 
leased through  the  State  Medical  Societ.y  Head- 
quarters office  February  7. 

Dr.  McKeown,  Coos  Bay,  Oregon  physician, 
said  the  funds  were  offered  with  the  understand- 
ing that  they  could  be  accepted  only  if  given 
without  restrictions.  Dr.  McKeown  said  the  only 
condition  is  that  the  money  be  used  for  research 
on  tobacco  and  health.  On  that  basis  Dr.  Mc- 
Keown said  the  members  of  the  Board  of  Direc- 
tors of  the  Foundation  were  pleased  to  accept  the 
generous  offer  of  these  companies. 

The  Research  funds  are  to  be  made  available 
over  a  five-year  period  by  the  American  To- 
bacco Company,  Brown  and  Williamson  Tobacco 
Corporation,  Liggett  &  Myers  Tobacco  Company, 
P.  Lorillard  &  Company,  Philli])  Morris  Incor- 
porated and  R.  J.  Reynolds  Tobacco  Company.  A 
joint  letter  signed  by  the  president  of  the  six 
companies  said  they  are  willing  to  contribute  ten 
million  dollars  to  the  Foundation's  previously 
announced  research  project  on  tobacco  and  health 
"in  the  hope  and  expectation  that  the  research 
project  proposed  will  aid  materially  in  finding 
solutions  to  public  health  problems  of  national 
and  international  concern." 


American   Industrial  Health   Conference 

By  means  of  closed-circuit  color  television, 
prominent  medical  authorities  will  demonstrate 
diagnostic  techniques,  examination  procedures, 
and  methods  for  the  prevention  of  occupational 
disease  and  illness  to  those  attending  the  Ameri- 
can Industrial  Health  Conference  at  the  Pitts- 
burgh-Hilton Hotel,  April  13-16. 

This  national  conference,  which  encompasses 
the  annual  meetings  of  the  Industrial  Medical  As- 
sociation and  the  American  Association  of  In- 
dustrial Nurses,  is  expected  to  attract  more  than 
2000  persons,  including  many  physicians  whose 
practice  is  only  partly  industrial,  as  well  as  those 
who  are  engaged  as   full-time   industrial   physi- 
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cians,  industrial  nurses,  public  health  officials, 
military  physicians,  and  others  who  have  an  in- 
terest in  the  health  of  the  working  population. 


American  College  of  Physicians 

The  American  College  of  Physicians  (ACP) 
will  hold  its  forty-fifth  annual  session  in  Atlantic 
City,  New  Jersey,  April  6-10. 

The  five  days  of  meetings  will  include  rounds 
of  scientific  education  aimed  at  keeping  intern- 
ists abreast  of  medical  development.  The  Col- 
lege's annual  convocation,  featuring  the  induc- 
tion of  400  physicians  to  fellowship  in  the  college 
and  the  conferring  of  three  masterships  and  10 
corresponding  fellowships  to  physicians  of  other 
countries,  will  be  held  Thursday  evening,  April 
9,  in  Convention  Hall. 

The  scientific  portions  of  the  meeting  will 
cover  topics  ranging  from  gastrointestinal  dis- 
orders and  the  diagnosis  and  treatment  of  heart 
diseases  to  reports  on  family  allergies,  infec- 
tions, lung,  liver  and  kidney  diseases,  virus  prob- 
lems and  conditions  involving  metabolic  function 
and  the  endocrine  glands. 

Following  the  Annual  Convocation  Thursday 
night,  the  annual  President's  Reception  and  Ball, 
honoring  retiring  ACP  President,  Wesley  W. 
Spink,  M.D.,  of  Minneapolis,  Minnesota,  will  be 
held. 

Thomas  M.  Durant,  M.D.,  Philadelphia,  chair- 
man of  the  Department  of  Medicine,  Temple  LTni- 
versity  School  of  Medicine,  is  president-elect  of 
the  ACP  and  will  succeed  Dr.  Spink  at  the  meet- 
ing. 


guage  of  Togo;  and  Mende,  the  language  of  Sierra 
Leone.  They  will  receive  briefings  in  tropical 
diseases,  public  health  and  hygiene,  sanitation 
and  preventive  medicine.  After  arriving  in  Af- 
rica, they  will  be  given  further  in-country  train- 
ing to  familiarize  them  with  the  practical  aspects 
of  tropical  disease  through  work  with  actual  clini- 
cal cases,  and  to  introduce  them  to  French  medi- 
cal practices  and  terminology. 

Applications  should  be  submitted  as  soon  as 
possible.  They  may  be  obtained  by  writing:  Phy- 
sicians, Division  of  Recruiting,  Peace  Corps, 
Washington  25,  D.  C.  20525. 

Mound  Park  Hospital  Foundation 

The  Mound  Park  Hospital  Foundation,  in  co- 
operation with  the  Department  of  Medical  Edu- 
cation of  the  Mound  Park  Hospital,  the  American 
Legion  Hospital  for  Crippled  Children,  the  Med- 
ical and  Research  Divisions  of  Baj'  Pines  V.  A. 
Center,  and  the  joint  sponsorship  of  the  Ameri- 
can Academy  of  General  Practice,  is  pleased  to 
announce  a  postgraduate  symposium  in  pedi- 
atrics— "The  Sick  Child  in  General  Practice." 
This  course  will  be  held  on  April  9  to  11,  inclu- 
sive, in  the  auditorium  of  the  Mound  Park  Hos- 
pital and  the  Clinics  of  the  American  Legion 
Hospital  for  Crippled  Children,  St.  Petersburg, 
Florida. 

All  classes,  meetings  and  clinical  conferences, 
though  informal,  will  be  consistent  with  the  high- 
est level  of  medical  teaching  practice,  and  18 
credit  hours  in  Category  1  will  be  allowed  by 
the  American  Academy  of  Genei-al  Practice. 


Peace  Corps 

Peace  Corps  Volunteer  physicians  serving  in 
Togo  and  Sierra  Leone  are  testing  their  skills 
and  ingenuity  against  diseases  and  problems 
seldom  encountered  in  the  United  States. 

Now,  additional  medical  and  paramedical  per- 
sonnel have  the  unique  opportunity  to  serve  for 
two  years  in  these  tropical  African  countries. 

Both  West  African  countries  are  seeking  these 
physicians  and  other  health  personnel  to  carry 
on  and  expand  the  work  begun  by  the  first 
groups  of  medical  Volunteers  soon  completing 
their  two-year  Peace  Corps  service. 

Training  began  about  March  1  for  members  of 
the  new  Togo  medical  team.  The  Sierra  Leone 
group  will  enter  training  in  June. 

Although  volunteers  receive  only  $75  a  month 
in  addition  to  living  and  travel  expenses,  there 
are  many  other  compensations,  such  as  expe- 
riences that  will  serve  to  further  future  careers 
in  various  specialty  fields. 

Preparations  for  African  service  will  be 
thorough.  Volunteers  will  receive  intensive  class- 
room and   laboratory  work  in   French,  the  lan- 


Pharmaceutical  Manufacturers 
Association 

The  U.  S.  prescription  drug  industry  has  asked 
Congress  to  require  prompt  publication  of  the 
"failures"  in  the  government's  $900  million  health 
research  effort  to  help  prevent  other  scientists' 
chasing  down  proven  blind  alleys. 

This  was  one  of  five  "preliminary  recommenda- 
tions" forwarded  to  the  House  Select  Committee 
on  Government  Research  by  the  Pharmaceutical 
Manufacturers  Association. 

The  association  also  promised  to  provide  the 
committee  early  this  year  with  proposed  state- 
ments of  principles  to  govern  federal  govern- 
ment support  of  medical  research  and  patent 
policies  for  inventions  supported  with  federal 
funds. 

Austin  Smith,  M.D.,  A.M.A.  president,  said  in  a 
letter  to  committee  chairman  Carl  Elliott  (D., 
Ala.)  that  yearly  reports  of  federally  subsidized 
research  should  be  indexed  and  published. 

In  addition  to  its  suggestion  of  annual  reports 
from  federal  researchers,  P.M.A.'s  preliminary 
recommendations  called  for: 
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1.  Coordination  of  federal  researcli  activities 
to  minimize  duplication  and  unnecessary  proj- 
ects. 

2.  A  government  patent  policy  in  the  medical 
as  well  as  other  fields  which  will  "encourage 
cooperation  between  industry  supported  research- 
ers and  government  supported  scientists." 

3.  Principal  allocation  of  government  funds 
to  basic  as  distinguished  from  applied  research. 

4.  Highest  priority  for  training  of  additional 
teachers  and  research  personnel  in  medical 
sciences. 

National  Institutes  of  Health 

The  Clinical  Center  of  the  National  Institutes 
of  Health  are  interested  in  the  following  diseases. 
The  name  of  the  phj'sician  to  contact  is  given 
in  each  case. 

Thalassemia  major  (Cooley's  anemia) — Dr. 
Sherman  M.  Weissman. 

Congenital  hereditary  anosmia — Dr.  Saul  W. 
Rosen. 

Blastomycosis — Dr.  John  P.  Utz. 

These  physicians  may  be  reached  at  the  Na- 
tional Institutes  of  Health,  Bethesda,  Maryland, 
telephone  49-63058  (area  code  301). 

U.  S.  Department  of  Health,  Education, 
AND  Welfare 

Keith  Kost  assumed  the  duties  of  Public  Health 
Reports,  January  1,  1964,  Mr.  Kost  succeeds  Mar- 
cus Rosenblum,  who  has  edited  the  principal 
journal  of  the  Public  Health  Service  since  1954. 
Mr.  Rosenblum  has  been  appointed  Deputy  to  the 
Special  Assistant  to  the  Surgeon  General  for 
Scientific  Information. 

*     +     * 

Dr.  Clarence  A.  Imboden,  Jr.,  has  been  appoint- 
ed Chief  of  the  Coronary  Disease  Section  of  the 
Heart  Disease  Control  Program.  Division  of 
Chronic  Diseases,  U.  S.  Public  Health  Service. 

New  Books 

by  Saunders 

Avery — The  Ijung  and  It.s  Disorders  in 
Newborn  Infants.  New! — The  first  of  a 
projected  series  of  monographs  on  indi- 
vidual topics  in  Pediatrics.  Covers  all 
aspects  of  each  subject. 

Cecil-Conn — The  Specialties  in  General 
Practice.  New  (3rd)  Edition! — The  gen- 
eral practitioner's  guide  to  those  special 
conditions  he  can  handle  himself. 

Stoddard — Case  Studies  in  Obstetrics  and 
Gynecology.  New! — Sixty  case  problems 
give  you  a  wealth  of  medical  informa- 
tion. A  veritable  treasure-tro^•e  of  practi- 
cal, clinical  advice. 


Tne  Montn  in  Wasnin^ton 

A  finding  by  a  special  federal  government 
committee  of  pliysician  and  scientist  experts 
that  cigarette  smoking  is  a  serious  health 
hazard  gave  impetus  to  further  research 
witli  tlie  objecti\'es  of  determining  the  harm- 
ftil  factors  in  smoking  and  eliminating  them. 

The  House  of  Delegates  of  the  American 
Medical  Association  had  authorized  a  basic 
research  program  into  smoking  and  health 
before  the  special  committee's  report  was 
made  public  in  January.  The  House  Agri- 
culture Committee  approved  legislation  au- 
thorizing a  federal  research  program  into 
how  to  make  cigarettes  safe.  The  Johnson 
Administration  included  in  its  fiscal  1964- 
1965  budget  an  appropriation  request  for  $5 
million  for  research  on  smoking. 

The  10-member  Advisory  Committee  to 
the  Surgeon  General  of  the  Public  Health 
Service  reached  the  unanimous  conclusions 
that: 

"Cigarette  smoking  is  a  health  hazard  of 
sufficient  importance  in  the  United  States 
to  warrant  appropriate  remedial  action  .  .  . 

"In  view  of  the  continuing  and  mounting 
evidence  from  many  sources,  it  is  the  judg- 
ment of  the  committee  that  cigarette  smok- 
ing contributes  substantially  to  mortality 
from  certain  specific  diseases  and  to  the 
overall  death  rate  .  .  . 

"Cigarette  smoking  is  causally  related  to 
lung  cancer  in  men:  the  magnitude  of  the 
effect  of  cigarette  smoking  far  outweighs  all 
other  factors.  The  data  for  women,  though 
less  extensive,  point  in  the  same  direction." 

Dr.  Edwards  R.  Annis,  president  of  the 
American  Medical  Association,  urged  "the 
American  people  to  give  careful  and 
thoughtful  attention  to  this  report  and  to 
the  strong  evidence  linking  smoking  to  can- 
cer and  other  diseases." 

"It  should  be  noted  that  the  report  in- 
dicates that  further  research  could  be  valu- 
able and,  in  this  connection.  Surgeon  Gen- 
eral Luther  L.  Terry  expressed  approval  of 
the  American  Medical  Association's  com- 
prehensive, long-range  program  of  basic  re- 


From   the   Washiagton   Office   of   the   American   Medical 
Association. 
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search  on  tobacco  and  health,  which  was 
announced  last  December,"  Dr.  Annis  said. 

"Despite  the  strong  evidence  against 
smoking  which  has  been  amassed  in  this 
report,  it  is  unrealistic  to  assume  that  the 
American  people  are  suddenly  going  to  quit 
smoking.  Because  people  will  continue  to 
smoke,  research  efforts  should  try  to  find 
how  tobacco  smoke  affects  health  and,  if 
possible,  to  eliminate  whatever  element  in 
the  smoke  that  may  induce  disease. 

"This  is  what  we  hope  to  do  through  the 
A.M. A.  research  project  on  tobacco  and 
health." 

Three  members  of  the  Surgeon  General's 
Advisory  Committee  were  named  to  the  five- 
member  committee  that  will  direct  the 
American  Medical  Association  Education 
and  Research  Foundation's  long-range  pro- 
gram of  research  on  tobacco  and  health. 
They  are: 

Maurice  H.  Seevers,  M.D.,  Ph.D.,  chair- 
man of  the  Department  of  Pharmacology  at 
the  University  of  Michigan  Medical  School 
and  named  chairman  of  the  A.M.A.-E.R.F. 
committee;  John  B.  Hickman,  M.D.,  chair- 
man of  the  Department  of  Internal  Medicine 
at  the  University  of  Indiana  Medical  School, 
and  Charles  LeMaistre,  M.D.,  professor  of 
internal  medicine.  Southwestern  Medical 
School. 

The  other  two  members  of  the  committee 
are  Paul  S.  Larson,  Ph.  D.,  chairman  of  the 
Department  of  Pharmacology  at  the  Medical 
College  of  Virginia,  and  Richard  J.  Bing, 
M.D.,  chairman  of  the  Department  of  Med- 


icine, Wayne  State  University  College  of 
Medicine. 

The  A.M. A.  Board  of  Trustees  made  an 
initial  appropriation  of  $500,000  for  the  re- 
search program,  and  announced  contribu- 
tions would  be  accepted  from  other  founda- 
tions, industry,  voluntary  health  associa- 
tions, physicians  and  other  sources — but 
only  if  given  without  restrictions. 

On  the  clear  understanding  that  there 
were  absolutely  no  restrictions  attached,  a 
contribution  of  $10  million  was  accepted 
from  six  tobacco  companies.  These  funds 
will  be  made  available  over  a  five-year 
period  as  needed. 

The  first  remedial  action  advanced  by 
the  federal  government  was  new  cigarette 
advertising  regulations  proposed  by  the  Fed- 
eral Trade  Commission.  The  rules,  subject  to 
modification  after  open  hearings  in  March, 
would  require  that  in  all  cigarette  advertis- 
ing labeling: 

There  be  a  clear  warning  that  cigarette 
smoking  may  cause  death;  there  be  no  im- 
plication that  cigarette  smoking  promotes 
good  health  or  physical  well-being,  and 
there  be  no  claim  that  smoking  one  brand  is 
less  harmful  than  smoking  another.  The 
federal  government  banned  the  distribution 
of  free  cigarettes  in  Public  Health  Service, 
military,  Indian,  and  Veterans  Administra- 
tion hospitals.  The  government  also  launch- 
ed educational  campaigns  pointing  out  the 
hazards  of  smoking  to  patients  in  the  hos- 
pitals. 


Winston-Salem        Greensboro 

a     a 
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MATERNAL    DEATHS    REPORTED    IN    NORTH    CAROLINA 
SINCE    JANUARY  1,1964 


Each    dot  represents  one  death 
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Stephen  Mclntyie,   >I.D. 

As  the  smiling  light  of  early  morning  lifted  the 
shadowy  curtain  of  night,  death  came  to  Dr. 
Stephen  Mclntyre  and  the  immortal  spirit  of  our 
friend  and  colleague  winged  its  flight  to  his  home 
eternal.  He  was  unexpectedly  stricken  and  unex- 
pectedly died  Novemher  6,  1963. 

A  lover  of  nature  and  the  out-of-doors,  Dr. 
Mclntyre  contributed  much  to  the  beauty  of  his 
surroundings;  but  the  activity  of  his  mental  en- 
dowments, and  virile  strength  of  his  resplendent 
character,  measured  him  to  the  greatness  of  his 
service,  and  were  the  atti'ibutes  which  won  for 
him  the  loyalty  and  appreciation  of  his  many 
friends.  However,  it  was  in  his  profession  that 
he  achieved  the  greatest  stature  and  to  which  he 
devoted  the  greatest  share  of  his  time  and  effort. 

Stephen  Mclntyre  was  born  in  Lumberton, 
North  Carolina,  March  26,  1904,  the  son  of  Stephen 
and  Minta  Allen  Mclntyre.  He  attended  the  local 
schools  and  graduated  from  Georgia  Military 
Academy,  West  Point,  Georgia,  in  1922.  The  same 
year  he  entered  Wake  Forest  College,  and  grad- 
uated in  1926.  For  his  graduate  study  he  chose 
Jefferson  Medical  College,  Philadelphia,  and  re- 
ceived his  degree  in  medicine  there  in  1928.  After 
his  graduation  he  did  postgraduate  work  in  sur- 
gery at  Jefferson  Hospital  and  Methodist  Epis- 
copal Hospital  in  Philadelphia  through  1929. 

He  began  the  general  practice  of  surgery  in 
Lumberton  in  1930,  and  was  associated  with  Dr. 
T.  C.  Johnson  at  Thompson  Memorial  Hospital. 
After  Dr.  Johnson's  death  in  1944,  Dr.  Mclntyre 
was  chief  of  surgery  there,  and  from  194.5-1953 
was  chief  of  surgery  at  Baker  Sanatorium.  He 
was  on  the  surgical  staff  of  Southeastern  General 
Hospital,  Lumberton,  from  1953  until  his  death. 

Dr.  Mclntyre  became  a  fellow  of  the  American 
College  of  Surgeons  in  1936,  and  of  the  Southeast- 
ern Surgical  Congress  in  1948.  He  was  president 
of  the  Robeson  County  Medical  Society  in  1941. 
Beginning  in  1935.  he  was  Seaboard  Air  Line 
Railroad  Company  surgeon  until  his  death.  He 
was  on  the  Credentials  Committee  of  the  Ameri- 
can College  of  Surgeons  from  1948-1952.  During 
his  entire  practice  he  was  a  member  of  the  North 
Carolina  and  Robeson  County  Medical  Societies. 
He  was  a  member  of  the  First  Baptist  Church  of 
Lumberton  from  his  childhood  until  the  time  of 
his  death  and  was  for  sometime  a  member  of  its 
Board  of  Deacons.  He  was  also  a  member  of  the 
Barker  Ten  Mile  Men's  Club. 

Dr.  Mclntyre's  first  marriage  was  to  Miss  Eve- 
lyn Boyer  of  Philadelphia  in  1929.  They  had  two 
children,  Stephen,  III,  United  States  Army  Spe- 
cial Forces,  Europe,  who  has  two  sons;  and  Susan, 
Mrs.  Johnie  Goodman,  Salisbuiy,  North  Carolina, 
who  has  one  son.  In  1956  Dr.  Mclntyre  married 
Miss  Grace  Maxwell,  and  they  had  one  son,  Clay- 
ton. 


Justified  by  the  faith  of  his  labors  and  the 
service  of  his  life,  may  those  of  us  who  now  sor- 
row find  comfort  in  the  belief  that  his  everlast- 
ing reward  will  be  among  the  redeemed  and 
saved  in  a  heavenly  home. 

Roscoe  D.  McMillan,  M.D. 


Classiriea  Aavertisments 

Psychiatry  residency  for  private  practitioners 
who  have  had  a  minimum  of  four  years  prac- 
tice time,  armed  forces  time  or  residency 
training  other  than  psychiatry.  Fully  approved 
program  for  three  years;  adults  and  children; 
inpatients  and  outpatients;  neurotics,  psychot- 
ics,  alcoholics,  criminals.  Adequate  clinical 
supervision  and  full  academic  program.  Full  ex- 
posure to  various  treatment  modalities  from 
longterm  psychotherapy  to  EST.  Stipend  $12,- 
000  per  year.  Write:  W.  A.  Sikes,  M.D.,  Doro- 
thea Dix  Hospital,  Raleigh,  N.  C. 

Two  Pulmonary  Disease  Residencies.  200  bed  sec- 
tion, VA  Hospital,  Richmond.  Affiliated  with 
iMedical  College  of  Virginia.  Offers  training  in 
diagnostic  facilities,  treatment  acute  and  chron- 
ic pulmonary  diseases  including  tuberculosis. 
Research  available.  U.  S.  citizenship  required. 
$,5,575  a  year.  Write  Chief  of  Staff,  VA  Hospital, 
Richmond,  Va. 

Staff  Psychiatrist,  to  assist  3  Psychiatrists,  109 
bed  Psychiatric  Service.  Teaching  affiliation 
with  Medical  College  of  Virginia.  Excellent  op- 
portunity for  teaching  and  research.  Salary  up 
to  $16,245,  depending  on  qualifications.  Many 
fringe  benefits.  Board  diplomate  or  board  elig- 
ible and  licensed  any  state  required.  Write 
Chief  of  Staff,  VA  Hospital,  Richmond,  Va. 
23225. 

Physician  Wanted:  Physician  interested  in  gen- 
eral practice;  excellent  opportunity.  Piedmont 
section.  Reply  in  care  of  the  Journal.  84-122-6. 

Urgently  Needed — Another  General  Practitioner 
able  to  do  minor  surgery  and  orthopedics; 
health  trade:  Winter  3,000,  Summer  15,000;  ex- 
cellent income  potential;  well  equipped  hospital 
in  exclusive  resort  mountain  town  of  High- 
lands, \.  C;  contact  Administrator,  Highlands- 
Cashiers  Hospital,  Highlands,  \.  C. 

Wanted — General  Practitioner  as  my  associate  in 
a  20,000  population  between  Asheville  and 
Charlotte.  To  retire  in  one  year.  Reply  in  care 
of  the  N.  C.  Medical  .Journal.  82-2:M7. 

OFFICE  BUII.DIXt;  AND  GOOD  WILI-^For 
Sale:  Ijocated  in  progressive  central  North 
Carolina  community  offering  all  cultural  and 
educational  advantages.  Building  has  been  oc- 
cupied by  successful  general  practitioners  for 
30  years.  Present  occupant  desires  to  re-locate 
in  same  community  in  new  quarters.  Buyer  for 
building  available  if  acceptable  M.D.  Should  be 
interested  in  lease  offering  i"easonable  return 
on  investment.  Reply  to  12.5-92-28  P.  O.  Box  790, 
Raleigh,  N.  C. 


Annual   Meeting  —  Greensboro,    May   2-6 
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AMYTAL 

TAKES 

THE  EDGE 

OFF 

DAYTIME 

ANXIETY 

AND 

TENSION 


Amytal  is  a  moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  a  contraindication. 

Side- Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 

Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitemeni.  WARNING-May 
be  habit-forming. 

Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 
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disability  without  debilitation ... 


supportive  oral  anabolic  therapy  •   potent  •  well-tolerated 

Disabling  illness  or  injury  at  any  time  of  life  can  invite  a  slowdown  in  the  natural  anabolic  processes 
or  acceleration  of  catabolic  processes,  resulting  in  a  "wasting"  of  protein  and  minerals  needed  for 
tissue  repair.  Loss  of  weight  and  appetite,  strength  and  vitality,  may  be  the  evident  signs  of  this 
process,  frequently  accompanied  by  a  lowering  of  mood,  interest  and  activity.  The  older  the  patient, 
the  more  pronounced  may  be  the  signs  of  debilitation.  A  potent,  vveil-tolerated  anabolic  agent  plus 
a  diet  high  in  protein  can  make  a  remarkable  difference. 


WINSTROL* 


brand  of 


STANOZOLOL 


...a  new  oral  anabolic  agent,  combines  high  ana- 
bolic activity  with  outstanding  tolerance.  Although 
its  androgenic  influence  is  extremely  low*,  women 
and  children  should  be  observed  for  signs  of  slight 
virilization  (hirsutism,  acne  or  voice  change),  and 
young  women  may  experience  milder  or  shorter 
menstrual  periods.  These  effects  are  reversible  when 
dosage  is  decreased  or  therapy  discontinued.  Patients 
with  impaired  cardiac  or  renal  function  should  be 
observed  because  of  the  possibility  of  sodium  and 
water  retention.  Liver  function  tests  may  reveal  an 
increase  in  BSP  retention,  particularly  in  elderly 

•The  therapeutic  value  of  anabolic  agents  depends  on  the  ratio  of 
anabolic  potency  to  androgenic  effect.  This  anabolic-androgenic 
activity  ratio  of  Winstrol  is  greater  than  that  of  all  the  oral  anabolic 
agents  currently  in  use. 


patients,  in  which  case  therapy  should  be  discon- 
tinued. Although  it  has  been  used  in  patients  with 
cancer  of  the  prostate,  its  mild  androgenic  activity 
is  considered  by  some  investigators  to  be  a 
contraindication. 

Dosage  in  adults,  usually  7  tablet  t.i.d.;  young  wo- 
men, 7  tablet  b.i.d.;  children  (school  age),  up  to  1 
tablet  t.i.d.;  children  (pre-school  age),  V2  tablet  b.i.d. 
Shows  best  results  when  administered  with  a  high 
protein  diet.  Available  as  scored  tablets  of  2  mg.  in 
bottles  of  TOO. 
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Tlie  Use  of  Progestins  in  Obstetrics  and  Gynecology 

Charles  E.  Flowers,  Jr.,  M.D. 


Chapel  Hill 


Since  its  discovery  and  isolation,  proges- 
terone has  been  prescribed  for  many  gyne- 
cologic complaints  and  used  as  an  adjunct 
in  the  maintenance  of  a  normal  pregnancy 
and  in  the  treatment  of  threatened  abor- 
tions. It  is  natural  that  the  drug  would  be 
so  used  since  it  is  necessary  for  the  con- 
tinuation of  a  pregnancy  and  is  a  basic 
hormone  in  normal  menstrual  function. 

The  cost  of  production  and  the  relative 
ineffectiveness  of  oral  progesterone  have  in- 
hibited the  development  of  effecti\-e  ther- 
apeutic progrestational  regimens.  During 
the  last  decade,  however,  intensive  research 
in  the  field  of  progesterone  analogues  has 
yielded  a  number  of  steroids  with  promis- 
ing biologic  and  hormonal  activity.  These 
are  indicated  in  figure  1 . 

The  development  of  the  19  nor-steroids 
have,  for  the  first  time,  given  the  obstetric- 
ian and  gynecologist  extremely  potent  and 
valuable  oral  progestins.  The  three  major 
agents  which  are  presently  available  are 
norethindrone  (Norlutin),  norethynodrel 
(Enovid),  and  medroxyprogesterone  (Pro- 
vera). 

The  Obstetric  Use  of  the  Oral  Progestins 

Despite  the  logical  use  of  progesterone  in 
the  maintenance  of  a  pregnancy  and  the 
treatment  of  threatened  abortions,  there  is 
at  present  no  evidence  to  indicate  that  oral 
progestins  have  any  therapeutic  effect  in 
obstetrics.  This  will  be  true  until  adequately 
controlled  double  blind  studies  are  com- 
pleted and  indicate  the  effectiveness  of 
luteoid  therapy;  and  it  will  be  equally  true 


Read  before  the  First  General  Session,  Medical  Society  of 
the  State  of  North  Carolina,  Asheville,  May  7,  1963. 

From  the  Department  of  Obstetrics  and  Gynecology, 
University  of  North  Carolina  School  of  Medicine,  Chapel 
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for  Duphaston  as  for  any  other  proguesta- 
tional  agent.  The  utilization  of  the  Malpas 
theory  in  the  evaluation  of  drugs  in  threat- 
ened abortions  has  led  to  much  confusion 
and  the  use  of  medications  that  are  value- 
less^'  -.  Since  we  are  in  the  infancy  of  the 
development  of  oral  progestins,  it  is  ciuite 
possible  that  the  utilization  of  larger  doses 
of  the  presently  available  preparations  and 
the  synthesis  of  new  progesterone  analogues 
will  enlarge  the  usefulness  of  these  agents. 
Progestins  maj'  have  a  marked  effect 
upon  the  decidua  and  the  endometrium  and 
lead  to  improved  placentation  and  a  de- 
crease in  the  incidence  of  abortions  and  pre- 
maturity. Medroxy-progesterone  (Provera) 
has  great  potentialities,  and  the  oral  and 
parenteral  use  of  this  agent  and  related  hor- 
mones may  prove  to  be  a  major  break- 
through in  obstetric  hormonologj'. 

The  Use  of  the  Progestins  in  Gynecology 

Although  there  is  no  statistical  evidence 
to  indicate  that  the  oral  progestins  are  ef- 
fective in  obstetrics,  they  have  become  one 
of  the  most  valuable  adjuncts  in  the  practice 
of  gynecology.  This  is  to  be  expected  since 
these  compounds  are  potent  and  little  pro- 
gestational activity  is  needed  to  influence 
menstruation.  In  contrast,  a  high  level  of 
progesterone  is  necessary  to  produce  ther- 
apeutic effectiveness  in  pregnancy. 

The  treatment  of  menstrual  dysfunction 

The  potency  of  the  oral  progestins  and 
their  combination  with  the  estrogen  mes- 
tranol  has  greatly  simplified  the  treatment 
of  menstrual  dysfunction. 

The  regulation  of  menstrual  dysfunction 
in  adolescents  and  the  treatment  of  irregular 
menstrual  bleeding  due  to  hyperplasia  and 
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mixed  endometrium  in  the  adult  is  now  sim- 
ply managed  with  the  use  of  the  5  mg. 
Enovid  tablet  ( .075  mg.  of  mestranol  and  5 
mg.  of  norethynodrel )  between  the  fifth  and 
the  twenty-fifth  day  of  the  menstrual  cycle. 
Enovid  therapy  results  in  a  decreased  in- 
cidence of  breakthrough  bleeding  when  com- 
pared with  the  conventional  cyclic  estrogen- 
progesterone  therapy  and  achieves  regres- 
sion of  the  endometrium  with  the  neutraliz- 
ation of  hyperplasia  and  reduced  endome- 
trial \-ascularit3'.  The  oral  progestins  are 
also  gonadotrophin  inhibitors  that  may  in- 
hibit excessive  endogenovis  ovarian  secre- 
tions. 

One  of  the  most  dramatic  effects  of  oral 
progestins  is  in  the  treatment  of  profuse 
and  prolonged  menstruation.  The  etiolog\' 
of  this  condition  is  not  clearly  understood, 
for  in  the  majority  of  cases  the  endometrium 
is  microscopically  normal.  It  is,  however, 
high  and  quite  vascular.  Excessive  bleeding 
may  result  from  irregular  and  incomplete 
shedding  of  the  endometrium  as  well  as 
from  excessive  vascularity.  When  5  mg.  of 
Enovid  is  given  the  fifteenth  to  the  twenty- 
fifth  day  of  the  menstrual  cycle,  remarkably 


normal  menstruation  generally  ensues  and 
the  amount  of  menstrual  flow  is  reduced  by 
one-half  or  three-fourths  within  two  to  three 
cycles.  If  the  10-day  medication  is  not  satis 
factory,  it  may  be  given  cyclically  from  the 
fifth  to  the  twenty-fifth  day,  or  the  10  mg. 
Enovid  tablet  (0.15  mg.  of  mestranol  and 
n.S5  mg.  of  norethynodrel )  may  be  prescrib- 
ed from  the  tenth  to  the  twenty-fifth  day. 
This  fax'orable  effect  is  due  to  the  secretory 
regression  produced  by  the  19  nor-steroids. 
Similar  therapy  is  helpful  in  the  manage- 
ment of  severe  functional  dysmenorrhea. 
The  cyclic  use  of  Eno\id  in  young  adole- 
scents combined  with  basic  counselling  con- 
cerning the  psychic  factors  a.ssociated  with 
dysmenorrhea  can  be  most  rewarding. 

Although  the  new  oral  progestins  have 
simplified  the  treatment  of  menstrual  dys- 
function, it  must  not  be  forgotten  that  dila- 
tation and  curettage  remains  the  corner- 
stone in  the  management  of  these  condi- 
tions. Dilatation  and  curettage  discloses  or 
rules  out  cervical  and  endometrial  malig- 
nancy, and  indicates  the  presence  of  sub- 
mucous myomas,  endometrial  poh'ps,  and 
other  related  benign  conditions.  It  also  al- 


April,  1964 


ORAL  PROGESTINS— FLOWERS 


141 


lows  some  estimate  of  the  etiology  of  the 
dysfunction  when  the  endometrium  is  stu- 
died microscopically. 

Moreover,  one  must  not  forget  the  close 
correlation  of  menstrual  dysfunction  with 
various  anxiety  situations.  To  treat  men- 
strual irregularity  without  attempting  to 
determine  the  emotional  factors  which  are 
interfering  with  the  normal  hypothalamic- 
pituitary-ovarian  functional  relations  is  like 
sweeping  dirt  beneath  the  proverbial  rug. 

F^ndoinetriosis 

The  studies  of  Kistner,-'  Andrews,^  and 
Scott"'  have  confirmed  the  favorable  effect 
of  the  oral  progestins  on  endometriosis.  It 
has  been  observed  that  endometriosis  is 
often  impro\'ed  with  pregnancy  and  occurs 
less  frequently  in  patients  who  have  had 
pregnancies.  It  is  beheved  that  this  is  ac- 
complished by  exaggerating  decidual  forma- 
tion and  hyalinization  of  the  ectopic  endo- 
metrium. The  same  findings  have  been 
noted  after  large  and  prolonged  doses  of  the 
oral  progestins. 

The  treatment  of  endometriosis,  as  in  the 
majority  of  medical  conditions,  is  a  two-edge 
sword.  There  is  unquestionably  a  marked 
thei'apeutic  response  in  some  patients;  how- 
ever, the  use  of  large  amounts  of  the  oral 
steroids  involves  considerable  expense  and 
bothersome  side  effects.  These  are  nausea 
fatigue,  pelvic  pain,  excessive  weight  gain, 
acne,  increased  anxiety,  and  extensi^'e 
breakthrough  bleeding. 

Before  large  doses  of  the  progestins  are 
prescribed,  it  is  imperative  that  an  accurate 
diagnosis  of  endometriosis  be  made  by  pos- 
terior colpotomy  or  culdoscopy.  The  diag- 
nosis of  endometriosis  is  fraught  with  such 
subtleties  of  judgment  that  even  the  most 
experienced  gynecologist  may  make  a  mis- 
take that  results  in  the  prescribing  of  hun- 
dreds of  dollars  of  useless  medications.  Ocas- 
ionally  beneficial  results  can  be  achieved  by 
giving  5  or  10  mg.  of  Enovid  in  a  cyclic  fash- 
ion for  four  to  six  months.  Dyspareunia  may 
be  reduced,  fallopian  tubes  may  become  pat- 
ent, and  dysmenorrhea  may  be  eliminated.  It 
would  seem  reasonable  in  less  extensive 
cases  to  prescribe  smaller  doses  cyclically  in 


order  to  avoid  larger  and  more  expensive 
dosage  schedules. 

The  smaller  doses  of  Enovid  can  also  be 
most  helpful  in  patients  who  are  to  have 
conservative  operations.  Scott  has  pointed 
out  that  the  use  of  5  mg.  of  Enovid  for 
three  to  four  months  prior  to  surgery  will 
cause  hemorrhage  in  many  areas  of  endo- 
metriosis, allowing  them  to  be  more  easily 
identified  and  extirpated  at  laparotomy. 
"When  endometriosis  is  extensive,  larger 
doses  may  be  used  to  reduce  the  size  of  the 
endometriomas   and   facilitate  surgery. 

When  a  hysterectomy  has  been  done  be- 
cause of  endometriosis,  yet  ovarian  function 
is  preserved,  the  cyclic  use  of  Enovid  can 
prevent  recurrence  of  symptoms  and  allow 
the  patient  to  be  free  of  pelvic  pain.  One- 
half  of  a  5  mg.  tablet  of  Enovid  every  other 
day  is  generally  sufficient.  The  use  of  En- 
ovid postoperatively  may  cause  regression 
of  the  remaining  endometrial  implants  and 
prevent  the  recurrence  of  symptoms.  If  the 
patient  has  been  castrated,  it  is  important 
to  prescribe  estrogens  until  she  is  50  to  60 
years  of  age.  This  may  be  accomplished 
again  by  using  one-half  of  a  5  mg.  Enovid 
tablet  every  day  or  every  other  day  depend- 
ing upon  the  need  of  the  patients. 

Small  doses  of  Enovid  are  also  quite  use- 
ful in  the  menopausal  patient,  since  these 
progestins  are  our  most  potent  gonadotropin 
inhibitors  and  produce  a  very  low  regressed 
endometrium  that  is  less  likely  to  produce 
breakthrough  bleeding  than  when  estrogen 
is  used  alone. 

Progestins  as  Oral  Contraceptives 

Progestins  for  use  as  oral  contraceptives 
have  been  available  for  nine  years.  Well 
over  two  million  women  are  now  using  these 
agents.'"'-'^  The  oral  progestins  are  the  most 
effecti\-e  contraceptives  available:  essential- 
ly no  pregnancies  will  occur  when  the  medi- 
cation is  taken  according  to  well  defined  in- 
structions. Moreover,  it  may  be  an  effective 
contraceptive  in  the  lower  as  well  as  in  the 
upper  social  groups.  Indeed  the  progestins 
are  the  first  practical  contraceptives  for 
these  patients.  While  the  dropout  rate  may 
be  20  to  25  per  cent  among  lower  economic 
groups  using  oral  contraceptives,  it  is  over 
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50  to  75  per  cent  when  the  diaphragm  or 
vaginal  jelUes  are  prescribed  for  tliese  pa- 
tients. 

A  number  of  oral  contraceptives  are  pre- 
sently available  or  under  investigation, 
(table  1). 

The  initial  contraceptive  tablet  was  a  10 
mg.  tablet  of  Enovid,  containing  9.85  mg. 
of  the  progestin  norethynodrel  and  0.15  mg. 
of  menstranol.  This  compound  was  cjuite  ef- 
fective, but  the  dosage  was  above  that  need- 
ed for  oral  contraception.  Moreover,  the 
medication  was  expensive  and  the  large 
amount  of  estrogen  caused  moderate  nausea. 
The  10-mg.  Enovid  tablet  is  most  useful  in 
managing  menstrual  dysfunction  or  hasten- 
ing secretory  regression  of  the  endometrium 
when  bleeding  irregularities  occur  during 
the  initial  months  of  oral  contraceptive 
therapy. 

The  5  mg.  tablet  of  Enovid  has  been  found 
to  be  a  completely  reliable  contraceptive. 
Further  studies  indicate  that  even  5  mg.  of 
the  progestin  is  more  than  is  necessary  for 
contraception.  The  Searle  Company  has  de- 
veloped the  2.5  mg.  Enovid  tablet;  this 
contains  2.5  mg.  of  the  progestin  norethyno- 
drel and  0.1  mg.  of  mestranol.  The  Searle 
Company  will  soon  market  Ovulen,  which 
contains  1  mg.  of  the  very  potent  progestin 
ethynodiol  diacetate  and  0.1  ing  of  mestra- 
nol. It  is  believed  that  Ovulen  is  the  most 
satisfactory  oral  contraceptive  that  has  been 
produced.   It  has  few  side  effects  since  it 


2  iiig.Tablct 

2  mg.  Norethindrone  (Norlutin) 
0.1  mg.  Mestranol 

causes  rapid  secretoiy  regression  of  the 
endometrium. 

The  second  group  of  available  oral  pro- 
gestins are  now  marketed  under  the  name 
Ortho-No\'um.  The  10  mg.  Ortho-Novum 
tablet  contains  10  mg.  of  the  progestin  nore- 
thindrone, familiarly  known  as  Norlutin, 
and  0.06  mg.  of  mestranol.  The  progestin  in 
this  tablet  is  in  excess  of  that  necessary  for 
contraception.  The  tablet  is  satisfactory, 
howe\'er,  in  the  treatment  of  mentrual  ir- 
regularities and  "breakthrough  bleeding" 
which  may  occur  during  the  initial  month  of 
contraceptive  therapy.  The  Ortho  Company 
now  markets  a  more  realistic  close  of  Ortho- 
Novum  containing  2  mg.  of  norethindrone 
and  0.1  mg.  of  mestranol.  This  is  a  satisfac- 
tory oral  contraceptive  similar  to  the  2.5 
Enovid  tablet,  which  will  be  designated  as 
Enovid  E. 

Since  marked  advances  have  been  made  in 
the  development  of  oral  progestin  conti'a- 
ceptives  in  the  past  five  years,  additional 
impro\'ements  and  products  can  be  expected 
to  lead  to  the  elimination  of  most  of  the  side 
effects  and  toxicity.  The  newer  analogues 
can,  however,  hardly  be  more  effective. 

Experience  icith  Enovid 

The  therapeutic  use  of  the  oral  contracep- 
tives will  be  discussed  by  using  data  obtain- 
ed in  studying  the  2.5  mg.  Enovid  tablet  at 
Chapel  Hill.  However,  any  statement  made 
concerning  this  agent  may  be  applied  to  all 
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Table  2 
Reasons   for   Patients'   Discontinuing  Enovid   E* 

Side  effects 
Excessive  spotting  and/or  breaktlirough  bleeding 
Nausea  and/or  gastrointestinal  complaints 
Edema  and/or  weight  gain 
Headaciies,  debility,  and  fatigue 
Total  for  side  effects 

Person  reasons 
Unfavorable  newspaper  publicity 

Catholic  Patients  who  felt  they  should  not  use  Contraceptives 
Miscellaneous  and  theoretical  objections  by  patients  or  husbands 

Total  for  personal  reasons 

Total  for  all  reasons 

*These  data  are  based  on  227  patients  and  2440  treatment  cycles. 


Xo.  Cases 

Per  c 

9 

4 

3 

1.3 

3 

1.3 

3 

1.3 

18 

7.9 

5 

2.2 

4 

1.8 

7 

3.2 

16 

7.2 

34 

15.1 

cent 


the  other  oral  progestins  uidicated  in  table 
1. 

Enovid  2.5  mg.  has  been  used  in  227  pa- 
tients encompassing  two  100  years  of  ex- 
posure without  a  single  pregnancy  among 
patients  who  have  used  the  medication  as 
directed.  Had  these  227  women  relied  on  the 
safe  period  for  contraception,  there  would 
probably  have  been  46  pregnancies;  had 
they  relied  on  more  conventional  methods, 
there  would  have  been  8  to  24  pregnancies. 

The  oral  progestins  are  effective  in  three 
ways:  (1)  by  suppressing  ovulation;  (2)  by 
causing  secretory  regression  of  the  endome- 
trium; (3)  by  changing  the  character  of  the 
cervical  mucus  making  sperm  penetration 
difficult. 

It  is  important  that  each  patient  have  an 
adeciuate  pelvic  examination  and  Papanico- 
laovi  smear  before  the  drug  is  prescrib- 
ed. Breakthrough  bleeding  may  occur  dur- 
ing the  first  three  months  of  therapy; 
thus  pelvic  malignancy  must  be  ruled  out  be- 
fore initiating  this  method  of  contraception. 
Patients  should  also  be  seen  after  the  first 
and  third  months  of  therapy  and  for  annual 
physical  examination  thereafter. 

Dosage  schedule 

Patients  are  usually  advised  to  take  one 
tablet  daily  from  the  fifth  to  the  twenty- 
fifth  day  of  the  cycle.  If  the  patient's  medi- 
cation is  begun  during  the  middle  of  a  cycle, 
she  is  advised  to  begin  taking  it  immediately 
and  discontinue  it  on  the  twenty-fifth  day  of 
her  cycle;  she  should  use  other  methods  of 
contraception  until  the  first  menstrual  pe- 
riod. Patients  beginning  medication  during 


menstruation  should  be  advised  to  use  other 
methods  of  contraception  as  well  as  the  tab- 
lets during  the  first  cycle.  Thereafter,  the 
oral  contraceptive  is  effective. 

Patients  who  are  seen  during  the  post- 
partum period  and  have  not  menstruated  are 
advised  to  take  the  medication  for  14  days, 
discontinue  it,  and  resume  it  on  the  fifth  day 
of  the  induced  period.  Contraceptives  are 
also  advised  until  the  first  menstrual  period. 
If  the  drug  is  prescribed  at  the  time  of 
discharge  from  the  hospital  following  de- 
livery, patients  are  advised  to  begin  taking 
it  when  the  child  is  2  weeks  old;  the  tablets 
should  be  taken  for  14  days  and  then  re- 
sumed on  the  fifth  day  of  the  induced  pe- 
riod. Other  contraceptive  methods  should  be 
employed  during  these  initial  14  days.  It  is 
felt  there  is  no  contraindication  to  resuming 
coitus  within  two  or  three  weeks  after  de- 
livery. 

Medication  by  the  calendar:  During  the 
past  year  at  the  University  of  North  Caro- 
lina, ethynodiol  diacetate  (Ovulen)  has  been 
prescribed  by  the  calendar  rather  than  ac- 
cording to  the  menstrual  cycle.  Patients  are 
advised  to  take  the  medication  from  the 
first  through  the  twenty-fourth  day  of  each 
month  and  to  resume  it  on  the  first  day  of 
the  next  month  even  if  bleeding  persists. 
This  is  a  far  simpler  schedule  to  follow, 
and  has  been  found  to  be  completely  satis- 
factory. 

Side  Effects 

More  than  30  per  cent  of  patients  taking 
contraceptives  will  have  spotting  or  early 
menstrual   periods   during   the    first    three 
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months;  however,  only  3.5  per  cent  will 
have  irregular  bleeding  after  three  months 
of  medication.  The  mechanism  of  "break- 
through" bleeding  is  not  completely'  under- 
stood. The  irregular  spotting  which  occurs 
in  the  early  weeks  of  therapy  is  probably 
related  to  the  irregularity  of  estrogenic  .sup- 
port during  the  transition  period  from  total 
ovarian  support  to  total  drug  maintenance. 
Small  areas  of  the  stroma  will  become  ne- 
crotic since  the  blood  supply  is  insufficient. 
Early  menstruation,  which  may  be  associ- 
ated with  the  initial  two  or  three  months 
of  therapy,  is  probably  related  to  the  same 
phenomenon,  except  that  larger  areas  of  the 
endometinum  receive  insufficient  hormonal 
suppoi't  and  menstrual-type  bleeding  en- 
sues. After  three  to  five  cycles,  however,  the 
19  nor-steroids  produce  a  secretory-regress- 
ed endometrium  that  can  be  easily  main- 
tained by  the  administered  hormones. 
Thereafter,  there  is  essentially  no  iri'egular 
spotting  and  rarely  an  early  menstrual  pe- 
riod. 

Other  side  effects  which  will  occur  are 
nausea,  headaches,  weight  gain,  and  increas- 
ed irritability.  These  are  generally  of  short 
duration  and  will  occur  more  frecjuently  in 
the  suggestible  and  anxious  patient.  Table 
2  indicates  patients  who  discontinued  En- 
ovid  because  of  side  effects. 

Gt'iierul  Advice  for  the  Use  oj  Oral 
Contraceptives 

It  is  important  that  these  agents  be  pre- 
scribed without  any  coercion  and  that  every 
effort  be  made  to  answer  patients'  ciuestions 
concerning  them.  The  Searle  and  Ortho 
Companies  have  prepared  excellent  booklets 
that  should  be  given  to  each  patient  receiv- 
ing these  drugs. 

Since  most  of  the  breakthrough  bleeding 
occurs  during  the  first  three  months,  1^2  of 
the  5  mg.  Enovid  tablets  may  be  prescribed 
during  this  period.  Thereafter  1  tablet  is 
usually  sufficient.  Side  effects  should  be 
minimized  to  the  patients:  however,  they 
should  be  prepared  to  expect  some  break- 
through bleeding  during  the  first  three 
months  of  therapy.  Patients  may  be  told 
that  if  spotting  or  bleeding  occurs  recjuiring 
only  Tampax  daily,  the  medication  should  be 


continued  and  the  bleeding  ignored  without 
any  abstinence  from  coitus.  If  a  pattern  of 
intermenstrual  bleeding  develops,  medica- 
tion should  be  increased  by  ^  2  tablet  begin- 
ning three  days  before  the  spotting  usually 
occurs.  This  increased  dosage  may  be  used 
for  three  cycles.  If  bleeding  similar  to  a 
menstrual  flow  develops,  it  merely  indicates 
an  early  menstrual  jjeriod;  medication 
should  be  discontinued  and  resumed  on  the 
fifth  da.\'  of  the  cycle. 

In  about  2  per  cent  of  the  patients,  men- 
strual periods  will  occasionally  be  mi.ssed. 
This  should  be  regarded  as  no  cause  for 
alarm  and  patients  reminded  that  the  same 
thing  occasionally  occurs  among  women  not 
using  oral  contraceptives.  It  is  important, 
however,  to  emphasize  the  necessity  of  re- 
suming medication  seven  days  after  it  has 
been  discontinued  if  menstruation  does  not 
occur.  If  the  medication  is  gi\'en  by  the 
calendar,  menstrual  bleeding  may  begin 
during  the  first  or  second  month,  at  the 
same  time  of  the  month  that  it  would  norm- 
ally occur.  If  this  occurs,  the  medication 
should  be  continued  until  the  twenty-fourth 
tiay  of  the  month  despite  the  bleeding,  and 
resumed  on  the  first  day  of  the  month.  If  a 
patient  should  forget  a  tablet  one  night,  she 
should  take  one  as  soon  as  she  remembers 
during  the  ensuing  day;  she  should  also  take 
her  regular  medication  that  night.  If  two 
days  of  medication  are  forgotten,  the  pro- 
gestins should  be  continued  but  an  addition- 
al method  of  contraception  used  until  the 
next  menstrual  period. 

There  are  occasional  questions  concerning 
the  relationship  of  thrombophlebitis  and  oral 
contraceptive  therapy.  The  oral  progestins 
do  change  a  number  of  the  in  vitro  clotting 
factors.  These  are  being  extensively  studied, 
but  they  probably  have  no  clinical  signific- 
ance. At  present  there  is  no  statistical  evi- 
dence in  support  of  a  higher  incidence  of 
thromboembolism  among  patients  using  the 
oral  progestins  than  in  the  general  popula- 
tion. 

There  is  some  confusion  as  to  how  long 
a  patient  may  take  an  oral  contraceptive. 
The  Food  and  Drug  Administration  has 
now  advised  that  these  agents  be  taken  no 
longer  than  four  years  before  they  are  dis- 
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continued  for  sexeral  months.  This  time  will 
probably  be  extended.  I  feel  that  the  oral 
contraceptives  may  be  continued  until  ir- 
regular bleeding  develops.  Irregular  bleed- 
ing should  be  evaluated  and  medication  re- 
sumed after  the  endometrium  has  been  rest- 
ed for  three  months. 

In  order  to  sa\'e  the  physician's  time,  of- 
fice nurses  should  be  instructed  how  to 
counsel  patients  in  the  use  of  oral  contracep- 
tives. Patients  should  also  be  told  to  call  the 
office  nurse  if  cjuestions  arise.  Very  soon  of- 
fice personnel  can  handle  over  90  per  cent 
of  the  phone  calls  which  inevitably  occur 
when  a  physician  prescribes  these  proges- 
tins for  contraception. 

Co)iclusion 

The  oral  progestin  analogues  represent  a 
major  breakthrough  in  gynecologic  hormone 
therapy.  They  hold  great  potential  as  valu- 


able therapeutic  agents  in  obstetrics.  They 
may  be  used  and  prescribed  with  confidence, 
but  their  use  necessitates  adeciuate  examina- 
tion, follow-up,  and  patient  counselling. 


.J 
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Hyperostosis  Frontalis  Interna — Mor^ani's  Syndrome 

Review  and  Pathogenetic  Considerations 

Joseph  U.  ToGLiA.  M.D.* 
Winston-Salem 


Morgagni^  first  described  in  1765  thicken- 
ing of  the  inner  table  of  the  frontal  bone  in 
an  elderly,  obese  woman  affected  by  hirsut- 
ism and  annoying  headaches.  Stewart-  re- 
lated clinical  findings  and  hyperostosis  to 
dysfunction  of  the  pituitary  gland,  and 
Morel-'  focused  his  attention  on  psychiatric 
symptoms:  therefore  the  syndrome  is  often 
named  after  them.  Others^  have  preferred  to 
call  this  condition  metabolic  craniopathy. 
The  literature  contains  numerous  papers  on 
the  subject,  including  monographs*-  ^'  •*; 
however,  these  ha\'e  become  rather  rare  in 
recent  decades. 

Hyperostosis  frontalis  is  considered  by 
mai\y  as  a  radiologic  abnormality  with  no 
clinical  significance'.  The  question  of  the 
existence  of  a  sjaidrome  accompanying  the 
finding  remains  as  }-et  unanswered  and  war- 
rants further  studv. 


From    the    North    Carolina    Baptist    Hospital,    Winston- 
Salem.   North   Carolina. 


This  paper  has  two  objectives:  (1)  to  re- 
\'iew  the  clinical  aspects  of  Morgagni's  sj'n- 
drome,  analyzing  by  comparison  with  other 
series  of  cases  100  cases  of  hyperostosis 
frontalis  interna  ( HFI )  studied  in  a  gen- 
eral hospital:  (2  I  to  discuss  in  more  detail 
the  pathogenesis  of  the  hyperostosis  front- 
alis, with  the  hope  of  stimulating  scientific 
interest  in  the  subject. 

Incidence 

The  association  of  hyperostosis  frontalis 
interna  with  clinical  signs  such  as  headache, 
obesity,  hirsutism,  dysmenorrhea,  and  psy- 
chiatric symptoms  is  not  constant.  One  or 
more  signs  may  be  absent  and  the  radiologic 
abnormality  may  be  asj'mptomatic.  The  in- 
cidence of  hyperostosis  in  radiologic  series 
is  not  the  same  as  that  reported  in  autopsy 
series  and  may  vaiy  greatly  according  to  the 
type  of  hospital  {wpulation  ( tables  1  and 
24, «,  s-ii )    'pj^g  reported  incidence  may  vary 
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Authors 


Pcici-iit. 


X( 


Total 
Patients 


Hospital  Population 


1936 


Moore"* 


1.4 


96 


6,650 


General   hospital   in-patients 


1940 


Eldridge- 
HolnV' 


50 


200 


Psychiatric  hospital  in-patients 


1911 


Grollman 
Rousseati' 


78 


1,620 


General   hospital  in-patients 


1955 


Moore" 


6.73 


635 


10,064 


General   hospital   in-patients 


1957 


Toglia  1.9 

(Present  Series)* 


39 


2,044 


General  hospital  population 


'*North     Carolina     Baptist   Hospital    (one  year  period.). 

Table  2 
Antoi)sy   Incidence 


Authors 

P<'rc<'iit. 

No. 

Total 
Patients 

1890 

Bullen'i 

1 

16 

1,565 

Psychiatric  hospital 

1927 

Dressier'" 

4.4 

71 

1,632 

General  hospital 

1938 

Freeman 
( Cited  by  Ca 

1.5 
lax'ann) 

24 

1,514 

Psychiatric  hospital 

1938 

Canavani' 

t 

230 

3,2.50 

General  hospital 

1949 

Henschen"' 

38 

266 

700 

(110  patients  from   ps^'chiatric 
clinic) 

e\'en  in  the  same  hospital,  depending  on  the 
hiterest  shown  by  some  physicians  in  the 
subject  and  to  other  factors  (table  31.  In 
many  instances  the  house  staff  does  not 
code  the  diagnosis.    - 

Moore"  reported  an  incidence  of  14  per 
cent  in  a  radiographic  control  study  made 
in  a  nursing  school. 

When  hyperostosis  is  demonstrated  as 
an  isolated  incidental  phenomenon  in  the 
early  decades  of  life,  the  subsequent  in- 
cidence of  clinical  signs  cannot  be  predicted. 

The  age  incidence  is  shown  in  both  radio- 
graphic and  autopsy  series  ( tables  4  and 
5)4-6,  s,  II,  ii_  j^  slight  predominance  in  the 
older  group  is  noted  in  the  autopsy  series. 
This  may  actually  be  due  to  the  fact  that 
more  older  patients  reach  autopsy. 

The  predominance  in  females  is  shown 
uneciuivocally  in  all  series  (table  6''- '"■'-). 
Moore"'  did  not  find  a  single  case  in  a  control 
group  of  181  young  male  patients,  as  com- 
pared with  the   14  per  cent  found  among 


Table   :$ 

Recorded    Incidence    at    \orth    Carolina    Baptist 

Hospital   by   \'ears 


Veai- 

Xo.  Cases  HFI 

Xo. 
Hospital 
Patients 

1947 

S 

2081 

1948 

8 

2301 

1949 

17 

2023 

19.50 

3 

2229 

1951 

4 

2310 

19.52 

3 

2558 

1953 

4 

2645 

1954 

0 

3486 

1955 

8 

4217 

1956 

6 

4556 

1957 

39 

4713 

females  of  the  same  age.  Any  reported  in- 
cidence should  be  accepted  with  the  under- 
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Author 


10 


Total 


1936 


Moore*  — 


11 


15 


16 


20 


—  72 


1940 


Eldridge, 
Holm'J 


10 


19 


50 


1944 


Grollman, 
Rousseau-' 


10 


16 


4  — 


—  40 


1955 


Moores 


13 


60 


114 


101 


92 


76  —  — 


456 


1957 


Present 
series 


14 


16 


23 


10 


100 


Table  5 
Autopsy  Series:  Age  Distribution  by  Decades 


Author 


3 


10 


Total 


193S 


Canavanii      1 


13 


26 


45 


52 


48 


230 


1949 


Henschen^i  — 


12 


29 


37 


32 


13 


139 


standing  that  numerous  variables  may  in- 
terfere with  tlie  \-alidity  of  the  data. 

Cli))ical  Findings 

Headaches,  obesity,  and  menstrual  dis- 
turbances (  hypomenorrhea  )  are  reported  in 
association  with  HFI  with  varying  fre- 
ciuency  (table  ?"■  '-M.  Psychiatric  symptoms 
have  often  been  described-'. 

Since  there  is  no  e\'idence  of  high  correla- 
tion between  hyperostosis  and  clinical  signs, 
skepticism  appears  justified;  however,  an 
understanding  of  the  pathogenesis  of  the 
cranial  abnormality  might  be  useful. 

No  significant  correlation  has  been  dem- 
onstrated between  hyperostosis  and  blood 
chemistry  values  such  as  the  serum  calcium, 
phosphorus,  cholesterol,  protein-bound  io- 
dine, urinary  components  including  17- 
ketosteroids,  or  cerebrospinal  spinal  fluid 
and  electrocardiographic  findings. 

Hyperostosis  frontalis  interna  has  been 
described  as  nebular  or  nodular  shadows  at 
the  inner  table  of  the  frontal  bone  (figs.  1 
and  2 ) .  These  shadows  extend  very  rarely 
behind  the  coronal  suture,  into  the  parietal 
area  (hyperostosis  frontoparietalis)  (fig.  3). 
:When  the  entire  vault  is  thickened  (hyper- 
ostosis calvaria  diffusa!,  other  explanations 
might  be  sought  ( fig.  4 ) . 

Classifications  are  rather  subjective  and 


Table  6 
Sex  Incidence 


Author 

Total  No. 
Patients 

F% 

M% 

1927 

Dressier'-" 

71 

90 

10 

1928 

Greigi- 

32 

87.5 

12.5 

1935 

Moore^ 

72 

97.2 

2.8 

1938 

Canavan" 

230 

79 

21 

1949 

Henscheii'' 

43 

99 

1 

1957 

Present  series 

100 

93 

7 

Table  7 

Incidence  of  Headaches,  Obesity,  and 
Menstrual  Disorders 


Headache 

Obesity 

Menstrual  Dis. 

Moore^' 

36.26% 

31.15% 

Carris 

82.3% 

64.0 

88.2% 

Present 

68.0 

47.0 

28.0 

arbitrary,  Moore  attempts  to  recognize  pro- 
gressive stages.  In  his  monograph,  Hen- 
schen  states:  "HFI  occurs  equally  in  heavy 
and  light,  thick  and  thin,  sclerotic  and  por- 
ous skulls." 

Oldbergi-'  correlates  HFI  with  a  diffuse 
thickening  of  the  parietal  bones   and   con- 
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Figure  1 


Figure  2 

sequently  with  diffuse  thickening  of  the 
calvai'ia.  Figure  5,  however,  shows  HFI  as- 
sociated with  tliinning  of  tlie  parietals. 
( Roentgenorgrams  reproduced  in  this  art- 
icle are  taken  from  our  series. ) 

PatJiology 

Only  a  few  pathologic  reports  of  HFI  are 
recorded  in  the  literature.  Dressier^"  and 
Henschen"'  describe  it  as  an  irregular  thick- 
ening of  the  inner  table  due  to  layers  of 
bony  accretion  of  ^'ariable  width. 

Islands  of  bone  are  seen  inside  the  dura, 
or  the  dura  may  be  incarcerated  between 
lamellae  of  new  bone.  Calame^''  favors  the 
theor\'  of  a  process  of  expending  diploe 
rather  than  of  transformation  of  dura  into 
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osseous  substance.  The  diploe  becomes 
thicker  in  some  cases,  but  the  median  lamel- 
lae of  bone  have  gradually  changed  from, 
compact  to  spongy  tissue. 

The  Volkmann  channels  between  vessels 
of  dura  mater  and  marrow  space  of  bone  are 
visible  at  times.  Iiiflammatoiy  changes  are 
absent.  Osteoblasts  have  been  observed  at 
times.  Grieg'-  gives  another  interpretation 
of  the  pathologic  bone.  He  describes  the 
hyperostosis  as  an  "excresence"  rather  than 
as  an  "accretion"  of  new  bone,  explaining 
the  intradural  ossifications  as  uncommon 
and  fortuitous. 

In  summary,  HFI  may  appear  as  an  iso- 
lated radiographic  phenomenon  or  in  as- 
sociation with  clinical  symptoms.  There  are 
instances  in  medicine  where  long  periods 
elapse  between  the  onset  of  a  disease  and 
the  appearance  of  symptoms.  Moreover,  a 
disease  process  may  spontaneously  subside 
at  a  monosymptomatic  stage.  Long-term 
control  studies  are  needed  before  a  final 
conclusion  is  reached  as  to  whether  there  is 
or  is  not  such  a  syndrome  as  Morgagni 
described. 

Pathogenesis 
The  following  hypotheses  have  been  form- 
ulated with  regard  to  the  pathogenesis  of 
hyperostosis  frontalis  interna: 

1.  Periodic   congestion   of   the   cerebrum 
and  skull  of  the  "insane." 

2.  Reaction  of  the  bone  to  atrophy  of  the 
brain. 

3.  Reaction  of  the  bone  to  traction  exerted 
by  the  dura. 

4.  Endocranitis    as     result    of    adjacent 
chronic  frontal  sinusitis. 

5.  Luetic  osteitis. 

6.  Paget's  disease. 

7.  Alteration  of  calcium  metabolism. 

8.  Reaction  of  the  bone  to  dysfunction  of 
the  hypophysis  and  diencephalon. 

Other  hypotheses  could  be  added  to  the 
list,  which  by  its  very  length  indicates  that 
none  is  completely  adecjuate. 

The  last  theory  which  has  prevailed  in 
the  literature  (no.  8)  is  based  on  the  follow- 
ing observations: 

a.  Clinical  evidence  of  endocrinopathy. 
such  as  obesity,  virilism,  hirsutism,  and 
menstrual  disturbances,  in  a  large  percent- 


age of  patients  with  HFI.  The  statistical 
evidence  of  this  association,  however,  is  un- 
convincing. 

b.  Pathologic  evidence  of  microscopic 
changes  in  the  hypophysis  of  several  pa- 
tients icith  HFI.  Stewart-  noted  marked 
sclerosis  and  deficiency  of  eosinophilic 
elements  in  three  hypophyses  among  six 
that  were  examined.  Fattovich^*^  used  the 
term  "hypophysitis  chronica  interstitialis 
productiva."  Canavan^',  however,  in  study- 
ing 20  patients  with  the  abnormality,  found 
an  increase  of  chromophobic  cells  in  13 
cases,  of  basophilic  cells  in  7,  and  of  acido- 
philic cells  in  7. 

Henschen  commented  that  the  micro- 
scopic changes  reported  are  not  specific  and 
may  be  found  with  or  without  hyperostosis 
frontalis. 

No  significant  pathologic  changes  were 
noted  in  3  patients  from  our  series. 

C.  Experimented  evidence:  Mortimer^'  ex- 
amined radiologically  494  skulls  with  pituit- 
ary cranial  dysplasia  and  observed  that  the 
majority  belonged  to  women. 

Actually  these  cases  bear  no  relation  to 
Morgagni's  syndrome,  since  in  the  latter  in- 
stance there  is  no  evidence  of  failure  in 
growth  and  differentiation  of  the  skull. 
Moreover,  the  higher  incidence  in  women 
does  not  prove  an  endocrine  etiology,  especi- 
ally when  this  cannot  be  demonstrated  in 
the  light  of  our  present  knowledge. 

Mortimer^'*  administered  crude  anterior 
lobe  pituitary  extract  to  white  rats,  produc- 
ing obesity  and  thickening  of  the  skull.  The 
similarity  between  these  effects  in  rats  and 
Morgagni's  syndrome  led  to  the  formulation 
of  a  pituitary  etiology.  However,  the  "ex- 
perimental pituitary  sclerosis"  reproduced 
by  Morgagni  extended  to  the  entire  cal- 
varium  and  to  the  snout,  and  even  included 
other  bones  such  as  the  lower  end  of  the 
femur.  These  additional  features  are  not 
usually  seen  in  Morgagni's  syndrome. 

Conclusion:  Although  the  hypothesis  of 
diencephalon — pituitary  dysfunction  ap- 
pears to  be  the  most  appealing  today,  it  cer- 
tainly is  not  conclusive,  and  further  re- 
search along  this  line  is  needed. 

Why  hyperostosis  frontalis  interna  oc- 
curs in  the  frontal   area   rather  than   else- 
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where  in  the  cranium  remains  unexplained. 
It  may  be  significant,  however,  that  in  other 
pathologic  conditions  the  frontal  bone  is  a 
common  site  for  hyperostosis,  whereas  ero- 
sions are  uncommon  in  this  region''-''-^  For 
instance,  with  meningiomas  of  the  anterior 
fossa,  frontal  hyperostosis  is  more  frecjuent- 
ly  associated  with  erosion,  while  the  oppo- 
site is  true  with  meningiomas  of  the  pos- 
terioi'  fossa'-'"--. 

Calcifications  and  ossification  of  dura  and 
sagittal  sinus  are  more  often  anterioi'ly 
located-''  -'.  Since  meningiomas  and  dural 
ossification  perhaps  develop  from  the  same 
arachnoidal  rests-",  the  high  incidence  of 
these  abnormalities  in  the  frontal  areas 
many  mean  only  that  arachnoidal  rests  are 
more  common  in  this  location.  But  if  we 
accept  Sterzi's-''  view  that  the  dura  and 
endosteum  develop  from  the  same  tissue 
(ectomeninx),  it  seems  possible  that  arach- 
noidal cells,  originally  misplaced  into  the 
ectomeninx,  could  be  found  not  onh*  in  the 
dura  but  also  in  the  cranial  bones. 

There  is  histologic  e\-idence  of  similar 
arachnoidal  cells  in  normal  dura-".  Perhaps 
when  misplaced  into  the  endosteum  they 
have  simply  changed  into  bone.  Leriche  and 
Policard-"  have  shown  that  embryonal 
mesenchyme  in  apposition  with  bone  and  in 
the  presence  of  hypercalcemia  may  ossify. 
Arachnoidal  cells  preserve  their  embryonal 
character-'-  -*  and  are  capable  of  developing 
bone.  Arachnoid  has  formed  bone  in  various 
locations,  even  when  wholly  unattached  to 
the  dura-"'  -". 

The  parasagittal  enostoses  are  believed  to 
be  due  to  ossification  of  arachnoidal  tissue 
(Pacchioni's  granulation),  and  the  same  is 
said  for  the  ossifications  of  the  dura-'".  Ar- 
achnoidal cells,  misplaced  in  the  ectomen- 
inx, and  therefore  in  the  dura  and  endos- 
steum,  may  be  equally  responsible  for  the 
development  of  dural  ossification  and  vari- 
ous hyperostoses.  Elements  which  apparent- 
ly arise  from  arachnoidal  cells,  such  as  fibro- 
blasts and  osteoblasts,  have  been  observed 
in  the  hyperostosis  overlying  meningiom- 
as'". I  am  not  aware  of  similar  histo- 
pathologic studies  of  this  condition — and 
they  are  needed. 

It  is  belie^•ed  that  a  normal  balance  be- 
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tween  arterial  and  \-enous  blood  is  indispen-  ^ve 
sable  to  the  normal  physiology  of  the  bone 
It  is  known  that  circulatory  disorders  are 
responsible  for  abnormalities  of  the  bone, 
such  as  pulmonary  osteoarthropathy  and 
osteoporosis.  Lindblom-'-  has  also  demon- 
strated that  the  parietal  bones  are  thicker 
when  the  concentration  of  cerebral  veins  in 
this  area,  draining  into  the  sinus,  is  less. 
But  why  shovdd  the  frontal  bone  be  affected 
more  often  by  circulatorj'  disturbances? 

Calame''"'  reported  that  the  frontal  bone 
has  less  arterial  supply  than  have  other 
bones  of  the  vault.  The  frontal  bone  is  sup 
plied  by  anterior  meningeal  artery  and  is 
relatively  lacking  in  muscular  attachments 
through  which  additional  blood  is  general- 
ly supplied  to  the  cranium.  The  frontal 
diploic  veins  are  more  isolated  and  connec- 
tions between  them  are  rarely  seen^-.  Emis- 
sary veins,  serving  as  safety  valves  by 
which  the  difference  in  pressure  within  and 
without  the  skull  may  be  equalized,  are 
located  in  the  mastoid,  parietal,  occipital 
and  condyloid  areas  more  frequently  than 
in  the  frontal  bone-'-.  Perhaps  these  peculiar 
ities  in  the  circulation  of  the  frontal  bone 
are  significant.  Finally,  periodic  circulatory 
disturbances  related  to  menstrual  function 
could  suggest  one  of  the  explanations  for 
the  maximal  incidence  of  hyperostosis 
among  women. 


Conclusion 

Independently  from  the  etiology  and  from 
the  controversy  about  the  association  with 
clinical  symptoms,  the  development  of  front- 
al hyiDerostosis  is  a  challenge  per  se. 

Whether  or  not  frontal  hyperostosis  has 
a  pathogenetic  link  with  the  hyperostosis 
overlying  meningiomas  remains  to  be  estab- 
lished. 

The  observation  that  the  frontal  bone  re- 
acts more  often  with  an  osteoblastic  process 
rather  than  with  an  osteolytic  one,  in  path 
ologic  conditions  of  various  etiology,  leads 
to  the  assumption  that  such  a  process  may 
be  due  to  local  intrinsic  factors,  circulatory 
disturbances  and  the  presence  of  arachnoid- 
al rests  in  that  area. 

This  assumption  is  based  on: 

1.  The  observation  that  islands  of  dura 
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lave    been    demonstrated    between 
lamellae  of  the  hyperostotic  area. 

2.  Arachnoid  derivatives  such  as  fibro- 
alasts  and  osteoblasts  ha\'e  been  observed  in 
lyperostotic  bone  o\'erlying  meningiomas. 

3.  Dura  and  endosteum  derive  from  a  com- 
mon matrix,  the  ectomeninx.  Therefore,  if 
the  arachnoidal  rests  are  displaced  into  the 
ectomeninx  they  could  be  found  later  not 
only  in  the  dura,  as  has  been  established, 
but  also  in  the  adjacent  bone. 

Whether  circulatory  disorders  contribute 
m  some  way,  and  more  so  in  the  frontal 
area,  remains  to  be  demonstrated. 

There  is  some  suggestion^-  that  the  circu- 
lation of  the  frontal  bone  may  be  somewhat 
different  from  that  in  other  parts  of  the 
cranium:  however,  additional  information  is 
needed.  The  prevalence  of  hyperostosis 
among  women  (more  than  90  per  cent) 
seems  significant,  but  we  have  no  convinc- 
ing explanation  of  it.  It  is  appealing  to 
hypothesize  that  periodic  congestion  in  the 
cranial  circulation,  associated  with  men- 
strual function,  plays  a  pathogenetic  role. 
We  shall  then  need  some  kind  of  research  to 
demonstrate  better  cranial  circulation  and 
serial  histologic  sections  of  hyperostotic 
bones  of  the  cranium. 

This  type  of  research  into  the  pathogene- 
sis of  the  hyperostosis  could  offer  a  lead  in- 
to the  understanding  of  the  etiology,  and  the 
controversy  about  the  clinical  entity  of  the 
Morgagni's  syndrome  might  be  solved. 
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At  a  White  House  Conference  on  Mental 
Retardation  in  Warrenton,  Virginia,  in  the 
summer  of  1963,  Governor  Terry  Sanford  of 
North  Carolina  made  this  reference  to  his 
State's  long-standing  effort  to  provide  the 
children  of  the  State  with  the  best  available 
opportunities  for  education.  Said  Governor 
Sanford : 

North  Carolina's  .  .  .  Twentieth  Century  com- 
mitment to  education  was  set  at  the  start  of 
this  century  by  Governor  Charles  Brantley 
Aycock,  who  proclaimed  that  North  Carolina 
would  seek  to  give  every  child  the  opportunity 
"to  burgeon  out  the  ))est  is  within  him." 

I  am  grateful  that  this  meeting  is  spon- 
sored by  the  Council  for  Exceptional  Chil- 
dren. This  Council,  as  a  Department  of  the 
National  Education  Association,  has  shown 
strong  leadership  in  the  education  and  wel- 
fare of  exceptional  children.  Its  total  mem- 
bership is  over  17,000  with  29  federations,  9 
branches,  and  333  chapters.  Most  of  you  are 
aware,  I  am  sure,  of  their  proposed  research 
project  in  the  development  of  professional 
standards  for  the  education  of  exceptional 
children,  which  will  be  conducted  with  the 
cooperation  of  several  other  organizations, 
including  the  National  As,sociation  for  Re- 
tarded Children. 

North  Carolina  is  moving  ahead  rapidly  in 
meeting  the  problem  of  mental  retardation 
among  its  children.  But  before  touching  on 
the  State,  it  would  be  well  to  present  the  na- 
tional picture,  and  the  intensity  of  the  battle 
that  is  being  waged  against  mental  retarda- 
tion by  a  coalition  of  groups  within  the  fed- 
eral and  state  and  local  governments,  to- 
gether with  private  organizations. 


"Deputy  Commissioner.  Vocational  Reliabilitation  Ad- 
ministration (formerly  Deputy  Special  Assistant  to  the 
President  on  Mental  Retardation). 

tSpecial  Assistant  to  the  Director.  Diyision  of  Handi- 
capped Children  and  Youth,  United  States  Office  of  Ed- 
ucation. 

This  paper  is  partly  based  on  a  paper  presented  to  the 
Council  for  Exceptional  Children  in  Winston-Salem, 
October  1963. 


Notional  Achieveme7}ts  and  Needs 

The  national  program  is  moving.  It  start 
ed  with  President  Kennedy's  estalslishment 
of  a  Panel  on  Mental  Retardation,  which  has 
made  its  report,  including  25  recommenda- 
tions dealing  with  education  of  retarded 
people. 

Following  the  Panel's  report,  President 
Kennedy  sent  a  special  message  to  the  Con- 
gress on  Mental  Illness  and  Mental  Retarda- 
tion, in  which  he  said: 

A  full  scale  attack  on  mental  retardation  also 
requires  an  expansion  of  special  education, 
training,  and  rehabilitation  services.  Largely 
due  to  the  lack  of  qualified  teachers,  college  in- 
structors, directors,  and  super\'isc)i's,  only  about 
one-fourth  of  the  1,250,000  retarded  children  of 
school  age  now  have  access  to  special  educa- 
tion. During  the  past  four  years,  with  Federal 
support,  there  has  been  some  improvement  in 
teachers  of  handicapped  children,  including 
the  training  of  leadership  personnel.  However, 
the  mentally  retarded,  are  still  woefully  insuf- 
ficient in  numbers  and  training.  As  I  pointed 
out  in  the  message  on  education,  legislation  is 
needed  to  increase  the  output  of  college  in- 
structors and  classroom  teachers  for  handicap- 
ped children. 

I  am  asking  the  Office  of  Education  to  place 
a  new  emjihasis  on  research  in  the  training 
process,  expedite  the  application  of  research 
findings  to  teaching  methods  for  the  mentally 
retarded,  support  studies  on  imjM'ovement  of 
curricula,  develop  teaching  aids,  and  stimulate 
the  training  of  special  teachers. 

Following  the  message,  and  with  the  ef- 
fective aid  of  such  legislators  as  the  Honor- 
able Wilbur  Mills,  new  legislation  was  en- 
acted. Such  enactments  have  made  brighter 
the  future  of  education  for  the  retarded. 

One  of  the  happier  e\'ents  was  enactment 
late  in  1962,  of  Public  Law  88-164.  The  legis- 
lation authorizes  grants  to  institutions  of 
higher  learning  for  the  training  of  special 
educators  to  work  with  mentally  retarded 
children;  grants  to  State  educational  agen- 
cies for  assistance  in  providing  training  for 
super\'isors  and  teachers  of  the  mentally  re- 
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;arded;  and  also,  the  svim  of  $2  million 
:or  the  current  fiscal  year  and  the  two  years 
thereafter,  for  research  and  demonstration 
arojects  relating  to  the  education  of  handi- 
capped children,  including  of  course  the 
nentally  retarded. 

To  assist  in  administering  the  research 
nd  demonstration  activities  that  are  pro- 
jected, the  Commissioner  of  Education  is  au- 
torized  to  appoint  special  or  technical  ad- 
■'  visory    committees   and   panels    of   experts 
ompetent  to  evaluate  the  projects  so  that 
they  will  be  focused  on  the  proper  objec- 
tives. 

Increased  enrollment  in  special  programs 

The  elements  of  the  national  situation  are 
these : 

About  225,000  mentally  retarded  children 
were  known  to  have  been  in  special  educa- 
tion programs  in  public  day  schools  and  in 
public  or  private  residential  schools  in  1957- 
1958,  according  to  a  survey  made  by  the 
United  States  Office  of  Education.  About 
3000  local  public  school  systems  reported  en- 
rollments of  mentally  retarded  pupils  in 
special  education  classes  in  that  academic 
year.  The  number  of  pupils  was  about  four 
times  the  number  of  such  pupils  ten  years 
before. 

If  we  were  to  project  these  figures  into 
1963,  it  can  be  assumed  that  there  would  be 
another  spectacular  increase,  for  approxi- 
mately 7700  pviblic  school  systems  have  re- 
ported enrollments  in  one  or  more  areas  of 
special  education  in  this  academic  year. 

Opportvmities  for  teachers  to  become  spe- 
cialized in  mental  retardation  have  increas- 
ed, too.  The  Office  of  Education,  in  a  recur- 
ring study  on  colleges  and  universities  offer- 
ing courses  for  specialized  educators,  lias  in- 
dicated that  84  colleges  and  universities  re- 
ported in  1962  that  they  had  at  least  a  mini- 
mum sequence  of  curricula  for  the  prepara- 
tion of  teachers  of  the  mentally  retarded. 
This  is  more  than  double  the  number  of  in- 
stitutions offering  such  courses  in  1954. 

Yet  it  is  clear  that  even  with  such  increas- 
ed opportunities,  the  national  need  for  these 
special  teachers  is  not  being  met.  Sound  esti- 
mates show  that  6000  new  and  well  trained 
teachers  are  needed  each  vear. 


Growing  need  for  teachers 

We  actually  need  55,000  more  teachers 
now.  Furthermore,  the  President's  Panel 
estimated  the  need  for  such  teachers  at  90,- 
000  by  1970. 

Even  though  all  the  states  make  some  pro- 
vision within  their  public  schols  for  teach- 
ing tlie  mildly  retarded,  or  educable  child, 
and  a  majority  have  recognized  their  respon- 
sibilities to  the  moderatelj'  retarded,  or 
trainable  child,  approximately  one  million 
retarded  children  do  not  receive  the  benefits 
of  special  education  programs.  This  means 
that  only  about  20  to  25  per  cent  of  the  1.25 
million  eligible  mentally  retarded  children 
in  the  country  are  getting  services  that 
would  improve  their  future. 

Progress  in  North  Carolina 

The  activities  of  North  Carolina  in  this 
field — under  direction  of  its  Department  for 
Education  of  Exceptional  Children — are 
noteworthy. 

The  story  of  North  Carolina's  acceleration 
goes  back  to  the  mid-fifties,  when  a  surge  of 
interest  in  mental  retardation  led  to  rapid 
improvement  in  facilities  and  staffing.  Be- 
tween 1957  and  1963,  three  new  and  excel- 
lently ecjuipped  State  training  schools  were 
opened.  Concurrently  with  these  develop- 
ments, there  was  a  rapid  increase  in  the  size 
and  influence  of  the  North  Carolina  Associa- 
tion for  the  Mentally  Retarded,  which  now 
has  more  than  7200  members. 

In  February,  1962,  Governor  Sanford  ap- 
pointed a  19-m ember  Governor's  Commis- 
sion for  the  Mentally  Retarded,  and  in  Oc- 
tober of  that  year  the  Commission  made  its 
report  to  him.  The  Commission  had  before 
it  these  facts: 

— A  State-wide  survey  made  in  the  spring 
of  1960  showed  that  there  were  more  than 
52,000  handicapping  conditions  among  its 
children  of  school  age  (not  coinciding  with 
the  number  of  handicapped  children,  be- 
cause some  children  had  multiple  handi- 
caps). The  educable  mentally  retarded  (I.  Q. 
51-75")  among  this  group  numbered  16,500, 
and  the  trainable  (I.  Q.  25-50)  about  2700. 

— In  the  academic  year  of  1949-1950, 
about  1100  educable  students  were  in  spe- 
cial classes  in  North  Carolina,  but   in  the 
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1962-1963  year  there  would  be  about  8800 
(and  in  the  1963-1964  year  this  would  be 
increased  to  about  9900). 

— The  State  program  for  trainable  retard- 
ates— which  came  into  being  in  1957-1958 — 
served  342  children  in  its  first  year.  The 
number  would  increase  to  about  1100  in 
1962-1963. 

In  May  of  1963  the  Governor  reciuested 
1.22  million  dollars  for  the  retarded,  and  it 
was  granted.  Of  this  amount  $240,600  is  ap- 
propriated to  the  University  of  North  Caro- 
lina at  Chapel  Hill  to  train  teachers  who  will 
teach  retarded  children  in  the  public 
schools.  Funds  are  also  pro\'ided  for  the 
State  Board  of  Education  to  provide  $100,- 
000  in  scholarships  to  prospective  teachers 
of  mentally  retarded  children  and  3^ouths. 

In  August,  1963,  a  new  Department  of 
Mental  Health  set  up  a  Division  for  Mental 
Retardation  which  is  in  charge  of  the  four 
State  training  schools.  North  Carolina  has 
permissive  legislation  for  both  educable  and 
trainable  children,  and  last  year  they  ex- 
tended their  cost  for  trainable  students. 

This  is  excellent  progress.  Yet  until  there 
are  answers  to  more  cjuestions,  neither 
North  Carolina  nor  the  nation  can  reach  the 
point  of  feeling  that  there  has  been  adequate 
accomplishment  in  the  pre\-ention  and  amel- 
ioration of  mental  retardation. 

We  need  to  know  more  about  the  retarded 
child.  What  factors  in  the  family  or  the  en- 


vironment played  a  part  in  his  retardation? 
How  many  children  are  in  the  family,  and 
where  are  they?  What  prenatal  care  did  the 
mother  have?  Were  there  attempts  at  early 
detection  by  the  attending  physician?  What 
diagnostic  facilities  are  readily  available  for 
evaluating  these  children  in  depth. 

North  Carolina  is  blessed  with  fine  med- 
ical centers  and  able  conscientious  physi- 
cians who  can  recognize  early  symptoms  or 
defects.  And,  with  such  excellent  facilities 
as  those  of  the  University  of  North  Carolina 
and  Bowman  Gray,  strong  leadership  is  be- 
ing shown  for  the  development  of  adequate 
and  convenient  evaluation  centers  to  serve 
all  the  State. 

The  vigorous  actions  of  North  Carolina 
are  an  inspiration.  They  are  a  conspicuous 
part  of  the  nationwide  battle  being  waged 
with  the  help  of  the  federal  government, 
which  provides  national  leadership,  broad 
legislation,  and  grants  in  support  of  person- 
nel training  and  research,  and  with  strong 
voluntary  agencies. 

Conclusion 

Physicians  in  all  segments  of  medical  ac- 
tivities have  a  great  responsibility  in  form- 
ing and  advancing  the  battle  lines.  Medical 
baselines  will  shape  the  course.  Education 
and  research  are  prime  factors  but  it  is  the 
practical  application  of  their  results  that 
will  make  the  program  work. 
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A  PARADOX  OF  FREE  ENTERPRISE 

We  in  the  pharmaceutical  industry  live  a  kind  of  double  life,  for  we 
are  beholden  both  to  the  Hippocratic  principles  and  to  the  needs  of 
growth  and  survi\-al  under  our  business  system.  Our  mission  is  both  to 
save  lives  and  to  foster  successful  business  firms.  We  are  healers  and 
merchants.  In  order  to  find  healing  substances,  we  must  manage  efficient 
businesses.  This  is,  in  essence,  the  paradox  of  free  enterprise.  Only  the 
successful  business  can  make  real  contributions  to  the  American  welfare. 
Only  a  health  business  can  afford  the  risks  and  costs  invoh-ed  in  discover- 
ing new  cures  for  killer  diseases. — Austin  Smith,  M.D..  President.  Phar- 
maceutical Manufacturers  Association,  to  PMA  Eastern  Regional  Meeting. 
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Workmen's  Compensation 

Its  Philosophij   and  Application 


John  W.  Morris.  M.D. 
Raleigh 


P'.A.C.S. 


Prior  to  1929,  when  the  Workmen's  Com- 
pensation Act  was  passed  by  tlie  North 
Carohna  Legislature,  employers  were  not 
responsible  for  an  employee  injured  on  the 
job  unless  they  were  found  to  be  at  fault  in 
the  accident.  Today  such  instances  consti- 
tute a  very  small  percentage  of  the  AVork- 
men's  Compensation  cases.  If  a  man  sus- 
tains an  injury  as  a  result  of  an  accident 
while  on  the  job,  his  medical  expenses  are 
paid.  He  also  is  paid  for  time  lost  from  work, 
is  given  compensation  for  permanent  dis- 
ability, and  is  given  the  chance  to  be  re- 
habilitated as  c|uickly  as  possible  so  he  can 
return  to  work. 

In  the  fiscal  year  1961-1962,  5.86  million 
dollars  were  paid  for  medical  care  neces- 
sitated by  industrial  injuries  in  North  Caro- 
lina: 9.36  million  dollars  were  paid  in  com- 
pensation. There  were  124,000  injuries,  with 
a  total  cost  of  15.2  million  dollars.  Medical 
claims  re\-iewed  and  approved  for  payment 
average  more  than  800  daily  ( both  hospital 
and  doctor  bills)  with  approximately  825,000 
medical  payments  daily. 

These  few  statistics  give  some  idea  of  the 
magnitude  of  the  work  involved  in  Work- 
men's Compensation  cases  which  come  un- 
der the  jurisdiction  of  the  North  Carolina 
Industrial  Commission.  They  also  give  some 
idea  of  the  need  for  cooperation  on  the  part 
of  lahysicians.  Doctors  can  hasten  the  pro- 
cessing of  their  bills  by  prompt  reporting  of 
cases,  giving  accurate  and  detailed  descrip- 
tions of  the  injury  and  treatment  rendered, 
and,  where  indicated,  a  more  detailed  sum- 
mary of  the  case  to  justify  fees  in  excess  of 
those  allowed  in  the  schedule. 

History 

According  to  an  analysis  of  Workmen's 
Compensation  Laws  published  by  the  United 
States  Chamber  of  Commerce  in  January, 
1962,  the  historv  of  this  legislation  shows 


*Medical    Director,    North    Carolina    Industrial    Commis- 
sion. 


that  state  legislators  intended  to  enact  com- 
pensation laws  to  cover  these  fundamental 
points : 

1.  Pro\'ide  certain  prompt  and  reasonable 
compensation  to  victims  of  work  ac- 
cidents and  their  dependents. 

2.  Free  the  courts  from  delay,  cost,  and 
the  tremendous  work  load  of  this  mass 
of  personal  injury  litigation. 

3.  Relieve  public  and  private  charities  of 
the  financial  drain  caused  by  uncom- 
pensated industrial  accidents. 

4.  Eliminate  economic  waste  in  payment 
of  fees  to  lawyers  and  witnesses,  and 
save  the  time  consumed  by  trials  and 
appeals. 

5.  Supplant  concealment  of  fault  in  ac- 
cidents by  a  frank  study  of  causes, 
thereby  eliminating  accidents  that  are 
pre\-entable  and  reducing  cost  and  suf- 
fering. 

It  was  the  purpose  of  the  General  Assem- 
bly in  providing  for  compensation  for  an 
employee  that  the  North  Carolina  Industrial 
Commission,  created  by  the  Workmen's 
Compensation  Act  for  that  purpose,  could 
administer  the  Act  so  that  both  employee 
and  employer  receive  its  benefits  and  enjoy 
its  protection. 

The  Industrial  Commission  has  exclusive 
jurisdiction  over  the  rights  and  remedies 
afforded  in  the  Act.  The  Commission  is 
charged  by  law  with  the  duty  of  passing 
upon  fees  charged  for  medical  services 
rendered  to  patients  whose  cases  come  with- 
in the  provisions  of  the  North  Carolina 
W^orkmen's  Compensation  Act. 

To  avoid  uncertainty  and  for  the  con- 
venience of  those  ultimately  responsible  for 
payment  of  medical  expense  incurred,  the 
Industrial  Commission  publishes  a  Fee 
Schedule.  It  is  available  on  recjuest  from  the 
North  Carolina  Medical  Society  or  the  In- 
dustrial Commission.  The  fees  set  forth 
therein  are  those  which  the  Commission  will 
ordinarily    approve.    However,    if    circum- 


156 


NORTH  CAUOLINA  MEDICAL  JOURNAL 


April,  1964 


stances  seem  to  indicate  a  larger  fee  than 
tliose  published,  the  attending  physician 
must  submit  a  detailed  description  of  the 
extraordinary  services  rendered  and  the 
matter  will  be  given  careful  consideration. 
A  schedule  is  necessary  in  order  to  main- 
tain reasonable  control  o\'er  the  medical 
expenses  of  each  case.  The  Commission  is 
created  by  law  to  maintain  administrati\'e 
control  over  all  phases  of  the  Workmen's 
Compensation  Act,  and  the  medical  ex- 
penses are  one  phase.  With  about  700  to  800 
claims  daily,  but  there  have  been  over  1200, 
the  Industrial  Commission  office  staff  must 
have  a  guide. 

Provisions  oj  the  Act 

(From  Chapter  97-25,  General  Statutes  of 
North  Carolina  as  amended).  If  a  physician 
treats  an  injured  patient  and  it  is  deter- 
mined that  the  injury  resulted  from  an  ac- 
cident while  the  patient  was  on  the  job,  the 
physician  and  the  hospital  are  assured  of 
payment.  Prior  to  1929  the  physician  had  no 
assurance  that  the  employer  would  pay  the 
bill  and  his  only  recourse  was  to  collect  it 
from  the  patient  himself.  Often  this  was  im- 
possible. 

The  physician,  through  careful  history- 
taking,  can  usually  determine  the  facts.  To 
be  more  certain,  he  can  call  or  contact  the 
employer  as  soon  as  practical.  Final  ap- 
proval must  be  given  by  the  Industrial 
Commission. 

All  fees  for  attorneys  and  physicians  are 
subject  to  the  ajjproval  of  the  Commission; 
but  no  physician  shall  be  entitled  to  collect 
fees  from  an  emploj-er  or  insurance  carrier 
until  he  has  made  the  reports  reciuired  bj' 
the  Industrial  Commission  in  connection 
with  the  case. 

The  physician  is  prohibited  by  law  from 
taking  any  fee,  gratuitj',  or  other  considera- 
tion in  return  for  services  rendered,  unless 
it  is  approved  b}'  the  Commission.  Likewise, 
he  is  prohibited  from  soliciting  employment 
for  himself  or  an  attorney  in  respect  of  any 
claim  or  award  for  compensation.  However, 
the  1961  General  Assembly  amended  the  law 
to  permit  the  collection  of  additional  fees  in 
Third  Party  liability  cases,  after  settlement 
through    AVorkmen's    Compensation.    This 


means  that  if  a  \\orkman  during  his  em- 
ployment has  an  automobile  accident  due  to 
the  fault  of  the  driver  of  another  car  and 
then  sues  this  person,  the  physician  may 
charge  his  usual  fee  and  have  it  approved 
by  the  North  Carolina  Industrial  Commis- 
sion to  the  extent  that  the  fee  schedule  al- 
lows. Then  if  the  workman  obtains  an  awai'd 
from  the  driver  of  the  other  car,  the  phy- 
sician is  entitled  to  collect  any  additional 
amount  he  feels  is  justified. 

The  Statutes  clearly  state  that  the  pecun- 
iary liability  of  the  employer  for  medical, 
surgical,  hospital  and  nursing  services,  and 
medicine,  sick  travel,  or  other  treatment  re- 
quired shall  be  limited  to  such  charges  as 
prevail  in  the  same  community  for  similar 
treatment  of  injured  persons  of  like  finan- 
cial means  when  such  treatment  is  paid 
for  by  the  injured  person.  Occasionally  a 
physician  who  has  billed  a  patient  for  serv- 
ices rendered  will  later  find  that  the  case  is 
covered  by  Workmen's  Compensation,  and 
on  Form  25  will  increase  his  charges  above 
those  already  itemized  on  the  patient's  bill. 
Although  the  charges  on  Form  25  may  be  in 
line  with  the  fee  schedule,  they  cause  the 
insurance  carrier  and  employer  to  question 
whether  this  fee  is,  in  fact,  that  usually 
charged  in  the  community  for  this  particular 
service  and  to  this  particular  individual. 

Purpose  oj  the  Workmen's  Compensation 
Act 

The  AVorkmen's  Compensation  Act  was 
not  established  for  the  benefit  of  physicians 
and  lawyers,  but  for  the  benefit  of  employ- 
ers and  employees. 

Before  the  bill  was  enacted,  the  injured 
employee  often  had  no  recourse  to  recovery 
of  hospital  and  medical  expenses  which  he 
incurred  and  for  which  he  was  personally 
responsible.  AA^hen  the  employer  did  not 
\'oluntarily  pay  the  employee's  bills,  he  was 
forced  to  bring  suit  against  the  employer. 
Consequently,  many  employers,  particularly 
the  large  manufacturing  corporations  in  the 
State,  found  themselves  faced  with  multiple 
lawsuits. 

As  a  secondary  benefit,  the  doctors  who 
treated  these  cases  were  assured  of  payment 
from   an   economic   class  of   patients   from 
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whom  they  would  ordinarily  be  unable  to 
collect  any  sizeable  fee,  if  indeed,  any  fee  at 
all.  If  the  case  was  a  bona  fide  Workmen's 
Compensation  case  and  so  determined  by  the 
Commission,  the  physician  and  the  hospital 
rendering  treatment  were  assured  of  pay- 
ment. 

The  employee  may  choose  a  plwsician,  or 
the  emploj'er  may  recommend  one  if  the  em- 
ploj'ee  has  no  choice.  Once  the  employee  be- 
gins treatment  under  a  physician,  he  has  no 
right  to  change  without  the  approval  of  the 
employer  or  the  insurance  carrier,  and  in 
such  circumstances  the  medical  treatment 
rendered  by  the  second  or  subseciuent  phy- 
sicians may  not  be  approved  by  the  Commis- 
sion. 

Where  an  attorney  is  employed  in  doubt- 
ful cases  and  the  case  proves  to  be  a  Work- 
men's Compensation  case,  the  lawyer  also  is 
compensated  for  his  services.  The  lawyer 
has  the  privilege  of  asking  the  attending 
physician  for  a  report  on  the  case.  But  if  the 
lawj^er  requests  the  physician  to  perform  a 
special  examination  and  contracts  to  pay 
him  a  certain  fee  for  these  examinations,  the 
physician  will  have  to  look  to  the  attorney 
for  his  fee. 

Not  always  does  the  physician  or  the  hos- 
pital or  the  attorney  receive  all  that  he 
thinks  he  is  entitled  to.  However,  the  pur- 
pose of  the  Commission  is  to  try  to  arrive  at 
a  fee  which  is  considered  by  the  Commission 
to  be  fair  to  all  concerned. 

Implementation  (Mechanics) 
Fee  Schedule 

The  Industrial  Commission  with  the  ad- 
vice and  consultation  of  the  North  Carolina 
Medical  Society  Advisory  Committee  has 
established  a  fee  schedule  based  on  relative 
values  which  the  Commission  and  the  Ad- 
visory Committee  consider  fair  for  the  maj- 
ority of  cases  in  the  State.  The  North  Caro- 
lina Medical  Society  Relative  Value  Sched- 
ule, adopted  by  the  House  of  Delegates  in 
1961,  has  been  used  by  the  Committe  in  set- 
ting up  the  fees.  In  most  cases  the  conver- 
sion factor  is  S3. 50  for  each  unit. 

The  fact  that  a  schedule  exists  does  not 
mean  that  these  fees  are  fixed  and  final  in 
all  cases;  they  are  used  as  a  guide  by  the 


Medical  Department.  Without  such  a  sched- 
ule it  would  be  virtually  impossible  for  a 
group  of  non-medical  personnel  to  screen  a 
large  volume  of  cases.  This  screening  pro- 
cess is  necessary  for  the  protection  of  phy- 
sicians, patients,  hospitals,  employers,  and 
insurance  carriers.  Without  some  guidelines, 
the  entire  program  would  soon  get  out  of 
hand.  It  is  unfortunate  but  nevertheless  a 
fact  that  some  abuses  have  been  and  will  be 
attempted  if  supervision  is  not  maintained. 

Liaison  committee 

The  Medical  Advisory  Committee  has  ser- 
ved an  extremely  valuable  pvu'pose.  Indeed, 
the  Medical  Director  should  not  attempt  to 
function  without  the  help  of  this  Committee. 
These  men  are  prominent,  conscientious, 
able  i3ractitioners  of  either  a  specialty  or 
general  medicine  in  the  State.  The}'  are  ap- 
pointed by  the  State  Medical  Society  from 
different  sections  of  the  State  and  give  free- 
ly of  their  time  and  energies  without  com- 
pensation to  help  render  a  service  to  the 
Industrial  Commission.  In  doing  so  they  also 
render  a  real  service  to  their  profession. 

Special  Problems 

Fees  jor  special  cases 

The  Industrial  Commission  has  repeated- 
ly stated  that  it  wants  doctors  and  hospitals 
paid  a  fair  amount.  This  has  been  the  inten- 
tion of  the  Medical  Director  and  the  Medical 
Advisory  Committee,  but  occasionally  mis- 
takes will  be  made.  We  are  anxious  to  cor- 
rect these  as  quickly  as  possible,  and  when- 
ever  they  are  called  to  our  attention.  Fre- 
quently, vuiusual  circumstances  require 
heroic  treatment  entailing  an  effort  far 
exceeding  that  of  the  usual  case.  Where  this 
is  true,  the  physician  can  so  notify  the  Med- 
ical Director  and  fees  larger  than  those 
published  in  the  schedule  will  be  consider- 
ed. 

Appeals-Arbitration 

The  Advisory  Committee  and  the  Medical 
Director  have  found  difficult}^  at  times  in 
trying  to  explain  to  physicians  why  some 
bills  need  to  be  reduced.  The  physician  af- 
fected always  has  the  right  and  privilege  to 
appear  before  the  Committee,  or  write  to  it. 
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or  to  appeal  the  Medical  Director's  or  Ad- 
visory Committee's  decision  to  the  full  Com- 
mission itself.  Should  he  still  not  be  satisfied 
with  the  decision  he  can  appeal  to  a  Su- 
perior Court  and  e\-en  to  the  State  Supreme 
Court.  Therefore,  it  can  be  seen  that  the 
physician  has  every  pri\'ilege  under  the  law 
to  try  to  collect  what  he  considers  a  just  fee 
for  his  ser\'ices  rendered. 

Refernils  unci  rehabiUtation 

One  phase  of  the  Workmen's  Compensa- 
tion Act  which  is  being  stressed  by  the  Med- 
ical Department  of  the  Industrial  Commis- 
sion for  the  first  time  is  rehabilitation.  Pro- 
longed treatment  is  costly  to  the  patient 
through  time  lost  and  disability;  to  the  em- 
ployer who  ultimately  has  to  pay  the  bill, 
and  to  the  entire  economy  of  the  State. 
There  are  some  phj'sicians  who  will  hos- 
pitalize and  keep  under  treatment  cjuestion- 
able  cases  which  should  have  had  a  defini- 
tive diagnosis  long  before  it  was  actually 
made.  There  is  no  disgrace  in  referring  a 
doubtful  case  to  a  specialist,  to  a  medical 
cenier,  or  to  a  rehabilitation  center.  Some 
patients  covered  by  the  Workmen's  Com- 
pensation Act  have  been  kept  vmder  treat- 
ment with  no  improvement,  often  through 
the  critical  period  when  great  improvement 
could  have  been  obtained  had  the  proper 
treatment  been  given  early  in  the  disability. 
This  is  particularly  true  in  the  case  of  back 
and  hand  injuries,  and  in  some  cases  of 
severe  fractures  which  are  not  properly  re- 
duced early,  or  cases  in  which  complications 
develop.  The  Commission  feels  that  all  cases 
should  be  treated  from  the  very  beginning, 
with  early  rehabilitation  as  the  predominant 
goal.  It  is  a  real  tragedy  for  a  man  to  end 
up  with  permanent  disability  when  proper 
and  intensive  therapy  could  have  prevented 
it,  had  it  been  instituted  early  enough. 

All  insurance  carriers  and  employers  will 
welcome  the  physician's  suggestion  that  a 
particular  patient  be  referred  to  competent 
specialists  whenever  the  attending  physici- 
an thinks  there  is  a  possibility  that  the  pa- 
tient may  be  benefited.  The  Commission  will 
authorize  such  treatment  as  long  as  there  is 
any  possibility  that  disability  can  be  lessen- 
ed or  the  patient  helped.  A  number  of  states 


have  committees  of  physicians  in  various 
specialities  to  serve  as  a  screening  board  on 
all  industrial  injur}'  cases.  In  this  way  many 
potentially  disabling  injuries  can  be  detected 
at  an  early  date  and  the  attending  physi- 
cians consulted  for  the  sole  purpose  of  being 
certain  that  the  patient  does  get  the  best 
l^ossible  care.  This  is  the  ultimate  goal  in 
handling  any  injured  workman,  and  we 
sincerely  hope  this  philosophy  will  prevail 
throughout  the  State  whenever  the  doctor 
looks  at  the  injured  employee. 

Out-of-state  bills 

^^'hene^•er  an  employee  of  a  North  Caro- 
lina firm  is  injured  in  another  state  while 
performing  his  duties,  the  disposition  of  the 
case  comes  under  the  North  Carolina  In- 
dustrial Commission.  Many  medical  bills  are 
sent  in  by  out-of-state  doctors  and  hospitals 
and  are  handled  on  the  same  basis  as  those 
from  within  the  State.  Although  sometimes 
the  bills  are  higher,  the  Commission  and  the 
Medical  Advisory  Committee  feel  that  it 
would  not  be  fair  to  approve  higher  fees  for 
out-of-state  cases  than  for  those  in  the  State. 
Many  out-of-state  physicians  and  hospitals 
feel  they  should  not  be  covered  by  the  North 
Carolina  Workmen's  Compensation  Act; 
however,  the  law  states  that  they  are. 
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Where  the  carrier  denies  liability  or  fails 
to  notify  the  phj'sician  within  a  reasonable 
time — say  three  to  four  weeks — the  physi- 
cian may  bill  the  patient  as  a  private  case.  If 
later  the  case  is  found  to  be  compensable, 
the  fee  charged  would  ordinarily  be  allow- 
ed. But  again,  it  should  be  within  reason, 
and  the  physician  should  make  every  effort 
to  determine  as  soon  as  possible  whether  a 
case  is  covered  by  Workmen's  Compensa- 
tion. An  unsuccessful  effort  was  made  in  the 
19t)3  Legislature  to  set  by  statute  a  60-day 
limit  in  such  cases. 

Executive-type  cases 

AVhen  the  patient  holds  an  executive  posi- 
tion with  comfortably  high  monthly  salary, 
for  example,  higher  fees  will  ordinarily  be 
allowed.  Also,  pri\-ate  or  semi-private  rooms 
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and,  generally,  other  services  will  be  ap- 
pro^'ed  if  the  attending  physician,  employer, 
or  carrier  recommends  it. 

Patient's  request  for  private  accommoda- 
tions 

The  average  patient  cannot  recjuest  pri\-- 
ate  accommodations  and  pay  the  difference. 
This  policy  has  been  tried  and  found  un- 
workable, because  the  hospitals  were  often 
unable  to  collect  the  difference  after  the 
patient  was  discharged. 

Conclusion 

It  is  felt  that  before  physicians  draw  con- 
clusions and  criticize  the  Workmen's  Com- 
pensation Act  and  its  administration,  they 
would  do  well  to  read  it  carefully.  Also,  it 
would  be  helpful  to  order  and  read  Bulletin 
244,  "Medical  Care  Under  Workmen's  Com- 


pensation" (U.S.  Department  of  Labor, 
Bureau  of  Labor  Standards,  Superintendent 
of  Documents,  U.  S.  Government  Printing 
Office,  Washington  25,  D.  C).  This  is  an  in- 
teresting comparison  of  workmen's  compen- 
sation laws  in  all  the  different  states.  If  one 
is  not  discouraged  by  the  above  address  and 
orders  and  reads  this  bulletin,  he  can  see 
that  the  North  Carolina  Workmen's  Com- 
pensation Act  ranks  with  the  best  in  the 
nation.  It  is  not  perfect  but  continuing  ef- 
forts are  being  made  to  eliminate  the  objec- 
tionable features. 

The  Industrial  Commission  and  its  Med- 
ical Department  welcome  inquiries,  sug- 
gestions, and  criticisms.  It  is  hoped  that  by 
communications  of  this  kind  and  better 
liaison  between  the  Commission  and  the 
medical  profession,  many  of  the  misunder- 
standings of  the  past  may  be  cleared. 
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Hearing  old  people  talk  nostalgically  of 
the  mineral  springs  that  thri\-ed  in  this  and 
other  states  during  their  youth  arouses 
curiosity  about  the  North  Carolina  springs: 
where  they  were,  what  they  contained,  and 
what  physical  effects  they  had,  if  any.  As 
little  is  written  on  the  subject  today,  the 
only  sources  of  information  are  the  ramb- 
ling comments  found  in  a  few  old  books, 
and  some  more  recent  newspaper  articles. 
It  would  be  futile  to  expect  that  these  an- 
tiquated reports  on  such  things  as  the  com- 
position of  the  waters  and  variovis  beliefs 
concerning  their  curative  powers  could  in 
any  way  broaden  our  modern  medical  con- 
cepts. Some  understanding  of  the  times, 
however,  may  develop  our  appreciation  of 
some  not  so  remote  attitudes  toward  medi- 
cine, as  well  as  lend  perspective  to  the 
present  medical  scene. 

I  would  not  intentionally  belittle  the  prac- 
tice of  frecjuenting  mineral  springs  not  so 
long  ago;  it  is  too  similar  to  such  present 
practices  as  the  administration  of  iron  com- 
pounds for  iron  deficiency  anemia,  bicar- 
bonate of  soda  for  indigestion,  intravenous 


electrolytes  for  electrolyte  imbalances,  warm 
and  cold  soaks  in  physical  therapy,  and 
vitamin  tablets  for  almost  everything. 

This  paper  brieflj^  categorizes  the  major 
types  of  mineral  springs  by  their  chemical 
composition  and  some  of  the  diseases  be- 
lieved to  be  benefited  by  their  waters.  A 
general  consideration  of  several  representa- 
tive springs  in  North  Carolina  shows  more 
specifically  the  psychologic  as  well  as  the 
medical  therapeutic  effects  oi'  the  once  pop- 
ular resorts. 

Composition  and  Supposed  Therapeutic 
Effects 

The  mineral  springs  in  North  Carolina 
can  be  di\'ided  into  seA'en  major  types:  alka- 
line, alkaline-saline,  saline,  ferruginous,  sul- 
phureted,  thermal,  and  arsenic  waters. 
Most  of  these  springs  have  been  scrupulous- 
ly analzA'ed  and  found  to  contain  from  10  to 
15  different  inorganic  compounds.  The 
chemical  composition  of  these  springs  and 
their  presumed  physiologic  and  pharmaco- 
logic action  at  the  turn  of  the  centuiy  is  best 
demonstrated  in  tabular  form. 
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Table   1 
Type,  Choniical  Composition,  and   ricsiiincd  Benefits 

Presnmed  Actions 


Carljonic  acid  and  alkaline  carbonates  of  benefit  in  dyspepsia  and  diseases  of  the 
alimentary  tract  and  liver- 

Sodic  bicarbonated  alkaline  waters; 
Increase  metabolism 
Dissolve  uric  acid 

Allay  irritation  of  mucous  membranes  of  genitourinary  tract  l\v  eliminating 
deposits  of  uric  acid,  sand  and  gravel' 

Magnesic  bicarbonated  alkaline  waters; 
Stimulate  secretion 
Neutralize  acidity 

Exert  laxative  action  in  large  amounts 

Favor  elimination  of  uric  acid  deposits  in  bladder  and  kidney 
Allay  irritation  of  mucous  memljrances  of  genitourinary  organs' 

Calcic  bicarbonated  alkaline  waters: 

Inhibit  secretions  of  the  digestive,  respiratory,  and  genitourinary  tracts 
Aid  in  cases  of  obstinate  diarrhea' 

Alkaline,  carbonated  or  lithic  waters  help  rheumatism- 
Wild  alkaline-saline  good  for  chronic  cystitis,  vesical  catarrh,  enlarged  prostate, 
gout- 
General  effects: 
Act  as  diuretic 
In   large   quantities  increase   peristaltic   actions,   licluef^•   intestinal   contents 

and  promote  slight  purgative  action 
Stimulate  excretion   of  liile   and   improve   tone  of  muscular   tissues   of  bile 

ducts 
Help  promote  proper  function  of  stomacli  and  aid  the  action  of  synergistic 

galenicals  which  may  be  indicated 
Act  on  circulation  of  blood  in  liver 

Assuage  catarrhal  and  inflammatory  changes  in   li\'er,  galll)lad(.ler.  and  bile 
duets,  diluting  the  bile  and  promoting  its  secretion' 

Sodic  and  magnesic  sulphated  saline  waters  were  laxatives  and  also  said  to  be 
good  for  persons  suffering  from  obesity,  dropsy,  derangement  of  the  liver  and 
Bright's  disease-' 


Sulphated  saline  waters: 
Laxative  action' 

Calcic  sodic  sulphate  saline  waters: 

Have   carminative   action    on   stomach    mucosa,    dissohing   and   eliminating 

mucus  from  stomach  and  bowels 
Relieve  kidney  irritation 
Facilitate  diuresis 
Promote  interchange  of  fluids  and  salts  in  the  tissues,  modifying  secretions 

and  excretions  and  stimulating  oxidation  and  cellular  activity 
Exert   diuretic,   antacid   and   disintegrating   effects   upon   vesical   and    renal 

calculi 
Render  urine  less  acidic  and  irritating 
Decrease  tendency  of  stone  formation' 
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Light  alkaline  chalybeate  water  helps  general  debility-':  increases  appetite  and 
regarded  as  tonic'' 

General  effects: 

Increase  hemoglobin  content  thus  increasing  temperature,  pulse  and  body 

weight 
Allay  intestinal  activityi 

General  effects: 

Increase  the  action  of  the  integumentary  systems  of  the  kidney  and  intestine 
Stimulate  the  appetite  and  gastric  functioni 


General  effects: 

Increase  the  bod^^  temi)erature 

Stimulate  heart  action 

Diminish  blood  pressure 

Stimulate  nutritive  changes  in  the  tissue  walls 

(particularh'  those  embracing  organs  of  elimination)-' 

Found  to  be  useful  for  eczema,  psoriasis,  pitjaiasis,  and  acne^ 

General  effects: 
Increase  appetite 
Aid  digestion 

By  alterative  action  improve  whole  nutrition  of  body 
Helpful   in   treatment   of   skin    diseases,   the   ductless    glands    and    lymphatic 
system 
Stimtilate  the  secretions  of  the  gastrointestinal  tract  and  restrain  destructive 
catabolism' 


The  key  benefit  of  mineral  spring  treat- 
ment was  due  largely  to  the  change  of  en- 
vironment and  pace  of  living.  The  drinking 
dosage  of  the  waters  varied,  but  they  were 
usually  taken  hot,  in  large  amounts,  and  on 
an  empty  stomach.  Light  exercise  and  a  reg- 
ulated diet  were  also  prescribed.  The  "water 
cure"  usually  took  from  6  to  12  weeks. 
Bathing  sometimes  produced  a  tonic  effect 
by  stimulating  the  circulation.  It  must  be 
noted  that  unfortunately  the  extravagant 
claims  made  by  commercial  promoters  often 
did  more  harm  than  good,  both  constitu- 
tionally and  psychologically.'* 

Most  of  the  springs  had  large,  rambling 
two-  and  three-story  hotels  with  great  ver- 
andas. The  prevailing  prices,  such  as  .$25  a 
month  for  everything,  seem  incredible  to- 
day.-'' Some  of  the  hotels  provided  such  rec- 
reation as  bowling,  croquet,  and  bil- 
liards.^'  ^' " 

The  mineral  spring  resorts  in  this  state 
reached  the  peak  of  their  popularity  in  the 
late  1890s  and  the  first  two  decades  of  the 


present  century.'"'  Many  well-to-do  North 
Carolinians  made  yearly  pilgrimages  to  the 
healing  waters,  considered  a  panacea  for 
any  illness,  real  or  imagined.  The  popular- 
ity of  the  water  treatment  is  evidenced  by 
the  physical  grandeur  and  illustrious  clien- 
tele of  man}^  of  the  hotels. 

In  those  pre-chlorine  and  pre-fluoride  years. 
North  Carolinians  and  Americans  firmly  be- 
lieved in  the  healthful,  even  curative  proper- 
ties of  medicinal  waters.  Annually,  they  flocked 
by  the  hundreds  and  thousands  to  the  various 
springs  to  drink  the  waters.  And  when  at  home 
many  drank  of  the  water  of  their  favorite 
springs  which  the  owners  bottled  and  shipped 
on  a  commercial  basis.^ 

How  many  people  visited  the  springs  for 
medicinal  purposes,  and  how  many  went  for 
purely  social  and  recreational  reasons  is 
a  moot  point,  however;  for  the  North  Caro- 
lina springs  were  great  social  centers.  Some 
were  elaborate,  some  were  sophisticated,  and 
almost  all  were  popular.' 

The  aura  of  mingled  legend  and  fact 
which  remains  can  be  recaptured  somewhat 
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in  the  tales  which  Iiave  been  lianded  down 
about  some  of  the  more  popular  mineral 
springs  resorts. 

Representative  Kortli  Carolina  Springs 
Bariion  Springs  (Iredell  County) 

As  with  many  other  springs,  a  neighbor- 
hood tradition  concerning  the  discovery  of 
the  beneficial  effects  of  Barium  Springs 
lingers  today.  It  is  said  that  the  spring  was 
discovered  by  the  Indians,  when  they  notic- 
ed that  deer  and  other  wild  animals  were 
avoiding  it:  "From  this  the  Aborigines  be- 
gan themseh-es  to  use  it  by  bath,  for  sores, 
and  with  the  best  results."'' 

F'or  a  while  it  was  known  as  "The  Poison 
Spring,"  and  the  water  was  used  only  for 
bathing.  The  spring  lost  no  caste  when 
analysis  proved  the  absence  of  any  poison- 
ous substances: 

The  character  of  the  water  as  a  curative  agent 
was  too  well  established;  it  had  healed  too 
many  people;  poison  or  no  poison  they  and 
their  friends  knew  it  possessed  virtues  of  a 
high  order  and  the  most  skeptical  of  the  search- 
ers after  the  truth  concerning  it  have  become 
convinced  of  its  genuine  merits.'' 

This  statement  is  cjuite  typical  of  the  far 
from  scientific  claims  of  the  time.  The  bar- 
ium springs  water  was  used  commercially, 
and  was  said  "to  possess  value  in  the  early 
development  of  cancer,  in  syphilis,  eczema, 
indigestion,  ulceration  of  the  stomach,  etc."- 

Hot  Spritujs  (Madisoi}  County) 

In  1899  it  was  boasted  that  after  the  Ark- 
ansas Hot  Springs,  these  were  "the  most 
highly  thermal  waters  east  of  the  Rocky 
Mountains."  The  bathhouse  there  was  divid- 
ed into  16  separate  and  private  pools  sup- 
plied directly  by  the  springs.-  Hot  Springs 
was  well  known  for  its  "curati\-e  properties 
in  rheumatism  and  other  ailments."  The 
water  ^'aried  between  98  and  104  degrees. 
One  native  observed  that  "the  new  hotel  is 
open  winter  and  summer,  and  is  a  noted 
resort  for  pleasure  and  for  health,  the  warm 
baths  being  esteemed  as  of  high  curative 
value,  as  well  as  a  sovu-ce  of  comfort  and 
luxvuy."^ 

The  flamboyant  ad\'ertisement  for  this 
hotel,  called  Mountain  Park  Hotel,  which 
burned  in  the  1920's,  is  trulv  classic: 


Here  flow  the  new-born  crystal,  untainted 
waters,  and  here,  far  down  in  the  mysterious 
laboratories  of  Nature,  are  found  the  minerals 
which  impart  to  these  waters  the  life-giving 
\irtues  that  bring  the  bloom  back  to  the  cheek, 
the  lustre  to  the  eye,  tone  to  the  languid  pulse, 
strength  to  the  jaded  nerves,  and  vigor  to  the 
wasted  fi'ame."'-' 

Hot  Springs  still  flourishes  as  a  health 
resort,  with  14  mineral  water  pools. ^'^  It  is 
e\-en  more  noted  for  its  recreational  oppor- 
tunities 
the  nearby  French  Broad  Ri\'er. 


such  as  trout  and  bass  fishing  in 


Kittrcll  Sp)ings  (Vance  County) 

Kittrell,  a  town  of  less  than  200  today 
has  only  memories  of  its  former  claim  to 
fame.  The  Old  Kittrell  Springs,  fortuitously 
located  on  the  nation's  main  north-south 
railroad,  drew  thousands  of  guests  from 
northern  states.  "In  its  day  it  was  one  of  the 
largest  and  most  popular  resorts  in  the  At- 
lantic states."-' 

The  Kittrell  Springs  Hotel,  which  burned 
in  1885,  was  capable  of  accommodating  800 
guests.  It  is  claimed  to  be  the  first  summer 
resort  hotel  in  North  Carolina.  When  its 
large  patronage  was  curtailed  by  the  Civil 
War,  it  was  used  as  a  Confederate  hospital 
(1862-18(15).  In  1867  it  was  converted  into 
a  female  academy,  and  in  1872  it  became  a 
resort  hotel  again. 

The  main  l)uilding  was  frame,  three  stories 
high,  with  columns  reaching  from  bottom  to 
top.  In  the  hotel  there  was  a  large  hall  used  for 
dancing  and  for  large  gatherings  in  general. 
The  floors  of  this  hall  were  slick  as  glass  and 
made  of  heart  pine  timbers,  two  by  six  inches 
laid  not  flat  but  set  up  on  edge,  making  the 
floor  a  foot  thick." 

This  hotel  drew  its  clientele  almost  en- 
tirely from  the  deep  South,  especiallj-  Missis- 
sippi and  Louisiana,  from  which  came  many 
to  escape  yellow  fever.  In  1867  President 
Andrew  Johnson  was  one  of  the  most 
famous  guests." 

The  Glass  House,  the  first  winter  resort 
in  North  Carolina,  was  built  in  1871  near  the 
Kittrell  Springs  Hotel.  It  was  well  known 
for  its  glassed-in  porticos  on  the  front  and 
south  sides.  It  became  very  popular  with 
New  Englanders:  in  fact  one  year  it  had  to 
turn  away  500  prospectiA'e  guests."  People 
suffering  from  tuberculosis  faithfully  came 
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to  the  Glass  House,  often  with  personal 
maids.  Thej'  believed  that  pine-tree  air  had 
a  curative  \'alue  for  their  consumption.  Pure 
spring  water,  hair  mattresses,  and  spring 
beds  w'ere  advertised  for  the  invalid.'^ 

Others 

All-Healing  Springs  (Alexander  County): 
The  supposed  discoveiy  of  these  waters  is 
representative  of  the  legends  mentioned  ear- 
lier. It  is  said  that  the  therapeutic  power  of 
the  water  was  discovered  by  a  man  who  was 
ditching  a  dry  bottom  nearby.  "After  contact 
with  the  water,  a  sore  on  his  foot — consider- 
ed incurable — -began  to  heal."ii 

Seven  Springs  (Wayne  County):  As  the 
name  implies,  this  resort  was  built  around 
seven  different  kinds  of  springs.  It  was  re- 
puted that  "each  has  a  different  mineral 
content,  suitable  for  the  relief  of  certain 
maladies,  such  as  stomach,  liver,  kidney 
and  heart  trouble,  rheumatism  and  other 
diseases. "11  As  late  as  1936,  five-gallon  con- 
tainers were  shipped  out  each  day  to  de- 
votees who  were  quite  convinced  of  the  med- 
icinal cjualities  of  the  water. i- 

Boiling  Springs  (Cleveland  County):  One 
of  the  most  noted  developments  stemming 
from  the  resort,  as  from  many  others,  was 
its  later  conversion  into  a  boarding  school, 
which  became  Gardner-Webb  Jvmior  Col- 
lege.5 

Willoniore  Springs  (Davidson  County): 
This  resort  became  widely  known  for  its 
large  hotel,  its  lake,  and  its  Saturday  night 
dances.  Like  many  resorts,  it  fell  into  disuse 
during  the  depression  years.  In  1938  it  be- 
came a  band  camp  for  boys,  but  two  years 
later  it  burned.  The  area  was  recently  pur- 
chased for  a  recreational  spot.^^ 

Stokes  County  Springs  in  the  Sauratoicn 
Mountains:  There  were  three  popular 
springs  in  Stokes  County,  each  with  a  hotel 
which  burned  in  the  1920's:  Vade  Mecum, 
Moore's  Springs,  and  Piedmont  Springs.  It 
has  been  speculated  that  the  automobile  was 
responsible  for  their  decline  in  popularity, 
making  it  possible  for  people  to  go  to  beach- 
es or  the  Blue  Ridge  mountains  for  their 
vacations.' 

The  sheltered  spring  at  Vade  Mecum  is 
now  part  of  an  Episcopal  assembly  grounds. 
Piedmont  Springs,  however,  is  now  contami- 


nated with  debris  and  only  a  pile  of  bricks 
remains  of  the  once  proud  Piedmont  Hotel, 
whose  register  boasted  such  names  as  R.  J. 
and  W.  N.  Reynolds.  The  Moore's  Springs 
resort  is  gone  but  the  spring  water  is  still 
being  sold.  T.  C.  Petree  bottles  it  and  de- 
livers it  to  customers  in  Winston-Salem, 
Danville,  and  Leaksville." 

Cleveland  Springs  (Cleveland  County): 
During  the  late  nineteenth  century  several 
hotels  were  built  at  Cleveland  Springs  for 
plantation  owners.  One  of  the  best  known 
was  Thomas  Wilson's  Hotel,  which  served 
also  as  the  Brevard  girls'  academy.  Like 
most  of  the  hotels,  it  was  destroyed  by  fire 
in  1907.'-' 

Jones'  White  Sulphur  Springs  near  War- 
renton:  These  springs  are  remembered  for 
some  very  important  guests: 

In  the  sadness  of  the  summer  and  fall  of  1862, 
Mrs.  Robert  E.  Lee — wife  of  the  Confederacy's 
General  Lee  and  her  daughters,  Agnes  and 
Annie  Carter  Lee,  came  to  Jones'  White  Sul- 
phur Springs  on  the  William  Duke  Jones  plan- 
tation as  refugees.  And  there  it  was  that  Annie 
Carter  Lee  died  in  the  fall  of  1862  of  typhoid 
fevei'.-^ 

White  Sulphur  Springs  in  Waynesville: 
The  hotel,  built  in  the  ISSO's  and  named  for 
the  springs,  was  among  the  most  fashionable 
health  resorts  in  the  western  part  of  the 
state.  For  its  elderly  and  ailing  guests  the 
hotel  offered  baths  of  sulphur  water  that 
were  described  as  "reno\'ating  the  entire 
system  .  .  .  like  the  oiling  of  machinery  that 
is  worn  and  rusty  .  .  .  while  the  purifying 
action  of  the  waters  restores  the  natural 
beauty  of  youth."  This  hotel  played  host  to 
many  of  the  rich  and  famous,  including 
President  Woodrow  Wilson,  who,  as  a 
Davidson  College  professor,  spent  his  honey- 
moon wutli  his  first  wife  there.-^ 

Most  of  these  springs  have  fallen  into 
disrepair  and  neglect.  The  once  fabulous 
hotels  have  either  burned  or  fallen  down 
since  their  decline  in  popularity  during  the 
depression.  Three  springs  in  Ashe  County, 
however,  still  attract  visitors,  the  curious 
as  well  as  the  believing.-*  Local  residents 
still  trudge  regularly  to  the  spring  house  to 
fill  jugs  with  the  healthful  waters.  Never- 
theless, '-World  War  I  marked  the  close  of 
an  ei-a  and  likewise  tolled  the  death  of  the 
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springs.  Never  again  were  tliey  to  be  so 
popular,  never  again  would  they  draw  great 
crowds  intent  on  a  happy,  simple  summer 
holiday. "■■•  In  1914  the  sales  of  bottled  waters 
amounted  to  $21,964.  Both  quantity  and 
value  were  considerably  reduced  by  1915.-' 

Conclusion 

Lest  the  reader  be  too  amused  by  these 
quaint  beliefs  in  healing  waters,  a  few 
words  in  retrospect  seem  fitting.  Many  his- 
torians limit  their  records  to  events  that 
foreshadowed  accepted  concepts  and  prac- 
tices of  the  present.  When  this  process  is 
applied  to  the  once  popular  medicinal 
springs,  it  is  found  that  some  of  the  thera- 
peutic concepts  as^-ociat-^d  with  them  per- 
sist in  contemporary  medical  practice. 
Warm  and  cold  water  soaks  are  used  in  phy- 
sical therapy;  iron  compounds  are  used  to 
treat  iron  deficiency  anemia:  magnesium 
sulphates  are  prescribed  as  laxatives;  vit- 
amins have  become  all  the  rage;  and  doctors 
often  order  \'acations  in  Florida  or  the 
mountains  for  patients  who  need  a  change 
in  en\'ironment  more  than  they  need  med- 
icine: these  are  all  strongly  anchored  in  the 
medical  armamentarium.  Aside  from  these 
passed  down  bits  of  "medical"  wisdom,  it  is 
fascinating  to  forget  the  present  time,  to 
suppress  for  a  while  the  important  ad\'ance- 
ments  in  the  medical  schools  and  labora- 
tories in  the  inter\-ening  years,  and  let  our 
minds  drift  back  one  or  two  generations  to 
catch  a  glimpse  of  what  would  seem  to  be 
one  of  the  pleasanter  chapters  in  modern 
medical  history. 
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Report  on  Trauma 

THE  tJARLY  MANAGEMENT  OF 
CLOSED  FRACTURES* 

The  end  result  of  any  fracture  may  be 
jeopardized  by  careless  initial  treatment. 

In  the  early  management  of  closed  frac- 
tures, the  ph\'sician  must  keep  in  mind  cer- 
tain basic  i^rinciples.  Treatment  of  the  closed 
fracture  comes  fourth  in  the  order  of  em- 
ergency measures  for  a  severely  injured  pa- 
tient. Only  after  an  adequate  airway  has 
been  established,  active  hemorrhage  has 
been  controlled,  and  shock  has  been  revers- 
ed, should  closed  fractures  be  treated. 

The  old  axiom,  "Splint  them  where  they 
lie,"  which  became  popular  during  World 
\\'ar  I  when  traction  splinting  reduced  the 
mortality  of  front-line  open  fractures  of  the 
femur  from  80  to  16  per  cent,  remains  true 
today.  The  gentle  ai:i:'ication  of  a  splint, 
even  before  a  definite  diagnosis  has  been 
made,  is  good  practice. 

What  type  of  splint  should  one  use?  Any 
method  whicJi  prevents  further  daniacje 
without  ernharrassing  the  circulation  is  pro- 
per fracture  treatment.  The  Thomas  ring 
splint  has  proved  satisfactory.  Excessive 
traction  is  dangerous,  especialh^  over  a  long 
period  of  time,  but  there  must  be  enough 
traction  to  pre\'ent  further  nerve,  vessel,  or 
other  soft  tissue  injury. 

Ideal  splinting  includes  a  secure  method 
of  fastening  the  arm  or  leg  to  the  splint,  but 
without   injuring  the   extremity.   Adequate 


"This  is  the  tenth  in  a  series  of  articles  submitted  by 
the  North  Carolina  Chapter  of  the  American  College  of 
Surgeons  Committee  on  Trauma. 
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BLUE  SHIELD  NOT  BEING  DISCUSSED.  The  subject  is  the  patient  s 
condition,  of  preeminent  importance  now  as  always.  You  can  rest 
assured  that  Blue  Shield  will  be  discussed  later,  when  settling-up  time 
comes.  It  is  at  this  time  that  the  relationship  between  doctor  and 
patient  becomes  enhanced,  to  the  satisfaction  of  all  concerned.  Hos- 
pital SAVING  Association  of  Chapel   Hill 
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The  New  Enlarged  Program  of 

DISABILITY  INSURANCE 


AVAILABLE  TO   MEMBERS  OF 


The  Medical  Society  of  the  State  of  North  CaroHna 


DESIGNED  TO  MEET   PRESENT   DAY   NEEDS 


PLANS  UP  TO 


•  $250.00  WEEKLY  DISABILITY  INCOME  BENEFITS  ($1,080.00  monthly) 

$20.00  PER  DAY  EXTRA  HOSPITAL  BENEFIT  (Optional) 


PLAN  A    (B 


Lifetime  Accident 

and 
7  years  Sickness 


QSIC 


SEMI-ANNUAL   PREMIUMS 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum  For 

Accidental 

Death 

Premium  Age 
40  and  Over 

tReduced  Premium 
To  Age  40 

$250.00 

Up  to  $50,000.00 

$5,000.00 

$244.50 

$183.50 

$200.00 

Up  to  $40,000.00 

$5,000.00 

$196.50 

$147.50 

$150.00 

Up  to  $30,000.00 

$5,000.00 

$148.50 

$111.50 

$100.00 

Up  to  $20,000.00 

$5,000.00 

$100.50 

$   75.50 

PLAN    AA      (Long  Term) 


SEMI-ANNUAL   PREMIUMS 


Lifetime  Accident 

and 
For  Sickness,  from 

Inception  of 

Disability  to  Your 

Attainment  of 

Age  65 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum  For 

Accidental 

Death 

Premium  Age 
40  and  Over 

tReduced  Premium 
To  Age  40 

$250.00 

Up  to  $50,000.00 

$5,000.00 

$292.00 

$219.25 

$200.00 

Up  to  $40,000.00 

$5,000.00 

$234.50 

$176.00 

$150.00 

Up  to  $30,000.00 

$5,000.00 

$177.00 

$133.00 

$100.00 

Up  to  $20,000.00 

$5,000.00 

$119.50 

$   89.75 

The  premiums  for  Plan  AA  will  be  reduced  to  the  same  premium  as  for  Plan  A  at  age  58. | 

Note:  The  above  rates  do  not  increase  at  age  50,  or  even  at  age  60! 
lOn  attaining  age  40,  age  40  rates  apply  on  renev/al. 

J.  L.  CRUMPTON, 

State  Mgr. 

Professional    Group    Disability    Division 

COMMERCIAL   INSURANCE  COMPANY  OF   NEWARK,   N.   J. 

Box    147,    Durham,    N.   C. 

J.   Slade   Crumpton,    Field    Representative 

If  more  information  is  needed  or  help  desired  in  completing  your  enrollment, 
please  call  us  collect: 

Area   Code   919 — Phone   682-5497. 
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padding  or  leaving  a  slioe  on  works  quite 
well.  The  traction  should  be  applied  above 
the  wrist  or  ankle,  and  there  should  be  some 
method  of  increasing  and  decreasing  the 
traction.  This  may  be  done  with  a  windlass 
device  such  as  twisting  a  small  stick  in  the 
attachment  from  end  of  extremity  to  end  of 
splint.  The  extremity  should  be  supported 
as  well  as  in  traction,  and  lateral  motion 
should  be  prevented.  The  entire  splint 
should  be  supported. 

Careful  re-evaluation  of  the  distal  sensa- 
tion, motor  function,  and  circulation  after 
splinting  is  essential.  The  patient  is  now 
ready  for  transportation  to  x-ray  or  to  an 
area  of  definitive  treatment. 

Lastly,  it  should  be  remembered  that  a 
considerable  amount  of  blood,  estimated  up 
to  1500  cc,  can  be  lost  in  the  soft  tissues 
about  a  closed  fracture  of  a  femvn\  Multiple 
close  fractures  can  ciuite  easily  result  in  ade- 
quate blood  loss  to  produce  hypovolemic 
shock.  Appropriate  management  is,  of 
course,  early  and  adequate  replacement 
with  properly  matched  whole  blood. 


A  joint  plnysician-lawyer  committee  represent- 
ing the  prescription  drug  industry  met  in  Jan- 
uary witli  Food  and  Drug  Commissioner  George 
P.  Larrick  and  his  staff  to  discuss  methods  to 
meet  satisfactorily  next  October's  government 
requirements  concerning  effectiveness  of  drugs 
under  the  1962  amendments  to  the  federal  drug 
law. 

The  new  law,  enacted  October  10,  1962,  per- 
mitted a  two-year  grace  period  after  which  the 
effectiveness  of  certain  drug  marketed  prior  to 
that  date  would  be  subject  to  proof. 

A  revised  and  expanded  edition  of  the  Public 
Health  Ser\-ice  pamphlet,  "The  Food  You  Eat  and 
Heart  Disease,"  describes  for  laymen  the  asso- 
ciation of  diet  and  the  cardiovascular  diseases.  To 
place  the  role  of  diet  in  prevention  and  treatment 
in  realistic  perspective,  the  12-page  pamphlet 
counteracts  the  popular  misconceptions  of  diet 
as  cure-all,  while  stressing  its  importance  as  spe- 
cific therapy  in  some  forms  of  heart  disease.  It 
is  also  offered  as  an  aid  to  physicians  and  nurses 
in  explaining  heart  disease  and  its  dietary  treat- 
ment to  their  patients. 

Single  copies  of  the  pamphlet  are  available 
without  charge  from  the  U.  S.  Public  Health 
Service,  Washington  25,  D.  C.  Bulk  copies  for 
general  distribution  may  be  obtained  through 
the  Superintendent  of  Documents,  Government 
Printing  Office,  Washington  25,  D.  C.,  at  lOf! 
per  copy,  $7.50  for  100  copies. 


Duke  University  Poison 

Control  Center 

Jay  M.  Arena,  M.D.  Director 

POISONS  AND  MENTAL  FUNCTION 
(PSYCHOSIS) 

Most  literature  on  poisoning  emphasizes 
gastrointestinal,  hepatic,  blood,  renal,  and 
cutaneous  changes,  but  it  is  important  to  re- 
member that  the  central  nervous  system 
may  also  be  affected.  Changes  in  this  system 
range  from  seizures  (strychnine  poisoning) 
to  coma  (primary  as  in  barbiturate  intoxica- 
tion, or  secondary  as  in  uremia  caused  by 
heavy-metal  poisoning),  hypoxia  caused  by 
methemoglobinemia  or  se\'ere  hemolytic 
anemia,  or  shock  caused  by  a  \-ariety  of 
severe  intoxications.  These  changes  are  all 
readily  recognized  and  usually  correctly  in- 
terpreted. On  the  other  hand,  changes  in 
mental  function  in  the  form  of  emotional 
disorders  or  even  psychotic  behavior  may 
also  be  caused  by  certain  intoxications;  these 
changes  may  be  insidious  or  so  prominent 
that  they  overshadow  those  in  other  organs, 
thereby  possibly  leading  to  errors  in  diag- 
nosis. There  are  many  compounds  that  cause 
symptoms  of  this  type,  and  there  is  nothing 
to  indicate  that  they  all  act  via  the  same  me- 
chanism. 

One  such  class  of  chemicals  affects  ace- 
tylcholine. The  action  of  acetylcholine  may 
be  inhibited  by  atropine,  scopolamine,  stra- 
monium (deliberate  self-intoxication  with 
Asthmador,  an  old-fashioned  remedy  for 
asthma  containing  50.4  per  cent  stramonium 
and  4.5  per  cent  belladonna  preparation,  has 
been  induced  for  its  hallucinogenic  effects), 
and  some  related  synthetic  drugs  that  are 
used  in  the  treatment  of  Parkinson's  disease. 
Substances  which  will  increase  the  amount 
of  acetylcholine  in  the  body  by  inhibiting  or 
destroying  cholinesterase  and  cause  similar 
mental  changes  are  physostigmine,  diiso- 
propyl  fluorophosphate,  and  some  weed  kill- 
ers. It  appears  that  either  an  excess  or  a 
deficiency  of  acetylcholine  in  the  brain  may 
cause  psychiatric  symptoms.  The  mechan- 
ism of  the  psychosis  produced  by  drugs  that 
affect  acetylcholine  is  not  known;  however, 
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acetylcholine  is  probably  involved  in  the 
transmission  of  almost  all  nerve  impulses  in 
the  central  nervous  system,  and  therefore 
interference  with  its  action  might  be  ex- 
pected to  cause  symptoms. 

Chronic  heavy-metal  poisoning  may  also 
mimic  endogenous  psychiatric  disorders. 
The  "Mad-Hatter"  syndrome  seen  in  chron- 
ic mercury  poisoning  in  felt-makers  is  the 
most  common  example.  Workers  develop 
tremors,  anxiety  and  paranoid  behavior,  and 
may  also  experience  hallucinations. 

The  unsaturated  indoles  also  cause  de- 
personalization and  disordered  thinking  and 
sometimes  hallucinations.  The  thought-dis- 
order caused  by  these  drugs  includes  a  feel- 
ing of  having  received  some  great  re\'elation 
or  achieved  some  profound  insight  ranging 
from  the  banal  to  the  ludicrous.  One  of  the 
indoles,  lysergic  acid  (also  called  LSD),  has 
recently  received  much  notice  as  a  means  of 
producing  psychoses  experimentally.  It  is 
also  imj^ortant  because  it  occurs  in  ergot, 
the  fungus  that  grows  on  rye.  Carelessly 
made  rye  flour  may  cause  epidemics  of  psy- 
chosis among  those  who  eat  the  bread  made 
from  it.  The  Heavenly  Blue  and  Pearly 
Gates  morning  glory  seeds  {Rivea  corym- 
bosa )  which  contain  amides  of  lysergic  acid 
have  also  recently  been  implicated.  It  is 
estimated,  however,  that  between  200  to  .500 
seeds  would  be  necessary  for  producing  a 
hallucination. 

Bufotenine  and  its  phosphate  ester,  psilo- 
cybin  are  also  unsaturated  indoles;  they  oc- 
cur in  Amanita  mushrooms  as  well  as  in 
other  natural  products,  and  are  used  by 
promiti\'e  peoples  and  beatniks  in  connec- 
tion with  their  superstitious  observances. 
Mexico's  Mazatecas  Indians  had  for  centur- 
ies known  of  the  hallucinogenic  properties 
of  the  mushroom  Psiloci/he  niexicaua  and 
still  ingest  the  plant  ritually.  Still  another 
compound  is  harmine,  which  is  interesting 
because  it  is  related  to  yohimbine,  a  drug 
that  produces  erotic  delusions  and  halluci- 
nations and  was  the  refuge  of  aging  Don 
Juans  in  the  Victorian  era.  Adrenolutin  also 
causes  mental  changes;  it  is  formed  by  the 
oxidation  of  epinephrine.  Spoiled  epine- 
phrine contains  it,  and  when  sijrayed  into 


the  airways  in  large  amounts  it  may  produce 
psychosis.  The  fragmentary  evidence  cur- 
rentty  available  indicate  that  these  indolic 
substances  act  by  disrupting  cai-bohydrate 
metabolism  in  Kreb's  cycle. 

Many  nonindolic  hallucinogenic  vege- 
table products  are  also  known.  One  of  them, 
mescaline,  may  actually  be  converted  into 
an  indole  in  the  body.  A  plant  extract  (and 
also  a  synthetic )  mescaline  comes  from  the 
peyote  cactus,  which  grows  in  Mexico  and 
southwestern  United  States.  Peyote,  or  the 
synonymous  peyote  button,  is  a  thin,  dried 
slice  of  the  cactus.  Peyote  eating  is  a  sacra- 
mental feature  in  the  half-Christian,  half- 
pagan  rites  of  the  Native  American  Church, 
which  claims  200,000  adherents  among  In- 
dians of  17  Western  states.  Another  nonin- 
dolic hallucinogen  is  marihuana,  a  common 
form  of  which  is  hashish.  The  sociologic  and 
psychiatric  problems  associated  with  its  use 
are  well  known. 

LSD  is  by  far  the  most  powerful  of  the 
hallucinogenic  drugs,  having  a  potency  ap- 
proximately 10  times  that  of  psilocybin  and 
100  times  that  of  mescaline.  General  public 
interest  in  these  psychotomimetic  drugs  is 
now  on  the  increase  in  many  parts  of  the 
United  States.  Unfortunately,  many  men 
and  women  who  should  not  do  so,  especially 
college  students,  are  experimenting  with 
hallucinogens,  creating  a  dangerous  situa- 
tion which  requires  the  careful  attention  of 
the  medical  profession.  Psychiatrists  in  gen- 
eral do  not  feel  that  these  drugs  are  addic- 
tive, but  they  do  fear  the  psychotic  reactions 
and  acting-out  behaviors  they  pi'oduce  and 
deplore  their  misuse. 

Some  widely  used  medications  may  cause 
disturbing  mental  symptoms.  Barbitui'ates 
may  cause  excitement  and  confusion,  par- 
ticularh-  in  elderly  patients.  Adrenal  ster- 
oids, which  often  cause  some  degree  of 
euphoria  (a  useful  change),  may  in  some 
instances  produce  melancholia  and,  in  rare 
cases,  schizophrenia-like  psychoses.  Com- 
monly used  tranquilizers  may  cause  severe 
stubborn  depressions.  The  prolonged  use 
of  reserpine  in  many  patients  with  hyper- 
tension has  produced  reports  of  variable  de- 
gree of  depression. 
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"I  GIVE  UP!" 

As  the  time  arrives  for  the  major  meetings 
of  organized  medicine  in  the  United  States, 
one  detects  among  the  bird  calls  the  annual 
rising  murmurs  against  these  groups,  both 
state  and  national.  Some  of  the  complaints 
concern  policies  adopted  by  the  organiza- 
tions, others  with  personalities,  and  still 
others  with  organizational  expenses.  Not  in- 
frequently the  complainant  will  say  that  he 
is  "fed  up"  and  thinks  he  will  quit.  It  has 
been  pointed  out  that  the  only  time  a  mem- 
ber's resignation  benefits  an  organization  is 
when  what  ails  the  organization  is  the  mem- 
ber himself.  If  this  is  not  the  case,  at  least 
in  his  own  opinion,  the  member  should  be- 
come more  active  in  an  effort  to  right  the 
wrong  or  redirect  the  objectionable  trend. 


Almost  without  exceiotion,  in  our  opinion, 
those  people  who  participate  most  in  organ- 
ized medical  associations  do  so  because 
they  see  it  as  a  duty  toward  a  group  in 
whose  existence  tliej^  believe.  The  officers 
of  the  various  societies  welcome  help  and  en- 
courage participation  in  their  deliberations. 
Let  us  hope  that  the  present  season,  timed 
as  it  is  with  a  national  Presidential  election, 
will  awaken  the  political  sensibilities  of  the 
members  of  this  Society,  in  the  best  sense 
of  that  term. 


THE  WORKMEN'S  COMPENSATION  ACT 

Elsewhere  in  this  issue  of  the  Journal 
appears  an  article  on  "The  Workmen's  Com- 
pensation Act"  by  the  new  Medical  Director, 
Dr.  John  W.  Morris.  It  is  only  natural  that 
physicians  resist  the  part  played  by  go-called 
"third  parties"  in  the  practice  of  medicine, 
and  although  the  Act  has  been  in  effect  for 
many  years,  there  have  ahvays  been  areas 
of  misunderstanding  leading  to  unwarranted 
criticism  and  antagonism  by  the  medical 
profession.  The  explanations  embodied  in 
Dr.  Morris'  article  should  do  much  to  help 
those  physicians  who  deal  with  patients  cov- 
ered by  Workmen's  Compensation  to  under- 
stand its  obligations  and  restrictions. 

Dr.  Morris  is  no  stranger  to  Journal  read- 
ers. A  Fellow  of  the  American  College  of 
Surgeons,  until  recently  engaged  in  the  ac- 
tive practice  of  surgery  in  Morehead  City,  he 
has  been  a  valuable  and  active  member  of 
the  Committee  on  Trauma  of  the  North 
Carolina  Chapter  of  the  College,  and  spear- 
headed the  clinics  and  demonstrations  for 
safe  treatment  and  transportation  of  the 
injured  throughout  the  State,  a  program 
which  has  received  national  recognition  and 
acclaim.  He  brings  to  the  office  of  Medical 
Director  of  the  Industrial  Commission  a 
wealth  of  experience  in  the  practice  of  sur- 
gery and  an  understanding  of  the  physi- 
cian's problems,  and  is  able  to  explain  to 
fellow  physicians  the  restrictions  under 
which  the  Commission  must  act.  We  are  in- 
deed fortunate  in  having  a  representative 
such  as  Dr.  Morris  in  this  key  position. 

Theodore  S.  Raiford,  M.D. 
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COUNCIL  ON  MENTAL  RETARDATION 

The  IS  members  of  the  Council  on  Mental 
Retardation  established  by  the  1063  Gen- 
eral Assembly  took  the  oath  of  office  Feb- 
ruary 7,  1964.  Concern  has  been  expressed 
that  this  Council  might  be  an  unnecessary 
duplication  of  functions  already  being  per- 
formed by  the  Council  on  Mental  Health. 

It  has  been  pointed  out  that  mental  re- 
tardation and  mental  illness  (or  health)  are, 
as  a  rule,  distinctly  separate  problems  re- 
quiring different  approaches  and  profes- 
sional skills.  Mental  retardation  is  always 
characterized  by  an  intellectual  deficit,  and 
is  usually  the  result  of  developmental  abnor- 
malities or  injuries  in  the  prenatal  or  per- 
inatal period  which  subsequently  become 
manifest  during  the  early  years  of  life.  In 
contrast,  mental  illness  consists  of  person- 
ality, behavioral,  and  emotional  disorders 
which  develop  after  a  period  of  normal  de- 
velopment. The  retarded  indi\idual  can  and 
does  develop  these  beha\'ioral  disorders. 

It  seems  wise,  therefore,  to  have  a  sep- 
arate council  devoted  solely  to  the  problems 
of  mental  retardation.  Solution  to  these 
problems  will  come  only  with  strong  leader- 
ship and  the  close  coordination  of  the  vari- 
ous state  agencies  and  private  organizations 
interested  in  mental  retardation. 

James  F.  Donnelly,  M.D. 

*    *    * 

TAKING  THE  WATERS 

The  American  decline  in  popularity  of 
therapeutic  baths  is  an  interesting  pheno- 
menon, in  light  of  their  continued  popular- 
ity in  Europe.  One  wonders  whether  the 
persistent  interest  in  European  spas  repre- 
sents some  deep-seated  cultural  tropism 
which  is  lost  in  trans-Atlantic  passage,  for 
the  baths  of  the  Old  World  have  been  pop- 
ular since  Roman  times.  The  origin  of  the 
bath  as  a  therapeutic  device  is  often  un- 
known to  bathers  and  physicians  alike,  for 
the  practice  goes  back  to  the  beginning  of 
recorded  historv.  Bv  the  time  the  Biblical 


writere  became  active,  bathing  had  already 
become  a  ritual,  and  no  Jew  was  allowed  to 
enter  the  temple  without  first  washing  him- 
self. Ceremonial  bathing  was  vmder  the 
watchful  eye  of  the  priests  in  Egypt  also. 

Without  a  doubt  the  bath  as  a  combined 
medical  and  social  ritual  reached  its  zenith 
in  the  days  of  imperial  Rome.  Roman  in- 
terest in  bathing  was  probably  stimulated 
by  the  medical  theories  of  Themison,  the 
physician  who  was  likely  the  object  of 
Juvenal's  satirical  statement  that  he  could 
not  count  all  the  patients  killed  by  Themi- 
son. The  Methodist  school,  with  which 
Themison  was  associated,  considered  that 
there  were  two  fundamental  types  of  dis- 
ease. One  was  due  to  a  state  of  tension  in  the 
pores  of  the  body,  the  other  to  a  state  of 
relaxation.  Treatment  was  directed  toward 
restoring  the  pores  to  their  proper  state, 
with  hot  and  cold  baths  foremost  among  the 
procedures.  That  this  theory  was  taken 
seriously  in  Rome  is  demonstrated  amply 
by  the  magnificent  baths  of  the  time,  which 
provided  hot,  cold,  and  tepid  facilities. 

The  spread  of  the  Roman  influence  over 
Europe  and  Britain  is  still  reflected  in  both 
structures  and  customs  in  those  areas.  The 
spa  facilities  in  Bath,  England,  are  still  in 
use,  as  are  others  originally  developed  in 
Roman  times.  Perhaps  the  habit  has  become 
so  firmly  entrenched  in  Europe  that  no 
amount  of  scientific  medicine  will  dislodge 
it — or  should  dislodge  it,  for  that  matter. 

American  restlessness  and  the  search  for 
more  active  pleasures  are  probably  more 
responsible  for  the  decline  of  spa  therapy 
than  are  advances  in  medical  knowledge, 
since  the  decline  began  before  there  was  a 
substantial  change  in  medical  practice. 
Bathing  is  fighting  a  rear-guard  action  in 
the  emergence  of  the  fad  for  Finnish-style 
saunas,  but  this  practice  will  never  achieve 
the  wide  influence  of  the  spas  described  in 
their  North  Carolina  aspects  in  this  issue  of 
the  Journal. 
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President's  Message 

"UNENFORCEABLE  OBLIGATIONS' 


The  heritage  of  the  physician  is  unique  in 
that  lie  is  tlie  only  one  wlio  is  pledged  not 
to  destroy  life.  The  Hippocratic  oath,  how- 
ever, does  not  always  assure  the  dedicated 
commitment  to  the  good  of  mankind  that 
has  marked  the  world's  great  physicians. 
The  strength  of  medicine  ultimately  is  di- 
rectly proportionate  to  its  ability  to  clearly 
demonstrate  that  it  is  moti\'ated  by  un- 
swerving devotion  to  the  welfare  of  patients. 

At  the  County  Society  Officer's  Confer- 
ence in  January,  the  writer  was  impressed 
by  the  use  of  the  phrase,  "unenforceable  ob- 
ligations," employed  by  a  lousiness  man 
in  a  panel  discussion  of  the  preservation  of 
the  free  practice  of  medicine,  referring  to 
activities  in  which  the  physician  may  en- 
gage not  necessaril}-  prescribed  by  duty. 

A  few  of  the  areas  in  which  the  physician 
may  find  satisfaction  beyond  the  limits  of 
the  actual  practice  of  medicine  are  proposed 
to  illustrate  this  concept.  Of  prime  impor- 
tance is  the  recruitment  of  students  of  medi- 
cine who,  with  true  respect  to  the  non-med- 
ical career  counselor,  need  the  incentive  and 
proper  guidance  that  only  the  physician  is 
qualified  to  gi\'e.  By  precept  and  example 
the  doctor  can  reveal  to  the  prospective  stu- 
dent that  a  "service"  profession  recjuires 
two  cjualities  preeminently;  brains  and  self- 
lessness. The  true  physician  thinks  clearly 


and  precisely  within  the  discipline  he  pro- 
fesses, and  he  thinks  of  himself  last. 

The  physician  is  uniquely  prepared  to 
appraise,  to  initiate,  and  to  administer  meas- 
ures designed  to  safeguard  and  promote  in- 
dividual and  community  health.  His  profes- 
sional preoccupation,  however,  though  it  be 
beyond  the  call  of  duty,  need  not  preclude 
active  participation  in  those  personal  and 
community  affairs  associated  with  his  faith 
and  good  citizenship,  or  in  the  activities  es- 
sential to  the  maintenance  of  a  wholesome 
society. 

Properly  within  this  sphere  lies  the  use 
of  talents  in  unselfish  service  to  the  profes- 
sion, the  sharing  of  knowledge,  time  and 
experience,  and  sublimation  of  personal 
needs  and  rights,  all  for  the  welfare  of 
others;  concepts  peculiar  to  the  profession, 
sometimes  neither  appreciated  by  its  mem- 
bers nor  understood  by  the  rest  of  society, 
but  nonetheless  a  source  of  personal  gratifi- 
cation when  appropriately  exercised. 

The  inner  satisfaction  of  the  doctor,  as  it 
has  ever  been,  is  derived  from  the  quiet 
gratitude  of  patients,  unexpressed  in  words 
and  often  inspired  by  the  discharge  of  "un- 
enforceable obligations"  that  add  lustre  to 
the  profession. 

John  S.  Rhodes,  M.D. 


The  continuity  of  medicine  depends  on  its  continuing  to  attract  the 
best  young  men  and  women.  But  to  invite  any  young  man  to  enter 
medicine  now  is  to  ask  him  to  commit  himself  and  his  family  to  a  future 
of  which  little  can  be  discerned,  and  that  little,  depressing;  to  sell  him  a 
bill  of  goods  with  no  promise  as  to  how,  if,  or  when  he  shall  be  paid.  It 
seems  germane  that  those  concerned  with  medical  education  should  try 
to  discover  what  are  the  factors  in  medicine  which  have  attracted,  and 
keep,  its  present  practitioners. — Emson,  H.  E.:  Basic  Issue  in  Hosjjital 
and  Medical  Care  Insurance,  Canad.  M.A.J.  85:  800  (Sept.  30)  1961. 
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Committees  &  Organisations 

North    Carolina    A.M.A.-E.R.F. 

Through  its  generosity  and  sense  of  re- 
sponsibihty  toward  young  aspiring  physi- 
cians, tlie  medical  profession  is  compihng 
one  of  the  brightest  chapters  in  the  history 
of  the  American  Medical  Association.  Since 
1951,  when  the  A.M. A.  established  its  Funds 
for  Medical  Schools,  members  of  the  profes- 
sion have  contributed  through  this  channel 
an  average  of  more  than  one  million  dollars 
a  year.  Four  times  this  amount  is  contrib- 
uted annually  by  physicians  directly  to  the 
nation's  medical  schools.  Despite  this  gen- 
erosity, the  schools  find  themselves  with 
operating  deficits  exceeding  .$10  million  each 
year. 

Physicians  contribute  to  medical  schools 
through  the  Education  and  Research  Found- 
ation in  two  ways.  Some  designate  a  specific 
school  to  receive  their  donations,  others  do- 
nate to  medical  education  in  general.  In  the 
latter  case,  funds  are  distributed  ecjually 
among  the  country's  A.M. A.  approved  med- 
ical schools.  In  both  cases,  use  of  the  money 
is  unrestricted.  The  schools  can  use  it  as 
they  see  fit. 

More  than  half  of  the  schools  use  AMA- 
ERF  grants  to  hire  more  faculty,  to  broaden 
their  curricula,  to  retain  and  attract  the 
high  ciualitj^  teachers  essential  to  medical 
education.  In  several  instances,  the  pur- 
chase of  needed  equipment  has  been  made 
possible  onh'  through  these  grants.  Improv- 
ing buildings  and  libraries,  establishing  con- 
tingency funds,  meeting  operating  expenses 
— these  are  some  of  the  other  major  uses 
which  medical  school  deans  make  of  AMA- 
ERF  contributions. 

Funds  for  Medical  Schools  is  a  project  of 
the  AMA  Education  and  Research  Founda- 
tion, a  non-profit  organization.  Contribu- 
tions to  the  funds  are  tax  deductible. 

The  principal  aims  of  A.M.A.-E.R.F.  are 
to  promote  better  public  health  by  support- 
ing medical  education  and  research,  to  stim- 
ulate a  career  interest  in  medicine  among 
talented  young  people,  and  to  help  medical 
students  pay  their  own  way  through  their 
long  and  costly  training  period. 

Because  the  American  Medical   Associa- 


tion underwrites  the  expense  of  the  Founda- 
tion, none  of  the  money  collected  is  used  for 
administrative  expenses.  Every  donated  dol- 
lar goes  to  work  for  the  purpose  the  donor 
designates.  A  contribution  to  AMA-ERF  is 
one  of  the  most  effective  investments  that 
can  be  made  in  the  future  of  American 
medicine. 

In  1963,  93  North  Carolina  physicians 
gave  $3,333.61  to  medical  schools  through 
A.M.A.-E.R.F.  This  could  be  increased  five- 
fold if  each  physician  gave  only  $5.00  per 
year.  Too  many  of  us  apparently  send  noth- 
ing because  the  appeal  seems  to  be  for 
$25.00  contributions.  As  chairman  of  the 
state  committee,  I  have  noted  this  year 
that  many  of  our  colleagues  have  contrib- 
uted lesser  amounts. 

Let  us  all  strive  to  do  better  in  1964. 

Harry  B.  Underwood,  M.D. 

Chairman,   A.M.A.-E.R.F. 

Committee 

Medical  Society  of  the  State  of 

North  Carolina 


Committee  on  Maternal  Welfare 
THERAPEUTIC  ABORTION  STUDY 

During  1962  there  was  some  discussion 
among  legal  and  medical  authorities  con- 
cerning the  necessit}'  for  liberalizing  the 
legal  status  of  therapeutic  abortion.  A  study 
was  made  at  one  North  Carolina  hospital 
and  reported  in  the  December,  1962,  issue 
of  the  North  Carolina  Medical  Journal. 
It  appeared  that  the  experience  of  any  one 
hospital  in  North  Carolina  is  inadequate  to 
furnish  data  from  which  concrete  conclu- 
sions may  be  drawn. 

After  thorough  study  of  the  therapeutic 
abortion  situation  as  it  now  exists,  the  Com- 
mittee on  Maternal  Welfare  recommended 
that  no  action  be  taken  by  the  Medical  So- 
ciety of  North  Carolina  concerning  the  pro- 
motion of  changes  in  the  legal  status  at  this 
time.  The  chairman  of  the  Committee  on 
Maternal  Welfare  recommended  to  the  Exec- 
utive Council  of  the  State  Medical  Society 
that  committees  for  study  and  validation 
of  therapevitic  abortion  be  uniformly  insti- 
tuted throughout  the  state  and  coordinated 
with  the  Committee  on  Maternal  Welfare  for 
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accurate  reporting  of  all  therapeutic  abor- 
tions. This  study  project  was  approved  by 
the  Executive  Council  in  January  of  1963, 
and  it  is  our  hope  to  implement  this  study 
at  this  time. 

It  is  suggested  that  in  larger  hospitals  a 
standing  committee  on  therapeutic  abortions 
be  consulted  in  each  case  considered  for  this 
procedure.  In  smaller  communities  where 
there  may  be  a  number  of  small  hospitals 
and  small  hospital  staffs,  it  is  recommended 
that  the  county  medical  society  appoint  a 
standing  committee  that  would  serve  as  con- 
sultants on  therapeutic  abortions  and  make 
the  report  to  the  Committee  on  Maternal 
Welfare. 

W.  Joseph  May,  M.D. 

Chairtnan 


Committee  on  Legislation 

A  REPORT  OF  THE  ACTIVITIES  OF 
THE  MEDICAL  SOCIETY  OF  THE 
STATE  OF  NORTH  CAROLINA  IN  PRO- 
MOTING EXPANDED  TRAINING  FACIL- 
ITIES IN  HEALTH  CARE  AND  THE  EX- 
PANSION OF  MEDICAL  PERSONNEL. 

The  following  report  is  in  reply  to  c^ueries 
put  forth  during  the  November,  1964,  hear- 
ings on  HR  3920  (King- Anderson)  by  the 
Honorable  Congresswoman  Martha  Griffiths 
in  respect  to  activities  of  members  of  com- 
ponent and  constitutent  societies  of  the 
American  Medical  Association  with  state 
legislators  pertaining  to  increasing  facilities 
for  the  training  of  doctors  of  medicine. 

In  respect  to  the  leadership  of  medical 
physicians  in  North  Carolina,  we  quite  pro- 
perly accept  the  Congresswoman's  challeng- 
ing queries  and  repty  as  follows: 
1.  From  1928  to  1943  the  single  facility  for  the 
complete  basic  training  of  medical  doctors  was 
Duke  University  at  Durham.  This  institution 
is  renowned  throughout  the  world  for  its  phy- 
sicians and  the  leadership  which  they  earlj^  ex- 
emplified in  medical  education  and  the  basic 
and  clinical  training  of  medical  doctors.  That 
exemplified  leadership,  basically  in  the  medical 
staff,  headed  by  Wilburt  C.  Davison,  M.D.,  re- 
sulted in  a  near  twofold  increase  in  medical 
manpower    between     1928    and    the    present. 
While  Duke  made  this  progress  it  markedly 
contributed  to  and  increased  its  yield  of  post- 


graduate training  to  ten  times  the  number  of 
physicians  that  it  did  in  the  early  thirties.  It 
is  now  on  the  threshold  of  doubling  its  78  an- 
nual freshman  medical  degree  matriculation. 
Throughout  these  movements  at  Duke  the 
State  Medical  Society  lent  guidance  and  en- 
couragement in  fiscal  and  professional  re- 
spects. 

Prior  to  1940,  Wake  Forest  College  supported 
onlj^  a  two-year  non-clinical  education  in  med- 
icine. Through  the  eminent  physician  leader- 
ship of  Wake  Foi'est  alumni  and  prevailing 
teaching  physicians  of  Wake  Forest  College 
the  North  Carolina  Baptist  Convention  re- 
located and  extended  the  medical  school  with 
the  support  of  the  Bowman  Gray  family,  to  a 
four-year  clinical  teaching  school  center  and  so 
markedly  increased  the  number  of  physician 
students  matriculating  annually.  This  facility 
annually  matriculates  .54  freshmen  medical 
students  and  clearly  contributes  postgraduate 
education  to  physicians  in  a  manner  which  did 
not  prevail  at  this  school  20  years  ago.  This 
growth  was  largely  attributable  to  medical 
leadership  on  the  Wake  Forest  Campus  of 
1940,  but  more  prominently  to  the  medical 
leadership  of  the  state.  The  State  Society 
membership  was  in  the  forefront  of  these 
developments. 

Through  the  direct  ap])eal  of  medical  leader- 
ship of  the  Medical  Society,  Governor  Melville 
Broughton  created  a  Commission  on  Medical 
Education  and  Health  (The  Broughton  Com- 
mission in  1944).  The  eminent  leadership  of 
Paul  McCain,  M.D.,  Paul  F.  Whitaker,  M.D., 
and  William  M.  Coppridge,  M.D.,  successive 
presidents  of  the  State  Medical  Society,  in  their 
repeated  appearances  before  the  North  Caro- 
lina General  Assembly,  resulted  in  the  "Good 
Health"  educational  movement  of  the  period 
1944-1949  supported  widely  by  the  State  Society 
and  county  societies  and  their  members  with 
the  goals  of: 

(a)  A  four-year  medical  school  and  clinical 
center  at  the  University  of  Noi'th  Carolina, 
where  a  two-year  non-clinical  school  had 
obtained  from  about  1900. 

(b)  Development  of  a  state-wide  system  of  in- 
tegrable  GM&S  hospitals  at  the  county 
level  covering  the  State. 

(c)  Expansion  of  teaching  facilities  for  the 
ancillary   professions   to   medicine. 

(d)  Development  and  promotion  of  a  system 
of  voluntary  prepayment  medical  services 
for  state-wide  public  subscription  in  sup- 
port of  the  economics  of  medical  care. 

(e)  Development  and  promotion  of  rural 
health  through  extension  of  the  state-wide 

system  of  State  and  County  Public 
Health  Services  and  education  carried  on 
throtigh  county  medical  societies. 
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(f1  The  development  of  local  public  health 
facilities  for  all  county  jurisdictions  in  the 
State  where  such  facilities  did  not  prevail. 

4.  This  movement  resulted  in  the  matriculation 
of  the  first  class  of  medical  students  about  12 
years  ago  and  subsequently  the  education  of 
approximately  75  matriculating  freshmen  each 
year.  Moreover,  a  diversified  medical  center 
encompassing  special  iMental  Health  and  Chest 
Disease  Centers  has  resulted  in  an  opening  of  a 
vast  postgraduate  training  center  that  never 
prevailed  before.  Medical  leadership  exempli- 
fied step-by-step  through  the  North  Carolina 
General  Assembly  resulted  in  this  far-reaching 
development  at  the  L^niversity,  financed  by 
State  appropriations  and  personal  contribu- 
tions by  physicians  and  the  North  Carolina 
public. 

Moreover,  through  the  same  leadership,  hum- 
bly beginning  in  19.38,  the  University  now 
has  one  of  the  recognized  great  public  health 
schools  of  the  Nation, 

5.  Through  the  North  Carolina  Medical  Cai'e 
Commission,  an  outgrowth  of  the  Broughton 
Commission,  on  which  physicians  serve  as  di- 
rectors by  appointment  of  the  State  Medical 
Societj',  the  physcial  aspects  of  constructing 
the  University  Hospital,  the  Nursing  School, 
the  Mental  Hospital,  the  Chest  Disease  Cen- 
ter, and  the  School  of  Public  Health,  to  say 
nothing  of  the  168  GM&S  Hospitals  at  the 
county  level,  is  now  complete  and  largely  in 
service  for  many  years.  Medical  leadership  has 
guided  the  Commission  through  each  of  these 
difficult  and  intricate  steps. 

6.  Nurse  training  and  housing  facilities  for 
nurses  and  others  of  the  ancillarj'  professions 
are  large  factors  in  the  reality  of  public  med- 
ical services  throughout  the  State. 

7.  Two  volunteer  non-profit  agencies  organized, 
promoted,  and  guided  by  Medical  Society  ap- 
pointed leadership  accounts  for  coverage  of 
almost  a  third  of  the  population  of  the  state — 
largely  in  a  period  of  20  years — with  voluntary 
nonprofit  insurance.  Moreover,  medical  leader- 
ship has  persisted  in  seeking  facilitating  legis- 
lation for  voluntary  and  commercial  insurance 
developments  in  the  State:  so  that  more  than 
60%  of  the  entire  population  is  now  covered 
by  health  insurance. 

8.  Through  the  Committee  on  Rural  Health  of  the 
Medical  Society — an  outgrowth  of  the  Brough- 
ton Commission  of  the  early  'lOs,  the  medical 
profession  has  encouraged  the  development  of 
facilities,  services  and  educational  movements 
at  the  rural  community  level.  To  that  end  more 
than  1200  medical  doctors  practice  in  the  rural 
and  small  towns  of  North  Carolina.  Medical 
leadership   and    physician    placement    by    the 


!Medical  Society  of  the  State  of  North  Carolina 
singularly  can  lay  claim  to  this  significant 
supply  of  medical  service  within  the  State  and 
among  its  rural  population. 

9.  Public  Health  services  are  now  availaljle  in  all 
of  the  100  counties.  In  more  than  80%  of  the 
counties    special    facilities    for    public    health 
have  been  built  bringing  the  services   of  all 
categories  of  public  health  services  to  all   of 
the  people  of  the  State.  In  every  legislative  ses- 
sion the  leadership  of  the  Medical  Society  is 
manifested  in  seeking  proper  extension  of  the 
public   health   and   supportive   appropriations, 
all  of  which  means  more  medical  manpower  to 
the  task  of  serving  the  people  of  the  State. 
As  further  e^•idence  of  the  influence  of  medical 
leadership   on   physician   supply   in   the  State 
the  membership  of  the  State  Medical  Society 
has  increased  from  about  2100  in  1946  to  the 
threshold   of  3600   in   1964.    Society   efforts   at 
placements  account  for  approximately  1.500  of 
this  net  gain.  Moreover,  4200  medical  doctors 
now  practice  in  the  State  by  evidence  of  licen- 
sure registered  liiennially. 
Through  the  avowed  leadership  of  the  medical 
profession,  particularly  exemplified  through  the 
State  Medical  Society,  a  statewide  system  of  men- 
tal health  and  professional  education  for  the  men- 
tal health  services  is  on  the  threshold  of  realiza- 
tion. Without  the  interest  and  leadership  of  the 
medical  profession  and  participation  therein,  this 
program  will  not  materialize,  but  all  indications 
:ire  that  success  in  educational  efforts  to  this  end 
will  have  the  support  of  medical  leadership  and 
more  than   200  specific  and   designated   medical 
leaders  are  now  engaged  in  this  movement  which 
assures  its  success.  This  will  involve  (1)  medical 
education    (2)    public    education    (3)    childrens' 
services    (4)    education    and    implementation    in 
the  field  of  alcoholism  (5)  essential  relationships 
of   medicine   to   religion  and   other   contributors 
to  the  progress  essential   in   the   mental   health 
field. 

The  Medical  Society  of  the  State  of  North  Caro- 
lina maintains  a  permanent  and  very  active  Com- 
mittee on  Legislation  which,  with  each  convening 
of  our  biennial  General  Assembly,  appears 
many  times  before  the  various  Assembly  commit- 
tees with  policy  statements  on  legislation  affect- 
ing the  matters  of  health.  Through  the  years  the 
Society,  through  its  Committee  spokesmen,  has 
strongly  supported  every  proposal  for  establish- 
ment and  supporting  appropriations  for  expand- 
ing State  supported  activities  in  the  area  of  med- 
ical education  and  health  care. 

The  Society  has  in  operation  an  effort  to  pro- 
mote the  formation  of  pre-medical  clubs  in 
various  colleges  and  high  schools  throughout  the 
State  for  the  purpose  of  stimulating  interest  in 
medicine  as  a  career  among  the  more  talented 
vouth. 
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As  another  evidence  of  the  interest  of  the  med- 
ical profession  in  North  Carolina  in  stimulating 
the  education  of  more  doctors  it  has,  within  the 
past  year,  joined  the  hospital  association  and 
several  other  health  profession  groups  in  organiz- 
ing a  program  of  health  careers  designed  to  stim- 
ulate recruitment  of  medical  and  medical  ancil- 
lary personnel  to  meet  the  increasing  needs  for 
such  professions  to  serve  the  public  in  North 
Carolina.  To  this  end,  the  Medical  Society  has 
contributed  finances  and  leadership  in  the  or- 
ganization and  projection  of  this  state-wide  pro- 
gram which  encompasses  five  area  projects  cover- 
ing the  entire  state  designed  to  offer  guidance 
and  encourage  recruitment  among  high  school 
students  throughout  the  State  of  North  Carolina 
to  undertake  preparations  and  training  for  health 
careers.  A  statewide  Committee  of  the  Medical 
Society  prevails  as  exemplifying  leadership  in 
this  field. 

It  is  the  view  of  the  medical  profession  in 
North  Carolina  that  all  of  the  manifest  programs 
enumerated  above  will  go  forward  without  the 
stifling  influences  of  a  King-Anderson  philoso- 
phy or  implementation.  Such  is  neither  needed 
nor  desired  hy  any  manifest  expression  from  the 
professions  nor  the  public  in  the  State.  More- 
over, nothing  in  King-Anderson  (HR  3920)  bids 
to  increase  the  significance  of  medical  or  health 
manpower  in  North  Carolina  in  service  to  the 
people  of  the  State. 

Respectfully  submitted, 

Edgar  T.  Beddingfield,  Jr.,  M.D. 

Chairman 

Committee  on  Legislation 

MEDICAL  SOCIETY  OF  THE  STATE  OF 
NORTH  CAROLINA 


Xew    Disposable    Enema    Introduced    by 
.Johnson  &  Johnson 

A  new  disposable  enema  for  consumer  and 
hospital  use  has  been  announced  by  Johnson  & 
Johnson.  Called  Index  Brand  Disposable  Enema, 
the  product  is  now  available  in  drugstores  na- 
tionally without  a  doctor's  prescription,  retailing 
at  49f. 

According  to  Johnson  &  Johnson,  the  product 
contains  a  new  formula  that  produces  relialDle 
and  effective  cleansing  action  in  minutes,  with 
greater  patient  comfort  and  safety.  Index  Brand 
Disposable  Enema  consists  of  only  6  cc.  (about 
1/5  oz.)  of  hypertonic  fluid  in  a  plastic  container 
with  a  safe,  semi-flexible  tube  that  is  discarded 
immediately  after  use.  Thus  it  is  safe  and  easy 
to  use  for  both  adults  and  children,  the  company 
notes. 


The  number  of  certificates  issued  since  1914  to 
persons  completing  Red  Cross  water  safety 
courses  has  reached  a  grand  total  of  25,100,000. 


Bulletin  jBoard 

COMIXG  MEETINGS 

Medical  Society  of  the  State  of  North  Carolina, 
llOtli  Annual  Session — Greensboro,  May  2-6. 

Tri-State  Medical  Association,  Annual  Meeting 
— Carolinian  Hotel,  Nags  Head,  June  8-10. 

Seaboard  Medical  Association  of  North  Caro- 
lina and  Virginia — Carolinian  Hotel,  Nags  Head, 
June  19-21. 

Duke  Medical  Postgraduate  Course — Morehead 
Biltmore  Hotel,  Morehead  City,  July  13-18. 

Forsyth  County  Heart  Association,  15th  An- 
nual Heart  Symposium — Hotel  Robert  E.  Lee, 
Winston-Salem,  September  25. 

South  Carolina  Medical  Association,  Annual 
Meeting — Ocean  Forest  Hotel,  Myrtle  Beach,  May 
5-7. 

American  Medical  Association,  113th  Annual 
Convention — San  Francisco,  June  21-25. 

V.  S.  Committee,  World  Medical  Association, 
Annual  Open  Meeting — Mark  Hopkins  Hotel,  San 
Francisco,  June  23. 

American  Academy  of  Physical  Medicine  and 
Rehabilitation,  Annual  Meeting — Statler-Hilton 
Hotel,  Boston,  Massachusetts,  August  24-27. 

Animal  Care  Panel,  15th  Annual  Meeting — New 
York  Hilton  Hotel,  September  21-25. 

New  Members  of  the  State  Society 
Drs.  Luther  Ernest  Earnhardt,  Jr.,  R,  103  Doc- 
tors Building,  Asheville;  Clyde  Norman  Owensby, 
GP,  Rt.  2,  Box  473-A.,  Matthews;  James  Clifton 
Parke,  Jr.,  Pd,  1850  East  3rd  Street,  Charlotte; 
Charles  Edwin  Powe,  Jr.,  ObG,  225  Hawthorne 
Lane,  Charlotte;  Griggs  Cameron  Dickson,  Pd, 
1850  E.  3rd.  Street,  Charlotte;  Hovey  Eugene 
Aiken,  Pd,  707  Professional  Drive,  New  Bern; 
James  Nicholas  Blackerby,  S,  1402  Rhem  Ave- 
nue, New  Bern. 

Also,  Drs.  Mary  Davis  McNeill.  Pd,  Masonic 
Bldg.,  Havelock;  Nikolaj  Petrov,  Anes.  1308  Phil- 
lips Avenue.  New  Bern:  Daniel  Philmon  Lawing, 
GP,  212  Ea.st  Water,  Lincolnton;  N.  M.  DeStefano, 
S,  406  Piedmont  Street,  Reidsville;  William  F. 
Folds,  GP,  230  Hillcrest  Drive,  Madison;  P.  D.  Mc- 
Michael,  I,  617  South  Main  Street,  Reidsville;Saul 
Boyarsky,  U,  1308  Anderson  Street,  Durham; 
Ralph  Norliert  Feichter.  I,  Box  923.  Waynesville. 

News  Notes  from  the 
University   of   North   Carolina 
School  of  Medicine 
A  massive  air-conditioning  installation  will  dis- 
rupt  the   normal   operations   of   North    Carolina 
Memorial  Hospital  for  about   three  months  this 
summer. 

Contracts  are  expected  to  be  awarded  in  late 
spring  for  ^\•hat  is  believed  to  he  the  largest  re- 
frigeration project  ever  undertaken  in  the  Caro- 
linas.  The  SI. 5  million,  state-financed  project  will 
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You  are  invited  to  attend  a  Symposium 

"CURRENT  CONCEPTS   IN  THE  OFFICE  TREATMENT  OF 
EMOTIONAL  DISORDERS  AND   RELATED   PROBLEMS" 

sponsored   by 
THE  DUKE   UNIVERSITY  SCHOOL  OF  MEDICINE 

and 

THE  OUTPATIENT  DIVISION  OF  THE   DEPARTMENT 

OF  PSYCHIATRY 

to  be  held 

12:00  noon,   May  28  through  noon,   May  29 

at  the 

Jack  Tar  Durham   Hotel  and   Motor  Lodge 

Corcoran  Street 

Durham,   North  Carolina 

A  SPECIAL  PROGRAM   FOR  WIVES   IS  PLANNED 

SOCIAL  HOUR  AND  SMORGASBORD,   May  28 

LUNCHEON,  May  29 

(No  Charge) 

PLAN   NOW  TO  ATTEND 

This  program   is  acceptable  for  ten  (10)  accredited  hours  by 
The  American  Academy  of  General   Practice 
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provide  3,000  tons  of  air-conditioning  for  tlie  hos- 
pital, a  proposed  addition  student  infirmary,  psy- 
chiatric wing,  and  dental  school. 

The  schedule  is  set  for  the  summer  period 
while  the  heating  equipment  is  out  of  use.  Exist- 
ing heating  units  will  be  replaced  by  combina- 
tion heating  and  air-conditioning  equipment. 

One  of  the  major  problems  facing  hospital  of- 
ficials is  the  loss  of  beds  for  patients.  As  many 
as  120  beds  (about  one-fourth  of  all  beds)  will  be 
out  of  use  for  as  much  as  one-week  periods  dur- 
ing the  installation. 

Completion  of  the  total  project  is  set  for  mid- 
1965.  Work  on  the  new  hospital  addition  would 
begin  the  following  winter. 
*    *     * 

Dr.  Charles  E.  Flowers,  professor  of  obstetrics 
and  gynecolog}',  was  a  guest  faculty  member  at 
a  three-day  medical  conference  in  Augusta, 
Georgia,  recently. 

He  joined  with  faculty  members  from  the  Med- 
ical College  of  Georgia  and  Foundation  in  pre- 
senting a  course  in  problems  of  childbirth.  The 
course  was  designed  especially  for  family  doctors. 

^         ^         ^ 

The  National  Heart  Institute  has  committed 
almost  a  quarter  million  dollars  to  continue  stu- 
dies of  the  genetic  control  of  blood-clotting  at  the 
University  of  North  Carolina  School  of  Medicine. 

The  principal  researchers  are  Dr.  John  B.  Gra- 
ham, professor  of  pathology,  and  Dr.  Emily  M. 
Barrow,  research  associate  in  pathology. 

This  is  only  part  of  a  large  program  at  U.N.C. 
aimed  at  trying  to  understand  the  clotting  prob- 
lems of  hemophiliacs.  Work  now  is  centered 
on  the  biosynthesis  of  a  blood-clotting  factor 
which  strangelj'  involves  two  separate  genes. 
+    *    * 

Dr.  Erie  E.  Peacock,  Jr.,  associate  professor 
of  plastic  surgery,  participated  in  a  symposium 
on  the  Restoration  of  Function  in  the  Hand  con- 
ducted at  the  New  York  Hospital-Cornell  Medical 
Center  in  New  York  Citj'  in  March. 

^         ^         ^ 

A  federal  research  grant  of  $44,000  has  been 
approved  to  continue  studies  of  how  the  human 
body  makes  use  of  water  and  various  chemical 
elements  in  health  and  during  disease. 

The  National  Heart  Institute  made  the  grant 
award  to  Dr.  Louis  G.  Welt,  professor  of  medicine, 
and  Dr.  W.  B.  BIythe.  assistant  professor  of 
medicine  at  the  University  of  North  Carolina 
School  of  Medicine. 

The  total  program  is  aimed  at  a  better  under- 
standing of  how  water  and  chemicals  move  inside 
and  outside  of  body  cells  and  how  the  human 
body  exchanges  these  ions  with  its  environment. 

Children  needing  hospital  care  can  keep  up 
their  school  work  if  they're  patients  at  North 
Carolina  Memorial  Hospital;  and  going  to  school 
at  the  hospital  now  is  a  lot  more  like  real  school 


than  it  was  two  years  ago. 

Instruction  used  to  be  given  wherever  a  teach- 
er and  a  young  patient  could  find  a  little  privacy. 
But  now  a  small  observation  room  located  in  the 
middle  of  the  seventh  floor  play  area  has  become 
a  formal  schoolroom,  complete  with  a  blackboard. 

The  school  is  not  accredited,  no  tests  are  given, 
and  no  grades  are  recorded;  however,  some  teach- 
ers insist  on  homework.  The  primarj'  purpose  is 
to  keep  children  from  getting  behind  in  their 
school  work  while  in  the  hospital. 

Several  thousand  of  North  Carolina's  Halifax 
County  children  have  handcapping  conditions 
requiring  extensive  medical  assistance,  partic- 
ularly in  the  area  of  mental  health. 

News  of  the  existence  of  handicapping  condi- 
tions among  these  Halifax  County  children  was 
revealed  recently  by  the  team  of  University  of 
North  Carolina  researchers  who  conducted  the 
Halifax  County  Child  Health  Study. 

Four  and  one  half  per  cent  of  the  children  of 
Halifax  County  are  emotionally  disturbed  and 
seven  and  one  half  per  cent  are  mentally  re- 
tarded, the  study  reveals. 

Dr.  William  P.  Richardson,  U.N.C.  professor 
of  preventive  medicine  and  assistant  dean  of 
the  School  of  Medicine  for  Continuation  Educa- 
tion, and  A.  C.  Higgins,  research  associate  in  the 
U.N.C.  Institute  for  Research  in  Social  Science, 
conducted  the  study,  which  was  sponsored  by  the 
University  of  North  Carolina  and  the  Nemours 
Foundation  of  Wilmington,  Delaware,  a  founda- 
tion sponsoring  projects  concerning  handicapped 
children  in  the  South. 

Outstanding  in  the  Halifax  County  findings  is 
the  fact  that  they  parallel  results  of  a  recentlj' 
completed  study  of  handicapping  conditions 
among  children  in  Alamance  County,  where 
handicapping  conditions  were  also  found  to  be 
very  great,  particularly  in  the  area  of  mental 
health. 

Were  similar  studies  to  be  conducted  on  the  ex- 
tent of  handicapping  conditions  among  children 
under  21  in  other  North  Carolina  counties,  the 
same  results  might  be  expected. 

The  high  prevalence  of  handicapping  condi- 
tions found  in  Halifax  County  indicates,  as  it  did 
in  Alamance  County,  that  this  is  not  an  indi- 
vidual but  a  social  problem  where  social  action 
is  necessary — a  problem  which  must  be  met  at 
the  county  level,  according  to  the  researchers' 
findings. 

There  is  a  real  need  for  coordination  of  local 
health  services  if  care  and  rehabilitation  of  these 
children  is  to  be  had.  according  to  the  reesarch- 

ers.      /  • 

CORRECTION 

The  Duke  Medical  Alumni  Luncheon  to  be  held 
in  Greensboro  during  the  meeting  of  the  State 
Society  will  be  on  Tuesday,  May  5,  instead  of 
Monday  as  previously  announced. 
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News  Notes  from  the 

Bowman   Gray  School  of  Medicine 

Wake  Forest  College 

Within  the  next  decade,  the  paraplegic  patient 
may  be  able  to  solve  his  greatest  problem  of 
social,  health  and  occupational  rehabilitation  .  .  . 
by  merely  flipping  a  switch. 

This  is  the  aim  of  a  research  project  being 
conducted  at  the  Bowman  Gray  School  of  Medi- 
cine by  Dr.  William  H.  Boyce,  professor  and  head 
of  the  Section  on  Urology. 

Through  the  use  of  electrical  stimulators,  he  is 
attempting  to  devise  a  means  through  which  the 
paraplegic  patient  could  control  artificially  the 
function  of  his  urinary  bladder.  He  was  recently 
awarded  a  $238,000  research  grant  by  the  Na- 
tional Institutes  of  Health  to  support  the  project 
for  a  five-year  period. 

Dr.  Boyce  is  investigating  the  use  of  a  stimula- 
tion system  which  works  on  the  principle  of  the 
nerve  impulses  that  trigger  bladder  function  in 
the  normal  body.  Such  a  mechanism  could  alle- 
viate problems  of  social  and  occupational  ac- 
ceptability for  the  patient  with  a  paralyzed  blad- 
der. It  also  would  be  designed  to  reduce  the 
possibility  of  urinary  infection,  perhaps  the 
greatest  threat  to  the  existence  of  such  patients. 
+     *     * 

Some  70  North  Carolina  physicians  attended 
a  postgraduate  course  on  obstetrics  and  pedia- 
trics March  10-12  at  the  Bowman  Gray  School  of 
Medicine.  The  course,  designed  primarily  for 
general  practitioners,  was  sponsored  jointly  by 
the  medical  school  and  the  Maternal  and  Child 
Health  Section  of  the  North  Carolina  Board  of 
Health. 

Co-directors  of  the  course  were  Dr.  Frank  R. 
Lock,  professor  and  chairman  of  the  Department 
of  Obstetrics  and  Gynecology,  and  Dr.  Weston 
M.  Kelsey,  professor  and  chairman  of  the  De- 
partment of  Pediatrics. 

Eight  students  and  one  faculty  member  at  the 
Bowman  Gray  School  of  Medicine  have  been 
tapped  for  membership  in  Alpha  Omega  Alpha, 
medical  honor  society.  The\'  will  be  installed 
May  19  at  the  annual  banciuet  of  the  North 
Carolina  Beta  Chapter  of  the  society. 

Senior  students  elected  to  membership  were 
Anthony  .Jay  Chapman  of  Blanchester.  Ohio: 
Robert  W.  Hedger  of  Dunn  Center.  North  Dakota; 
David  L.  McCulIough  of  Newberry,  South  Caro- 
lina; Kenneth  F.  ?ilattucci  of  Bayside.  New  York; 
and  G.  Joseph  Poole  of  Raleigh. 

Elected  from  the  junior  class  were  C.  Wayne 
Curl  of  Monrovia.  California;  Edmund  P.  Gaines. 
Jr.  of  Winston-Salem;  and  Mrs.  Louise  Crai.g 
Johnson  of  Fuquay  Springs. 

Dr.  Charles  L.  Spurr,  professor  of  medicine, 
was  elected  from  the  facultv. 


A  10-story  patient  tower,  scheduled  to  be  built 
on  the  east  side  of  the  campus,  recently  Ijecame 
the  first  of  the  new  medical  center  units  to  re- 
ceive a  name. 

The  patient  care  facility  was  named  the  •'Rey- 
nolds Foundation  Tower,"  in  honor  of  the  Z. 
Smith  Reynolds  Foundation  which  contributed 
$1.5  million  to  the  Medical  Center  Development 
program. 

As  a  major  element  of  the  $16,250,000  pro- 
gram for  the  expansion  and  redevelopment  of  the 
Bowman  Gray  School  of  Medicine  and  North 
Carolina  Baptist  Hospital,  the  320-bed  tower  will 
increase  the  medical  center's  total  number  of 
hos])ital  beds  to  more  than  680,  exclusive  of 
emergency  beds,  l^assinets,  and  reco\ery  beds. 

*  *     ^ 

A  service  department  of  the  Bowman  Gray 
School  of  Medicine  has  mo\'ed  into  new  facilities 
and  has  taken  on  a  new  name. 

This  is  the  Department  of  Laboratory  Animal 
Medicine,  formerly  the  vivarium.  The  name  has 
changed  to  better  identify  the  activities  of  the 
department,  which  conducts  reseai'ch  and  re- 
search training,  coordinates  medical  research 
on  animals,  and  is  responsible  for  the  care  and 
housing  of  experimental  animals. 

Animal  care  facilities,  maintained  b\-  the  de- 
partment, will  continue  tv  lie  known  as  the 
\i\arium. 

The  department,  directed  by  Dr.  Thomas  B. 
Clarkson  Jr.,  has  expanded  its  operations  on  the 
basement  and  ground  floors  of  a  recently  com- 
pleted eight-floor  addition  to  the  medical  school's 
Research  Center  Building.  Through  the  expan- 
sion, the  department  picked  up  4.524  square  feet 
of  new  space.  It  now  has  space  for  4.000  animals, 
in  addition  to  offices,  laboratories  and  other 
facilities,  all  located  in  a  single  area. 

A  new  12-bed  intensi\'e  care  section  is  now  in 
operation  at  the  medical  center.  It  is  the  first 
segment  of  a  proposed  27-bed  unit,  designed  to 
serve  critically  ill  patients  who  need  constant  ob- 
serx'ation  and  professional  care. 

Establishment  of  the  imit  is  being  sponsored 
by  a  $199,000  grant  from  the  John  A.  Hartford 
Foundation  of  New  York. 

*  *     * 

Dr.  Courtland  H.  Davis  Jr..  associate  profes- 
sor of  neurosurgery,  has  been  named  vice  chair- 
man of  the  North  Carolina  Council  on  ;\Iental 
Retardation.  The  18-man  council  was  created  at 
Governor  Terry  Sanford's  request  by  the  1963 
legislature. 

Four  members  of  the  medical  school  faculty 
participated  in  a  recent  Conference  on  Compara- 
tive Atherosclerosis  in  Be\'erly  Hills.  California. 
Presenting  papers  were  Dr.  Thomas  B.  Clai'kson 
.Tr..  associate  professor  of  experimental  medicine. 
"Spontaneous  Atherosclerosis  in  Subhuman  Pri- 
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mates;"  Dr.  Hugh  B.  Lofland  Jr.,  associate  pro- 
fessor of  biochemistry,  "Experimental  Athero- 
sclerosis in  Pigeons;''  Dr.  Charles  C.  Middleton, 
instructor  in  experimental  medicine,  "Naturally 
Occurring  Atherosclerosis  in  Broad-Breasted 
Bronze  Turkeys:''  and  Dr.  Robert  W.  Prichard. 
professor  of  pathology.  "Spontaneous  Athero- 
sclerosis in  Pigeons."  Conference  proceedings  will 
be  published  as  an  atlas. 

Dr.  Richard  L.  Burt,  professor  of  obstetrics 
and  gynecology,  presented  a  paper  on  "Pregnancy 
following  Cardiac  Surgery"  at  the  annual  meet- 
ing of  the  South  Atlantic  Association  of  Obstetri- 
cians and  Gynecologists  in  Bal  Harbour.  Florida. 

Dr.  Henry  G.  Cramblett.  professor  of  pedia- 
trics, served  as  a  member  of  the  faculty  for  a 
postgraduate  course  in  pediatrics,  sponsored  by 
the  American  Academy  of  Pediatrics,  at  Tulane 
LTniversity.  He  lectured  on  "Atypical  M>'cobac- 
teria"  and  "Salmonellosis — Pathogenesis  and 
Management." 

North  Carolina  Radiological  Society 
The  North  Carolina  Radiological  Society  re- 
cently elected  the  following  officers:  president, 
A.  B.  Croom,  M.D.,  High  Point;  president-elect, 
Simmons  Patrick,  M.D.,  Kinston;  vice-president, 
Robert  S.  Lackey,  M.D.,  Charlotte;  secretary- 
treasurer.  E.  H.  Schultz.  Jr..  M.D.,  North  Caro- 
lina ^Memorial  Hospital.  Chapel  Hill. 

North  Carolina  Committee  on  Nursing 
AND  Patient  Care 

Hospitals  providing  "progressive  care"  units 
for  a  group  of  their  patients  should  be  prepared 
to  resist  pressures  for  adding  services  to  these 
units,  Reuben  H.  Graham  stressed  in  a  recent 
talk  as  a  member  of  a  panel  appearing  before  the 
N.  C.  Committee  on  Nursing  and  Patient  Care. 

Mr.  Graham,  who  is  assistant  administrator 
of  Baptist  Hospital,  said  both  doctor  and  patient 
should  be  prepared  to  accept  their  roles  in  this 
type  of  minimal  care  unit,  and  the  doctor  should 
be  convinced  that  his  patient  will  be  safe  and 
suitable  for  the  type  of  care  offered.  At  the  same 
time,  he  said,  the  hospital  administration  must 
maintain  some  flexibility,  but  while  stretching  a 
point  here  and  there  should  "stay  v.ithin  the 
confines  of  the  original  purpose." 

"Once  pressures  to  add  services  and  expense 
are  jdelded  to,  you  yield  a  bit  of  ground  toward 
higher  patient  charges,  which  will  in  turn  re- 
move the  original  concept  for  the  unit — that  is, 
low  patient  cost,"  he  said. 

The  panel  was  moderated  by  J.  P.  Richardson, 
chairman  of  the  Patient  Care  Sub-Committee  of 
the  N.  C.  Committee  on  Nursing  and  Patient 
Care.  Other  participants  included  Carl  Rowland, 
director  of  planning  and  design  service  for  the 


Duke  Endowment;  and  Willard  Farrow,  superin- 
tendent of  Wesley  Methodist  Home  in  Charlotte. 

Mr.  Rowland  described  intensive  care  units, 
which  he  said,  using  a  description  by  Dr.  Robert 
Cadmus,  chairman  of  the  Department  of  Hospital 
Administration,  UNC  Medical  Center,  "are  for  the 
patient  who  is  acutely  ill.  and  who  requires  con- 
tinuous watching  and  immediate  access  to  life 
saving  equipment." 

Mr.  Farrar  discussed  long  term  care  of  patients 
with  chronic  diseases  and  of  terminal  cases.  He 
said  that  Wesley  Home,  which  originally  had 
only  a  small  infirmary,  now  has  250  beds  for 
geriatric  care.  He  predicted  there  will  be  an 
increasing  demand  for  this  type  care  for  the 
elderly,  noting  that  statistics  show  20  to  30  per 
cent  of  those  over  6.5  need  skilled  nursing  while 
only  3  per  cent  of  the  deaths  in  this  group  could 
be  termed  sudden. 

Mr.  Richardson  predicted,  after  the  panel  dis- 
cussion, that  the  hospital  of  the  future  will  con- 
tain all  of  these  elements  of  progressive  care. 

Edgecombe-Nash  Medical  Society 
Doctors  and  lawyers  of  Edgecombe  and  Nash 
counties  held  their  annual  joint  meeting  on 
March  11  at  the  Heritage  Inn  in  Rocky  Mount. 
Dr.  Jeffrey  Mann,  medical  examiner  of  the  State 
of  Virginia,  was  the  speaker. 

News   Note 

The  board  of  regents  of  the  American  College 
of  Physicians  has  announced  that  Dr.  Paul  F. 
Whitaker  of  Kinston  has  been  chosen  as  one  of 
the  three  recipients  of  the  award  of  Master  of  the 
College. 

Out  of  a  membership  of  10,000,  there  are  cur- 
rently only  20  masters  in  the  college.  Dr.  Whit- 
aker, a  former  vice  president  of  the  college,  and 
who  for  10  years  served  as  a  member  of  the  col- 
lege's board  of  governors  for  North  Carolina, 
received  the  mastership  at  the  annual  meeting  of 
the  college  at  Atlantic  City  April  5-12. 

A  graduate  of  the  Medical  College  of  Virginia 
where  he  specialized  in  internal  medicine,  he  is 
a  past  president  of  the  North  Carolina  Medical 
Society,  president  of  the  Medical  Foundation  of 
North  Carolina,  and  chairman  of  the  committee 
for  medical  school  expansion  of  the  North  Caro- 
lina Medical  Care  Commission. 

American  Medical  Association 
The  A.M. A.  Council  on  Postgraduate  Programs 
has  announced  that  the  scientific  program  for  the 
113th  Annual  Convention  in  San  Francisco.  June 
21-25,  is  virtually  complete,  and  that  an  attend- 
ance of  between  15,000  and  16,000  physicians  is 
anticipated. 

When  the  A.M. A.  held  its  last  convention  in 
San  Francisco  in  June,  1958,  the  total  physician 
registration  was  13,997. 
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Dr.  J.  Arnold  Bargen,  Temple,  Texas,  chairman 
of  the  Council  on  Postgraduate  Programs,  which 
plans  the  scientific  programs  for  the  Associa- 
tion's two  conventions,  the  annual  and  clinical, 
said  that  "the  combined  efforts  of  man^■  people, 
particularly  the  Section  Secretaries,  have  helped 
to  formulate  a  program  that  will  be  an  outstand- 
ing contriljution  to  graduate  medical  education." 

The  following  general  scientific  meetings  have 
already  been  coordinated  by  section  secretaries: 

Differential  Diagnosis  of  the  Liver  and  Pan- 
creas; Hyperbaric  Oxygen  Phenomena;  Comput- 
ers in  Medicine:  Autoimmune  Mechanisms  and 
Disease,  Cardiovascular  Opacification,  and  Tu- 
mors of  the  Endocrine  Function.  In  addition,  a 
special  half-day  program  on  various  aspects  of 
heart  disease  will  be  offered  by  the  American  Col- 
lege of  Cardiology'  and  the  American  Heart  Asso- 
ciation. 

Sixty  papers,  based  on  new  and  original  work 
being  clone  in  the  nation's  medical  schools,  will  be 
delivered  by  young,  outstanding  researchers. 

All  of  the  21  Sections,  representing  various  spe- 
cialties in  medicine,  are  formulating  interesting 
and  educational  programs  for  the  San  Francisco 
Convention. 

San  Francisco,  in  keeping  with  its  growing 
attractiveness  as  a  vacation  and  convention  cen- 
ter, has  increased  its  housing  capacity  since  the 


A.M. A.  last  met  in  the  Pacific  coast  city  six  years 
ago.  Complete  forms  for  hotel  reservations,  as 
well  as  for  advance  convention  registration,  ap- 
pear periodically  in  all  A.M. A.  publications. 

The  entire  scientific  program  and  all  essential 
information  for  attendance  will  be  published  in 
the  Convention  Issue  of  the  .loiinial  of  the  Ainci-i- 
fan  Medical  Association  on  May  9. 
*     *     * 

Physicians  and  nurses  sat  down  together  at  a 
national  conference  for  the  first  time  in  history 
recently  to  try  to  find  out  how  members  of  the 
two  professions  can  work  together  better  in  the 
interest  of  providing  the  highest  quality  health 
care  to  patients. 

In  speeches,  panels,  and  discussion  groups  rep- 
resentatives of  the  American  Nurses'  Association 
and  the  American  Medical  Association  discussed 
the  changing  patterns  of  practice  in  nursing  and 
medicine,  and  the  ethical  problems  and  legal  im- 
plications of  these  changes. 

Participants  generally  agreed  that  spectacular 
advancements  in  the  science  of  medicine  have 
dictated  significant  changes  in  the  art  of  medi- 
cine. The  nurse,  according  to  Dr.  Cecil  G.  Sheps, 
professor  of  medicine  and  hospital  administration 
at  the  University  of  Pittsburgh  Graduate  School 
of  Public  Health,  is  no  longer  a  handmaiden  of 
the  physician  limited  to  the  "Flurence  Nightin- 
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In  the  obese  diabetic  (ketoacidosis-resistant),  DBI  (phenformin  HCI)  with  a  proper  diet:  A.  acts  to  reduce  high  blood  sugar 
without  increasing  fat  synthesis  or  weight  gain.  B.  does  not  increase  already  elevated  endogenous  insulin  levels;  may, 
indeed,  act  to  restore  more  normal  levels.  C.  favors  reduction  of  weight. 

In  the  ketoacidosis-resistant  obese  diabetic  not  amenable  to  diet  alone,  hypoglycemic  DBI  (phenformin  HCI)  appears  to 
help  avoid  weight  gain  or  reduce  adiposity,  factors  which  otherwise  tend  to  make  blood  sugar  control  more  difficult  and 
to  increase  the  likelihood  of  complications.  However,  in  the  ketoacidosis-prone  diabetic,  insulin  is  still  the  essential 
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gale  type  of  responsibilitJ^''  Increasingly,  he  said, 
"procedures  first  developed  by  physicians  may 
be  performed  quite  effectively  by  adequately 
trained  nurses." 

Katherine  R.  Nelson,  associate  professor  of 
nursing  education  at  Columbia  University  Teach- 
ers College,  defined  an  area  of  conflict  between 
the  professional  nurse  and  the  physician. 

The  physician  sees  himself  as  the  leader  of  the 
health  care  team  and  the  nurse  as  a  helper,  but 
the  nurse  considers  herself  as  an  associate  cap- 
able of  independent  judgments  whose  responsi- 
bility is  to  care  for  the  ill  "with  or  without  a 
doctor,"  she  said. 

Mrs.  Marion  R.  Fleck,  a  registered  nurse  and 
coordinator  of  health  and  nursing  services  at 
the  Albuquerque,  New  Mexico,  Public  Schools, 
raised  the  question  whether  professional  codes 
of  ethics  might  generate  some  conflict. 

Mrs.  Fleck  said  that  "in  order  that  skillful  and 
safe  care  be  assured  every  patient,  there  needs  to 
be  a  clear  understanding  among  members  of  the 
health  team  as  to  which  of  the  team  can  best 
perform  necessarj'  services." 

Dr.  Edmund  D.  Pellegrino,  chairman  of  the 
Department  of  Medicine  of  the  University  of 
Kentucky  Medical  Center,  Lexington,  also  warn- 
ed that  "tasks  must  be  delegated  discriminately 
those  most  capable  of  performing  them." 


Health  Problems  in  Education- 


Several  resolutions  recentlj'  adopted  by  the 
Joint  Committee  on  Health  Problems  in  Educa- 
tion of  the  National  Education  Association  and 
the  American  Medical  Association  may  be  of  in- 
terest to  North  Carolina  physicians. 

Mental  health 

As  a  consequence  of  the  increasing  incidence 
of  emotional  problems  among  school  age  children, 
the  Joint  Committee  urges  institutions  preparing 
teachers  to  place  greater  emphasis  on  instruction 
and  experiences  that  will  enable  teachers  to  deal 
more  adequately  with  these  children  in  the  class- 
room and  to  recognize  when  referrals  to  a  more 
specialized  resource  is  desiralile. 

Pressure.s  on  school-age  children 

The  Joint  Committee  reaffirms  its  stand  on 
pressures  on  school-age  children  by  repeating  its 
1962  resolution: 
"The  Joint  Committee  on  Health  Problems  in 
Education  approves  of  attempts  to  bring  chil- 
dren up  to  their  full  learning  potential,  but 
urges  such  attempts  to  be  on  an  individual 
basis.  Consideration  of  the  realistic  expecta- 
tions in  the  child's  school  dav,  familv  and  com- 


180 


NORTH  CAROLINA  MEDICAL  JOURNAL 


April,  1964 


munity  demands  should  be  made  in  order  to 
avoid  excess  pressures.  The  Committee  further 
recommends  a  more  accurate  individual  evalua- 
tion of  each  child  through  earlier  observation, 
medical  and  emotional  appraisal,  and  continu- 
ing consultation  with  parents." 

Athletic  iii.jiiries 

Because  there  is  considerable  statistical  evi- 
dence indicating  that  athletic  injuries  are  increas- 
ing, the  Joint  Committee  urges  all  administra- 
tors, whose  schools  engage  in  intra-  or  inter- 
school  programs,  to  observe  all  of  the  recom- 
mended precautionary  measures  to  reduce  ath- 
letic injuries  and  provide  necessary  insurance 
coverage. 

*    *    * 

Smoking 

Because  vending  machines  m  isolated  ai'eas 
are  available  to  children,  the  .Joint  Committee 
urges  all  agencies  and  organizations  interested 
in  the  health  of  children  and  youth  to  encotu'age 
their  state  legislatures  to  enact  legislation  requir- 
ing the  supervision  of  cigarette  vending  ma- 
chines. 

Association  of  American  Medical  Colleges 
Twentjf-nine  junior  and  senior  U.  S.  medical 
students  have  been  awarded  foreign  fellowships 
which  will  enable  them  to  obtain  supei'vised 
medical  experience  in  relatively  under-developed 
areas  of  the  world,  the  Association  of  American 
Medical  Colleges  announced  recently.  Among 
those  receiving  fellowships  was  Henry  P.  Tutt,  a 
junior  in  the  LTniversity  of  North  Carolina  School 
of  Medicine. 

The  fellowships  are  made  possible  by  a  grant 
from  Smith  Kline  &-  French  Laboratories.  Phila- 
delphia pharmaceutical  firm. 

National  Le.ague  for  Nursing,  Inc. 

Issues  that  are  influencing  the  quality  of  nurs- 
ing care  rendered  to  the  public  are  highlighted 
in  a  new  booklet,  "Health  Issues  of  the  Day,"  just 
released  by  the  National  League  for  Nursing. 
New  York. 

The  booklet  is  composed  of  papers  given  at 
two  symposia  at  the  National  League  for  Nursing 
Convention  in  May,  1963. 

In  the  booklet,  prominent  medical,  nursing, 
education,  and  lay  persons  pose  some  of  the  chal- 
lenges to  present  day  methods  of  providing  nurs- 
ing services  and  educating  nurses  which  are 
emanating  from  social,  economic,  and  technical 
change.  They  also  suggest  solutions  to  be  worked 
out  by  cooperative  decision  and  action  by  nurs- 
ing, allied  health  professions,  and  the  public. 

"Health  Issues  of  the  Day"  sells  for  S1.50  a  copy 
and  is  available  from  the  National  League  for 
Nursing,  10  Columbus  Circle,  New  York,  New 
York  10019. 


Industrial  Medical  Association 

A  competition  for  a  $250  award  for  the  best 
manuscript  submitted  by  a  medical  student,  in 
tern  or  resident  on  any  subject  pertinent  to  and 
concerning  occupational  health  has  been  an- 
nounced by  the  Central  States  Society  of  In- 
dustrial Medicine  and  Surgeiy.  The  contest  closes 
at  midnight  on  July  .31.  19fi-l. 

A  second  competition,  open  only  to  residents  in 
occupational  medicine,  is  announced  by  the  In 
dustrial  Medical  Association.  The  award,  con 
sisting  of  an  embossed  scroll,  will  be  presented 
at  the  Association's  annual  meeting  to  the  author 
or  authors  of  a  paper  published  in  the  open  litera- 
ture on  a  subject  germane  to  occupational  medi- 
cine which  is  judged  to  be  the  most  outstanding 
of  those  submitted.  Reprints  entered  in  the  com 
petition  must  be  published  before  May  .31  and 
submitted  prior  to  July  31,  1964. 

Both  contests  will  be  judged  liy  meml)ers  of 
the  Committee  on  Merit  in  Authorship  of  the  In- 
dustrial jMedical  Association.  The  criteria  will  be 
largely  leased  on  clarity,  validity,  objectivity,  orig- 
inality and  style.  Complete  contest  rules  may  be 
obtained  from:  Industrial  Medical  Association, 
55  East  Washington  Street,  Chicago.  Illinois, 
60602. 
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American  Board  of  Obstetrics  and 
Gynecology 

Application  for  certification  in  tlie  American 
Board  of  Obstetrics  and  Gynecology,  letters  re- 
questing re-opening  of  applications,  and  requests 
for  re-examination  are  now  being  accepted  in  the 
office  of  ttie  secretary.  All  applications  and  let- 
ters of  request  must  be  submitted  by  July  1,  1964, 
and  accompanied  by  duplicate  lists  of  patients 
dismissed  from  service  for  the  12  months  im- 
mediately preceding  application. 

Candidates  are  urged  to  review  carefully  the 
current  Bulletin  of  the  Board,  with  particular 
attention  to  the  existing  requirements  before  ap- 
plication is  made. 

Bulletins  may  be  obtained  Ijy  writing  Clyde  L. 
Randall,  M.D.,  Secretary-Treasurer,  American 
Board  of  Obstetrics  and  Gynecology.  100  Meadow 
Road,  Buffalo  16,  New  York. 

American  Academy   of   General   Practice 

The  president  of  an  Indiana  pharmaceutical 
laboratory  recently  paid  the  final  installment  on 
the  firm's  first  full  million  dollars  in  aid  to  med- 
ical education. 

Dr.  James  N.  Tuholski,  president  of  Mead 
Johnson  Laboratories,  a  division  of  Mead  John- 
son &  Company,  presented  a  check  for  820,000  to 
Mac  F.  Cahal.  J.D.,  executi\'e  director  and  general 
counsel  of  the  American  Academ^•  of  General 
Practice. 

Other  organizations  which  ha\'e  recei\ed  Mead 
Johnson  grants  include  the  American  College 
of  Pediatrics,  the  American  College  of  Physicians, 
the  American  College  of  Obstetricians  and  Gyne- 
cologists, the  American  College  of  Surgeons,  and 
the  Student  American  Medical  Association. 

U.  S.  Department  of  Health,   Education, 
and  AVelfare 

The  coperation  of  physicians  is  requested  in  a 
study  of  children  patients  with  pinealoma.  being 
conducted  by  the  National  Institute  of  Health  in 
Bethesda,  Maryland. 

The  primary  purpose  of  this  study  is  to  deter- 
mine   whether    pineal    tumors    synthesize    com- 


pounds whose  identification  would  provide  diag- 
nostic assistance  to  the  practitioner. 

Physicians  who  are  interested  in  contributing 
information  about  their  patients  for  this  study 
may  phone  or  write  to;  Richard  J.  Wurtman, 
M.D.,  Laboratory  of  Clinical  Science,  National  In- 
stitute of  Mental  Health,  Bethesda,  Maryland 
20014. 

A  new  Public  Health  Service  publication  Con- 
gestive Heart  Failure;  A  Guide  for  the  Patient," 
describes  in  nontechnical  terms  the  causes,  pro- 
cess, treatment,  and  management  of  congestive 
heart  failure.  A  completely  revised  edition  of 
"Understanding  the  Management  of  Congestive 
Heart  Failure  presents  similar  material  for 
nurses  and  other  agency  personnel. 

The  guide  is  available  for  general  distribution 
through  the  Superintendent  of  Documents,  Gov- 
ernment Printing  Office,  Washington  25,  D.  C, 
at  10?  a  copy,  $5.00  per  100  copies. 

Originally  prepared  for  limited  distribution 
to  Public  Health  Service  personnel,  "Understand- 
ing the  Management  of  Congestive  Heart  Fail- 
ure" is  now  available  to  all  health  professionals 
involved  in  counseling  and  care  of  patients  with 
congestive  heart  failure.  It  has  been  expanded 
to  include  comprehensive  material  on  the  disease 
process,  social  work  implications,  and  the  nurse's 
role  in  maintenance  of  therapeutic  regimen.  It 
may  be  obtained  through  the  Superintendent  of 
Documents  at  10?  per  copy,  $5.00  for  100. 

Single  copies  of  both  booklets  are  available 
without  charge,  from  the  U.  S.  Public  Health 
Service,  Washington  25,  D.  C. 

Uosone    Available    in    Tablet    Form 

A  chewable  tablet  form  of  the  antibiotic 
Ilosone®  (erythromycin  estolate,  Lilly)  is  being 
introduced  by  Eli  Lilly  and  Company.  Each  plea- 
santly flavored  125-mg.  tablet  is  light  pink  and 
bears  the  script  Lilly. 

For  children  who  rebel  against  liquid  medica- 
tion, yet  are  unable  to  swallow  capsules,  Ilosone 
Chewable  offers  a  highly  acceptable  alternative. 

Single-tablet  administration  not  only  assures 
the  full,  accurate  dosage  prescribed  but  also  per- 
inits  flexible  prescription  amounts. 


WESTERN  CAROLINA'S  GREAT  SMOKIES  at  their  BEST  .  .  . 

A  wonderful  place  to  spend  a  night,  a  month  or  the  summer  .  .  .  RELAX 
and  forget  the  outside  world  .  .  .  ENJOY  a  vacation  in  a  most  wonderful  and 
comfortable  RESORT  .  .  .  RUSTIC  but  MODERN  .  .  .  RESTFUL  but  with 
many  kinds  of  fun-giving  facilities  .  .  .  For  the  LONER  or  FAMIILY  .  .  . 
Leave  the  hustle  and  bustle  of  the  outside  world  behind  and  RIDE,  SWIM, 
GOLF,  LOAF.  SUNBATHE,  FISH  and  REST  .  .  . 
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Drawer   M-4 
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.  .  .  For  Pleasant  Resort  Living 
.  .  .  For  Retirement 
.  .  .  For  Unsurpassed   Recreation 
.  .  .  Investigate  .  .  . 

LONG  BEACH 


"the  city  being  built  by  the  sea" 

This  is  in  reality  "A  CITY  BEING  BUILT  BY  THE 
SEA."  Drive  down  this  week  end  and  join  the 
4,500  Carolinians  who  have  already  bought  prop- 
erty here.  Ask  your  Neighbor  ...  he  could  be 
enjoying   the   leisure   of   "TRANQUIL   HARBOUR." 

FISHING 

...  of  four  main  types  are  yours  for  the 
choosing.  The  Surf,  Sound,  Inland  Watervi^ay, 
and  the  Deep  Sea  offer  our  fishermen  the  ulti- 
mate in  opportunities.  However,  if  you  go  for 
the  "big  ones"  they  are  here  on  Frying  Pan 
Shoals   and    in    the   Gulf   Stream. 

BOATING 

.  .  .  the  protected  waters  here  are  excellent  for 
sailing,  power  boating  and  water  skiing.  The 
Ocean  —  Inland  Waterway  —  The  Sound  —  all 
easily  accessible  from  3  FREE  concrete  launch- 
ing  ramps. 

RELAXING 

.  .  .  here  you  and  your  family  can  enjoy  the 
mild  climate,  which  is  ideal  for  year  round  living. 
Young  and  old  alike  can  enjoy  the  wonderful 
facilities  for  sunbathing,  swimming  or  beach- 
combing along  our  wide,  safe  beach. 

Beautifully  Wooded  Homesites  on  Paved  Streets, 
Size   55'  X    120' 

Only  $A45  10%   Down;  Terms 

Choice  Waterfront   Lots  available   on   Inland 

Waterway  and  Big  Davis  Canal. 
Easy  access  to  Sound  and  Ocean.  These  beautiful 
Homesites  slightly   higher. 

Please  mail  me  free  information  about  your 
development. 

Name    

Address     

City State 

National  Development  Corporation 

Long    Beach,    North    Carolina 
Post  Office  Box  307,  Southport  4,  N.  C. 


Book  R 


eviews 


<  ^<>s^<■n"s    Synopsis    of    (Jynci'ology.     By 

Daniel  Win.ston  Beacham,  M.D.,  and 
Woodward  Davis,  M.D.  371  pages.  Price 
$7.50.  St.  Louis,  Missouri:  The  C.  V. 
Mosbj-  Company,   1963. 

The  sixth  edition  of  this  handy  xolume  repre- 
sents a  distillate  of  the  modern  concepts  of  gyne- 
cology. It  is  conservatively  and  accurately  writ- 
ten and  touches  on  the  newest  advances  in  gyne- 
cological medicine.  Of  particular  value  are  the  ref- 
erences to  modern  literature  appended  to  each 
chapter.  The  illustrations  are  quite  adequate 
and  well  printed. 

Although  never  intended  as  a  text,  this  volume 
is  an  excellent  supplement  for  student  rex'iew 
or  for  the  practitioner  not  specializing  in  gyne- 
cology who  needs  a  general  knowledge  of  the 
field.  Too  often  such  abstractions  represent  a 
degradation  of  information  rather  than  a  concise 
as  well  as  precise  representation  of  a  larger  and 
detailed  field  of  learning.  This  criticism  cannot 
be  levelled  at  the  new  Crossen,  which  accurately 
portrays  the  essence  of  gynecology  as  practiced 
today. 


Synopsis  of  Pediatrics.  By  James  G. 
Hughes,  M.D.,  with  20  contributors.  1031 
pages.  Price,  $9.85.  St.  Louis:  The  C.  V. 
Mosby  Company,   1963. 

This  book  was  written  l)y  an  eminent  pedia- 
trician with  the  collaboration  of  20  members  of 
the  facultj'  of  the  University  of  Tennessee  Col- 
lege of  Medicine.  The  purpose  and  plan  of  the 
work  was  to  provide  a  source  of  information 
which  would  be  more  comprehensive  than  the 
short  synopsis  but  shorter  than  the  standard 
reference  text  in  pediatrics.  The  book  was  de- 
signed for  the  use  of  medical  students,  house  of- 
ficers, and  physicians  who  care  for  children.  In 
achieving  brevity,  certain  portions  of  the  book 
fail  to  provide  completely  satisfactory  coverage 
of  the  subject.  On  the  other  hand,  such  additional 
information  as  the  reader  would  wish  is  readily 
available  in  the  larger  text. 

The  book  is  very  easily  read.  One  is  impressed 
with  the  authors'  ability  to  draw  from  their  own 
practical  experiences  in  the  practice  of  pediatrics 
and  to  combine  this  with  the  didactic,  the  inter- 
esting, the  theoretical,  and  the  philosophical. 

The  book  contains  two  tables  worthy  of  note. 
The  one  deals  with  pediatric  dosages  of  com- 
monly used  medications  and  the  other  summar- 
izes the  selection  of  diagnostic  microbiologic  spe- 
cimens. Both  of  these  are  of  immediate  and  prac- 
importance  to  the  house  officer  and  the  practi- 
tioner. 
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Addison  Gorgas  Brenizer,  Sr.,  >1.1). 
July    1883 -April    1963 

On  Friday,  April  26,  1963,  Addison  Gorgas  Bren- 
izer,  Sr.,  died  at  his  home  in  New  Yorlv  City.  The 
news  of  his  passing  saddened  many  members  of 
the  Mecklenburg  County  Medical  Society  who 
had  been  associated  with  him  in  peace  and  in 
war. 

A  native  of  Charlotte,  he  was  graduated  from 
the  University  of  North  Carolina  and  received 
the  M.D.  degree  from  John  Hopkins  Medical 
School.  Dr.  Brenizer  was  an  enthusiastic  student 
of  medicine  and  surgery.  He  continued  his  stu- 
dies at  the  University  of  Heidelberg.  He  also  stu- 
died at  Paris  and  Vienna.  He  was  at  one  time 
suregon  in  charge  of  the  American  Hospital  in 
Paris,  which  was  the  only  American  Hospital  in 
Europe  at  that  time.  He  was  a  continuing  stu- 
dent of  surgery  and  his  bibliography  of  articles 
written  shows  that  he  was  the  author  of  58 
articles  covering  most  of  the  field  of  surgery  of 
his  day  with  the  exception  of  brain  surgery.  His 
intense  and  continuing  interest  in  surgery  and 
medicine  is  worthy  of  special  note  and  is  one  of 
the  highest  tributes  that  can  be  paid  a  doctor  of 
medicine. 

At  the  beginning  of  World  War  I,  Dr.  Brenizer 
immediately  volunteered.  He  was  commissioned 
a  Major  in  the  Medical  Corps  of  the  United  States 
Army  Reserve  and  was  given  permission  to  or- 
ganize a  hospital  unit  which  was  designated  as 
Hospital  Unit  O.  Some  of  the  officers  of  this  unit 
were  sent  for  boot  training  at  Ft.  Oglethorpe  in 
Chickamauga  Park  near  Chattanooga. 

Hospital  Unit  O  was  mobilized  in  Charlotte, 
North  Carolina,  and  ordered  to  Fort  McPherson, 
Georgia,  about  15  miles  out  of  Atlanta.  Dr.  Bren- 
izer was  the  commanding  officer  of  the  unit 
which  remainded  at  this  military  post  for  about 
three  months  in  training.  This  was  one  of  the 
coldest  winters  this  country  has  ever  seen.  The 
unit  was  made  up  of  11  officers,  49  enlisted  men, 
and  21  nurses.  Unit  O  was  finally  ordered  to 
Bordeaux  France  and  \A'as  merged  with  the 
Massachusetts  General  Hospital  which  was 
known  as  Base  Hospital  Six.  This  was  a  hospital 
of  5,000  beds;  3,500  were  surgical  and  1.500  were 
medical.  The  late  Dr.  Richard  Cabot  of  Boston 
was  chief  of  medicine,  and  Dr.  Brenizer  was 
made  chief  of  surgery. 

Dr.  Brenizer  suffered  a  heart  attack  in  1939 
and  retired  in  1942.  He  moved  to  New  York  in 
1946  and  lived  in  that  city  until  his  death. 

Surviving  are  his  son,  Dr.  Addison  Gorgas 
Brenizer,  Jr.,  of  Charlotte,  North  Carolina,  and 
two  daughters,  Mrs.  E.  F.  Lucas  of  Greensboro, 
North  Carolina  and  Mrs.  L.  McTyeire  Johnson, 
Jr.,  of  Belmont. 


Many  of  us  locallj'  as  well  as  throughout  the 
South  have  happy  memories  of  an  association 
with  this  surgeon  \\-ho  contriljuted  much  to  med- 
icine while  in  his  prime. 

Hamilton  W.  McKay,  M.D. 
Mecklenburg  County  Societj' 

Robert    Watson    Wilkinson,    M.D. 

Dr.  Robert  Watson  Wilkinson,  Jr.,  70,  died  in 
Wake  Forest  in  December,  1963,  following  a 
brief  illness. 

A  lifelong  resident  of  Wake  County  and  a 
veteran  of  World  War  I,  Dr.  Wilkinson  had  prac- 
ticed medicine  in  Wake  Forest  since  1923.  He  was 
a  graduate  of  Wake  Forest  College  and  the  Tu- 
lane  University  Medical  School,  and  interned  at 
Charity  Hospital  in  New  Orleans,  Louisiana. 

He  was  a  surgeon  for  the  Seaboard  Airline 
Railroad,  and  a  member  of  the  staffs  of  the  Wake 
Forest  Branch  Hospital  and  the  Wake  Memorial 
Hospital. 

He  was  a  member  of  the  board  of  directors 
of  the  Wake  Forest  Saving  and  Loan  Associa- 
tion for  39  years;  a  member  of  the  Wake  Forest 
Fire  Department,  the  Wake  Forest  Baptist 
Church,  and  the  Maltonia  Fishing  Club. 

Surviving  are  his  wife,  Mrs.  Estelle  Wilkinson; 
one  son,  R.  W.  Wilkinson  HI  of  Wake  Forest; 
three  grandchildren;  and  two  brothers.  Dr. 
Charles  T.  Wilkinson  of  Wake  Forest  and  Dr. 
James  S.  Wilkinson  of  Raleigh. 

Kenneth  DeAltone  Dickinson,  M.D. 

Kenneth  DeAltone  Dickinson,  son  of  Homer 
and  Grace  Dickinson,  was  born  in  Minneapolis, 
Minnesota,  January  28,  1903.  There  he  attended 
the  public  schools  and  became  a  student  at  the 
University  of  Minnesota,  where  he  distinguished 
himself  academicallj-  as  well  as  being  a  champion 
sprinter  on  the  track  team.  From  this  university 
he  received  the  B.A.  degree,  cum  laude,  the 
bachelor  of  medicine  degree  and,  in  1933,  the 
degree  of  doctor  of  medicine.  His  excellence  as  a 
medical  student  was  rewarded  by  his  election  to 
Alpha  Omega  Alpha.  He  was  a  member  of  the 
Alpha  Kappa  Kappa  Fraternity. 

Dr.  Dickinson  served  his  internship  at  St. 
Mary's  Hospital  in  Minneapolis,  and  received  his 
residency  training  in  obstetrics  and  gynecology 
at  Kings  County  Hospital,  Brooklyn,  New  York. 
He  was  licensed  in  North  Carolina  in  1935.  In 
January  of  that  year  he  became  associated  with 
Dr.  Ivan  Procter,  and  was  on  the  attending  staff 
of  the  Departments  of  Obstetrics  and  Gynecolog.v 
at  Mary  Elizabeth,  Rex,  and  St.  Agnes  Hospitals. 
He  soon  demonstrated  ability  and  capacity  which 
brought  him  the  respect  and  admiration  of  his 
colleagues.  Patients  with  whom  he  came  in  con- 
tact came  to  love  him  for  his  genuine  interest 
and  concern  over  their  welfare. 

It  was  only  natural  that  upon  Dr.  Procter's  re- 
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tirement  the  work  load  forced  upon  this  popular 
and  successful  physician  would,  in  time,  prove 
too  much  to  bear.  In  1947  at  the  age  of  44  years 
he  suffered  the  first  of  a  series  of  heart  attacks 
which  eventually  took  him  from  us.  He  seemed 
to  thrive  on  adversity  and  continued  to  work  on 
a  limited  basis  until  1955,  when  a  cerebral  ac- 
cident forced  his  retirement  from  practice.  For- 
tunately even  after  this  he  was  able  to  enjoy 
books,  music,  his  dog,  and  people.  His  keen  sense 
of  humor  left  him  and  it  was  a  delight  to  share 
his  company. 

In  a  short  time  Dr.  Dickinson  made  an  indelible 
imprint  on  the  professional  life  of  our  state.  A 
tireless  worker  with  a  continuing  zest  for  learn- 
ing, he  found  time  to  make  real  contributions  to 
the  medical  literature. 

He  was  a  charter  member  of  the  North  Caro- 
lina Society  of  Obstetrics  and  Gynecology,  a 
member  of  the  South  Atlantic  Association  of  Ob- 
stetrics and  Gynecology,  a  diplomate  of  the  Am- 
erican Board  of  Obstetrics  and  Gynecology,  and 
a  fellow  of  the  American  College  of  Surgeons.  He 
was  a  member  of  the  Wake  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  North 
Carolina,  and  the  American  Medical  Association. 
He  was  a  member  of  Christ's  Episcopal  Church. 

In  1935  he  married  Miss  Jean  DeFalco,  a 
registered  nurse  he  met  at  Kings  County  Hos- 
pital. From  this  marriage  was  born  their  son, 
Kenneth,  who  is  now  a  student  of  law.  and  who 
incidentally  is  the  fourth  only  child  in  four 
successive  generations.  His  wife  and  son  survive 
him.  It  is  with  them  that  we  share  grief  over  his 
death  on  January  25,  1964.  It  is  with  them,  too, 
that  we  share  pride,  gratitude,  and  affection  for 
Kenneth  Dickinson  himself. 


Classiried  Advertisments 


George  W.  Paschal 
Rex  Hospital 
Raleigh 


Jr.,  M.D. 


Two  Pulmonary  Disease  Residencies.  200  bed  sec 
tion,  VA  Hospital,  Richmond.  Affiliated  with 
Medical  College  of  Virginia.  Offers  training  in 
diagnostic  facilities,  treatment  acute  and  chron- 
ic pulmonary  diseases  including  tuberculosis. 
Research  available.  U.  S.  citizenship  required. 
$5,575  a  year.  Write  Chief  of  Staff,  VA  Hospital, 
Richmond,  Va. 

Staff  Psychiatrist,  to  assist  3  Psychiatrists,  109 
bed  Psychiatric  Service.  Teaching  affiliation 
with  Medical  College  of  Virginia.  Excellent  op- 
portunity for  teaching  and  research.  Salary  up 
to  $16,245,  depending  on  qualifications.  Many 
fringe  benefits.  Board  diplomate  or  board  elig- 
ible and  licensed  any  state  required.  Write 
Chief  of  Staff,  VA  Hospital,  Richmond,  Va. 
2.3225. 

Physician  Wanted:  Physician  interested  in  gen- 
eral practice;  excellent  oi)portunity.  Piedmont 
section.  Reply  in  cai-e  of  the  .lournal.  S4-122-6. 

Urgently  \eeded — .Another  General  Practitioner 
able  to  do  minor  surgery  and  orthopedics; 
health  trade:  Winter  3,000,  Summer  15,000;  ex- 
cellent income  i)otential;  well  equii)ped  hospital 
in  exclusive  resort  mountain  town  of  High- 
lands, N.  C;  contact  Administiator,  Highlands- 
Cashiers  Hospit;il,  Highlands,  N.  C. 

Wanted — General  Practitioner  as  my  associate  in 
a  20,000  i)opulation  between  Aslieville  and 
Charlotte.  To  retire  in  one  year.  Reply  in  care 
of  the  N.  C.  Medical  .lournal.  82-23-17. 

Excellent  Opportunity  for  (Jeneral  Practitioner — 
Recently  vacated,  fully  e(|iiii)ped  office  for  sale 
or  lease  in  Salisbury,  \.  C.  Contact,  C.  T. 
Harris,  Jr.,  M.I).,  425  Roberts  St.,  Salisbury, 
N.  C. 
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Each    dot   represents   one   death 


NORTH  CAROLINA 


Forecasting  tke  Future  of  Medical  Practice     JliNlO'BA 


IN  THIS  ISSUE: 


Manson    Meads,    M.    D. 
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tempting  strawherry  taste  treat 
for  your  iron-deficient  patients 


zentron  Chewabie 


Iron,  Vitamin  B  Complex,  and  Vitamin  C 


Combines  iron  with  B  complex  vitamins  in  a  cheicablc  tablet 

Additional  information  available  upon  request.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana.  400137 
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disability  without  debilitation.. 


supportive  oral  anabolic  therapy  •   potent  •  well-tolerated 

Disabling  illness  or  injury  at  any  time  of  life  can  invite  a  slowdown  in  the  natural  anabolic  processes 
or  acceleration  of  catabolic  processes,  resulting  in  a  "wasting"  of  protein  and  minerals  needed  for 
tissue  repair.  Loss  of  weight  and  appetite,  strength  and  vitality,  may  be  the  evident  signs  of  this 
process,  frequently  accompanied  by  a  lowering  of  mood,  interest  and  activity.  The  older  the  patient, 
the  more  pronounced  may  be  the  signs  of  debilitation.  A  potent,  well-tolerated  anabolic  agent  plus 
a  diet  high  in  protein  can  make  a  remarkable  difference. 


WINSTROL' 


brand  of 


STANOZOLOL 


...a  new  oral  anabolic  agent,  combines  high  ana- 
bolic activity  with  outstanding  tolerance.  Although 
its  androgenic  influence  is  extremely  low*,  women 
and  children  should  be  observed  for  signs  of  slight 
virilization  (hirsutism,  acne  or  voice  change),  and 
young  women  may  experience  milder  or  shorter 
menstrual  periods.  These  effects  are  reversible  when 
dosage  is  decreased  or  therapy  discontinued.  Patients 
with  impaired  cardiac  or  renal  function  should  be 
observed  because  of  the  possibility  of  sodium  and 
water  retention.  Liver  function  tests  may  reveal  an 
increase  in  BSP  retention,  particularly  in  elderly 

•The  therapeutic  value  of  anabohc  agents  depends  on  the  ratio  of 
anabolic  potency  to  androgenic  effect.  This  anabolic-androgenic 
activity  ratio  of  Winstrol  is  greater  than  that  of  all  the  oral  anabolic 
agents  currently  in  use. 


patients,  in  which  case  therapy  should  be  discon- 
tinued. Although  it  has  been  used  in  patients  with 
cancer  of  the  prostate,  its  mild  androgenic  activity 
is  considered  by  some  investigators  to  be  a 
contraindication. 

Dosage  in  adults,  usually  1  tablet  t.i.d.;  young  wo- 
men, 7  tablet  b.i.d.;  children  (school  age),  up  to  7 
tablet  t.i.d.;  children  (pre-school  age),  V2  tablet  b.i.d. 
Shows  best  results  when  administered  with  a  high 
protein  diet.  Available  as  scored  tablets  of  2  mg.  in 
boldes  of  100. 
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Winthrop  Laboratories,  New  York,  N.  Y. 
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Forecasting  tne  Future  ox  Medical  Practice 

Manson  Meads,  M.D.* 
Winston-Salem 


Forecasting  is  a  liazardous  art  as  was  well 
illustrated  recently  in  Miami  when  Sonny 
Listen  failed  to  come  out  for  the  seventh 
round.  I  am  approaching  my  topic  with  this 
experience  clearly  in  mind. 

The  late  Alan  Gregg  of  the  Rockefeller 
Foundation  once  said  that  every  faculty  of 
medicine  should  have  a  professor  of  fore- 
casting. In  this  world  of  rapid  change  those 
of  us  in  medical  education  must  be  particul- 
arly concerned  with  the  future  of  medicine 
if  physicians  are  to  be  properly  trained  to- 
day to  practice  into  the  twenty-first  century. 
This  statement  may  startle  some  of  you 
until  it  is  recognized  that  the  average  phy- 
sician will  practice  actively  40  years  after 
completing  the  formal  period  of  medical 
education.  Although  many  of  the  facts 
taught  in  medical  school  become  obsolete, 
ithe  basic  principles,  habits,  and  attitudes 
which  are  learned  help  graduates  to  keep 
abreast  of  the  advances  in  medical  science 
and  grow  professionally  throughout  their 
careers. 

Medicine  is  a  science,  but  its  ultimate  end 
is  to  serve  people.  The  practice  of  medicine 
is  truly  a  social  contract  in  its  terms  and  in 
the  relationship  it  implies.  It  is  a  contract 
that  must  be  sensitive  to  the  needs  and  de- 
mands of  the  public.  It  is  vital,  negotiable, 
and  subject  to  change.  As  such,  the  process 
of  forecasting  the  future  of  medical  practice 
must  begin  with  an  assessment  of  the  forces 
and  trends  arising  within  society,  as  well  as 
science,  that  will  affect  the  direction  of 
medicine  in  the  future.  Broadly  speaking. 
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there  are  two  major  phenomena  which  are 
leading  to  inevitable  changes  in  both  the 
organization  and  content  of  medical  care  alid 
health  services.  One  is  the  rapid  growth  of 
scientific  knowledge  and  the  other  the  re- 
sult of  profound  social  and  economic 
changes  that  have  been  accumulating  in  this 
country  during  the  past  several  decades.  I 
will  discuss  briefly  each  of  these  pheno- 
mena and  the  problems  they  have  caused, 
and  then  attempt  to  forecast  trends  and  pos- 
sible solutions. 

Groioth  of  Scientific  Knowledge 

In  1963,  Dr.  Derek  Price  of  the  University 
of  Malaya  published  studies  on  the  rate  of 
growth  of  a  variety  of  historical  pheno- 
menal In  the  area  of  science  he  included  the 
number  of  scientific  journals,  the  number  of 
university  degrees  granted  in  science,  mem- 
bership in  scientific  societies,  the  number 
of  chemical  compounds  known,  and  the  like. 
He  found  from  these  various  indices  that  the 
growth  of  sciences  is  exponential  and  has  a 
doubling  time  of  10  to  15  years.  Further- 
more, he  found  that  this  rate  of  growth  has 
been  going  on  ever  since  the  time  of  Isaac 
Newton. 

What  does  this  mean  to  the  physician?  It 
is  estimated  that  somewhere  between  5000 
and  6000  medical  journals  are  published  to- 
day, which  would  approximate  more  than  a 
million  printed  pages.  By  1975  there  should 
be  twice  as  many  medical  scientists  publish- 
ing twice  as  much  information  in  some  10,- 
000  to  12,000  periodicals. 

Fortunateh'  it  has  been  pointed  out  that 
growth  curves  of  the  type  described  by  Price 
are  often  sigmoid  in  shape,  and  there  are 
indications  that  the  increase  in  the  number 
of  scientists  is  beginning  to  fall  off.  Never- 
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theless,  even  today  there  is  more  medical 
knowledge  than  can  be  learned  bj-  any  one 
man  in  a  lifetime.  New  knowledge  has  re- 
sulted in  a  technologic  revolution  which  is 
leading  us  swiftly  from  an  age  of  empiricism 
to  an  era  of  scientific  medicine.  Gregg  called 
it  Great  Medicine.  On  the  other  hand,  the 
growth  rate  of  new  information  has  been  so 
rapid  that  there  is  now  a  disturbing  lag  be- 
tween disco\"er}'  and  application. 

The  natural  outgrowth  of  this  information 
crisis  has  been  specialism — the  di\'ision  of 
knowledge  into  learnable  parts.  It  is  said 
that  a  physician  is  out  of  date  five  years 
after  he  has  graduated  if  he  has  learned 
nothing  new  in  the  inter\-al.  Therefore, 
specialism  in  medicine  involves  also  the  di- 
vision of  knowledge  into  parts  which  allow  a 
man  to  keep  abreast  of  new  information  in 
his  chosen  field. 

SiDecialism  in  medical  practice  has  in  itself 
resulted  in  problems  of  real  concern.  Some 
say  it  has  led  to  the  fragmentation  of  patient 
care  and  lack  of  interest  in  the  sick  as  hu- 
man beings.  Others  note  the  marked  decline 
in  the  number  of  general  practitioners  that 
has  occurred  during  the  past  15  years  and 
the  small  number  of  recent  graduates  who 
are  entering  this  field.  Many  people  still 
want  a  general  doctor  who  will  minister  to 
all  of  their  illnesses;  yet  good  medicine  can 
no  longer  be  practiced  by  a  physician  who 
by  himself  attempts  to  treat  all  disease  that 
occurs  throughout  the  life  span  of  any  in- 
dividual. Despite  these  problems  we  need 
specialists — persons  with  precise,  detailed, 
up-to-the-minute  knowledge  and  skill  in  a 
particular  field  of  medicine.  We  also  need 
generalists,  personal  physicians  who  are 
available  for  the  comprehensive  continuing 
care  of  the  public. 

In  the  final  analysis  the  real  problem  is 
not  specialism  versus  generalism.  It  is  the 
fact  that  our  mechanisms  for  dealing  with 
the  explosive  growth  in  scientific  informa- 
tion are  breaking  down.  As  a  result,  medical 
education  is  becoming  longer  and  more  ex- 
pensive, and  medicine  is  becoming  more 
complex  and  costly  even  though  both  are 
more  effective  than  at  any  time  in  our  his- 
tory. There  is  great  need  for  better  coordi- 
nation of  our  entire  system  of  health  service 


if  we  are  to  keep  u})  with  the  growth  of  new 
knowledge  and  make  full  use  of  it  in  the 
best  interests  of  society. 

The  Accu)nulution.  of  Social  and  Ecoiwinic 
Changes 

Let  us  examine  some  of  the  changes  with- 
in our  society  that  are  having  a  profound 
influence  on  form  and  content  of  medical 
practice. 

There  has  been  a  significant  shift  in  the 
patterns  of  disease.  In  this  country  the  num- 
ber of  persons  over  65  has  quadrupled  in  the 
past  50  years.  By  1980  there  will  be  25  mil- 
lion in  this  age  group.  Older  people  have 
more  chronic  illnesses.  In  chronic  disease 
there  is  less  possiblity  of  cure  and  greater 
need  for  prevention,  early  diagnosis,  and 
more  complex  types  of  treatment  involving 
different  skills  and  a  variety  of  specialties 
in  the  hosiaital  and  in  the  home.  Public 
health  and  pre\'entive  measures  have  great- 
ly reduced  the  incidence  of  acute  illness  and 
infant  mortality.  Accidents  have  become  a 
major  cause  of  death  and  disability.  Increas- 
ing attention  is  being  focused  on  the  identi- 
fication and  control  of  toxic  substances  in 
the  environment.  All  of  these  factors  have 
led  to  greater  preoccupation  with  areas  such 
as  congenital  defects,  trauma,  chronic  de- 
generative disease,  cancer,  and  mental  ill- 
ness. 

In  this  era  of  expensive  technology  and 
specialism,  patient  care  has  become  more 
clinic-  and  hospital-centered.  The  public 
is  learning  that  diagnosis  is  often  better 
made  and  treatment  better  administered  in 
the  physician's  office  or  in  the  hospital 
rather  than  in  the  home.  Improvements  in 
our  transportation  system  and  the  Hill-Bur- 
ton hospital  construction  program  have 
made  community  hospital  facilities  readily 
accessible  in  most  parts  of  the  country. 

Personal  income  has  increased  and  its 
distribution  has  broadened.  There  has  been 
a  remarkable  growth  in  health  insurance. 
In  1940  less  than  1  in  10  people  had  any 
form  of  protection;  now  135  million  have 
some  type  of  medical  or  hospital  coverage. 
Despite  this  unusual  rate  of  growth,  only 
25  per  cent  of  the  costs  of  private  medical 
care  are  paid  through  insurance.  There  is  a 
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growing  demand  for  broader  benefits  which 
more  realistically  will  meet  the  require- 
ments of  the  changing  patterns  of  disease 
and  the  costs  of  the  newer  forms  of  therapy. 

A  change  that  may  be  most  important  is 
seen  in  the  attitude  of  the  public  toward 
medicine.  It  is  a  change  that  is  as  great  as 
that  taking  place  within  medicine  itself. 
People  are  better  informed  and  more  sophis- 
ticated; they  see  each  day  what  good  med- 
icine can  do,  and  they  want  it  for  them- 
selves. Never  before  in  our  history  has  med- 
icine experienced  so  much  public  interest. 
This  interest  is  based  not  only  on  personal 
motives  but  also  on  the  broad  recognition 
that  the  health  of  our  people  has  a  direct 
relationship  to  productivity  and  national 
security.  It  is  now  generally  recognized  by 
advanced  societies  that  medical  care  is  a 
human  right  and  should  be  available  to  all 
people  regardless  of  their  ability  to  pay. 
There  is  little  dissatisfaction  with  the  tech- 
nical aspects  of  medical  care,  but  discontent 
is  arising  from  the  unavailablity  of  adequate 
care  for  certain  groups  in  the  population; 
the  shortage  of  doctors,  dentists,  nurses,  and 
other  health  personnel;  and  the  problems  of 
meeting  accelerating  costs. 

These  two  phenomena — the  explosive 
growth  of  scientific  knowledge  and  new  pat- 
terns and  attitudes  that  are  developing  in 
our  society — are  exerting  strong  pressures 
for  change  in  both  medical  education  and 
medical  care.  The  fact  that  population 
growth  is  outstripping  the  production  of 
doctors,  nurses,  and  other  health  personnel 
is  compounding  the  problem.  These  are  the 
roots  of  the  present  vuirest  in  American 
medicine.  Unrest  in  a  democratic  society  is 
usually  a  healthy  symptom.  Throughout 
our  history  medicine  has  responded  well 
to  the  challenge  of  change.  There  are  de- 
finite signs  of  evolutionary  trends  toward 
more  effective,  more  efficient,  and  more 
comprehensive  medical  care  during  the  next 
decade. 

Forecast  for  the  Future 

First:  There  will  be  a  widespread  devel- 
opment of  grouji  practice  in  this  country. 
This  type  of  practice  is  defined  as  two  or 
more  physicians  formally  organized  to  pro- 


vide medical  services  in  more  than  one  field 
or  specialty.  Group  practice  is  clearly  on  the 
increase  in  this  country.  It  is  a  means  of 
integrating  medical  specialties  and  therefore 
is  the  most  nearly  satisfactory  and  practical 
corrective  for  the  problems  that  specialism 
creates.  In  group  practice  there  is  a  "built 
in"  stimulus  to  practice  high  equality  med- 
icine, as  the  work  of  each  physician  in  the 
group  is  closely  observed  by  the  others.  We 
all  perform  better  under  such  circumstances. 
The  growth  of  group  practice  and  the  de- 
cline in  "solo"  practice  has  been  particular- 
ly striking  during  the  past  10  years.  A 
similar  trend  is  evident  in  the  practice  of 
law. 

Second:  In  order  to  assure  individuals 
and  their  families  the  benefits  of  long-term 
comprehensive  medical  care,  a  new  type  of 
physician  will  develop.  He  will  be  a  gener- 
alist  or  family  physician  and  a  key  member 
of  a  group  practice  unit.  He  will  have  a  dif- 
ferent type  of  training  than  the  general 
practitioner  of  today.  It  will  stress  early 
diagnosis  of  disease  in  all  age  groups,  the 
treatment  of  common  physical  and  emotion- 
al illness,  and  methods  of  disease  prevention 
and  health  promotion.  The  generalist  will 
be  the  counselor  to  families  and  will  be  par- 
ticularly adept  at  mobilizing  community 
medical  resources  for  the  maximum  benefit 
of  his  patients.  Specialists  in  the  group,  or 
based  in  a  nearby  hospital,  will  be  readily 
available  for  consultation  or  for  direct  care 
of  the  more  complex  problems  requiring 
their  special  knowledge  and  skills. 

Dr.  Vernon  Lippard,  dean  of  the  Yale 
University  School  of  Medicine,  suggests  that 
this  family  physician  will  be  well  qualified 
in  fields  of  internal  medicine,  pediatrics, 
and  minor  psychiatry,  and  will  have  enough 
experience  in  the  emergency  room  to 
handle  the  type  of  minor  surgery  which  can 
be  performed  in  the  office  or  in  the  home  if 
necessary.  He  feels  that  it  is  likely  in  the 
future  that  practically  all  women  will  be  de- 
li\-ered  in  a  hospital  by  hospital-centered 
obstetricians  assisted  by  a  corps  of  trained 
midwives.  As  such,  the  need  for  the  par- 
ticipation of  the  generalist  in  obstetrics 
would  be  limited  to  isolated  communities-. 

Third:    The  growth   in  the  number  and 


188 


NORTH  CAROLINA  MEDICAL  JOURNAL 


May,  1964 


variety  of  paramedical  personnel,  (that  is, 
health  personnel  who  assist  pltysicians,  such 
as  nurses  and  technicians)  has  been  strik- 
ing during  the  past  20  years  as  contrasted 
with  the  modest  increase  in  the  number  of 
doctors.  As  one  examines  the  tasks  of  a 
physician,  however,  it  seems  possible  that 
a  number  of  his  present  functions  relating 
to  the  care  of  the  chronically  ill  or  to  routine 
health  measures  could  be  delegated  to 
nurses  or  assistants  under  his  supervision. 
Experiments  are  now  being  conducted  in 
university  medical  centers  which  demon- 
strate that  nurses  can  be  trained  to  handle 
normal  obstetric  deliveries,  to  serve  as  com- 
petent surgical  assistants,  to  make  home 
visits  as  medical  counselors,  and  to  screen 
patients  that  should  be  seen  by  physicians. 
Similar  potentials  exist  for  expanding  the 
roles  of  physical  and  occupational  ther- 
apists, medical  technologists,  medical  psy- 
chologists, and  social  workers.  These  para- 
medical personnel,  functioning  under  the  di- 
rection of  a  licensed  physician,  could  materi- 
ally reduce  the  routine  duties  of  the  doctor. 
By  the  more  efficient  use  of  the  physician's 
time,  estimates  of  the  numbers  of  additional 
doctors  recjuired  in  the  near  future  may  be 
significantly  reduced. 

Fourth:  In  most  of  our  communities  there 
is  a  notable  lack  of  coordination  and  joint 
planning  between  voluntary  health  agen- 
cies, public  health  and  welfare  departments, 
hospitals,  and  others  concerned  with  the  de- 
livery of  health  services.  There  is  ample  evi- 
dence of  unnecessary  duplication  and  deficit, 
and  good  reason  to  believe  that  the  system 
under  which  we  now  operate  has  become 
inefficient  and  extravagant  in  the  use  of 
facilities  and  personnel. 

Enlightened  communities  are  reacting. 
Councils  of  health  agencies  are  being  estab- 
lished, and  the  consumer  is  demanding  full 
benefits  from  his  voluntary'  contributions 
and  tax  dollars.  It  is  evident  that  closer  co- 
ordination and  planned  expansion  of  health 
services  in  our  communities  will  become  the 
pattern  in  the  near  future.  It  is  also  ap- 
parent from  recent  trends  that  community 
hospitals  will  rely  more  on  major  regional 
hospitals  for  the  referral  of  patients  that  re- 
quire complex  diagnostic  or  therapeutic  pro- 


cedures. Scarce  and  expensive  medical  re- 
sources can  be  concentrated  at  a  regional 
level  and  serve  many  communities  effective- 
ly and  at  a  relatively  low  cost. 

Fifth:  The  cost  of  medical  care  will  con- 
tinue to  rise  as  a  result  of  advanced  tech- 
nology and  increased  demand  by  the  public 
for  more  comprehensive  services.  It  seems 
apparent  that  ijrepayment  insurance  will  be- 
come the  mechanism  by  which  the  vast 
majority  of  individuals  will  finance  medical 
care.  The  strength  of  the  movement  for  pre- 
pajanent  of  medical  care  lies  in  the  number 
of  persons  whose  individual  incomes  simply 
cannot  withstand  the  catastrophic  effect  of 
incapacitating  illness.  The  present  national 
debate  is  whether  prepayment  should  be 
voluntary  or  compulsory.  Most  physicians 
are  strong  advocates  of  voluntary  prepay- 
ment insurance  because  it  avoids  centralized 
bureaucratic  control,  insures  variety  and 
adaptability  of  plans,  and  encourages  experi- 
mentation. A  single  compulsory  system 
would  stifle  initiative,  lead  to  mediocrity, 
and  is  the  antithesis  of  our  free  enterprise 
system.  On  the  other  hand,  public  assistance 
should  always  be  available  for  groups  in  our 
society  who  otherwise  would  be  denied  good 
medical  care  because  of  inability  to  pay.  A 
formula  of  coopei'ation  between  the  govern- 
ment and  the  medical  profession  is  needed 
to  achieve  these  ends. 

The  forecast  for  medical  practice  is  the 
widespread  development  of  group  practice, 
the  rise  of  the  general  physician  as  a  key 
member  of  the  group,  broader  participation 
in  medical  care  by  paramedical  personnel, 
and  better  coordination  and  utilization  of 
the  total  health  resources  of  the  community 
and  region.  The  costs  of  medical  care  will 
continue  to  rise  but  will  be  offset  somewhat 
by  greater  efficiency  in  the  use  of  facilities 
and  personnel.  Most  of  these  costs  will  be 
financed  by  prepayment  insurance. 

Scientific  knowledge  will  double  in  the 
next  decade  and  medicine  will  continue  to 
make  dramatic  advances  in  technology. 
There  will  be  a  much  better  understanding 
of  the  causation  of  disease  which  is  the  basis 
for  the  development  of  specific  measures 
for  prevention  and  treatment.  Future  phy- 
sicians will  have  greater  power  to  cure  and 
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to  alleviate  suffering,  and  unlimited  oppor- 
tunities for  service  through  a  wide  variety 
of  careers  within  medicine. 

The  Role  of  the  University  Medical  Center 

The  university  medical  center  will  play 
an  important  role  in  this  evolving  pattern 
of  medical  care.  The  term  medical  center 
more  accurately  describes  the  modern  med- 
ical school  which  has  developed  into  a  uni- 
fied complex  of  educational,  research,  and 
service  facilities.  There  are  only  87  of  these 
centers  in  the  United  States.  In  addition  to 
physicians,  these  institutions  train  graduate 
students,  medical  teachers  and  investiga- 
tors and  a  variety  of  other  paramedical  per- 
sonnel. Their  specialized  facilities  and  facul- 
ties support  practicing  physicians  and  com- 
munity hospitals  through  consultation  and 
service  to  referred  patients  with  complex 
medical  problems. 

Traditionally,  the  major  concern  of  a  med- 
ical school,  like  its  parent  university,  has 
been  the  discovery  and  dissemination  of 
knowledge.  Clark  Kerr,  president  of  the  Uni- 
versity of  California,  points  out  in  his  recent 
Godkin  Lectures  that  the  university  must 
give  more  emphasis  to  the  application  of 
new  knowledge  to  contemporary  problems^. 
For  the  university  medical  center  this 
means  research  in  patient  care:  experiments 
designed  to  study  ways  to  deliver  more  ef- 
ficient and  effective  medical  care  at  the 
lowest  possible  cost;  and  ways  to  cope  with 
our  information  crisis  and  reduce  the  lag 
time  between  the  discovery  of  new  knowl- 
edge and  its  application  to  the  prevention 


and  treatment  of  disease  and  the  promotion 
of  health. 

The  outstanding  problem  of  medical 
centers  is  that  the  demands  for  educational, 
research,  and  professional  services  have  far 
outstripped  their  financial  resources.  These 
institutions  must  have  more  adequate  sup- 
port from  both  public  and  private  sources  if 
they  are  to  make  the  necessary  contributions 
to  the  evolving  pattern  of  medical  care  in 
this  country. 

Conclusion 

We  are  rapidly  approaching  the  era  of 
Great  Medicine.  Technological  advances 
alone  will  not  carry  us  to  this  goal.  A  high 
level  of  imaginative  statesmanship  and  joint 
action  by  representatives  of  the  health  pro- 
fessions, the  university,  government,  and 
the  public  will  be  required.  During  the  next 
decade  physicians  will  be  challenged  with  a 
greater  opportunity  and  obligation  than 
ever  before  to  exert  individual  and  collective 
leadership  within  their  communities  and  on 
the  national  level.  The  profession  must  ac- 
cept this  challenge  and  assume  a  role  of 
greater  responsibility  if  the  growing  power 
of  medicine  is  to  be  used  in  the  best  interests 
of  all  people  in  our  society. 
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THE  PRICELESS  INGREDIENT  OF  QUALITY 

Notwithstanding  all  of  the  regulations  and  standards  of  the  present 
official  and  semi-official  bodies  and  agencies  charged  with  the  responsi- 
bility of  controlling  the  quality  of  drugs,  the  only  way  the  average  physi- 
cian and  the  average  hospital  can  judge  the  quality  of  the  drugs  they  use 
is  by  their  reliance  on  the  reputation  of  the  manufacturer,  which  appears 
on  the  label. — Joseph  E.  Snyder,  M.D.,  Assistant  Vice  President,  New 
York  Presbyterian  Hospital,  to  American  Hospital  Association. 
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The  hair  foHicle  apparatus  is  an  append- 
age of  the  skin.  The  hair  that  is  present  at 
birth  and  in  infancy  is  said  to  be  "genetic"; 
that  which  appears  after  puberty  is  said  to 
be  "sexual."  The  response  of  the  hair  follicle 
apparatus  depends  on  the  state  of  nutrition, 
hereditary  factors,  and  end-organ  respon- 
siveness. The  stimulus  for  sexual  hair 
growth  in  both  male  and  female  is  andro- 
genic.^ Estrogens,  corticoids,  and  thyroid 
hormone  influence  and  modify,  but  are  not 
responsible  per  se  for  hair  growth-.  In  hj'po- 
thyroidism  the  growth  of  sexual  hair  is 
scanty  and  head  hair  may  be  dry  and 
brittle.  In  hypoadrenocorticoidism  (Addi- 
son's disease)  sexual  hair  is  decreased  in  the 
female  and  may  be  decreased  in  the  Addi- 
sonian male  who  also  has  poor  testicular 
function-'.  In  hj'popituitarism,  sexual  haii- 
as  a  rule  is  quite  scanty  and  pubic  hair  may 
be  completely  absents 

The  hirsute  female  need  not  manifest  any 
obvious  or  latent  endocrine  imbalance. 
Secondary  sexual  characteristics  such  as 
bodily  contour,  breast  development,  and  fat 
depots  may  be  completely  on  the  distaff  side. 
The  menstrual  cycles  may  be  regular  and 
ovulatory,  and  the  ability  to  conceive  and 
bear  children  may  not  be  impaired.  Her 
aptitudes  and  attitudes  may  remain  aston- 
ishingly feminine.  Pelvimetry  may  reveal 
the  perfect  gynecoid  pelvis.  Hormonal  as- 
says may  reveal  a  quantitatively  average 
output  of  urinary  17-ketosteroids. 

Why,  then,  the  hirsutism?  Excessive 
hair  growth  may  be  caused  by  an  increased 
sensitivity  of  the  hair  follicle  apparatus  to 
endogenous  androgens.  This  may  be  either 


Presented     at     the    Veterans     Administration     Hospital, 
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a  dominant  or  a  recessive  hereditary  trait. 
On  the  other  hand,  there  may  be  minor  to 
major  enzymatic  defects  in  the  biosynthesis 
of  certain  steroids  by  the  ovary  or  adrenal, 
or  there  may  be  disturbances  in  instrinsic 
li\-er  or  kidney  metabolism  which  may  alter 
the  nature  and  rate  of  excretion  of  certain 
steroids. 

All  hair  growth,  on  whatever  part  of  the 
body,  may  be  said  to  be  hormone  dependent. 
However,  it  is  the  facial  hair  (beard),  axil- 
lary hair,  chest  hair,  and  abdominopubic 
hair  that  are  considered  sexual.  The  growth 
of  this  hair  is  directly  dependent  on  the 
glands  of  internal  secretion,  and  it  appears 
only  after  the  androgens  produced  by  the 
adrenals  and  gonads  have  exerted  their  in- 
fluence over  a  sufficient  period  of  time.  Al- 
though head  hair  is  not  considered  primari- 
ly sexual,  nevertheless  it  cannot  be  said  to 
to  be  entirely  genetic,  for  head  hair  and  the 
hair  line  are  markedly  modified  by  gonadal 
and  adrenal  hormones. 

The  Roles  of  Androgens  and  Estrogens 
The  major  role  of  androgens  and  the  nega- 
tive role  of  estrogens  in  promoting  pubic 
hair  growth  is  strikingly  demonstrated  by 
the  following  case  study  of  a  young  woman 
with  sexual  infantilism  due  to  primary 
pituitary  failure''. 

Case  1 

The  patient  was  a  23  year  old  white  female  who 
presented  complete  absence  of  secondary  sexual 
characteristics.  There  was  no  breast  development; 
the  external  genitaha  were  infantile:  there  was 
no  axillary  or  pubic  hair.  Endocrine  survey  re- 
vealed the  basal  metabolic  rate,  blood  pressure, 
and  results  of  glucose  and  insulin  tolerance  tests 
all  to  be  normal.  The  cortins  were  normal.  Posi- 
tive findings  were  a  castrate  type  of  vaginal 
smear,  low  urinary  17-ketosteroids  (2  mg.  per  24 
hours),  negative  tests  for  urinary  gonadotroph- 
ins,  marked  delay  in  bone   age,   osteoporosis   of 
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thoracic  and  lumbar  vertebrae,  and  a  normal- 
sized  sella  turcica  on  roentgen  examination.  A 
diagnosis  of  hypogonadotrophic  hypo-ovarianism 
was  made. 

The  patient  has  been  treated  for  the  past  15 
j'ears  with  substitutional  hormone  therapy.  For 
the  first  one  and  a  half  years  she  received 
cyclic  estrogen  and  progesterone.  Regular  menses 
were  induced,  the  breasts  developed,  and  body 
build  became  feminine:  however  pubic  and  axil- 
lary hair  failed  to  appear.  Androgen  therapy 
was  then  added  to  her  estrogen  and  progesterone 
regimen,  and  growth  of  pubic  hair  soon  followed. 
When  androgens  were  withdrawn  the  pubic 
hair  disappeared.  Soon  afterward,  androgen 
medication  was  reinstituted  and  pubic  hair  grew 
again. 

Role  of  the  Ovaries 

The  role  of  the  ovaries  in  hirsutism  is  not 
clear-cut,  and  much  research  is  in  progress 
to  prove  that  they  do  contribute  to  the  an- 
drogenic pool.  Removal  of  the  ovaries  will 
not  as  a  rule  modify  the  hypertrichosis  in  in- 
dividuals with  or  without  menstrual  dis- 
orders. Nevertheless,  their  remo^'al  is  oc- 
casionally followed  by  marked  regression  of 
hypertrichosis.  Such  a  procedure  in  young 
women  is,  of  course,  out  of  the  ciuestion. 
But  the  clinical  evidence  is  strong,  and  the 
experimental  evidence  even  stronger,  that 
the  ovaries  may  have  much  to  do  with  hy- 
pertrichosis in  certain  individuals.   Such  a 


case  is  presented  in  a  hirsute  female  of  28 
with  uterine  bleeding  resulting  from  adeno- 
acanthoma.  Panhysterectomy  was  followed 
within  a  few  months  by  regression  of  well 
over  80  per  cent  of  the  hairiness". 

Case  2 

The  patient  was  a  28  year  old  woman  who 
complained  of  increasing  hirsutism  and  menor- 
rhagia.  Hairiness  of  the  chest,  abdomen,  and  ex- 
tremities was  quite  in  evidence.  The  breasts 
were  moderatelj^  small,  and  there  was  a  consider- 
able amount  of  peri-areolar  hair.  There  was  also 
a  moderate  degree  of  facial  hypertrichosis.  The 
patient  had  been  bleeding  for  several  weeks. 
Bilaterally  enlarged  ovaries  were  palpated  on 
pelvic  examination.  An  endomentrial  biopsy  was 
done  and  an  endocrine  survey  undertaken. 

The  uterine  bleeding  was  arrested  within  24 
hours  by  progesterone  therapy.  A  therapeutic 
trial  of  cortisone  was  instituted  in  the  hope  of 
inducing  ovulatory  menses.  However,  the  endo- 
metrial biopsy  revealed  an  adeno-acanthoma 
which  necessitated  radical  intervention,  and  a 
panhj'sterectomj'  was  undertaken  as  soon  as 
feasible.  At  laparotomy  typical  large,  pale  sclero- 
cystic  ovaries  were  found.  Though  the  urinary 
17-ketosteroids  fell  somewhat  on  cortisone  ther- 
apy, the  values  were  reduced  to  normal  levels 
only  after  the  panhysterectomy. 

In  this  particular  case,  the  ovaries  evidently 
were  responsible  for  a  good  portion  of  the  17- 
ketosteroids,  because  their  removal  was  followed 
not  only  by  reduction  in  17-ketosteroids,  but  also 
by  considerable  lessening  of  the  hypertrichosis. 
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Fig.   1.   Significantly   hirsnto   female   with   anienon-heanicnoiThagia  syndronu'   (Case  2). 
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A  prerequisite  for  rational  treatment  and 
management  of  hirsutism  in  females  is  the 
proper  diagnosis  of  the  underlying  cause. 
Through  a  systematic  approach  in  the  clin- 
ical and  laboratory  evaluation  of  the  indi\id- 
ual  case,  the  diagnosis  may  l^e  made  in  many 
instances  with  reasonable  certainty.  On  the 
other  hand,  many  instances  will  be  en- 
countered where  it  is  not  possible  to  ascer- 
tain whether  an  endocrine  dysfunction  ex- 
ists. The  laboratory  studies  are  primarily 
designed  to  detect  any  abnormal  production 
of  androgens  and  to  determine  their  source. 
It  is  essential  to  have  a  clear  picture  of  the 
cause  of  abnormal  hair  growth  and  to  know 
what  to  look  for.  The  various  causes  of  hir- 
sutism are  listed  in  table  1. 

Laboratory  investigation 

Control  period.  Although  the  urinary  17- 
ketosteroids  do  not  truly  reflect  the  state  of 
androgen  secretion  in  the  body,  their  estima- 
tion contributes  to  the  diagnosis  of  many 
pathologic  conditions.  Elevated  levels  of  17- 
ketosteroids  are  noted  in  patients  with  con- 
genital adrenal  hyperplasia  and  its  delayed 
onset  variant.  Moderate  to  marked  rises  may 
be  seen  in  patients  with  Cushing's  syndrome 
and  with  benign  virilizing  tumors  of  the 
adrenal,  whereas  in  malignant  tumors  of  the 
adrenal  the  level  of  urinary  17-ketosteroids 
is  markedly  elevated.  In  cases  of  arrheno- 
blastoma  and  hilus  cell  tumors  of  the  ovary, 
the  rise  may  be  moderate  to  marked*.  In  the 
Stein-Levanthal  syndrome  the  17-ketoster- 
oids may  be  normal  or  slightly  increased-', 
whereas  in  simple  hirsutism  of  the  genetic 
type  the  levels  are  not  elevated  as  a  rule, 
and  in  the  idiopathic  variety  wide  fluctua- 
tions may  be  noted. 

The  17-ketosteroids  are  elevated  in  Cush- 
ing's syndrome,  and  in  congenital  adrenal 
hyperplasia  and  its  delayed  onset  \'ariant. 
Urinary  pregnanetriol  and  sometimes  preg- 
nanetriolone  are  characteristically  elevated 
in  the  latter  two  conditions.  Pregnanetriol 
may  also  be  elevated  in  some  cases  of  viriliz- 
ing adrenal  tumor,  whereas  pregnanetrio- 
lone  is  not'". 

Dehydroepiandrosterone  (DHA)  is  the 
major  androgen  of  adrenal  origin.  With  few 


4) 
5) 
6) 


Cause  of  Hirsutism 

Genetic — racial,   familial,  and   individual  pre- 
disposition. 
Adrenal  origin — 

1)  Cushing's  syndrome 

2 )  Congenital  adrenal  hyperplasia 

3)  Delayed  onset  congenital  adrenal  hyper- 
plasia 

Borderline  adrenal  dysfunction 

Virilizing  adi'enal  tumors 

Polycystic  ovary  syndrome  associated  with 
adrenal  component 

C.  0\arian  origin 

1 )  Stein-Leventhal  syndrome 

2)  Virilizing  ovarian  tumors 

a)  Arrhenoblastoma 

b)  Adrenal  rest  tumor 

c)  Hilus  cell  tumor 

D.  Associated  with  se.xual  abnormalities 

1)  Male  pseudohermaphroditism 

2)  Gonadal  dysgenesis  with  androgenic  mani- 

festations 

E.  Miscellaneous 
1 1   Iatrogenic 

2)   Achard-Thiers  syndrome 

exceptions,  a  qualitative  test  of  urine  for 
DHA  type  of  steroids  developed  by  Allen" 
becomes  positi\-e  in  cases  with  virilizing  ad- 
renal tumors"'.  This  test  is  usually  negative 
in  patients  with  congenital  adrenal  hyper- 
plasia, but  in  some  instances  it  may  be  posi- 
tive since  increased  urinary  excretion  of 
DHA  has  been  reported  in  some  of  these 
cases'-.  It  is  to  be  noted,  however,  that  the 
Allen  test  applied  to  the  urine  of  patients 
with  congenital  adrenal  hyperplasia  quite 
often  yields  a  brownish  color  instead  of  the 
purplish  blue  of  the  truly  positive  reaction. 
Adrenal  stimulation  test.  Following  AC- 
TH  stimulation  there  is  an  exaggerated  re- 
sponse in  urinary  17-ketosteroids  and  17- 
ketogenic  steroids  in  Cushing's  syndrome 
due  to  adrenal  hyperplasia.  Somewhat  simi- 
lar response  in  the  urinary  excretion  of  17- 
ketosteroids,  17-ketogenic  steroids,  and 
pregnanetriol  is  noted  in  the  two  aforemen- 
tioned types  of  congenital  adrenal  hyper- 
plasia'^"'"'. The  autonomous  adrenal  tumors 
usually  do  not  respond  to  ACTH,  but  oc- 
casionally some  benign  tumors  do*.  In  some 
cases  of  borderline  adrenal  dysfunction,  this 
test  may  bring  out  some  latent  abnormality 
which  may  be  manifested  in  the  form  of  a 
relatively    greater    rise    in    17-ketosteroids 
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than  IT-hydroxycorticoidsi"  or  in  some  other 
abnormal  patterns  of  steroid  excretion"'  ^^. 

Adrenal  s^ippression  and  ovarian  suppres- 
sion or  stimulation  tests.  The  dexamethas- 
one  suppression  test  is  very  valuable  under 
certain  circumstances".  It  differentiates  be- 
tween normal  individuals  and  the  patients 
with  Cushing's  syndrome  due  to  bilateral 
adrenal  hyperplasia.  The  small  dose  of  de- 
xamethasone  will  suppress  the  urinary 
steroids  in  normal  subjects,  but  not  in  the 
latter  condition.  This  test  also  serves  to  dif- 
ferentiate between  adrenal  hyperplasia  and 
the  autonomous  tumors  of  the  adrenal  cor- 
tex. The  elevated  urinary  steroids  due  to 
autonomous  adrenal  tumor  are  not  suppres- 
sed, whereas  those  due  to  adrenal  hyper- 
plasia of  any  type  are  effectively  suppressed 
with  the  larger  dose  schedule  employing  a 
potent  glucocorticoid^'  ^^. 

The  larger  dose  of  dexamethasone  sup- 
presses most  of  the  urinary  17-ketosteroids 
coming  from  the  adrenal  cortex.  The  lack  of 
adequate  suppression  of  17-ketosteroids  in 
those  cases  where  the  presence  of  adrenal 
tumor  has  been  ruled  out  by  the  results  of 
the  other  tests,  points  to  ovarian  origin  of 
the  abnormal  androgens.  In  such  instances 
further  differentiation  may  be  achieved  by 
the  fact  that  administration  of  estrogen 
should  effectively  suppress  the  secretion  of 
ovarian  androgens  except  that  arising  from 
ovarian  tumors.  Furthermore,  any  abnormal 
elevation  in  urinary  androgens  following 
ovarian  stimulation  by  human  pituitary  fol- 
licle stimulating  hormone  (FSH)  while  the 
adrenals  are  kept  suppressed,  also  indicates 
that  the  ovaries  are  elaborating  the  andro- 
gens. However,  it  should  be  emphasized  that 
on  doing  the  routine  17-ketosteroid  determi- 
nations, such  differentiation  may  not  be 
very  clear  cut.  Elaborate  studies  with 
chromatographic  separation  and  individual 
estimation-"  of  urinary  steroids  may  be 
necessary  for  satisfactory  clarification  of  the 
problem. 

Treatment  of  Idiopathic  Hirsutism 
Removal  of  both  ovaries  and  adrenals, 
contrary  to  expectations,  has  been  followed 
in  some  instances  by  increasing  the  hair 
growth  rather  than  decreasing  it.  This  was 
reported  in  England  by  Strong  and  others^i. 


Nevertheless,  in  some  cases  where  adrenal 
suppression  with  dexamethasone  has  re- 
sulted in  a  fall  in  the  17-ketosteroids,  and 
where  continuous  suppression  of  adrenals 
with  further  suppression  of  the  ovaries  by 
estrogenic  inhibition  of  gonadotrophin  has 
resulted  in  a  further  fall  in  17-ketosteroids, 
modification  of  the  hirsutism  has  been  noted 
when  treatment  has  been  continued  for 
periods  of  at  least  one  or  two  years.  Such 
an  approach  is  purely  experimental  and,  be- 
cause of  its  hazards,  should  not  be  under- 
taken unless  the  patient  is  cooperative  and 
under  close  scrutiny  by  investigators  in 
centers  devoted  to  the  study  of  endocrino- 
logy. In  several  patients  there  has  been 
satisfactory  resolution  of  the  problem  of 
facial  hair  growth,  particularly  after  depila- 
tion  by  electrolysis. 
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Alaosterone  ana  Aldosterone  Antagonists 


Frederic  C.  Bartter,  M.D.* 
Bethesda,  Maryland 


Aldosterone  has  been  shown  to  promote 
increased  reabsorption  of  sodium  and  in- 
creased secretion  of  potassium  and  hydro- 
gen ions  by  renal  tubules,  and  these  actions 
explain  most  of  the  clinical  effects  attribut- 
able to  aldosterone.  Blocking  of  these  effects 
at  a  renal  tubular  level  likewise  explains 
most  of  the  known  clinical  properties  of 
aldosterone  antagonists.  Aldosterone  affects 
also  the  transport  of  sodium  by  such  non- 
renal tissues  as  the  salivary  glands,  and  this 
property  may  serve,  under  appropriate  cir- 
cumstances, as  an  aid  in  diagnosis.  Proper- 
ties of  aldosterone  not  directly  explained  by 
these  effects  on  transport  are  the  hyper- 
tension regularly  associated  with  aldostero- 
nism, and  the  increased  excretion  of  sodium 
(escape)  which  may  appear  with  prolonged 
administration  of  sodium-retaining  steroids. 
The  known  properties  of  aldosterone  an- 
tagonists may  serve  (1)  to  elucidate  me- 
chanisms where  a  role  for  aldosterone  is 
not  clearly  established,  and  (2)  to  treat  dis- 
orders resulting  directly  from  an  excess  of 
aldosterone,  including  those  in  which  the 
ill  effects  are  functions  of  treatment.  The 
first  propertj'  of  aldosterone  antagonists  has 
been  of  great  value  in  studying  the  "escape" 
mechanism,  delineating  certain  aspects  of 
sodium  metabolism  as  clearly  not  aldos- 
terone-dependent. 

Functions  of  Aldosterone 

Aldosterone    promotes    the    retention    of 


*From   the  National   Heart   Institute,  National   Institutes 
of   Health,    Bethesda,   Maryland. 


sodium  and  excretion  of  potassium  in  the 
adrenalectomized  animal  or  man.  As  it  may 
exert  this  action  without  influencing  the 
glomerular  filtration  rate,  it  is  clear  that  the 
effects  are  tubular.  The  magnitude  of  the 
effect  is,  under  controlled  conditions,  a  func- 
tion of  the  logarithm  of  the  dose  of  aldoster- 
one, and  a  measure  of  the  change  in  urinary 
sodium  or  potassium,  or  a  ratio  of  the  two, 
may  serve  as  a  sensitive  index  of  aldosterone 
activity".  (Unfortunately  this  relationship 
has  at  times  led  to  erroneous  conclusions 
based  upon  the  absolute  amounts  of  sodium 
and  potassium  in  the  urine.) 

Studies  of  the  intact  organism  throw  con- 
siderable light  on  the  tubular  sites  of  action 
of  aldosterone  and  of  its  antagonists.  Aldo- 
sterone has  been  shown  to  promote  reten- 
tion of  sodium  and  chloride,  to  increase  free 
^\'ater  excretion,  and  to  increase  excretion 
of  potassium  and  hydrogen.  As  these  are 
functions  of  the  proximal  tubule,  the  loop  of 
Henle  and  the  distal  convoluted  tubule  re- 
specti^'ely,  it  is  clear  that  aldosterone  acts 
at  all  these  locations.  Aldosterone  antagon- 
ists can  neutralize  each  of  the  known  actions 
of  aldosterone,  and  thus  it  is  clear  that  they, 
too,  act  at  all  tubular  sites  at  which  aldos- 
terone acts. 

Aldosterone  and  Its  Antagonists  in 
Disease  States 

Primary  aldosteronism  may  be  defined  as 
a  clinical  condition  in  which  hypersecretion 
of  aldosterone  perists  in  spite  of  procedures 
which   normally  decrease   the   secretion   of 
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aldosterone.  It  may  result  from  either  tumor 
or  bilateral  hyperplasia  of  the  adrenal  cor- 
tex. It  is  rarely  associated  with  edema,  and 
may  rarely  be  found  with  normal  blood 
pressure.  In  secondary  aldosteronism,  such 
as  that  resulting  from  sodium  depletion,  ex- 
pansion of  intravascular  volume  regularly 
decreases  aldosterone  secretion  and  excre- 
tion. In  primary  aldosteronism,  this  does  not 
occur.  The  clinical  picture  of  primary  al- 
dosteronism reflects  the  known  actions  of 
aldosterone  on  sodium,  potassium,  and  hy- 
drogen ion  transport  described  above.  The 
majority  of  the  signs  and  symptoms  result 
from  the  potassium  depletion  which  such 
tubular  action  produces.  Since  in  the  usual 
case  sodium  retention  does  not  continue 
despite  the  continued  presence  of  aldoster- 
one, presumably  promoting  enhanced  tub- 
ular sodium  reabsorption,  it  is  apparent 
that  an  additional  process  comes  into  play, 
allowing  the  subject  to  "escape"  from  the 
continued  sodium-retaining  action  of  the 
steroid. 

"Escape"  can  be  measured  in  balance  stu- 
dies on  controlled  sodium  intake.  In  each 
study  sodium  excretion  exceeds  intake  be- 
fore steroid  therapy  is  discontinued;  the 
urinary  potassium  remains  high,  indicating 
that  the  transport  of  sodium  (that  is,  sod- 
ium-for-potassium  exchange)  continues  to 
be  augmented  at  the  renal  tubular  level  de- 
spite the  net  increase  in  urinary  sodium.  Evi- 
dence is  accumulating  that  escape  requires 
a  decrease  of  adrenergic  activity. 

Hypokalemia 

In  a  syndrome  characterized  by  hypoka- 
lemia, increased  excretion  and  secretion  of 
aldosterone,  and  normal  blood  pressure, 
aldosterone  antagonists  serve  to  identify 
aldosterone  as  the  agent  immediately  re- 
sponsible for  the  urinary  potassium  loss. 
Thus,  despite  continued  hypersecretion  of 
aldosterone  (indeed,  increased  secretion  as 
potassium  balance  was  restored)  aldosterone 
antagonists  could  entirely  reverse  the  potas- 
sium-losing renal  disease.  Patients  with  this 
disease  meet  the  criteria  for  primary  aldo- 
steronism discussed  above  in  that  such  mea- 
sures as  sodium-loading  or  expansion  of  in- 
travascular volume  with  albumin  do  not  de- 
crease aldosterone  secretion. 


Renal  tubular  acidosis 


In  renal  tubular  acidosis  there  is  regularly 
hypokalemia,  a  feature  which  suggests  that 
aldosteronism  may  mediate  some  of  the 
abnormalities  of  electrolyte  metabolism. 
There  is  regularly  acidosis,  however,  where- 
as primary  aldosteronism  is  regularly  as- 
sociated with  alkalosis,  since  excessive  hy- 
drogen ion  secretion  is  ordinarily  a  feature 
of  the  disease.  The  use  of  aldosterone  an- 
tagonists clearly  establishes  that  the  potas- 
sium loss  in  renal  tubular  acidosis  is  indeed 
aldosterone-dependent.  With  the  antagon- 
ists, there  is  consistently  a  return  of  serum 
potassium  to  normal,  as  urinary  sodium 
rises  while  urinary  potassium  decreases. 
The  aldosteronism  in  this  syndrome  is  not 
"primary"  but  secondary  to  a  continued 
sodium  loss,  which  appears  to  depend  in 
turn  upon  a  limitation  in  the  ability  of 
tubules  to  establish  a  hydrogen-ion  gradient 
and  thus  excrete  acid  loads.  Accordingly, 
the  use  of  alkali,  by  eliminating  the  need 
for  such  a  hydrogen  ion  gradient,  can  pro- 
mote sodium  reabsorption  and,  acting  as  an 
antagonist  of  aldosterone  secretion,  promote 
potassium  retention  and  remo\'e  the  bio- 
chemical abnormalities  of  the  disorder. 

Sodium  retention 

Use  of  aldosterone  antagonists  allows 
clarification  of  the  role  of  aldosterone  in 
sodium-retaining  states.  Thus,  whereas 
aldosterone  antagonists  allow  adequate 
sodium  diuresis  in  patients  with  cirrhosis 
and  ascites,  thereby  establishing  a  major 
role  for  aldosterone  in  the  abnormality  of 
sodium  metabolism,  they  have  little  effect 
on  certain  patients  with  cardiac  failure,  thus 
eliminating  a  major  role  for  aldosterone  in 
these  patients.  The  essential  feature  of 
sodium  retention  in  cardiac  failure  may  be 
described  as  an  absence  of  escape  despite  an 
excess  of  total  body  sodium  stores.  The 
absence  of  escape  appears  to  depend  upon 
an  excess  of  adrenergic  activity,  as  adren- 
ergic blockade  hastens  the  escape  from  sod- 
ium-retaining steroids  and  promotes  sodium 
excretion  in  normal  subjects.  (The  failure 
of  patients  with  cardiac  failure  to  show 
escape  even  with  adrenergic  blockade  de- 
pends not  upon  excessive  secretion  of  al- 
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dosterone  by  such  patients,  but  upon  the 
deleterious  effects  of  adrenergic  blockade  on 
myocardial  action.) 

It  is  likely  that  all  diuretic-induced  potas- 
sium depletion  depends  ultimatelj'  upon  the 
action  of  aldosterone  in  promoting  sodium- 
foi'-potassium  exchange  by  the  renal  tubules. 
This  may  be  shown  by  comparing  on  the 
same  regimen  the  action  of  a  diuretic  alone 
with  the  action  of  a  diuretic  given  together 
with  an  aldosterone  antagonist.  Despite 
the  much  greater  quantitative  effect  of 
diuretic  when  gix'en  together  with  antag- 
onists, and  despite  an  increase  of  aldosterone 
secretion,  there  is  no  loss  of  potassium 
or  decrease  in  serum  potassium.  The  al- 
dosterone antagonist  thus  serves  to  deline- 


ate the  role  of  aldosterone  in  the  operation 
of  the  diuretic  and  at  the  same  time  to 
counteract  this  undesirable  side  effect  while 
potentiating  the  desirable  sodium  loss. 

Summary 

Aldosterone  promotes  renal  tubular  re- 
absorption  of  sodium  with  chloride  and 
water,  with  chloride  to  produce  "free" 
water,  and  in  exchange  for  potassium  and 
hydrogen.  These  properties  explain  the 
known  features  of  primary  aldosteronism 
and  some  of  the  features  of  secondary  al- 
dosteronism. Aldosterone  antagonists,  in 
blocking  each  of  these  actions,  provide  in- 
sight into  the  mode  of  action  of  aldosterone, 
and  provide  powerful  therapeutic  agents. 


Estrogens,  Gestagens,  and  Androgens  and  tne 
Endocrinology  or  Pregnancy 


Charles  W.  Lloyd,  M.D. 
Shrewsbury,  Massachusetts 


The  steroids  with  which  we  are  concerned 
— the  estrogens,  the  gestagens,  and  the  an- 
drogens— are  all  products  of  various  stages 
of  the  same  biosynthetic  scheme,  and  are 
formed  by  steroid-producing  structures  such 
as  the  adrenals,  ovaries,  testes,  and  placenta. 
The  scheme  commences  with  the  synthesis 
of  cholesterol  from  three  carbon  fragments. 
From  cholesterol  are  formed  progesterone 
and  pregnenolone.  These  in  turn  are  con- 
vei'ted  through  various  steps  into  the  andro- 
gens, testosterone,  and  androstenedione, 
which  are  more  or  less  in  equilibrium.  Tes- 
tosterone and  androstenedione  are  aroma- 
tized to  form  the  estrogens. 

In  the  corpus  luteum,  where  the  prin- 
cipal product  is  progesterone,  the  secretory 
secjuence  primarily  stops  at  this  level.  How- 
ever, in  the  human  corpus  luteum,  where 
estrogen  is  also  synthesized,  a  considerable 
amount  of  progesterone  must  be  converted 
into  estrogen.  Since  the  corpus  luteum  of 
the  cow,  on  the  other  hand,  does  not  sjai- 
thesize  estrogen,  the  entire  sequence  stops 
at  the  level  of  progesterone.   Considerable 


•From  the  Worcestei-  Institute  of  Experimental  Biology 
and    Medicine.    Shrewsbury.    Massachusetts. 


amounts  of  estrogen  are  formed  by  the  test- 
is. In  fact  the  stallion  testis  is  a  rich  source 
of  estrogen.  Similarly,  considerable  amounts 
of  testosterone  are  formed  by  the  ovary.  The 
placenta,  which  is  the  most  active  of  all  the 
steroid-producing  glands,  forms  large 
amounts  of  estrogen  and  progesterone. 
There  is  little  information  about  the  andro- 
gen formed  by  the  placenta. 

The  normal  ovary  begins  to  form  estrogen 
several  years  before  the  menarche.  It  is 
not  known  if  this  secretion  follows  a  cyclic 
pattern.  Significant  synthesis  of  progeste- 
rone does  not  appear  to  occur  until  after  the 
menarche,  when  ovulation  takes  place.  The 
excretion  of  estrogen  follows  a  cyclic  pat- 
tern in  the  normally  menstruating  woman, 
with  a  peak  at  the  time  of  ovulation  and  a 
high  level  of  excretion  during  the  luteal 
phase.  Progesterone  is  formed  when  luteal 
tissue  is  present.  Testosterone  levels  of 
plasma  appear  also  to  follow  a  cycle,  with 
the  highest  level  at  ovulation  and  the  lowest 
^"alues  at  menstruation. 

Present  information  indicates  that  the 
normal  testis  secretes  increasing  amounts  of 
testosterone  and  estrogen  from  early  pub- 
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erty.  A  relative  excess  of  estrogen  might  ac- 
count for  the  high  incidence  of  adolescent 
gynecomastia,  which  persists  for  a  few 
months  and  then  usually  regresses.  It  seems 
probable  that  the  optimal  rate  of  secretion 
of  testosterone  is  achieved  fairly  early  in 
adult  life,  and  that  the  rate  of  testosterone 
secretion  falls  progressively  after  the 
twenty-fourth  or  twenty-fifth  year.  The 
male  has  concentrations  of  testosterone  of 
about  0.5  micrograms  per  100  ml.  of  plasma, 
and  the  average  secretion  rate  for  the  young 
adult  male  is  about  5.0  mg.  per  day.  The 
male  excretes  a  level  of  estrogen  in  the  urine 
that  is  equivalent  to  that  excreted  by  the 
normal  woman  during  menstrual  bleeding 
when  estrogen  secretion  is  lowest.  The  testis 
increases  both  estrogen  and  androgen 
secretion  when  the  Leydig  cells  are  stim- 
ulated bj'  LH  or  chorionic  gonadotrophin. 
Proportionately,  there  is  a  greater  increase 
in  urinary  estrogen  than  in  testosterone. 
This  relatively  greater  sensitivity  of  estro- 
gen secretion  may  be  the  reason  that  gynec- 
omastia occurs  not  only  during  adolescence, 
but  during  other  situations  in  which  the 
testis  is  recovering  from  inhibition,  such  as 
following  starvation  or  androgen  therapy. 

The  placenta  is  the  most  potent  endocrine 
gland  in  the  body.  Not  only  does  it  form 
large  amounts  of  the  portein  hormone, 
chorionic  gonadotrophin,  but  it  is  also  a 
rich  source  of  steroids.  During  the  first 
several  months  of  pregnancy,  the  corpus 
luteum  is  stimulated  by  placental  chorionic 
gonadotrophin  to  secrete  progesterone  and 
estrogen.  Even  during  this  interval  the 
placenta  itself  produces  considerable 
amounts  of  these  steroid  hormones,  and  a 
number  of  pregnancies  have  continued  suc- 
cessfully after  removal  of  the  corpus  luteum 
of  pregnancy  at  a  very  early  stage. 

Because  of  the  predominance  of  cytotro- 
phoblasts  in  the  early  placenta  and  because 
of  the  appearance  of  this  type  of  cell  in  tis- 
sue cultures  that  form  chorionic  gonado- 
trophin, it  is  generally  accepted  that  the 
cytotrophoblast  is  the  source  of  chorionic 
gonadotrophin  in  the  human  placenta.  The 
morphologic  shift  in  the  placenta  as  preg- 
nancy progresses,  with  disappearance  of  the 


cytotrophoblast  and  predominance  of  syncy- 
tial cells,  has  led  to  the  suggestion  that  these 
cells  are  the  source  of  the  steroid  hormones 
of  the  placenta.  Recent  immunochemical 
studies  using  fluorescent  antibodies  have 
demonstrated  that  antibodies  to  chorionic 
gonadotrophin  localize  in  the  synctiura.  This 
evidence  has  has  been  interpreted  as  sug- 
gesting that  chorionic  gonadotrophin  is 
formed  by  the  syncitium,  although  there  is 
still  a  possibility  that  it  may  be  formed  in 
the  cytotrophoblast  but  secreted  through 
the  syncytium. 

The  excretion  of  estrogen  and  proges- 
terone gradually  rises  during  the  first 
phases  of  pregnancy.  At  about  the  time 
when  the  placenta  changes  from  being  pri- 
marily a  protein-synthesizing  structure  and 
becomes  principally  a  steroid  former,  the 
urinary  estrogen  and  pregnanediol  begin  to 
increase.  The  increase  continues  throughout 
the  remainder  of  pregnancy.  The  excretion 
of  both  estrogen  and  pregnanediol  is  high 
imtil  and  including  the  time  of  labor.  This 
observation  raises  some  ciuestion  about  the 
participation  of  progesterone  in  preventing 
labor  or  of  a  drop  in  progesterone  in  initiat- 
ing parturition.  More  or  less  concomitantly 
with  the  rise  in  urinary  estrogen  and  preg- 
nanediol, there  is  an  increase  in  urinary 
corticosteroids,  so  that  elevated  levels  of 
protein-bound  iodine  and  of  corticosteroids 
are  formed  in  the  plasam  throughout  preg- 
nancy. Since  these  hormones  are  in  a  bound 
form  and  therefore  are  physiologically  in- 
active, hyperthyroidism  or  hyperadreno- 
corticism  do  not  develop. 

The  excretion  of  estrogen  and  pregnane- 
diol falls  as  abortion  becomes  imminent,  as 
do  the  plasma  and  urinary  levels  of  chorion- 
ic gonadotrophin.  When  placental  death  has 
occurred,  chroionic  gonadotrophin  is  no 
longer  detectable.  During  toxemia  the  ex- 
cretion of  pregnanediol  and  estrogen  falls, 
whereas  chorionic  gonadotrophin  excretion 
rises.  These  changes  seem  to  be  concomit- 
ants of  placental  distress.  The  role  of  adren- 
al hormones  in  the  production  of  preeclam- 
psia is  still  unsettled.  The  best  present  evi- 
dence suggests  at  most  a  permissive  rather 
than  a  causative  role. 
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Current  Concepts  or  Renovascular  Hypertension 

James  F.  Glenn.  M.D.,  F.A.C.S. 
Durham 


The  relationship  between  renal  disease 
and  vascular  hypertension  was  recognized 
over  one  hundred  years  ago  by  Richard 
Bright^  However,  it  is  only  within  the  past 
decade  that  the  exact  physiologic  mechan- 
isms in\'olved  have  been  submitted  to  criti- 
cal analysis.  In  1898,  Tigerstedt  demon- 
strated pressor  substances  in  extracts  of  is- 
chemic kidneys,  but  technic^ues  were  not 
available  for  further  pursuit  of  this  observa- 
tion-. The  now  historic  work  of  Goldblatt, 
reported  in  1934,  indicated  that  diminished 
renal  blood  flow  and  consequent  renal  is- 
chemia led  to  the  production  of  systemic 
vascular  hypertension-^  Similar  effects  of 
renal  parenchymal  constriction  were  first 
reported  by  Page  in  1939^.  These  funda- 
mental clinical  and  experimental  observa- 
tions laid  the  foundation  for  the  modern 
concepts  of  renovascular  hypertension. 

Incidence 

Despite  recognition  of  the  role  of  renal 
vascular  insufficiencj'  in  the  production  of 
systemic  hypertension,  attention  was  focus- 
ed predominantly  upon  intrinsic  renal  par- 
enchymal disease  for  many  years.  Homer 
Smith,  as  recently  as  1955,  surveyed  ex- 
perience with  nephrectomy  in  hyperten- 
sive patients,  reviewing  nearly  400  cases". 
The  results  of  surgical  removal  of  a  diseased 
kidney  were  predictably  poor — only  about  25 
per  cent  improvement — since  precise  diag- 
nostic methodology  had  not  been  applied  in 
selecting  appropriate  patients  for  treatment. 
Similarly,  Kimmelstiel  and  Wilson",  in  de- 
scribing diabetic  nephropathy,  were  unable 
to  distinguish  between  cause  and  effect  with 
respect  to  vascular  hypertension  and  the 
changes  in  glomerular  structure.  Fortunate- 
ly, the  past  10  years  have  seen  widespread 
application  of  improved  diagnostic  tech- 
niques, including  radioisotope  function  tests, 
renal  angiography,  and  differential  renal 
function   studies,   leading  to  better  under- 
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standing,   more   direct   treatment,   and   im- 
proved results  of  therapy". 

Vascular  hj'pertension  is  estimated  to 
affect  approximately  3  per  cent  of  the  total 
population,  or  Ijetween  five  and  six  million 
people  in  the  United  States.  Alyea  and 
Puppel^,  reviewing  consecutive  Duke  Hos- 
pital admissions,  found  that  approximately 
10  per  cent  of  patients  exhibited  blood  pres- 
sures above  the  arbitrary  normal  limits  of 
150/90.  The  estimates  of  numbers  of  hyper- 
tensive patients  who  have  potentially  cur- 
able underlying  renovascular  disease  vary 
from  2  per  cent  to  as  high  as  15  per  cent,  de- 
pending upon  the  experience  and  interest 
of  the  reporting  group".  In  general,  the  low- 
er estimates  of  2  to  5  per  cent  are  probably 
more  accurate.  Thus,  in  a  group  of  10 
thousand  hospital  admissions,  approximate- 
ly one  thousand  patients  may  be  expected 
to  be  hypertensive,  and  among  these,  20  to 
50  patients  will  exhibit  renovascular  disease 
responsible  for  hypertension. 

Physiology 

Renovascular  hypertension  is  initiated  by 
a  sequence  of  structural,  functional,  and  bio- 
chemical events.  Relative  ischemia  due  to 
a  broad  spectrum  of  causes  initiates  the  pro- 
duction by  the  kidney  of  the  enzyme  renin. 
Renin  then  acts  on  renin  substrate  which  is 
present  in  the  plasma  and  is  formed  by  the 
liver,  producing  a  decapeptide  which  we 
have  termed  angiotensin  I.  Further  enzy- 
matic action  converts  this  substance  to  an 
octapeptide,  angiotension  II,  which  is  the 
most  potent  pressor  substance  known'". 
Both  renin  and  angiotensin  may  now  be 
measured  by  assaj'  and  biochemical  tech- 
niciues.  Angiotensin  directly  increases  re- 
sistance of  the  vascular  bed  and  diminishes 
cardiac  output;  it  also  acts  indirectly 
through  the  adrenal  cortex,  stimulating  lib- 
eration of  aldosterone  which  further  poten- 
tiates hypertension.  The  enzyme  angioten- 
sinase  may  modify  hypertension  by  direct 
breakdown  of  angiotensin.  Electrolytes  play 
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a  role,  since  sodium  loss  or  deprivation  may 
stimulate  renin  production  and  induce  sec- 
ondary aldosteronism. 

Obviously  a  wide  variety  of  renovascular 
lesions  may  initiate  this  sequence  of  events. 
These  lesions  may  be  divided  into  two  broad 
categories:  renal  parenchymal  disease  and 
renal  arterial  disease.  Parenchymal  diseases 
of  the  kidney  which  can  produce  vascular 
hypertension  include  pyelonephritis,  glom- 
erulonephritis, polycystic  disease,  traumatic 
infarction,  embolic  and  thrombotic  phenom- 
ena, collagen  diseases,  diabetes  mellitus,  hy- 
dronephrosis, benign  and  malignant  renal 
tumors,  and  some  of  the  more  obscure  neph- 
ritides.  The  renal  arterial  lesions  which  may 
evoke  vascular  hypertension  may  be  either 
congenital  or  accjuired,  and  include  fibro- 
muscular  intimal  hyperplasia,  atheroscle- 
rosis, anomalous  circulation,  aneurysm, 
thrombosis,  embolism,  and  other  fibrosing 
lesions.  Obviously,  not  all  of  these  lesions 
are  amenable  to  surgical  cvu-e,  but  a  large 
majority  are,  demanding  that  careful  ap- 
praisal and  screening  be  accomplished. 

Pathology 

The  exact  histopathologic  alterations  in 
the  kidney  are  not  fully  understood,  though 
Harrison  and  associates'^  have  pointed  out 
the  increase  in  cellular  granularity  of  the 
juxtaglomerular  apparatus  noted  in  uni- 
lateral renal  disease  with  attendant  hyper- 
tension. The  advent  of  electron  microscopy 
should  allow  further  elucidation  of  histolog- 
ic alterations  within  the  ischemic  kidney 
responsible  for  renal  hypertension.  In  uni- 
lateral renal  hypertension  certain  function- 
al alterations  are  recognizable  and  form  the 
basis  for  the  diagnostic  methods  employed 
in  incriminating  the  diseased  kidney.  These 
functional  aberrations  include  diminished 
renal  blood  flow,  decreased  glomerular  fil- 
tration rate,  inpaired  tubular  concentration, 
and  decreased  urine  flow  and  clearance 
rate'-.  Diminished  renal  parenchymal  and 
urinary  oxygenation  have  also  been  demon- 
strated'*. 

Methods 

The  diagnostic  tools  which  we  have  at 
hand,  both  for  screening  hypertensive  pa- 
tients and  for  establishing  the  exact  type  of 


renovascular  disease,  are  excellent'-'.  Judic- 
ious employment  of  these  diagnostic  meth- 
ods must  be  based  upon  clinical  suspicion 
of  renal  cause  for  hypertension.  A  histor}^ 
of  trauma,  previous  renal  disease,  flank 
pain,  or  an  abrupt  onset  or  rapid  accelera- 
tion of  pre-existing  hypertension  raises  sus- 
picion, while  a  history  of  gradual  onset  of 
mild  hypertension  or  a  familial  history  of 
hypertension  may  decrease  the  index  of  sus- 
picion. Headache,  nervousness,  visual  dis- 
turbances, vertigo,  weight  loss,  and  per- 
sonality changes  have  all  been  associated 
with  renal  hypertension.  Physical  examina- 
tion may  disclose  advanced  changes  in  the 
eyegrounds,  inconsistent  with  the  brief  du- 
ration of  hypertension,  and  occasionally  ab- 
dominal bruits  may  be  heard  in  association 
with  stenosing  renal  arterial  lesions.  The 
blood  pressure  elevation  of  the  renovascular 
hypertensive  is  frequently  unresponsive  to 
bed  rest  and  drug  therapy,  though  this  is  not 
always  the  case.  In  the  initial  evaluation  of 
the  hypertensive  patient,  the  extrarenal 
causes  of  renal  hypertension  ( such  as  pheo- 
chromocytoma,  aldosteronism,  coarctation, 
and  carcinoid,  cerebral  and  adrenal  cortical 
tumors)  must  be  ruled  out  by  appropriate 
laboratory  investigation. 

Screening  tests 

The  primary  and  most  valuable  diagnostic 
screening  method  is  the  excretory  urogra)n. 
The  newer  contrast  materials  in  conjunction 
with  good  vu'oradiographic  techniques  pro- 
vide excellent  anatomic  and  functional  eval- 
uation of  the  kidneys  by  rapid,  atraumatic, 
and  inexpensive  means.  At  present  we  rou- 
tinely employ  modified  minute  sequence 
pyelography  as  elaborated  by  Martin  and 
Deyton  and  their  co-workers  at  the  North 
Carolina  Baptist  Hospital'-"'.  Renal  size, 
shape,  and  position  are  evaluated,  and  a 
discrepancy  in  size  of  1.5  cm.  or  more  in- 
creases suspicion  of  unilateral  renal  dis- 
ease. An  exposure  30  seconds  after  injection 
of  contrast  material  provides  a  nephrogram 
which  may  indicate  a  difference  in  opacifi- 
cation of  the  two  kidneys,  supporting  sus- 
picion of  renal  arterial  disease.  Films  are 
made  at  one-minute  intervals,  and  normally 
contrast  material  appears  in  the  calyces  in 
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about  two  or  three  minutes.  A  differential 
of  one  minvUe  or  more  in  this  inter\'al  is  in- 
dicative of  unilateral  renovascular  disease, 
and  in  the  earty  films  the  diseased  kidney 
will  tend  to  concentrate  the  contrast  agent 
less  effectively  than  the  normal  kidney. 
Films  made  as  late  as  15  to  30  minutes  after 
injection  may  show  paradoxical  hypercon- 
centration  of  contrast  material  in  the  dis- 
eased kidney,  due  to  grossly  diminished  uri- 
nary volume. 

The  radioactive  renogram  is  obtained  by 
placing  external  scintillation  counter  probes 
over  each  kidney  to  measure  the  delivery, 
concentration,  and  excretion  of  intravenous- 
ly injected  radioactive  material  by  the  kid- 
neys. Currently  we  employ  hippuran  P-", 
but  other  isotopic  substances  may  be  used. 
Comparative  evaluation  of  renal  blood  flow, 
parenchymal  concentrating  ability,  and  ex- 
cretory ability  of  the  kidneys  can  be  made. 
While  the  renogram  has  limitations,  differ- 
entation  can  be  made  of  unilateral  renovas- 
cular disease  due  to  arterial  insufficiency, 
renal  parenchymal  disease,  or  obstructive 
phenomena^". 

The  radioactive  renal  scan  is  the  newest 
radioisotope  technic|ue  in  our  armamentai'- 
ium.  Here  we  employ  radioactive  mercury 
( Hg-"-' )  injected  intravenously  and  absorb- 
ed b}'  functional  tubular  tissue,  just  as  is 
Mercuhydrin  or  other  mercurial  diuretics. 
The  scan  is  simply  an  autoradiogram  ob- 
tained some  two  to  four  hours  following  in- 
jection, utilizing  exposure  of  the  renal  area 
to  radiographic  film.  While  incomplete  vas- 
cular lesions  are  not  detected  by  the  scan, 
parenchymal  defects  due  to  infarction,  cysts, 
tumors,  or  decreased  renal  mass  are  graph- 
ically demonstrated". 

In  general,  patients  with  hypertension 
associated  with  unilateral  renovascular  dis- 
ease will  demonstrate  complete  correlation 
of  these  three  screening  methods.  Occasion- 
ally, one  or  more  of  the  studies  may  fail  to 
confirm  lesions,  but  the  correlation  rate  in 
our  hands  has  proved  to  be  over  90  per  cent. 
When  the  clinical  diagnosis  of  renal  hyper- 
tension has  been  underscored  by  one  or 
more  positive  screening  tests,  more  defini- 
tive methods  of  diagnosis  may  be  employed. 


Renal  Ancjiography 


Definition 


Rencd  angiography  (aortography)  has 
been  developed  as  a  safe  and  reliable  tech- 
niciue.  The  renal  angiogram  is  obtained  by 
introducing  contrast  material  (usually  one 
of  the  agents  employed  for  intravenous 
pyelography)  into  the  renal  circulation  by 
direct  translumbar  injection,  retrograde 
femoral  catheterization,  brachial  artery 
catheterization,  brachial  artery  reflux  injec- 
tion, or  intravenous  injection.  Many  of  these 
methods  require  elaborate  pressure  injec- 
tion apparatus  and  serial  film  radiographic 
eciuipment.  The  translumbar  aortogram  and 
the  retrograde  femoral  catheterization  tech- 
niciue  are  most  satisfactory  in  our  hands, 
and  the  former  method  is  the  least  time-con- 
suming'^. Translumbar  angiography  can  be 
accomplished  on  a  routine  urographic  table, 
under  local  anesthesia,  employing  very  small 
cjuantities  of  contrast  material.  Since  posi- 
tioning of  the  needle  is  a  blind  procedure, 
a  certain  nvmiber  of  technical  failures  may 
be  anticipated,  and  only  about  80  per  cent 
of  such  studies  are  diagnostically  reliable. 
This  demands  repetition  in  one  case  out  of 
five,  either  by  another  translumbar  injec- 
tion or  retrograde  femoral  catheterization. 
Tlie  latter  technique  may  be  embellished  by 
fluorographic  positioning  of  the  catheter  to 
allow  for  differential  or  selective  renal  an- 
giography. Femoral  catheters  may  be  intro- 
duced by  percutaneous  puncture  of  the  fem- 
oral artery  or  by  direct  exposure  of  the  ves- 
sel for  direct  insertion.  Pressure  injection 
is  desirable  in  transfemoral  aortography. 

Confirmation 

Renal  angiography  provides  definition  of 
arterial  and  parenchj'mal  lesions  which  will 
permit  technical  surgical  consideration  of 
methods  of  repair.  However,  when  repair 
seems  unfeasible  and  nephrectomy  must  be 
considered,  evaluation  of  the  absolute  func- 
tion by  each  kidney  is  desirable.  Differen- 
tial renal  function  studies  can  be  employed 
to  this  end,  and  will  also  confirm  the  diag- 
nosis of  unilateral  renal  disease,  either  ar- 
terial or  parenchymal,  as  the  inciting  factor 
in  renovascular  hypertension. 

Differential  evaluation  of  renal  function 
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has  been  described  by  Howard  ^'■>,  Stamey^", 
Rapoport-',  Schlegel--,  and  others.  The  tech- 
niques involve  differential  collection  of 
urine  from  the  two  kidneys  by  ureteral 
catheterization,  and  measurement  of  urine 
flow  rates  and  urinary  constituents.  Dimin- 
ished urinary  volume  from  the  diseased  kid- 
ney may  be  anticipated  in  all  instances  of 
unilateral  renovascular  disease  except  wat- 
er-losing pj'elonephritis,  and  similarly  de- 
creased urinary  sodium  concentration  is  ob- 
served. Endogenous  creatinine  concentra- 
tion may  be  increased  in  the  diseased  kidney 
while  total  creatinine  clearance  is  diminish- 
ed. Inulin,  urea,  and  para-amino-hippurate 
values  may  also  be  employed  and  will  show 
increased  concentration  in  renal  artery 
stenosis.  Evaluation  of  unilateral  pyelone- 
phritis and  hydronephrosis  is  less  reliable 
by  these  methods,  and  the  phenolsulfonph- 
thalein  (PSP)  test  may  provide  a  better  in- 
dex of  decreased  renal  function. 

Surgery 

Selection  of  patients 

Once  the  diagnosis  has  been  established 
the  question  of  surgical  intervention  must 
be  decided.  The  selection  of  appropriate  can- 
didates must  be  based  on  the  evaluation  of 
a  number  of  factors.  Generally,  the  younger 
patients  may  be  expected  to  respond  most 
favorably'.  Those  patients  with  hyperten- 
sion of  less  than  two  years'  duration  have 
a  better  prognosis  for  relief  by  surgical  in- 
tervention, while  those  with  hypertension  of 
longer  duration  may  be  expected  to  respond 
symptomatically  or  to  be  improved,  though 
cure  is  uncommon  in  this  group-^.  The  func- 
tion of  the  contralateral  kidnej^  must  be  con- 
sidered, as  must  the  vascular  status  of  the 
patient,  since  severe  arteriosclerosis  in  other 
sites  militates  against  surgical  relief  of  hy- 
pertension. Consideration  must  be  given  to 
the  possibility  that  reduction  of  sj^stemic 
blood  pressure  may  induce  cerebral  or  car- 
diac vascular  insufficiency. 

Techniques 

Sui'gical  techniques  for  dealing  with  renal 
parenchymal  disease  include  nephrectomy, 
partial  nephrectomy,  and  relief  of  obstruct- 
ing disorders.    In   dealing   with   the   renal 


artery,  endarterectomy,  excision,  patch 
grafts,  shunts,  by-pass  grafts,  and  aneury- 
smorrhaphy  may  be  employed.  Unfortunate- 
ly, many  patients  coming  to  surgery  with  lo- 
calized renal  arterial  lesions  have  irrevers- 
ible parenchymal  changes.  Many  authori- 
ties report  only  a  50  per  cent  cure  rate  in 
unilateral  renovascular  disease,  and  we  at- 
tribute this  to  overenthusiasm  for  arterial 
reconstructive  methods  without  regard  for 
the  status  of  the  kidney  itself-*.  In  our 
series,  we  have  found  that  more  than  60  per 
cent  of  the  patients  with  unilateral  reno- 
vascular disease  (parenchymal  or  arterial) 
meet  the  criteria  for  nephrectomy,  and  em- 
ploying these  criteria  our  rate  of  improve- 
ment and/or  cure  exceeds  80  per  cent. 

Present  methods  for  evaluating  arterial 
flow  and  parenchymal  disease  at  the  time 
of  operation  are  unreliable.  Renal  biopsy 
can  be  done  for  the  purpose  of  assessing 
juxtaglomerular  granularity,  but  these  ted- 
ious counts  are  accomplished  proficiently  bj- 
only  a  few  pathologists.  Measurement  of 
renal  arterial  pressure  gradients  is  unreli- 
able except  in  the  most  obvious  localized 
arterial  lesions.  Measurements  of  intrapar- 
enchymal  pressure,  a  reflection  of  renal 
blood  flow,  is  still  unreliable  despite  ad- 
vanced instrumentation.  Operative  estima- 
tion of  renal  parenchymal  oxygenation  re- 
mains aii  experimental  procedure. 

Results 
During  the  past  five  years,  the  author  has 
operated  upon  or  supervised  operation  upon 
more  than  100  patients  with  proven  unilat- 
eral renovascular  disease  causing  hyperten- 
sion. Cure  rates  have  consistently  improved 
during  this  five-year  period,  as  indicated 
by  the  experience  of  six  months  during  1963. 
Thirty-one  patients  with  renovascular  hy- 
pertension were  operated  upon,  19  of  these 
undergoing  nephrectomy  as  the  procedure  of 
choice.  Various  reconstructive  vascular  pro- 
cedures were  carried  out  in  the  remaining 
12  patients.  All  these  patients  have  now 
been  followed  for  a  minimum  of  six  months, 
and  22  were  completely  relieved  of  hyper- 
tension. Two  additional  patients  demon- 
strated symptomatic  imiarovement  and  re- 
duction of  both  systolic  and  diastolic  pres- 
sures, though  not  to  normal  levels,  giving  an 
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improvement  rate  of  80  per  cent.  It  is  not- 
able that  17  of  the  19  patients  undergoing 
nephrectomy'  were  cured,  a  success  rate  of 
nearly  90  per  cent.  We  attribute  this  not 
only  to  careful  selection  of  patients,  but 
also  to  judicious  consideration  of  surgical 
methods  based  vipon  an  appreciation  of 
the  target  organ,  the  kidney  itself,  rather 
than  simple  recognition  of  obstructing  ar- 
terial lesions-'.  If  we  continue  to  focus  only 
upon  arterial  lesions,  we  can  expect  to  con- 
tinue to  fail  to  alleviate  basic  renal  disease. 

Summary 
It  is  worthwhile  to  reiterate  that  among 
some  six  million  hypertensi\e  patients  in 
this  country,  three  hundred  thousand  may 
have  curable  unilateral  renal  and  renovascu- 
lar disease.  Improved  diagnostic  methods 
and  advancing  surgical  judgment  afford  an 
opportunity  to  relieve  these  individuals. 
Further  advances  depend  upon  continued 
awareness  of  these  possibilities  by  the  alert 
family  practitioner  and  internist. 
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Tne  Roles  or  trie  Psycniatrist  in  a  Prison  Hospital 


Charles  R.  Keith,  M.D.* 
Durham 


Construction  of  the  new  federal  prison 
hospital  in  Butner,  North  Carolina,  has 
aroused  local  interest  in  the  field  of  forensic 
psychiatry.  Until  recent  years,  the  psy- 
chiatrist's usual  contact  with  this  field  has 
been  indirect.  Those  in  practice  occasional- 
ly testify  in  the  courts  or  examine  defend- 
ants, while  the  stereotype  of  the  prison  psy- 
chiatrist is  one  who  is  geographical!}'  and 
emotionallj'  isolated  from  daity  prison  life 
in  an  out-of-the  way  office.  Typically,  he 
treats  obviously  disturbed  prisoners  refer- 
red to  him  and  helps  to  "rubber  stamp"  ad- 
ministrative decisions  concerning  inmates. 
The  new  prison  hospital  at  Butner,  however, 
will  provide  a  unique  institution  in  which 
the  psychiatrist  and  prison  official  will  have 
the  opportunity  to  amalgamate  and  blend 
their  respecti\'e  former  roles  of  treatment 
and  custody  into  new  and  more  challenging 
modes  of  cooperation. 

The  purpose  of  this  paper  is  to  describe 
the  various  roles  the  psychiatrist  can,  and 
hopefully  will,  fulfill  in  the  new  federal 
prison  hospital.  Some  of  these  functions 
have  been  successfuly  carried  out  by  psy- 
chiatrists in  other  correctional  settings — for 
example,  the  Medical  Center  for  Federal 
Prisoners,  Springfield,  Missouri,  and  in  the 
California  state  penal  system.  The  hospital 
at  Butner,  however,  will  be  in  a  much  more 
favorable  location  than  many  of  these  facil- 
ities, particularly  with  regard  to  universi- 
ties and  their  professional  services  and  at- 
tractions, and  so  should  become  the  pace- 
setter in  the  field  of  forensic,  correctional 
psychiatry. 

The  Roles  of  the  Psychiatrist 

Treatment 

A  large  number  of  the  patients  in  the  new 
institution  will  be  emotionally  and  behavior- 
ly  disturbed  prisoners  transferred  from  reg- 
ular federal  institution.s — for  example,  the 
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Atlanta  Penitentiary.  The  primary  treat- 
ment for  these  persons  will  be  to  help  them 
readjust  socially  to  the  prison  environment. 
After  this  goal  has  been  attained,  they  will 
be  returned  to  their  regular  institutions  for 
completion  of  their  sentences. 

Many  problems  arise  when  the  improved 
prisoner  goes  back  to  the  same  prison  en- 
vironment in  which  he  became  ill.  Some 
prisoners  have  achieved  sufficient  strength 
and  stability  to  undergo  the  rigors  of  reg- 
ular prison  life,  while  others  suffer  emotion- 
al relapses  necessitating  transfer  back  to  the 
prison  hospital.  This  problem  will  be  sur- 
mounted only  when  regular  prisons  become 
better  oriented  toward  treatment  and  to- 
ward dealing  with  individuals. 

Traditionally,  prison  officials  have  glad- 
ly turned  these  obviously  mentally  disturb- 
ed prisoners  over  to  the  psychiatrist  who 
then  administers  his  usual  treatment,  such 
as  psychotherapy,  drugs,  or  shock  therapy. 
Likewise,  prison  psychiatrists  have  been 
quite  reluctant  to  get  invoh'ed  in  the  daily 
management  of  the  prison  hospital  wards, 
believing  that  their  roles  would  be  twisted 
into  that  of  disciplinarians  and  informants 
to  the  prison  hospital  administrator. 

The  concept  of  "miUeu  therapy,"  in  which 
the  psychiatrist  acts  as  captain  of  the  ward 
treatment  team,  has  provided  an  exciting 
new  mode  of  prison  hospital  therapy.  This 
approach  has  been  developed  extensively  in 
mental  hospitals  over  the  past  three  dec- 
ades,^"-^  but  only  recently  has  it  been  in- 
troduced into  the  prison  hospital  setting*'  ^. 
The  term  "milieu  therapy"  esseiitially 
means  that  all  personnel  working  with  the 
patients  are  in  close  communication  with 
the  psychiatrist,  who  functions  as  team 
leader.  Unhindered  two-way  communica- 
tion between  the  doctor  and  the  ward  per- 
sonnel who  are  in  constant  contact  with  the 
patient  is  an  essential  ingredient  of  this 
therap3'.  In  this  process,  the  ward  is  no 
longer  a  place  for  the  patient  to  reside  while 
he  gets  his  treatment  one  hour  a  day  from  a 
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doctor.  Instead,  the  ward,  including  its  gen- 
eral emotional  atmosphere,  specific  activi- 
ties, and  personnel,  becomes  an  integral  part 
of  the  treatment  process. 

Milieu  therapy  demands  increased  flexi- 
bility and  new  ways  of  thinking  for  both  the 
psychiatrist,  prison  administrator,  and  the 
ward  correctional  officer.  Particularly,  the 
psychiatrist  must  see  custody  (or  the  more 
acceptable  terms  now-adaj'^s — control)  as  an 
integral  part  of  his  therapeutic  armamen- 
tarium. Therefore,  he  must  be  willing  to 
participate  in  the  formulation  and  enforce- 
ment of  rules  and  be  ready  to  deal  therapeu- 
tically with  those  who  break  them.  The  psy- 
chiatrist can  utilize  techniques  such  as 
individualization,  searching  for  antecedent 
causes,  encouragement  of  introspection,  and 
and  minimization  of  punishment.  The  prison 
official  is  often  c^uickly  reconciled  to  this 
new  approach  once  he  has  seen  it  in  action, 
and  if  the  psychiatrist  will  include  him  in 
the  process  and  communicate  freely  with 
him. 

The  fact  that  a  psychiatrist  will  be  the 
administrator  of  the  new  Butner  facility 
should  implement  the  development  of  this 
team-treatment  approach.  Hopefully,  the 
treatment  program  could  become  an  exem- 
plary model  for  other  federal  and  state  penal 
institutions,  encouraging  them  to  change 
some  of  their  old,  rigid,  outmoded  concepts 
of  handling  prisoners. 

Training  of  correctional  officers  and  other 
personnel 

A  \'ital  concomitant  of  the  team  approach 
wall  be  the  training  of  correctional  officers 
to  help  them  work  comfortably  with  their 
new  roles.  Much  greater  perceptiveness  and 
personal  involvement  is  demanded  by  this 
new  approach.  It  is  unfortunate,  however, 
that  even  in  the  most  advanced  therapeutic- 
ally oriented  prison  hospitals  today,  the 
new  correctional  officer  is  often  taught  the 
old  methods  of  custody,  while  not  vmtil  later 
in  his  career  does  he  hear  about  the  prin- 
ciples of  psychodynamics.  Acute  conflicts 
are  often  precipitated  within  the  officer  as 
he  tries  to  blend  the  two  approaches  of 
custody  and  psychotherapeutics.  Some  of- 
ficers learn  to  speak  two  langauages,  one 
being   the   jargon   of   the   custodial   officer 


spoken  to  the  prison  administrator,  and  the 
other  dealing  with  psychodynamics  and 
spoken  to  the  psychiatrist.  This  unfortunate 
dichotomy  can  be  largely  prevented  by  de- 
veloping a  training  program  utilizing  the 
psychiatrist  from  the  beginning.  The  new 
officer  can  be  profoundly  impressed  by  ob- 
serving the  teacher-officer  and  the  psychia- 
trist mutually  respecting  and  sharing  each 
other's  views  in  an  intensive  training  ex- 
perience. 

The  psychiatrist  will  function  in  other 
teaching  roles  also.  Social  workers,  psychi- 
atric residents,  and  perhaps  other  types  of 
trainees  will  rotate  through  the  Butner  facil- 
ity as  transfers  from  other  training  pro- 
grams. The  eventual  goal  is  to  develop  close 
ties  with  nearby  training  centers  (for  ex- 
ample, Duke  and  University  of  North  Caro- 
lina) so  that  the  staff  and  patient  material 
can  be  freely  interchanged  and  integrated 
within  each  center's  educational  program. 

Diagnostic  services  to  the  courts 

A  third  important  function  of  the  psy- 
chiatrist in  the  prison  hospital  is  to  provide 
diagnostic  evaluations  and  court  testimony 
on  defendants  referred  by  the  federal  courts. 
There  are  federal  statutes  which  allow  a 
defendant  to  have  a  variety  of  psychiatric 
serxices.  The  judge  can  commit  an  indi\ad- 
ual  to  the  prison  hospital  for  a  psj'chiatric 
e\'aluation  before  or  after  sentencing.  If  the 
indix'idual  is  found  to  be  incompetent — that 
Is,  too  ill  mentally  to  stand  trial — he  can  be 
committed  for  an  indefinite  period  in  the 
hope  that  treatment  will  restore  competency 
or  suitable  disposition  to  a  state  hospital  can 
be  made. 

In  recent  years  some  have  held  these  sta- 
tutes to  be  unconstitutional;  however,  the 
majority  of  judges  and  psychiatrists  today 
believe  that  adequate  legal  safeguards  have 
been  provided.  In  actual  practice,  the  num- 
ber of  covu-t  referrals  has  been  increasing 
rapidly  in  the  past  two  to  three  j^ears  as 
more  and  more  federal  judges  learn  to  use 
the  psychiatric  reports  more  effectiveh'  in 
their  final  decisions.  Demands  for  these 
services  should  steadily  increase  over  the 
coming  decade.  Hence  the  psychiatrist's 
schedule  can  easily  become  swamped  by 
these  court  referrals  leaving  little  time  and 
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energy  left  for  his  other  important  func- 
tions. Adequate  staffing  and  otlier  guaran- 
tees will  be  provided  in  the  Butner  facility 
to  prevent  such  an  unfortunate  overloading. 

Research 

The  prison  psychiatrist's  research  aspira- 
tions have  characteristically  withered  away 
beneath  the  unrelenting  pressure  of  exces- 
sive case  loads,  court  referrals,  and  the 
needs  of  disturbed  patients.  However,  an 
exciting  research  development  is  occurring 
in  the  new  federal  prison  hospital.  For  the 
first  time  a  psychiatric  ward  for  research 
was  incorporated  into  the  planning  of  a  new 
facility.  The  psychiatrist  responsible  for  this 
program  will  be  relieved  of  the  diagnostic 
and  treatment  responsibilities,  and  will  be 
able  to  tap  the  extensive  potential  of  the  Re- 
search Triangle  area. 

Some  problems  which  could  be  studied  in 
depth  on  such  a  ward  are  the  following: 
What  is  the  so-called  "normal"  offender 
really  like?  He  accounts  for  the  majority  of 
the  prison  population  and  much  of  the  re- 
cidivism, but  has  been  overlooked  as  he 
quietly  goes  about  his  usual  prison  routine. 
An  intensive,  multi-dimensional  study  of  a 
group  of  these  men  living  on  the  research 
ward  could  be  quite  revealing.  Another 
study  might  be  long-term  observations  of 
the  group  life  and  interpersonal  behavior  of 
aggressive  sociopathic  individuals.  These 
could  be  "captive"  subjects  with  lengthy 
sentences,  a  situation  which  could  not  be  re- 
produced in  more  open  settings.  There  could 
be  studies  of  certain  types  of  sexual  deviants 
such  as  effeminate,  passive  homosexuals 
who  congregate  within  the  prisons  but  are 
rarely  seen  in  more  conventional  psychiatric 
settings.  These  aggressive  sociopaths,  sexual 
deviants,  and  other  types  such  as  bank  rob- 
bers present  unique  personality  configura- 
tions, yet  have  not  been  adequately  describ- 
ed let  alone  studied  in  depth.  A  variety  of 
modes  of  investigation  can  be  used:  for  ex- 


ample, psychophysiologic  techniques,  psy- 
chologic testing,  biochemical  assays,  and  so- 
ciologic  analyses. 

Hopefully,  research  efforts  will  not  be 
limited  to  the  specific  research  ward.  The 
general  prison  hospital  population  can  be 
studied  by  the  same  methods  listed  above. 
For  instance,  the  court  referrals  present  cer- 
tain specific  problems  not  found  in  routine- 
ly sentenced  prisoners.  What  factors  in 
those  referred  by  the  court  made  them  come 
to  the  attention  of  lay  court  observers?  Can 
the  psychiatric  evaluative  techniques  be 
modified  to  prevent  time-consuming,  expen- 
sive commitments,  thus  allowing  more  time 
for  broader  services?  From  studies  of  this 
type  can  come  further  reflections  on  the 
ever-present  problem  of  formulating  ade- 
quate tests  of  criminal  responsibility. 

Conclusion 

The  psychiatrist  in  the  new  federal  prison 
hospital  in  Butner  will  play  many  roles.  He 
will  be  treating  emotionally  disturbed  sen- 
tenced prisoners,  utilizing  milieu  therapy  in 
addition  to  the  usual  psychiatric  techniques: 
providing  psychodynamic  training  for  cor- 
rectional personnel:  performing  psychiatric 
evaluations  on  defendants  referred  by 
courts;  and  developing  an  imaginative  re- 
search program.  Because  of  its  planning,  lo- 
cation and  professional  opportunities,  the 
new  facility  should  provide  unprecedented 
opportunities  for  fulfilling  these  roles. 
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On  February  19,  1839,  a  few  of  the 
wealthier,  more  enterprising  citizens  of 
Sahsbury,  North  Carolina,  decided  to  estab- 
lish a  large  steam  cotton  factory.  A  company 
was  organized  and  the  factory  was  built,  but 
was  in  operation  only  a  few  years.  Then  the 
factory  closed  and  the  company  dissolved.  A 
3-ear  later  the  building  was  in  use  as  a  school 
for  boys.  Then  at  4:30  a.m.  on  April  12,  1861, 
Confederate  artillery  in  Charleston,  South 
Carolina,  opened  fire  on  the  United  States- 
held  Fort  Sumter  and  Civil  War  began.  On 
November  2,  1861,  the  old  factory  lot  and 
buildings  were  purchased  by  the  Confed- 
erate States  and  fitted  for  use  as  a  prison  for 
Confederate  soldiers  under  sentence  of 
court-martial,  those  arrested  for  alleged  dis- 
loyalty, Federal  arm}'  deserters,  and  prison- 
ers of  war. 

Early  AccomDiodations  and  Practices 

The  main  building  of  the  prison  was  a 
large  brick  structure  with  a  basement  and 
three  stories  and  measuring  100  by  40  feet. 
The  grounds  at  first  consisted  of  5  acres 
( later  enlarged  to  11)  enclosed  by  a  wooden 
plank  fence  about  10  to  12  feet  high  and  so 
frail  in  many  places  that  it  could  be  shaken 
for  a  long  distance  by  hand.  It  was  the  gen- 
eral consensus  of  opinion  that  rush  by  a 
large  body  of  men  would  have  broken  it 
down,  a  cause  of  great  concern  to  the  towns- 
people. 

Also  within  the  enclosure  were  five  or  six 
smaller  brick  buildings  originally  used  as 
boarding  houses  for  the  factory  workers. 
Outside  the  stockade  stood  the  prison  hos- 
pital, consisting  of  a  two-story  wooden 
frame  structure  large  enough  for  40  pa- 
tients. A  northern  prisoner  once  referred  to 
the  Salisbury  prison  as  "an  obsolete  cotton 
factory  which  some  deluded  capitalist  once 
tried  to  establish  here." 

At  first,  and  up  until  the  latter  part  of 
1864,  the  prisoners  were  subjected  to  as  few 
discomforts  and  deprivations  as  regular 
prisoners  of  war  were  ever  required  to  bear. 
An    escaped    prisoner    reported    that    the 


rations  were  tolerable  both  in  quality  and 
quantity.  The  prisoners  also  had  the  privi- 
lege of  purchasing  a  variety  of  articles  from 
outsiders.  In  the  spring,  summer,  and  fall 
some  of  the  townspeople  showed  their  love 
of  their  fellowman  by  bringing  fresh  vege- 
tables and  other  provisions  to  the  prison. 
There  was  also  ample  shelter  for  the  prison- 
ers at  this  time.  General  Braxton  Bragg,  in  a 
report  of  inspection  of  the  Confederate 
States  Military  Prison  and  Post  at  Salisbury, 
North  Carolina,  dated  June  23,  1864,  stated: 
■The  hospital  (first  assistant  surgeon)  is 
neat  and  has  a  good  garden  attached.  Seven 
employees,  all  disabled  soldiers."  It  seems, 
therefore  that  the  hospital  accommodations 
were  near-adequate  at  the  time. 

When  the  prison  first  opened  Dr.  Marcel- 
lus  Whitehead  and  Dr.  Joseph  J.  Summerell 
were  in  charge  of  the  hospital.  As  new 
prisioners  arrived,  the  sick  were  given  a 
hasty  examination  and,  if  the  wound  or  ill- 
ness proved  serious,  were  sent  to  the  hos- 
pital where  they  received  the  best  possible 
care.  Each  morning  there  was  a  sick  call, 
and  those  reporting  were  sent  to  the  hospital 
for  treatment.  Frequently  all  that  was  neces- 
sary was  a  dose  of  quinine,  since  malaria 
was  rampant  at  the  time.  This  drug  was 
administered  and  the  prisoner  returned  to 
the  stockade.  If,  however,  the  illness  was 
serious,  the  prisoner  remained  at  the  hos- 
pital under  the  care  of  one  or  both  of  the 
doctors. 

In  December,  1861,  Dr.  J.  W.  Hall  of 
Salisbury  was  appointed  surgeon  of  the  post. 
His  report  for  March  1862  states  that  there 
were  1427  jDrisoners,  of  which  251  had  been 
under  treatment  and  only  one  had  died.  In 
the  quarterly  report  dated  about  the  April 
21  and  encompassing  the  period  from  the 
previous  December,  he  stated  that  there  had 
been  509  cases  of  sickness  among  the  guards 
with  only  3  deaths,  and  403  cases  among  the 
prisoners  with  only  3  deaths.  There  was, 
therefore,  proportionately  more  sickness 
among  the  guard  than  among  the  prisoners. 
It  should  be  remembered  that  this  was  the 
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treatment  afforded  prisoners  by  the  Con- 
federate Government  while  its  resources 
were  yet  abundant  and  it  possessed  the 
power  to  be  as  humane  in  practice  as  it  was 
in  principle. 


1 864-1865 


New  arrivals 


About  the  last  of  September,  1864,  Major 
John  H.  Gee,  then  Commandant  of  the  Salis- 
bury, North  Carolina,  Prison  and  Post  re- 
ceived an  order  to  make  provision  immedi- 
ately for  a  large  number  of  prisoners.  He 
protested  but  still  did  his  best  to  put  the 
prison  in  condition  to  accommodate  the  com- 
ing prisoners.  He  ordered  that  more  wells  be 
dug  (digging  was  carried  on  24  hours  a  day) 
and  that  the  stockade  be  enlarged. 

Before  these  improvements  could  be  ac- 
complished, however,  the  thousands  started 
to  arrive.  During  the  month  of  October, 
1864,  the  number  of  prisoners  mounted  to 
10,321. 

Physical  conditions 

Since  there  was  only  one  Sibley  tent  for 
each  100  prisoners,  the  men  suffered  from 
exposure.  Proportionately,  however,  more 
tents  were  furnished  these  prisoners  than 
were  employed  by  Confederate  soldiers  in 
the  field.  The  prisoners  lacking  shelter  dug 
holes  and  tunnels  in  the  ground  with  any 
tools  they  could  procure,  such  as  case  knives 
and  broken  canteens,  in  order  to  provide 
shelter  for  themselves.  These  holes  were 
square  or  round,  about  three  feet  deep,  and 
covered  with  a  mud-thatched  roof.  A  hole 
was  punched  through  to  the  surface  at  one 
end  and  a  small  chimney  of  baked  mud 
erected  over  it.  These  burrows  were  un- 
doubtedly wretchedly  uncomfortable  and 
damaging  to  the  health.  Since,  however,  the 
hospitals  (virtually  all  the  buildings  were 
by  then  used  as  hospitals)  were  so  crowded 
and  so  many  patients  died  there,  some  of  the 
sick  preferred  to  remain  and  suffer  in  their 
burrows.  Consequently  many  died  and  were 
not  discovered  for  days.  There  was  a  scarc- 
ity of  wood  despite  energetic  efforts  to  se- 
cure fuel. 

The  soil  of  the  prison  was  a  stiff,  tenacious 
clay  which  after  a  rain  or  snowfall  was  con- 


verted into  a  perfect  bog  and  remained  wet 
for  days.  No  efficient  method  was  used  to 
police  the  grounds.  Filth  of  everj^  kind  was 
deposited  and  allowed  to  remain  anywhere 
and  everywhere  around  the  quarters.  In 
1864  Surgeon  General  Hall  described  this 
filth  as  ''unsightly  to  the  eye  and  generating 
offensive  and  no  doubt  dangerous  odors."  He 
predicted  that  "in  warm  weather  the  sinks 
would  not  fail  to  prove  a  source  of  great 
annoyance  and  possibly  of  pestilence  not 
only  in  the  prison  but  in  the  town  of  Salis- 
bury." 

Food  and  sanitation 

The  ration  of  food,  according  to  one  in- 
mate who  testified  before  a  committee  after 
the  war,  was  "bread,  rice,  and  soup,  the 
bread  being  sometimes  of  cornmeal  ground 
with  the  cobs  as  well  as  the  grain.  Wheaten 
and  mixed  breads  were  also  issued.  The  ra- 
tion of  bread  was  four  to  eight  ounces  and  of 
soup  about  one-half  pint.  Occasionally  a 
few  spoonfuls  of  molasses  and  now  and  then 
some  small  potatoes  were  added  to  the  ra- 
tion. About  two  ounces  of  meat  were  issued 
once  in  six  or  ten  days." 

A  somewhat  different  report  was  obtained 
from  General  Hall.  He  said: 

Compared  in  quantity  and  kind  witli  ttie 
rations  issued  to  our  own  troops  in  the  field, 
it  will  be  seen  tliat  on  this  score  the  prisoners 
have  no  cause  to  complain.  The  rations  are 
cooked  before  they  are  issued  and  pains  have 
been  taken  by  General  Johnson  to  see  that  no 
frauds  are  committed  in  this  department  to 
the  injury  of  the  prisons.  Bread  and  meat 
(or  sorghum  in  lieu  of  meat)  are  issued  every 
morning,  rice  or  pea-soup  in  the  afternoon. 
The  bread  which  I  inspected  in  the  bakery 
was  of  average  quality  and  of  average  weight 
of  five  pounds  to  the  double  loaf.  A  half 
loaf,  therefore,  the  daily  allowance  of  each 
prisoner,  will  average  twenty  ounces  of  bread, 
the  equivalent  of  sixteen  ounces  of  flour." 

The  water  supply  for  the  prison  was 
limited.  There  was  not  enough  for  cooking 
and  drinking  purposes  much  less  for  bath- 
ing and  washing  clothes.  The  water  was  ob- 
tained from  wells  within  the  enclosure  and 
from  a  stream  that  flowed  several  hundred 
yards  from  the  stockade.  Prisoners  with 
buckets  and  barrels  were  taken  in  small 
groups  under  guard  to  this  stream. 
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The  absence  of  a  running  stream  within 
the  enclosure  for  the  purpose  of  washing 
and  general  sewage  was  greatly  felt.  The 
men  were  dirty,  and  their  clothing  filth}^ 
and  ragged.  They  consec[uently  suffered 
more  from  exposure  than  from  any  other 
cause.  According  to  Surgeon  General  Hall, 
"They  were  generally  destitute  of  blankets 
and  had  no  other  clothing  than  that  which 
they  had  on  at  the  time  of  their  capture." 
Shortly  before  Hall's  inspection  3000 
blankets  and  1000  pairs  of  trousers  had  been 
received  from  the  Federal  government  for 
distribution,  and  further  supplies  were  ex- 
pected. 

The    Losing    Battle    Against    Disease    and 
Death 

Lack  of  hospital  supplies  and  drugs 

One  of  the  most  painful  features  connect- 
ed with  the  prison  was  the  absence  of  ade- 
c|uate  provision  or  accommodation  for  the 
sick.  With  few  exceptions  all  the  buildings 
were  used  as  hospitals,  but  even  these  were 
not  enough.  Bedding  and  necessary  hospital 
utensils  were  entirely  lacking.  The  reason 
given  by  Surgeon  General  Hall  was  that 
"the  articles  if  supplied  would  be  inevitably 
stolen,  since  no  guard  was  kept  inside  the 
prison  enclosure."  Hall  also  reported:  "The 
number  of  sick  in  the  hospital  on  February 
15  was  546.  There  were  bunks  for  not  more 
than  one-half  of  this  number;  the  rest  lay  on 
floor  or  ground  with  nothing  over  them  but 
a  little  straw  which  had  not  been  changed  in 
four  weeks.  For  a  period  of  one  month  in 
December  and  January  the  hospitals  were 
without  straw,  although  the  county  (Row- 
an) was  one  of  the  largest  wheat-growing 
counties  in  the  state  and  thirty  horses  were 
standing  idle  in  the  prison  quartermaster's 
stable." 

The  Union  Naval  blockade  was  in  effect 
at  this  time,  and  since  the  United  States  had 
made  medicines  contraband  of  war,  there 
was  a  distressing  scarcity  of  drugs.  The 
Confederacy  lacked  medical  supplies  for  its 
own  army  as  well  as  for  their  sick  and 
wounded  prisoners.  Consequently,  during 
the  last  year  of  the  war  the  prison  doctors 
were  making  their  own  medicine.  They  used 
old-fashioned    remedies — herbs,    roots,    and 


plants;  whiskey  and  liquor  led  the  list. 
These  remedies  proved  of  little  value  and 
the  prisoners  suffered  greatly.  The  living 
quarters  of  the  prison  were  dirty  and  un- 
sanitary. The  patients  were  crowded  so 
closely  in  the  hospitals  that  they  often  con- 
tracted each  other's  diseases. 

From  October  5,  1864,  to  the  date  of  Cap- 
tain Hall's  inspection,  2918  of  the  10,320 
prisoners  died;  but  according  to  the  burial 
report,  since  October  21,  1864 — a  shorter 
period  by  16  days — 3479  bodies  had  been 
buried.  "This  discrepancy,"  according  to 
Surgeon  General  Hall,  "was  explained  bj'  the 
fact  that  in  addition  to  the  deaths  in  the  hos- 
pital, six  or  eight  men  died  daily  in  quarters 
without  the  knowledge  of  the  surgeons,  and 
of  course  without  medical  treatment."  The 
wounded  had  no  relief  from  pain  because 
of  no  anesthetics.  Food  was  better  in  the 
hospital  than  inside  the  stockade,  but  there 
was  never  enough. 

Prevalent  diseases 

It  is  no  wonder,  then,  that  so  many  men 
perished.  The  rigors  of  poor  and  inadequate 
food,  poor  sanitation,  exposure  to  the  ele- 
ments, and  lack  of  medical  supplies  bred 
many  and  varied  diseases.  Scurvy  was  ex- 
ceedingly prevalent  in  the  latter  part  of  the 
war.  A  surgeon  of  the  United  States  Army 
held  captive  in  the  Salisbury  prison  noticed 
a  "scorbutic  taint"  in  many  of  his  fellow 
prisoners  during  May  and  June,  1862,  and 
two  years  later  it  was  reported  that  a  num- 
ber of  the  prison  guards  at  the  institution 
had  fallen  victim  to  the  disease. 

In  a  letter  dated  March  31,  1865,  to  the 
Adjutant  and  Inspector  General  concerning 
the  evacuation  of  Salisbury  prisoners  to 
Wilmington,  North  Carolina,  Captain  J. 
Louis  Smith  wrote:  "I  was  officially  in- 
formed by  Colonel  Forno  that  a  large  loss 
of  these  prisoners  occurred  in  the  evacuation 
of  Wilmington.  It  was  found  impossible  to 
drive  out  before  the  troops  numbers  of  these 
men,  enfeebled  by  long  imprisonment  and 
crippled  by    scurvy  and  other  diseases." 

Straw  pallets  were  used  as  beds,  and  ticks, 
fleas  and  lice  abounded  in  the  straw  and  on 
the  prisoners  and  guards  as  well.  In  a  letter 
from  guard  David  0.  McRaven  to  his  wife 
Amanda  dated  Saturday  December  31,  1864, 
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he  wrote:  "I  got  my  knapsack  and  all  my 
clothes  from  Hunter  who  gave  me  forty 
dollars  that  you  sent  me.  I  need  my  clothes 
badly  for  I  had  lots  of  big  lice  on  me.  I 
changed  my  clothes  yesterday  and  killed  a 
dozen  or  two  of  big  lice." 

Smallpox  also  was  known  to  the  prison- 
ers. James  S.  Brawley,  in  his  book  The  Roio- 
an  Story,  cites  two  outbreaks  of  smallpox 
epidemics  within  the  stockade,  one  in  1862 
and  another  in  1864. 

At  this  time,  according  to  Mr.  Brawley,  "A 
health  committee  was  appointed  to  see  that 
all  houses,  privies,  and  public  places  were 
kept  clean,  and  that  no  soldier  from  the 
garrison  came  into  town  while  the  epidemic 
was  present.  All  families  with  a  case  of  the 
disease  were  quarantined,  and  this  applied  to 
black  as  well  as  white. 

There  were  3004  cases  of  sickness  re- 
corded in  the  prison  hospital  during  the 
month  of  October  1864,  and  of  this  number 
656  patients  were  afflicted  with  catarrh. 
Bronchitis  also  figured  among  these  prison- 
ers, as  of  course  did  the  common  cold.  One 
report  mentioned  an  epidemic  affecting  the 
Salisbury  prisoners  at  Wilmington,  North 
Carolina.  This  disease  must  have  been  ty- 
phoid, typhus,  malaria  or  "some  unknown 
malignant  fever  of  unusual  character  and 
peculiar  origin."  In  his  inspection  report 
Surgeon  General  Hall  stated:  "Pneumonia 
and  bowel  affections  were  the  prevailing 
diseases;  but  the  prisoners  appeared  to  die 
more  from  exposure  and  exhaustion  than 
from  actual  disease." 

The  "bowel  affections"  spoken  of  were 
most  probably  diarrhea  and  dysentery. 
Diphtheria  was  present,  as  was  malaria — 
mentioned  earlier.  Hospital  gangrene,  large- 
ly the  result  of  a  lack  of  bandages,  was  pre- 
sent and  feared.  The  bandages  taken  off  one 
patient  were  used  over  and  over  on  sub- 
sequent patients,  sometimes  without  being 
washed.  Last  but  far  from  least,  and  per- 
haps the  worst  killers  of  all,  were  the 
wounds  suffered  in  battle  before  capture 
and  also  in  prison.  These  are  the  only  af- 
flictions I  could  directly  account  for  in  Salis- 


bury prison,  since  few  records  were  kept 
and  few  reports  were  sent  in  by  the  surgeon 
in  charge. 

Medical  Valiants 

The  surgeons  at  the  hospital  were  faith- 
ful and  humane.  Dr.  Richard  C.  Currey 
established  a  reputation  among  the  prison- 
ers by  his  self-sacrificing  efforts  to  minister 
to  them.  One  reporter  stated;  "So  incessant 
and  exhausting  were  his  cares  and  labors  for 
them  that,  at  the  close  of  a  day  of  over- 
powering toil,  he  was  violently  attacked 
with  brain  fever,  and  in  a  few  days  passed 
from  his  noble  toils  to  the  Land  of  Rest- 
dying  a  martyr  to  the  Federal  prisoners." 

Each  of  the  doctors  at  the  prison  hospital 
during  the  four  years  of  war  made  a  valiant 
effort  to  save  the  lives  of  these  men,  friend 
and  foe  alike.  The  sad  part  is  that,  before 
they  had  even  begun  to  fight,  the  doctors 
were  defeated  by  the  conditions  at  the 
prison  and  lack  of  supplies  to  fight  with. 
This  was  the  type  of  medical  practice  some 
doctors  had  during  the  war,  and  they  did 
their  best  to  practice  as  good  medicine  as 
they  could.  The  medical  profession  of  today 
should  be  proud  to  number  these  men 
among  their  predecessors. 
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Report  trom 

Tlie  Duke  University 

Poison  Control  Center 

Jay  M.  Arena,  M.D., 
Director 

DRUG  DANGERS  (MATERNAL 
MEDICATION)  TO  THE  EETUS 

Since  the  placenta  is  known  to  be  an  in- 
effective barrier  between  the  maternal  and 
fetal  circulations,  any  drug  dangerous  to  the 
infant  ma}^  be  considered  potential  1\-  dan- 
gerous to  the  fetus  when  given  to  the  moth- 
er. However,  many  drugs  toxic  to  infants 
may  not  reach  dangerous  fetal  levels  when 
administered  to  the  mother.  In  general, 
drugs  associated  with  jaundice  should  be 
avoided  in  the  pregnant  woman  at  parturi- 
tion, as  well  as  in  the  neonatal  infant. 
Also,  physicians  should  be  aware  of  possible 
idiosyncras}'  to  certain  drugs  and  be  pre- 
pared to  diagnose  and  treat  such  complica- 
tions when  necessary. 

Circumstantial  evidence  is  ox  erwhelming 
that  the  non-barbiturate,  sleep-inducing 
drug,  thalidomide,  has  produced  se\ere  mal- 
formations of  the  extremities  (phocomelia — 
"seal  extremities")  in  numerous  newborns 
in  Germany  and  Western  Europe.  Sixteen 
babies  are  suspected  of  having  been  de- 
formed through  distribution  of  the  drug  by 
United  States  firms.  The  only  medications 
known  definitely  to  be  teratogenic  in  the 
human  are  4-aminopterolyglutamic  acid  and 
masculinizing  steroids.  Other  antimetabo- 
lites are  suspected  but  not  proved  to  be  tera- 
togenic in  human  beings.  Cortisone  and  its 
analogues,  suspect  in  cleft  palate,  should  be 
avoided,  if  possible,  during  the  first  tri- 
mester of  pregnancy. 

Other  drugs  associated  with  increased 
risk  to  the  fetus  and  neonate  include:  thi- 
ouracil,  its  derivatives  and  iodine,  which  can 
be  thyrotoxic;  naphthalene,  synthetic  vita- 
min K,  and  other  drugs  which  may  cause 
hemolysis  and  splenomegaly  associated  with 
jaundice  and  hyperbilirubinemia,  hence  in- 
creased risk  of  kernicterus:  some  substances 
which  are  metabolized  by  the  liver  (chlor- 
amphenicol) and  drugs  associated  with  hep- 


atic toxicity'  (chlortetracj'cline,  phenothia- 
zines.  anticonvulsants);  sulfonamides  and 
other  drugs  which  cause  bilirubin-albumin 
dissociation;  agents  which  cause  neonatal 
respiratory  depression  (morphine  and  deriv- 
atives); those  which  may  produce  hemor- 
rhagic phenomena  ( phenothiazine  deri\-a- 
tives,  tripelennamine  citrate,  barbiturates, 
reserpine);  certain  antibiotics  which  may 
be  nephrotoxic  or  ototoxic. 

Toxicity  of  other  drugs  may  not  be  recog- 
nized as  yet.  Although  to  date  no  ill  effects 
in  the  fetus  ha\'e  been  obser\-ed  from  the  use 
of  any  antibiotics  during  pregnancy,  the 
newer  antibiotics  should  be  used  cautiously 
in  the  treatment  of  the  pregnant  woman  at 
term.  Drugs  such  as  amphotericin,  kanamy- 
cin  and  vancomycin  have  not  yet  been 
standardized  for  use  in  newborns  and  should 
be  avoided  if  at  all  possible. 

The  most  important  factor  in  the  produc- 
tion of  fetal  malformation  depends  on  the 
\'ulnerability  of  the  particular  structure  af- 
fected (eye,  heart,  etc.)  and  the  actual  tera- 
togenic agent  employed.  In  the  fetus  exposed 
to  thalidomide,  it  is  the  limb  buds  that  are 
susceptible,  and  their  period  of  maximum 
\ulnerability  is  between  the  eighteenth  and 
twenty-eighth  day  of  gestation.  There  is  a 
critical  time  in  gestation  for  each  organ  U) 
be  affected  by  teratogenic  agents,  and  this 
time  coincides  with  greatest  mitotic  activity 
in  that  organ. 

The  concentration  of  drug  in  the  fetus  is 
important.  A  large  single  dose  taken  by  the 
mother  may  not  be  so  damaging  as  smaller 
doses  taken  before  or  during  early  preg- 
nancy. Indeed,  the  danger  maj'  not  be  so 
much  from  teratogenic  drugs  taken  occa- 
sionallj'  during  pregnancy,  but  from  the 
habitual  taking  of  drugs  by  women  of  the 
childbearing  age  who  may  subsequently  be- 
come pregnant.  The  woman  is  not  sure 
whether  she  is  pregnant  until  a  month  or 
more  after  actual  conception,  during  which 
time  the  fetus  is  exposed  to  the  action  of  the 
drug  at  a  time  when  it  is  particularly  sus- 
ceptible. 

The  state  of  the  mother,  particularh'  her 
age,  parity,  and  nutrition,  is  important.  It 
is  possible  that  a  dose  of  a  teratogenic  drug 
affecting  the  fetus  of  a  malnourished  woman 
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WORLD'S  GREATEST  RELATIONSHIP.   In  no  relationship  in  litera 
ture,  music  or  folklore  ore  there  the   warmth   and    intimacy   of   the 
patient-doctor  friendship.   Blue  Shield    strengthens   this    relationship 
and  reinforces  faith  in  the  system  that  works  well   every  minute  of 
every  day.  Hospital  SAVING  Association  of  Chapel  Hill 
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The  New  Enlarged  Program  of 

DISABILITY   INSURANCE 

AVAILABLE  TO   MEMBERS  OF 

The  Medical  Society  of  the  State  of  North  Carolina 

DESIGNED  TO  MEET   PRESENT   DAY   NEEDS 

PLANS  UP  TO 

•  $250.00  WEEKLY  DISABILITY  INCOME  BENEFITS  ($1,080.00  monthly) 

•  $20.00  PER  DAY  EXTRA  HOSPITAL  BENEFIT  (Optional) 

PLAN   A      (Basic) 


Lifetime  Accident 

and 
7  years  Sickness 


SEMI-ANNUAL   PREMIUMS 


Weekly 
Benefits 

$250.00 

Dismemberment 
Benefits 

Principal 

Sum  For 

Accidental 

Death 

Premium  Age 
40  and  Over 

tReduced  Premium 
To  Age  40 

Up  to  $50,000.00 

$5,000,00 

$244.50 

$183.50 

$200.00 

Up  to  $40,000.00 

$5,000.00 

$196.50 

$147.50 

$150.00 

Up  to  $30,000.00 

$5,000.00 

$148.50 

$111.50 

$100.00 

Up  to  $20,000.00 

$5,000.00 

$100.50 

$   75.50 

i 


PLAN   AA      (Long  Term) 


SEMI-ANNUAL   PREMIUMS 


Lifetime  Accident 

and 
For  Sickness,  from 

Inception  of 

Disability  to  Your 

Attainment  of 

Age  65 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum  For 

Accidental 

Death 

Premium  Age 
40  and  Over 

tReduced  Premium 
To  Age  40 

$250.00 

Up  to  $50,000.00 

$5,000.00 

$292.00 

$219.25 

$200.00 

Up  to  $40,000.00 

$5,000.00 

$234.50 

$176.00 

$150.00 

Up  to  $30,000.00 

$5,000.00 

$177.00 

$133.00 

$100.00 

Up  to  $20,000.00 

$5,000.00 

$119.50 

$   89.75 

The  premiums  for  Plan  AA  will  be  reduced  to  the  same  premium  as  for  Plan  A  at  age  58. | 

Note:  The  above  rotes  do  not  increase  at  age  50,  or  even  at  age  60' 
tOn  attaining  age  40,  age  40  rates  apply  on  renewal. 

J.  L.  CRUMPTON, 

State  Mgr. 

Professional    Group    Disability    Division 

COMMERCIAL   INSURANCE  COMPANY   OF   NEWARK,   N.   J. 

Box    147,    Durham,    N.   C. 

J.  Slade  Crumpton,   Field   Representative 

If  more  information  is  needed  or  help  desired  in  completing  your  enrollment, 
please  call  us  collect: 

Area   Code   919— Phone   682-5497. 
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Known  Drugs  Which  May  Affect.  The  Fetus  and  Newborn 


Drug 

A.  Fetus 

Aminopterin   (4-aminopterolyglutamic  acid) 

Other  antimetabolites 

Progestins 

Testosterone 

Thalidomide 

Thiouracil,  iodides,  P'" 

Cortisone  (analogues) 

Quinine 

R.  Newborn  (full  term  and  premature) 
Oxygen  (prematures  only) 
Chloramphenicol 

Sulfisoxazole  diethanolamine  (Gantrisin) 
Sulfamethoxypyridazine   (Kynex) 
Sulfadimethoxine  (Madribon) 
Other  long-acting  sulfonamides 
Vitamin  K  (synthetic)* 
Reserpine  (Serpasil)* 
Opiates* 
Novobiocin 
Other  antibiotics  which  may  be  nephrotoxic 

\'Uaniin  K,  reserpine,  and  opiates  cause  damage  to  the 


Abnormality 

Multiple  congenital  malformations 
Suspected 
Masculinization 
Masculinization 

Amelia,  phocomelia,  other  malformations 
Goiter 

Cleft  palate   (suspected) 

Multiple  congenital  malformations  of  the  central 
nervous  system 

Retrolental  fibroplasia 

Gray  cyanosis,  flaccidity,  cardiovascular  collapse 

Kernicterus 

Suspected 

Suspected 

Suspected 

Hemolysis,  hyperbilirubinemia 

Severe  nasal  congestion 

Respiratory  depression 

Hepatic  toxicity:  hyperbilirubinemia 

felus  wlien  given   to   tlie   motlier. 


would  have  no  effect  on  the  fetus  of  a  well- 
nourished  one.  All  teratogenic  agents, 
whether  drugs,  viruses,  or  physical  agents, 
such  as  irradiation,  have  one  property  in 
common.  Thej^  produce  minimal  disturb- 
ance in  the  mother. 

It  is  relevant  to  consider  whether  assays 
of  teratogenic  influences  can  be  made  by 
easy  methods.  The  recent  literature  is  re- 
plete with  after-the-fact  reports  of  congeni- 
tal abnormalities  in  infants  whose  mothers 
had  taken  one  or  another  drug  during  preg- 
nancy. Such  reports  supply  numerators 
without  denominators  in  that  they  do  not 
record  the  number  of  cases  in  which  use  of 
that  particular  drug  did  not  produce  malfor- 
mations; neither  do  they  take  into  account 


the  natural  incidence  of  abnormalities  (2  per 
cent  of  all  births).  Nor  do  animal  experi- 
ments, as  yet,  provide  an  easier  approach  to 
the  problem.  Attempts  to  compare  acute  tox- 
icity in  newborn  versus  adult  animals  have 
often  given  equivocal  results  and  many  dis- 
crepancies. If  a  large-scale,  long-range,  all- 
out  effort  by  physicians  was  made  to  keep 
total  records  of  medicaments  taken  by  preg- 
nant women,  including  drugs  sold  "over  the 
counter,"  and  these  complete  tabulations 
were  made  retrievable,  the  desired  informa- 
tion on  the  teratogenic  effects  of  various 
drugs  might  soon  be  acquired  with  a  con- 
siderable degree  of  certainty.  The  final  proof 
of  whether  a  drug  is  likely  to  be  teratogenic 
in  man  must  be  sought  in  man. 


There  are  many  patients  who  do  not  know  that  medical  care  is  avail- 
able to  them.  Many  others  are  not  even  aware  that  they  need  help.  How- 
ever, by  far  the  greatest  outcry  is  by  and  in  behalf  of  those  neurotics,  who 
may  not  even  be  sick  at  all,  but  whose  testimony  can  be  most  impressive. 
— Smith,  R.  0.:  The  Economics  of  Medical  Care,  Virginia  Med.  Monthly 
89:  144  (March)  19G2. 
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THE  MEDICAL  CRYSTAL  BALL 

As  a  physician,  Dr.  Meads  was  used  to  be- 
ing called  upon  for  a  prognosis  before  he 
became  a  dean,  and  there  is  no  reason  to  ex- 
pect him  to  stop  now.  In  his  article  in  this 
issue  of  the  Journal  he  makes  judgments 
concerning  the  future  of  medicine  based  on 
national  trends,  surveys  of  various  medical 
activities,  conclusions  of  study  groups,  and 
his  own  observations.  The  ability  of  a  dean 
to  forecast  the  future  effectively  constitutes 
a  good  bit  of  his  worth  to  the  faculty,  stu- 
dents and  trustees  alike,  since  it  must  be 
based  on  general  observations,  aside  from 
the  special  interests  of  each  group.  The  ac- 
tions based  on  such  predictions  affect  every 
aspect  of  a  school's  operation,  and  the  future 


of  medicine  itself,  particularly  as  it  is  to  be 
practiced  by  the  graduates  of  a  given  school. 
Since  Dean  Mead's  article  is  adapted  from  a 
talk  which  he  was  invited  to  give  to  pre- 
medical  students,  it  is  apparent  that  the  stu- 
dents themselves  have  a  lively  interest  in 
such  matters  even  before  they  get  to  medical 
school — indeed,  it  may  influence  their  de- 
cision to  enter  medicine. 

One  of  the  undesirable  things  that  happen 
to  forecasters  is  that  they  are  often  held 
responsible  for  the  things  which  they  pre- 
dict, even  when  they  have  little  or  no  in- 
fluence over  them.  History  records  many  in- 
stances of  soothsayers  who  were  denied  a 
personal  future  because  their  predictions 
did  not  suit  their  employer.  Deans  have  been 
put  in  this  position  also,  together  with  med- 
ical school  faculties,  as  exemplified  by  the 
blame  currently  placed  on  them  for  what 
some  authorities  consider  a  failure  to  orient 
medical  students  toward  general  practice. 
If  medical  .school  deans  and  their  faculties 
had  as  much  influence  over  their  student 
bodies  as  some  groups  seem  to  think  they 
do,  the  medical  schools  would  consider  it  a 
great  triumph.  In  fact,  as  physicians  seem 
likely  to  forget  once  they  have  graduated, 
deans  have  a  difficult  time  modifying  the 
impulses  of  the  students  sufficiently  to  keep 
them  educable. 

Deans,  faculties,  students  and  the  profes- 
sion at  large  are  in  the  grip  of  scientific, 
social,  political  and  economic  forces  that  are 
very  complex,  and  it  is  naive  to  assign  re- 
sponsibility for  the  future  to  any  single 
group.  Study  and  reflection  on  medical  his- 
tory clearly  establishes  that  medical  history 
is  part  of  general  history,  and  the  lives  and 
times  of  physicians  in  a  gi\'en  country  are 
patterned  quite  closely  on  the  general  for- 
tunes of  that  country.  There  are  few  ex- 
amples of  great  medicine  in  countries  with 
a  weak  political  and  economic  structure,  for 
instance.  Dean  Meads  has  tried  to  account 
for  all  these  factors,  and  for  better  or  worse, 
presents  them  for  our  consideration.  No 
doubt  he  will  be  glad  to  see  that  we  are  try- 
ing to  separate  his  assessment  of  what  will 
happen  from  his  wishes.  His  wishes  are  not 
evident  in  his  paper,  as  befits  the  effective 
forecaster. 
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ULTERIOR  OR  SUPERIOR  MOTIVES? 

Few  groups  have  so  much  to  keep  up 
with,  hi  terms  of  new  developments  in  their 
field,  as  physicians.  Yet  while  the  profes- 
sion has  been  faulted  for  what  some  groups 
consider  its  laggardly  appreciation  of  social 
change,  it  is  not  too  often  taken  to  task  for 
scientific  sluggardliness.  Paradoxically,  the 
lay  reporting  of  the  fact  glut  is  such  that 
\'arious  non-medical,  social,  and  political 
groups  consider  themselves  well  informed 
about  medical  and  scientific  matters,  and 
now  make  decisions  on  the  scientific  aspects 
of  mechcine  as  well. 

A  case  in  point  is  the  abuse  of  the  Ameri- 
can Medical  Association  for  its  cautious 
stand  concerning  the  effect  of  smoking  on 
health,  voiced  in  the  hearings  on  labeling 
of  tobacco  products.  The  comments  made 
have  included  charges  of  an  A.M. A.  preju- 
dice in  favor  of  the  tobacco  industry  because 
of  that  industry's  contribution  to  an  A.M.A.- 
sponsored  research  fund  for  studies  of  tobac- 
co-health matters.  Similarly,  any  statement 
in  this  Journal  would  be  considered  biased 
in  favor  of  the  tobacco  industry. 

In  contrast  to  the  A.M. A.  stand,  and  de- 
spite the  objectivity  of  the  Surgeon  General's 
report  on  smoking  and  health,  some  actions 
taken  by  federal  bodies  since  the  release  of 
the  report  have  been  less  objective  and  care- 
fully considered.  An  example  is  the  program 
of  all  federal  medical  agencies  requiring 
their  medical  officers  to  specifically  inform 
people  attending  federal  medical  facilities 
about  the  dangers  of  smoking.  No  word  has 
been  received  of  similar  programs  regarding 
the  dangers  of  driving  autos,  drinking  whis- 
key, eating  charcoal-grilled  steaks  or  carry- 
ing on  other  activities  referred  to  in  our 
recent  "Down  With  Everything"  editorial 
(March,  1964).  The  impulsive  federal  action 
concerning  cranberries  a  few  years  ago  is 
another  example. 

However,  our  concern  is  not  for  the  events 
connected  with  this  particular  exchange,  but 
for  the  indiscriminate  lack  of  trust  in  organ- 
ized medicine  shown  by  most  political 
groups  at  present.  Even  those  physicians 
who  generally  disagree  with  the  A.M. A. 
would  probably  agree  that  no  other  medical 
organization  speaks  for  the  profession  with 


so  loud  a  voice,  and  would  possibly  agree 
that  there  has  been  little  to  quarrel  about  in 
the  positions  taken  b}^  the  A.M. A.  on  most 
purely  medical  matters.  In  fairness  to  the 
political  groups,  it  must  be  admitted  that 
within  the  profession  the  tobacco-health 
controversy  has  become  a  holy  war  with 
some  segments  of  the  medical  press,  who 
consider  their  \iews  so  correct  that  any  cau- 
tious voice,  in  their  opinion,  could  onlj'  be 
responding  to  unworthy  motives. 

The  long  histor}-  of  medicine  indicates  a 
need  for  caution  and  thorough  exploration 
before  attempts  are  made  to  affect  the  lives 
and  health  of  millions.  People  without  the 
physician's  training  and  experience  in 
health  matters  are  ill-equipped  to  take  a 
broad  and  calm  view  of  such  matters,  and 
it  is  a  shame  to  see  the  position  of  the  Amer- 
ican Medical  Association  in  a  medical  matter 
attacked  on  non-medical  grounds.  There  is 
ample  room  for  attack  on  scientific  merit. 
and  let  us  hope  that  future  discussions  con- 
cern themselves  with  that  aspect. 


HAIR 

The  amount  of  time  human  beings  de\'ote 
to  a  portion  of  the  body  with  almost  no  use- 
ful function  is  astounding.  In  current  events, 
the  Beatles  owe  to  their  hair  a  substantial 
part  of  their  success — some  disaffected  types 
would  insist  that  none  of  it  is  related  to  their 
singing.  The  hair-styling  industry  is  one  of 
the  largest  segments  of  the  service-oriented 
industries,  almost  as  large  in  terms  of  dollars 
spent   annually   as   the   health   professions. 

Even  though  the  phylogenetic  signif- 
icance of  body  hair  is  uncertain,  and  Ashley 
Montagu's  speculations  about  it  seem  to 
have  aroused  much  interest,  its  present 
characteristics  are  not  likely  to  be  affected 
by  evolution  soon  enough  for  am'  of  us  to 
disregard  this  part  of  the  dermal  apparatus. 
Dr.  Greenblatt's  calm  counsel  in  this  issue 
of  the  Journal  should  be  a  help  to  practi- 
tioners seeking  to  reassure  people  about  the 
problems  of  excessive  body  hair  which  dis- 
turb them  so  much,  and  for  such  deep-seated 
reasons. 

1.     Montagu.    A.:    Xatural    Selectiun    anti    Man's    Relative 
Hairlessness.  JAMA   1ST:   35U-357    (Feb  li    1964. 
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Correspondence 

Speech  Disturbance  Associated  With  the 
Use  of  Imipramine 

To  the  Editor: 

Imipramine  is  a  drug  currently  in  wide 
use  in  the  practice  of  medicine.  Its  use  has 
varied  from  tlie  treatment  of  skin  disease' 
to  enuresis  and  severe  depression-.  It  has 
been  especially  valuable  in  the  treatment  of 
the  types  of  depression  seen  in  routine 
medical  practice.  Most  of  the  states  result- 
ing from  sensitivity  to  ordinary  therapeutic 
dosages  of  the  drug  are  fairly  w^ell  known, 
but  we  wish  to  report  an  unusual  syndrome 
of  periodic  interference  with  speech  in  the 
absence  of  neuromuscular  dysfunction, 
which  might  possibly  be  construed  as  con- 
version hysteria. 

A  27  year  old  Negro  woman  was  admitted  on 
August  13,  1963,  with  a  liistory  of  a  suicidal  at- 
tempt by  ingestion  of  an  unknown  amount  of 
amytriptiline  one  week  previously.  She  gave  a 
history  of  subjective  confusion  and  interference 
with  mental  functioning  while  taking  amytrip- 
tiline. On  ;i(hnission  she  evidenced  marked  de- 
pression and  moderate  psychomotor  retardation. 
Her  intoUecUial  performance  on  psychologic 
testing  was  below  that  expected  of  a  college 
.a;raduate.  On  August  19  imipramine  (Tofranil) 
was  prescribed  in  a  dosage  of  25.  mg.  twice  daily. 
On  August  22  she  complained  of  lethargy  and 
seemed  withdrawn.  She  also  appeared  confused 
and  complained  of  overwhelming  fear.  She  was 
oljserved  to  say  two  or  three  words,  then  stop, 
shake  her  head  and  appear  frightened,  and  would 
not  be  able  to  continue.  She  later  said  that  she 
wanted  to  speak,  but  could  not. 

This  episodic  interference  with  speech  in 
which  the  patient  wants  to  talk  but  cannot 
has  been  reported  on  two  previous  occa- 
sions^' ■*.  There  is  no  dysarthria  when  the 
patient  does  speak.  Imipramine  is  known 
to  affect  the  metabolism  of  biogenic  amines, 
especially  norepinephrine"'.  Clinical  states 
superficially  resembling  hyperthyroidism 
and  those  following  infusion  of  epinephrine 
have  been  encovnitered  with  imipramine, 
with  the  patient  generally  complaining  of 
jitteriness  and  extreme  tension.  This  par- 
ticular reaction  would  seem  to  point  to  cen- 
tral interference  with  speech,  perhaps  ana- 
lagous  to  the  memory  disturbances  asso- 
ciated with  monoamine  oxidase  inhibitors*, 


which  also  affect  amine  metabolism  in  man. 
An  unusual  reaction  to  imipramine,  pe- 
riodic complete  interference  with  speech,  is 
reported  as  an  example  of  tlie  many  reac- 
tions to  drugs  which  interfere  with  amine 
metabolism. 

Francis  J.  Kane,  Jr.,  M.D. 

Harriet  M.  Harman,  M.D. 
North  Carolina  Memorial  Hospital 
Chapel  Hill 
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Committees  &  Or^aniziations 

Committee  on   Ma'I'ernal    Welfare 
Questionable  Safety  of  Sparteine  Sulfate 

Many  questions  have  arisen  recently  con- 
cerning the  safety  of  sparteine  sulfate,  a  re- 
latively new  oxytocic  drug.  There  have  ap- 
peared in  the  literature  during  the  past  year 
several  reported  instances  of  ruptured  uter- 
us, fetal  distress,  and  fetal  deaths  attributed 
to  the  intramuscular  use  of  sparteine  sulfate. 
Moreover,  it  has  been  shown  by  in  vivo  and 
in  vitro  studies  that  the  action  on  the  ut- 
erine muscle  of  sparteine  sulfate  is  like  most 
ergot  preparations,  which  have  long  been 
condemned  for  use  during  labor.  It  is  ob- 
vious that  this  drug  does  not  have  the  wide 
range  of  safety  that  is  claimed  for  it  in  many 
reports.  It  should  be  emphasized  that  spar- 
teine sulfate  must  be  used  with  the  same 
precautions  exercised  in  the  use  of  other 
oxytocic  preparations. 

Reference  should  be  made  to  the  current 
"Manual  of  Standards  in  Obstetric-Gynecol- 
ogy  Practice"  of  the  American  College  of 
Obstetricians  and  Gynecologist.  It  is  my 
opinion  that  this  drug  would  fall  under  the 
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recommended    precautions    found    in    this 
manual  for  the  use  of  oxytocic  drugs: 

Oxytocic  drugs  should  be  administered  to  un- 
delivered patients  only  upon  written  order  of 
the  physician  in  charge  of  the  patient.  Full  re- 
sponsibility for  observation  of  undelivered  pa- 
tients who  have  received  or  who  are  receiving 
oxytocic  drugs  should  not  be  assumed  by  the 
nursing  service.  The  physician  must  be  in  con- 
stant  attendance   or   in   the   labor  room   area. 

(p.  19) 

Oxytocin:  Pitocin  and  Syntocinon  are  valu- 
able drugs  under  certain  definite  fixed  precau- 
tions. Otherwise  they  are  dangerous  by  any 
mode  of  administration.  They  should  be  given 
only  upon  written  order  of  the  physician,  in 
specified  dosage  and  diluted. 

(a)  When  oxytocin  is  administered  by  hypo- 
dermic injection,  the  patient  should  be  observed 
for  at  least  30  minutes  thereafter  by  her  phy- 
sician. 

(b)  When  oxytocin  is  administered  by  intra- 
venous drip  the  patient  should  be  under  con- 
stant observation.  This  means  that  a  physician 
inust  be  in  the  room  with  the  patient  at  all 
times.  If  it  becomes  necessary  to  leave  the  pa- 
tient alone,  this  drip  should  be  stopped  before 
the  observer  leaves  the  room,  to  be  resuined 
upon  his  or  her  return. 

The  following  should  he  checked  regularly 
by  the  routine  technic:  fetal  heart  sounds,  fre- 
quency and  character  of  contractions,  blood 
pressure,  rate  of  intravenous  Pitocin  flow,  sta- 
bility of  the  intravenous  insertion,  and  other 
vital  signs,   (p.  24) 

The  Manual  on  the  practice  of  Obstetrics 
and  Gynecology  has  recently  been  used  as 
legal  evidence  in  prosecutions  and  is  ac- 
cepted as  authority.  This  might  answer 
many  questions  that  may  arise  concerning 
the  use  of  sparteine  in  pregnant  women. 

W.  Joseph  May,  M.D.,  Chairman 
Committee  on  Maternal  Welfare 
*     *     * 

Committee  on  Rural  Health 

THE  CONCEPTS  OF  RURAL  HEALTH 
What  is  Rural  Health?  It  is  the  soil,  prop- 
erly drained,  watered,  fertilized,  and  poison- 
ed,   producing    nutritious    food    to    build 
strong,  healthy  bodies. 

It  is  the  air,  fresh,  clear,  uncontamined  by 

dangerous  by-products  of  industrialization. 

It  is  our  water  in  our  numerous  rivers  and 

creeks,    flowing    toward    the    ocean,    dark, 

empty  of  silt  and  clear  of  sewage. 


It  is  our  homes,  properly  built,  properly 
heated,  properly  humidified  and  if  cooled, 
properly  kept  cool. 

It  is  our  livestock  and  poultry,  free  of 
diseases  transmissible  to  human  beings. 

It  is  our  highways  constructed  for  safe 
traveling  and  traveled  over  by  people  who 
are  traffic-safety  conscious. 

It  is  our  small  community  hopsitals  scat- 
tered throughout  the  state,  providing  imme- 
diate and  excellent  service  to  the  sick. 

It  is  our  children,  with  safeguards  for 
their  health  started  in  the  pre-natal  period, 
continued  into  the  neonatal  period  and 
childhood. 

It  is  our  children  properly  immunized 
against  diseases  for  which  immunizations 
are  available. 

It  is  dissemination  of  information  and 
education  of  our  people  into  the  proper  ways 
of  diet. 

It  is  the  coordinated  effort  of  all  concern- 
ed, towards  producing  a  better  general 
health  atmosphere  in  our  schools — rural  and 
city. 

It  is  our  older  people,  who,  having  had 
adequate  medical  care  throughout  their  en- 
tire existence,  have  reached  a  ripe  age,  men- 
tally clear  and  physically  active. 

It  is  the  dissemination  of  medical  informa- 
tion and  the  education  of  our  people  in  the 
ways  of  health. 

The  converse  of  these  is  rural  disease. 

While  all  these  things  are  not  directly 
the  concern  of  the  medical  profession,  the 
medical  profession  is  concerned  with  all  of 
these  things. 

With  the  medical  profession  and  the 
groups  represented  by  members  of  the  ad- 
visory board  to  the  rural  health  committee 
working  together,  rural  health  and  the  en- 
tire health  of  our  state  can  continue  to  im- 
prove. 

Edward  L.  Boyette,  M.D.,  Chairman 


All  hospitals  registered  with  the  American  Hos- 
pital Association  spent  $10,129,216,000  in  1962  to 
care  for  26,531,365  patients.  This  is  7.3  per  cent 
higher  than  in  ^961  when  $9,387,242,000  was  spent. 
However,  1,056,630  more  patients  were  cared 
for  in  1962  than  in  the  previous  year. 
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COMING  MEETINGS 

Tri-State  Medical  Association,  Annual  Meet- 
ing— Carolinian  Hotel,  Nags  Head,  June  8-9. 

Seaboard  Medical  Association  of  North  Carolina 
and  Virginia,  Annual  Meeting — Carolinian  Hotel, 
Nags  Head,  June  19-21. 

Duke  Medical  Postgraduate  Course — Morehead 
Biltmore    Hotel,    Morehead   City,   July   13-18. 

Mountaintop  Medical  Assembly — Waynesville. 
June  18-20. 

Joint  Meeting  of  the  North  Carolina  and  South 
Carolina  Societies  of  Oi)hthalmology  and  Oto- 
laryngology— Barringer  Hotel,  Charlotte,  Septem- 
ber 13-15. 

Forysyth  County  Heart  Association,  15th  An- 
nual Heart  Symposium — Hotel  Robert  E.  Lee, 
Winston-Salem.  September  15. 

.Mecklenburg  County  AAGP,  Fourth  Charlotte 
Postgraduate  Seminar — Presbyterian  Hospital, 
Charlotte,  October  7-8. 

I>uke  University  Postgraduate  Medical  Seminar 
(',.„ise— M.  S.  KUNGSHOLM,  New  York  City, 
November  4-16. 

North  Carolina  Pediatric  Society,  Annual  Meet- 
ing— Mid  Pines  Club,  Southern  Pines,  November 
13-14. 

American  Medical  Association,  113th  Annual 
Convention — San  Francisco,  June  21-25. 

Animal  Care  Panel,  Annual  Meeting — New- 
York  City,  September  21-25. 

American  Medical  Writers'  Association,  Annual 
:\Ieeting — Philadelphia,   September  24-27. 

National  Society  for  Crippled  Children  and 
Adults,  Annual  Convention — Statler-Hilton  Hotel, 
Detroit,  November  13-16. 


New  Members  of  the  State  Society 

Drs.  Edward  Foster,  Ob,  Wilkesboro;  Edward 
Cornelius  Humphrey,  PH,  921  N.  3rd  St.,  Alber- 
marle;  Orville  J.  Duncan,  GP,  Badin  Clinic,  Bad- 
in;  Bruce  Ensor  Walls,  P.  3400  Pennington  Lane, 
Winston-Salem;  Frank  Crane  Wilson,  Or,  410 
Wesley  Dr.,  Chapel  Hill;  Mary  Jane  Love  Nye,  Pd, 
419  Carolina  Circle,  Durham;  John  Iverson  Bos- 
well,  Jr.,  P,  169  Hamilton  Rd.,  Chapel  Hill;  George 
Taylor  Tindall,  NS,  1411  N.  Gregson  St.,  Durham; 
Robert  Louis  Colby,  2511  N.  Duke  St.,  Durham; 
Ellis  Lawrence  Rolett,  C,  N.C.  Memorial  Hos- 
pital, Chapel  Hill. 

Also,  Drs.  Charles  Henschel  King,  Anes,  2622 
Charlotte  St.,  Durham;  Carl  Blackburn  Lyle,  Jr., 
I,  N.  C.  Memorial  Hospital,  Chapel  Hill;  James 
Henry  Burrus,  ObG,  421  W.  Marion  St.,  Shelby; 
Francis  John  Sincox,  GP,  906  Rhodes  Ave.,  Kings 
Mountain;  Robert  Samuel  Shacklett,  Path,  Cleve- 
land Memorial  Hospital,  Shelby;  Richard  Austin 
Steele,  I,  Doctors  Bldg.,  Asheville;  George  Britain 


Walton,  Jr.,  313  E.  1st  Ave.,  Chadbourn;  Velta  F 
Briuks-Cannon,  Pd,  P.O.  Box  497,  Sylva;  Donald 
Fales  Davis,  P,  505  Monticello,  Wilson;  Burness 
Ferdinand  Ansell,  Ind,  315  Probart  St.,  Brevard 
Harvey  Danner  Home,  Box  1098,  Southern  Pines 
Charles  Anderson,  GP,  Flat  Iron  Bldg.  Asheville: 
Philip  Hapworth  Morrison,  Anes,  Route  2,  Box 
223,  Candler; 

Also,  John  Elliott  Dixon,  GP,  215  E.  2nd  St., 
.4yden;  Robert  G.  Deyton,  Jr.,  ObG,  Medical  Arts 
Clinic,  Greenville;  Eric  Fearrington,  I,  Medical 
Pavilion,  Greenville;  John  D.  Fletcher,  Pd.  Med 
ical  Pavilion,  Greenville;  William  Lloyd  Grymes 
GP,  224  S.  Main  St.,  Mt.  Airy;  Manuel  Oswaldo 
Campano,  Path,  1600  W.  Cone  Blvd.,  Greensboro; 
William  Armstrong  Hunter,  Oph,  Kernodle  Clinic 
Burlington;  Albert  Roberts  Howard,  Anes,  1219 
Warwick  Drive,  Burlington;  Jesse  Alexander 
White,  Jr.,  Box  345,  Newton;  Carl  W.  Hammer 
PH,  Wayne  County  Health  Department,  Golds 
boro;  Samuel  Earl  Forbis,  Ninth  St.,  Lillington; 

Also,  Drs.  Richard  Clark  Stuntz,  ObG,  Ruther 
ford  Hosp.,  Rutherfordton;  Bobby  Flay  England, 
GP  Charlotte  Rd.,  Forest  City;  John  R.  Kindell, 
Pd,  Sea  Level;  Lynn  Darcy  George,  GP,  Blowing 
Rock  Hospital,  Blowing  Rock;  Robert  Lee  Rogers, 
Jr.,  ObG,  Tremont  Park,  Lenoir;  Robert  Nelson 
Wilcox,  R.  351  S.  Mulberry  St.,  Lenoir;  Paul  Don- 
ald Tilley,  GP,  Hudson  Clinic,  Hudson;  Margaret 
Wilson  Johnson,  Path,  100  Oakwood  Rd.,  Lenoir; 
Thomas  Phillip  Moore,  R,  1011  Clyde  Dr.,  Jack- 
sonville. 


News  Notes  from  The  Bowman  Gray 

School  of  Medicine 

OF  Wake  Forest  College 

Plans  for  the  establishment  of  training  pro- 
gram in  reproductive  biology  have  been  announc- 
ed at  the  Bowman  Gray  School  of  Medicine. 

The  program  will  be  initiated  July  1  through 
a  $120,000  training  grant,  awarded  recently  to 
the  medical  school  by  the  National  Institutes  of 
Health. 

One  of  only  a  half-dozen  programs  of  its  kind 
in  the  United  States,  it  is  designed  to  bridge  a 
training  gap  in  the  preparation  of  students  and 
physicians  for  careers  of  teaching  and  research 
in  obstetrics  and  gynecology. 

The  program  will  be  conducted  by  the  Depart- 
ment of  Obstetrics  and  Gynecology  through  its 
recently  organized  Section  on  Human  Reproduc- 
tion. Dr.  Richard  L.  Burt,  professor,  will  serve 
as  program  director. 

Training  opportunities  will  be  offered  at  three 
levels,  including  summer  programs  for  medical 
students,  one-year  courses  for  students  who  have 
completed  their  sophomore  year  in  medical 
school,  and  postgraduate  students  who  hold  the 
M.D.  or  Ph.D.  degree  and  who  are  seeking  ad- 
ditional   preparation    for    positions    in   academic 
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medicine.  Graduate  course  work,  leading  to  the 
M.S.  degree,  also  will  be  offered. 

Grant    funds    will     provide     fellowships     for 
trainees  in  each  of  the  categories. 
*    *    * 

Some  time  in  the  future,  physicians  may  be 
able  to  use  mathematical  formulas  to  determine 
the  condition  of  a  patient's  blood  vessels  and  to 
predict  breadkdowns  in  the  vascular  system. 

Work  in  this  direction  is  being  conducted  at 
the  Bowman  Gray  School  of  Medicine  by  Dr. 
George  S.  Malindzak,  Jr.,  assistant  professor  of 
physiology.  He  has  been  awarded  a  $68,542  re- 
search grant  by  the  National  Institutes  of  Health 
to  support  the  project  for  a  three-year  period. 

The  basic  object  of  the  work  is  to  evaluate  the 
changes  that  occur,  with  age,  in  the  condition  of 
the  arteries  of  a  living  model  and  to  make  a 
mathematical  analysis  of  how  these  changes  re- 
late to  changes  in  the  pulse-wave  transmission 
and  blood  pressure. 

*  *     * 

Forty-four  senior  students  at  the  Bowman 
Gray  School  of  Medicine  have  received  intern- 
ship appointments  for  1964-65.  They  will  serve 
their  internships,  beginning  July  1,  at  25  hos- 
pitals in  14  states  and  the  District  of  Columbia. 

Seventy-three  per  cent  of  the  class  received 
first-choice  appointments.  Twenty-eight  of  the 
students  will  intern  at  teaching  hopsitals.  Eight 
others  received  U.  S.  Public  Health  Service  ap- 
pointments and  have  been  assigned  to  govern- 
ment hospitals. 

A  biochemist  at  the  Bowman  Gray  School  of 
Medicine  has  received  support  for  a  five-year 
research  project  which  could  shed  new  light  on  a 
cause  of  birth  defects. 

Dr.  Warren  N.  Dannenburg,  research  assistant 
professor  in  the  Department  of  Obstetrics  and 
Gynecology,  was  granted  a  Career  Development 
Award  by  the  National  Institutes  of  Health. 

The  award,  one  of  the  most  highly  regarded 
training  fellowships  available  to  medical  scient- 
ists, is  designed  to  encourage  outstanding  young 
investigators  to  pursue  research  careers  in  ac- 
ademic medicine. 

Dr.  Dannenburg  is  one  of  six  members  of  the 
Bowman  Gray  faculty  who  have  received  such 
fellowships.  The  five-year  value  of  his  award  is 
estimated  at  $70,000. 

The  grant  will  enable  him  to  further  develop 
his  studies  on  the  changes  in  lipid  and  vitamin 
A  metabolism  during  pregnancy  and  to  investi- 
gate how  resulting  vitamin  A  deficiencies  may 
be  a  cause  of  fetal  abnormalities. 

*  *     * 

Electronic  fingers  are  grasping  the  paperwork 
problems  of  the  Bowman  Gray  School  of  Med- 
icine and  North  Carolina  Baptist  Hospital  with 
new  speed  and  efficiency. 

In  operation  only  a  short  period  of  time,  the 


Data  Center  is  now  processing  information  from 
nearly  40,000  laboratory  reports  a  month.  Its 
equipment,  which  includes  a  new  IBM  1620 
Computer  and  component  parts,  will  be  writing 
payroll  checks  in  the  near  future. 

Three  years  ago,  the  Data  Center  was  only  an 
idea,  germinating  in  the  brain  of  Dr.  Harry 
M.  Carpenter,  associate  professor  of  pathology 
and  director  of  the  Data  Center.  Today  it  occupies 
the  entire  second  floor  of  the  recently  completed 
addition  to  the  medical  school's  Research  Center 
Building.  It  employs  an  18-man  staff  and  its 
equipment  is  valued  at  more  than  $250,000. 

Through  the  expansion,  the  Bowman  Gray 
School  of  Medicine  and  North  Carolina  Baptist 
Hospital  became  one  of  a  dozen  medical  centers 
in  the  nation  actively  engaged  in  the  develop- 
ment of  electronic  techniques  for  data  processing. 

Dr.  Howard  H.  Bradshaw,  professor  and  chair- 
of  the  Department  of  Surgery,  has  been  named 
surgical  consultant  by  the  Medical  Tribune  for 
its  regular  feature  entitled  "In  Consultation." 

Dr.  Charles  L.  Spurr,  professor  of  medicine, 
was  recently  named  chairman  of  the  New  Or- 
leans Blood  Club,  a  group  which  meets  annually 
to  discuss  recent  developments  in  hematology.  He 
also  has  been  appointed  scientific  reviewer  on 
the  editorial  board  of  Cancer  Chemotherapy  Re- 
ports. 

Dr.  William  H.  Boyce,  professor  and  director 
of  the  Section  on  Urology,  presented  a  paper  on 
"Management  of  Urinary  Calculi"  at  a  meeting  of 
the  American  College  of  Surgeons  in  New  Or- 
leans, Louisiana. 

*  *     * 

Four  faculty  members  at  the  Bowman  Gray 
School  of  Medicine  presented  papers  at  the  forty- 
fifth  annual  meeting  of  the  American  College  of 
Physicians  held  April  6-10  in  Atlantic  City. 

They  were  Dr.  John  H.  Felts,  associate  profes- 
sor of  medicine,  "Management  of  Azotemic 
Osteodystrophy;"  Dr.  Henry  S.  Miller  Jr.,  assist- 
ant professor  of  medicine,  "The  Significance  of 
the  Mitral  Insufficiency  Murmur;"  Dr.  James  F. 
Toole,  professor  and  chairman  of  the  Department 
of  Neurology,  "Reversed  Vertebral  Flow  (Sub- 
clavian Steal)  Sj'ndrome;"  and  Dr.  John  H. 
Edmonds,  assistant  in  medicine,  "Pulmonary 
Stenosis  and  the  Electrocardiographic  Diastolic 
Overloading  Pattern." 

Dr.  Harold  D.  Green,  professor  and  chairman 
of  the  Department  of  Physiology,  spoke  on 
"Autoregulation  in  Vascular  Beds"  while  serving 
as  visiting  lecturer  at  Marquette  LTniversity 
School  of  Medicine. 

*  *     * 

Dr.  C.  Nash  Herndon,  professor  and  chairman 
of  the  Department  of  Preventive   Medicine  and 
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Medical  Genetics,  spolce  at  a  recent  dinner  meet- 
ing at  the  Indiana  University  Medical  Center.  His 
topic  was  "Studies  of  Spontaneous  Atheroscleros- 
is in  Pigeons." 

*  *     * 

Dr.  I.  Meschan,  professor  and  chairman  of  the 
the  Department  of  Radiology,  was  a  member  of 
the  guest  faculty  for  a  postgraduate  course  on 
"Evolving  Concepts  in  Pulmonary  Disease"  at  the 
University  of  Miami  School  of  Medicine.  He  pre- 
sented papers  on  "Radiologic  Diagnostic  Criteria 
in  the  Diagnosis  of  Primary  Carcinoma  of  the 
Lungs"  and  Subtle  Rentogenographic  Signs  for 
Distinction  of  the  Normal  and  Abnormal  Lung." 

*  *     * 

Dr.  Cornelius  F.  Strittmatter,  professor  and 
chairman  of  the  Department  of  Biochemistry, 
presented  two  papers  at  a  seminar  program  of 
Florida  State  University.  He  spoke  on  "Differen- 
tiation of  Organized  Systems  during  Embryonic 
De\'elopment"  and  "Studies  on  Microsomal  Cyto- 
chromes." 


Duke  University  Medical  Seminar  Cruise 

For  the  tenth  time  Duke  University  is  of- 
fering an  excellent  program  by  outstanding 
members  of  its  faculty  for  a  medical  seminar 
cruise  aboard  one  of  the  most  attractive  cruise 
ships,  the  M.S.  KUNGSHOLM,  sailing  from  New 
York,  November  4,  19G4,  on  a  12-day  cruise  to 
the  West  Indies. 

The  program  will  consist  of  formal  lectures 
and  round  table  discussions.  Subjects  in  pedia- 
trics, surgery,  psj'chiatry,  urology,  gastroenter- 
ology, and  metabolic  disturbances  will  be  discus- 
sed. 

There  will  be  24  hours  of  formal  instruction 
during  this  cruise.  Application  for  this  number 
of  hours  has  been  made  to  the  American  Acad- 
emy of  General  Practice. 

For  information  on  the  medical  program,  ad- 
di-ess  Dr.  \V.  M.  Nicholson,  Assistant  Dean  in 
Charge  of  Postgraduate  Medical  Education.  Duke 
University  Medical  Center,  Durham. 

For  information  on  the  travel  aspects  of  the 
cruise,  address  the  Allen  Travel  Service,  Inc., 
,5G5  Fifth  Avenue,  New  York  17,  New  York. 


News  Notes  from  the  University  of 
North  Carolina  School  of  Medicine 

Dr.  Walter  Reece  Berryhill,  dean  of  the  Uni- 
versity Medical  School,  became  the  sixteenth 
winner  of  the  O.  Max  Gardner  Award  on  March 
22. 

The  award,  named  for  the  late  Tar  Heel  Gov- 
ernor, goes  annually  to  the  member  of  the  Con- 
solidated University  faculty  making  "the  greatest 
contribution  to  the  welfare  of  the  human  race" 
during  the  current  academic  year. 

Dean  Berrvhill  was  cited  for  his  role  in   the 


de\elopment  of  the  U.N.C.  Medical  School.  He 
received  a  cash  grant  from  the  $25,000  Gardner 
Award  bequest. 

The  award  was  announced  at  an  N.  C.  State 
dinner,  attended  by  about  500  Consolidated  Uni 
versify  faculty  members  and  trustees. 
+    *    ♦ 

Dr.  Joseph  C.  Hinsej'  of  the  New  York  Hospital 
Cornell  Universitj^  Medical  Center,  and  Dr.  Wil 
liam  B.  Hubbard,  dean  of  the  University  of 
Michigan  School  of  Medicine,  were  guest  speak- 
ers at  the  annual  Medical  Alumni  Day,  March  20, 

The  Medical  Alumni  Day  program  this  year 
was  presented  in  honor  of  Dean  W.  Reece  Berry 
hill,  who  steps  down  from  the  deanship  this  sum- 
mer. Dr.  Berryhill  was  the  keynote  speaker  at  the 
luncheon  and  annual  meeting  of  the  Medical 
Alumni  Association.  He  gave  a  brief  report  on 
the  medical  school's  progress  and  plans. 

Dr.  Thomas  G.  Thurston  of  Salisbury  was  in- 
stalled as  president  succeeding.  Dr.  Isaac  Manly 
of  Raleigh.  New  officers  elected  were:  Dr.  John 
F.  Lynch,  Jr.  of  High  Point,  president-elect;  Dr. 
.lohn  R.  Chambliss  of  Rocky  Mount,  vice-presi- 
dent; and  Miss  Sarah  Dunlap  of  Chapel  Hill,  sec- 
retary. Dr.  W.  Howard  Wilson  of  Raleigh  and  Dr. 
F.  A.  Bloimt  of  Winston-Salem  were  chosen  as 

councillors  of  the  association  for  three  year  terms 

*  *    * 

Five  reports  on  experimental  biology  work  at 
the  U.N.C.  School  of  Medicine  will  be  presented 
at  the  forty-eighth  annual  meeting  of  the  Federa- 
tion of  American  Societies  for  Experimental 
Biology  in  Chicago,  April  12-17. 

U.N.C.  representatives  with  reports  to  be  pre- 
sented at  the  international  meeting  are  Dr.  R.  H. 
Wagner  and  William  D.  IMcLester  (antigenicity 
of  amino  acids).  Dr.  K.  M.  Brinkhous  and  B.  J. 
Parks  (detection  of  female  heterozygotes  for 
canine  hemophilia),  Dr.  Rudolph  Holemans 
(fibrinolysis  by  vasoactive  drugs).  Dr.  Wallace 
A.  Clyde,  Jr.  (mycoplasma  species  in  the  human 
pharynx)  and  Dr.  Edward  Glassman  (suhunits 
of  xanthine  dehydrogenase). 

*  +     + 

The  use  of  low  voltage  electrical  currents  to 
treat  physical  disabilities  was  explained  by  a 
U.N.C.  faculty  member  in  a  lecture  recently  at 
the  University  of  Florida. 

Margaret  L.  Moore  spoke  to  clinical  supervisors 
from  the  Southeast  at  the  J.  Hillis  Health  Center 
in  Gainesville,  affiliated  with  the  University  of 
Florida. 

Miss  Moore  is  Chief  of  the  Physical  Therapy 
Section  at  N.  C.  Memorial  Hospital  and  is  Assist- 
ant Professor  and  Director  of  Curriculum  in  Phy- 
sical Therapy  at  the  U.N.C.  School  of  Medicine. 

*  *     * 

Reducing  sports  injuries  in  high  schools  was 
the  aim  of  doctors,  coaches  and  trainers  attend- 
ing the  fifth  Seminar  on  the  Medical  Aspects  of 
Sports  here  on  May  14. 
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Sponsors  were  the  N.  C.  High  School  Athletic 
Association,  the  Academy  of  General  Practice,  the 
Committee  on  the  Medical  Aspects  of  Sports  of 
the  North  Carolina  State  Medical  Society,  and  the 
Committee  on  Trauma  of  the  North  Carolina 
Chapter  of  the  American  College  of  Surgeons. 

^         ^         ^ 

Medicine  in  the  next  decade  was  previewed  re- 
cently as  the  fifteenth  national  conference  of  the 
Alpha  Epsilon  Delta  premedical  honor  society 
met  in  Chapel  Hill. 

The  program  included  a  tour  of  N.  C.  Memorial 
Hospital,  the  University  of  North  Carolina  School 
of  Medicine  and  the  UNC  School  of  Dentistry. 

Dr.  W.  Reece  Berryhill,  Dean  of  the  Medical 
School  here,  welcomed  the  group. 

Dr.  Nathan  A.  Womack,  professor  and  chair- 
man of  the  Department  of  Surgery  at  the  U.N.C. 
School  of  Medicine,  was  the  kej'note  speaker  at 
a  conference  luncheon. 

Dr.  W.  R.  Straughn,  Jr.,  associate  professor  of 
bacteriology  at  U.N.C.  and  Facultj'  Advisor  of 
the  North  Carolina  Beta  AED  chapter  is  Director 
of  Region  III,  consisting  of  seven  Southeastern 
states,  which  served  as  conference  host. 
*     *     * 

Clyde  F.  Long,  recently  retired  Air  Force 
colonel,  has  been  appointed  business  manager  of 
the  Psychiatric  Center  at  the  University  of  North 
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Carolina.  He  succeeds  David  L.  Richards,  now 
administrator  of  the  Warren  General  Hospital  in 
Warrenton. 

Long,  47  year  old  native  of  Newby,  Kentucky, 
comes  to  Chapel  Hill  from  the  456th  Strategic 
Aerospace  Wing  at  Beale  Air  Base,  California, 
where  he  had  been  director  of  personnel  since 
1962  and  chief  of  the  Military  Personnel  Division 
from  1959  to  1962. 

*     *     * 

Distinguished  Service  Awards  were  presented 
during  the  annual  U.N.C.  Medical  Alumni  Day 
by  the  faculty  and  alumni  of  the  University  Med- 
ical School  to  the  following:  Dr.  Thomas  Grier 
Miller  of  Philadelphia,  past  president  of  the 
American  College  of  Physicians,  the  Clinical  and 
Climatological  Association,  and  the  American 
Gastroenterological  Association;  Dr.  Joseph  C. 
Hinsey,  director  of  the  New  York  Hospital-Cor- 
nell Medical  Center  in  New  York  City;  Sample  B. 
Forbus,  director  of  Watts  Hospital  in  Durham; 
Dr.  Robert  Frederick  Leinbach,  a  retired  Char- 
lotte physician;  Dr.  Hiram  H.  Merritt,  vice-presi- 
dent in  charge  of  medical  affairs  and  dean  of  the 
faculty  of  medicine  at  Columbia  University  in 
New  York  City;  Dr.  William  Herbert  Kibler,  a 
Morganton  physician;  and  Dr.  Oscar  S.  Goodwin, 
an  Apex  family  physician. 


Mountain  Top  Medical  Assembly 

The  eleventh  annual  Mountain  Top  Medical 
Assembly  will  be  held  in  Waynesville,  June  18, 
19,  and  20. 

Speakers  will  be  Drs.  James  C.  Respess,  Uni- 
\-ersity  of  Virginia  Hospital,  Charlottesville; 
David  Barclay,  Tulane  School  of  Medicine,  New 
Orleans;  Robert  F.  Dickey,  Geisinger  Memorial 
Hospital,  Danville,  Pennsylvania;  John  A.  Ewing, 
North  Carolina  Memorial  Hospital,  Chapel  Hill; 
William  P.  J.  Peete,  Duke  University  Medical 
Center;  and  Ernest  Yount,  Bowman  Gray  School 
of  Medicine  of  Wake  Forest  College. 

Program  topics  will  include  newer  methods  of 
dealing  with  such  common  problems  in  medical 
practice  as  peptic  ulcer,  diabetes  mellitus,  hyper- 
tension in  pregnancy,  nontoxic  goiter,  peripheral 
vascular  disease,  alcoholism,  and  psychiatric  em- 
ergencies. 

Twelve  hours  of  credit  will  be  granted  by  the 
American  Academy  of  General  Practice. 

Information  regarding  lodging  may  be  obtained 
by  writing  Dr.  Tom  Stringfield,  Main  Street, 
Waynesville. 


North  Carolina  State  Board  of 
Medical  Examiners 

The  North  Carolina  Board  of  Medical  Examin- 
ers will  meet  to  interview  candidates  for  license 
by  endorsement  at  the  Sir  Walter  Hotel,  Raleigh, 


220 


NORTH  CAROLINA  MEDICAL  JOURNAL 


May,  1964 


June  16,  and  at  May  view  Manor,  Blowing  Rock 
on  Friday,  July  24. 

The  written  examination  will  be  given 
Sir  Walter  Hotel  in  Raleigh,  June  15-18. 


at  the 


North  Carolina  Department  of 
Mental  Health 

Western  Carolina  Center  at  Morganton  will 
hold  its  dedication  ceremonies  on  June  11  and 
12.  An  academic  program  is  planned  around  the 
theme,  "The  Mentally  Handicapped  Child." 

For  information,  please  write  to  Nicholas  E. 
Stratas,  M.D.,  Director  of  Professional  Education 
and  Training,  Department  of  Mental  Health,  Ral- 
eigh, North  Carolina. 


\'ice  president;  and  Joseph  E.  Barnes  of  Raleigh, 
secretary. 

Elected  to  new  terms  were:  first  vice  president, 
John  W.  Googe,  Winston-Salem;  treasurer,  W. 
Douglas  Powell,  Chapel  Hill.  Re-elected  to  the 
Executive  Committee  were  Dr.  Nathan  Kaufman, 
Durham;  and  Dr.  Paul  Sanger,  Charlotte. 

A  record  allocation  of  $101,309  was  made  by 
United  Medical  Research  Foundation  for  the 
support  of  medical  research  programs  in  North 
Carolina  in  1963. 


United  Medical  Research  Foundation 
Of  North  Carolina 

Elisha  M.  Herndon  of  Durham  has  been  re- 
elected president  of  the  United  Medical  Research 
Foundation  of  North  Carolina. 

Herndon,  who  is  exceutive  vice  president  of 
Hospital  Care  Association,  was  re-elected  at  the 
recent  annual  meeting  of  the  foundation's  board 
of  directors  in  Charlotte.  Other  officei's  re-elected 
were   Dr.   Robert   Cushman    of   Hickorv,    second 


New  Hanover  County  Medical  Society 

Dr.  Rowena  Sidbury  Hall,  Wilmington  pedia- 
trician and  civic  leader,  is  New  Hanover  County's 
1964  Woman  of  the  Year. 

Dr.  Hall  was  named  fourteenth  winner  of  the 
award  by  the  Wilmington  Business  and  Profes- 
sional Women's  Club  at  the  group's  annual  pre- 
sentation banquet  held  recently. 

Dr.  Hall  is  the  daughter  of  Di-.  J.  Buren  Sid- 
bury, and  widow  of  W.  W.  Gayer. 

She  is  a  graduate  of  Duke  Univeisity  and  re- 
ceived her  medical  degree  from  Johns  Hopkins 
University. 

For  many  years  she  practiced  iiediatrics  in- 
flependently  here.  Of  these  years,  Miss  Lossen 
remarked  during  the  presentation,  "Dr.  Hall  gave 
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of  herself  unsparingly  and  unstintingly.  In  her 
humanitarian  work  in  this  field,  you  could  not 
tell  which  patient  was  private  and  which  was 
charity.  She  had  the  same  concern  and  regard 
for  both." 

During  1963,  the  year  on  which  the  award  is 
based,  Dr.  Hall  was  active  in  many  and  varied 
civic  activities. 

A  few  of  these  include:  president  of  the  Family 
Service  Society;  member  of  the  Board  of  Direc- 
tors and  chairman  of  the  Advisory  Council  on 
Mental  Health  for  county  commissioners,  and  a 
member  of  Children's  Services  Subcommittee  of 
the  committee  on  mental  health  of  the  N.  C.  State 
Medical  Society. 

She  is  founder  and  director  of  the  New  Han- 
over Cardiac  Clinic,  a  division  of  the  State  Crip- 
pled Children  Program,  and  has  served  the  chil- 
dren of  a  nine-county  area. 


Edgecombe-Nash  Medical  Society 
Dr.  Walter  Floyd  of  Duke  University  discussed 
"Electroconversion  of  Cardiac  Arrhythmias"  at 
the  monthly  meeting  of  the  Edgecombe-Nash 
Medical  Society  on  April  8.  Dr.  William  Peele, 
also  of  Duke,  accompanied  him  to  the  meeting. 
*    *    * 

Drs.  L.  W.  Robertson,  J.  T.  Liverman,  J.  A. 
Whitaker,  Boone  Grant,  and  J.  S.  Chamblee  have 
been  appointed  to  the  Edgecombe-Nash  Mental 
Health  Center  Board.  Recognition  is  given  to  Dr. 
Allen  Barbeen  for  his  influence  in  the  passage 
of  state  and  local  mental  health  legislation. 


American  College  of  Sports  Medicine 

North  Carolinians  were  elected  to  three  im- 
portant offices  at  the  eleventh  annual  meeting  of 
the  American  College  of  Sports  Medicine  held  re- 
cently. The  two  vice  presidencies  and  a  position 
on  the  board  of  trustees  went  to  Tar  Heel  mem- 
bers. 

Dr.  Frank  E.  Barnes,  Jr.,  of  Smithfield  was 
elected  vice  president  of  medicine;  Dr.  Carl  Blyth 
of  the  department  of  applied  physicology.  Uni- 
versity of  North  Carolina,  was  elected  vice  presi- 
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dent  of  physiology;  and  Dr.  Philip  J.  Rash,  chief 
of  physiology  of  the  Naval  Medical  Research  Lab- 
oratory, Camp  Lejeune,  was  re-elected  to  the 
board  of  trustees. 

The  new  president.  Dr.  Elsworth  R.  Buskirk 
of  Pennsylvania  State  University,  replaced  Dr. 
Allen  J.  Ryan,  member  of  the  A.M. A.  Committee 
on  the  Medical  Aspects  of  Sports.  The  president- 
elect is  Dr.  Bruno  Balke  of  the  Federal  Aviation 
Agency,  Oklahoma  City. 

The  next  annua!  meeting  of  the  College  of 
Sports  Medicine  will  be  held  in  Dallas,  Texas,  in 
the  spring  of  1965.  Many  members  will  attend  the 
International  Federation  of  Sports  Medicine  to  be 
held  in  Tokyo  next  October,  just  before  the 
Olympic  games. 


American  Board  of 
Obstetrics  and  Gynecology 

July  1,  1964,  is  the  final  date  for  the  receipt  of 
new  and  reopened  applications  and  requests  for 
re-examination  in  the  office  of  the  American 
Board  of  Obstetrics  and  Gynecology. 

All  applications  and  letters  of  requests  must  be 
accompanied  by  a  duplicate  list  of  patient  dismis- 
sals for  the  preceding  12  months.  This  require- 
ment also  applies  to  those  candidates  who  have 
previously  been  ruled  eligible,  but  who  did  not 
accept  examination  in  the  same  year. 

Diplomates  are  requested  to  keep  the  Board 
office  informed  of  their  current  address. 

Clyde  L.  Randall,  M.D.,  Secretary 
American   Board   of   Obstetrics    and 

Gynecology 
100  Meadow  Road 
Buffalo,  New  York  14216 


American  Physicians  Art  Association 

At  the  American  Medical  Association  conven- 
tion on  June  21  there  will  be  an  exhibition  of 
paintings  sponsored  by  the  American  Physicians' 
Art  Association.  This  is  always  a  visually  stim- 
ulating and  thought-provoking  experience.  Dr. 
John  Henry  Beckley,  president  of  the  Associa- 
tion, has  announced  that  this  year  there  will  be 
a  special  judging  for  entrants  from  Hawaiian 
physicians. 


National  Society  for  Crippled  Children 
and  Adults 

The  1964  annual  convention  of  the  National 
Society  for  Crippled  Children  and  Adults  has 
been  set  for  November  13-16  at  the  Statler-Hilton 
Hotel,  Detroit. 

Focus  of  the  convention  will  be  on  rehabilita- 
tion services  and  how  the  constantly  increasing 
need  for  them  can  be  expanded  and  improved. 

The  important  job  that  teen-agers  are  doing  in 
working  with  the  handicapped  will  receive 
special  attention  during  the  convention.  A  train- 
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ing  institute  for  board  members  and  staff  of 
state  and  local  affiliate  Societies  also  is  being 
planned. 


Pharmaceutical  Manufacturers 
Association 

A  comprehensive  684-page  legislative  history 
containing  key  documents  pertaining  to  the  1962 
Drug  Amendments  has  been  compiled  by  the 
Pharmaceutical    Manufacturers    Association. 

Beginning  with  the  original  introduction  of 
S.1552  and  H.R.  1158  the  volume  traces  the  legis- 
lative progress  of  the  proposed  amendments 
through  both  houses  of  Congress. 

The  amended  version  of  the  Federal  Food, 
Drug  and  Cosmetic  Act  is  also  reproduced  as  an 
imoprtant  source  document. 

Copies  of  the  history  are  available  for  $9.00 
each  post-paid  from  the  printer.  Port  City  Press, 
Inc.,  132.3  Greenwood  Road,  Baltimore,  Maryland, 
21208.  Orders  must  be  accompanied  by  checks  or 
money  orders,  payable  to  P.M. A.  A  minimum  of 
two  weeks  is  required  for  domestic  mailing,  with 
a  longer  mailing  period  required  for  foreign  re- 
ciuests. 


American  Medical  Writers'  Association 

The  American  Medical  Writers'  Association — 
a  professional  society  of  people  engaged  or  in- 
terested in  various  aspects  of  medical  ocmmuni- 
cation — will  hold  its  twenty-first  annual  meeting 
in  Philadelphia,  September  24-27,  1964. 

The  A.M.W.A.'s  objectives  are  to  improve  the 
quality  and  efficacy  of  communications  within 
the  medical  word,  to  provide  a  forum  and  pub- 
lication medium  for  the  interchange  of  views 
among  its  members,  and  to  improve  the  status 
and  recognition  of  the  medical  communicator. 

Membership  is  available  to  any  person  "active- 
ly engaged  or  interested  in  anj-  aspect  of  com- 
munication in  the  medical  and  allied  profes- 
sions" .  .  .  Dues  are  $15  per  year  and  the  national 
office  of  the  A.M.W.A.  is  located  at  2000  P  Street, 
N.W.,  Washington,  D.  C,  20036. 


Animal  Care  Panel 
Over  40  original   papers  will  be  presented  at 
the  fifteenth  annual  meeting  of  the  Animal  Care 
Panel  to  iDe  held  in  New  York  City,  September  21- 


25.  Dr.  William  I.  Gay  of  the  National  Institutes 
of  Health  and  the  1964  program  chairman,  has 
announced  that  there  will  be  three  full  days  for 
the  scientific  sessions,  starting  September  23,  at 
the  New  York  Hilton  Hotel. 

The  Animal  Care  Panel  is  an  association  of 
institutions  and  individuals  interested  in  the  pro- 
duction, care,  and  study  of  animals  used  in  bio- 
medical research.  There  are  over  200  institutional 
members  and  1500  individual  members  in  the 
Animal  Care  Panel. 


Annual  Otolaryngologic  Assembly 
The  Department  of  Otolaryngology  of  the  Uni- 
\-ersity  of  Illinois  College  of  Medicine  and  the 
new  Illinois  Eye  and  Ear  Infirmary  at  the  Med- 
ical Center,  Chicago,  will  present  an  intensive 
postgraduate  basic  and  clinical  program  under 
the  direction  of  Emanuel  M.  Skolnik.  This  as- 
sembly for  practicing  otolaryngologists  offers  a 
condensed  one  week  program.  It  is  designed  to 
bring  to  specialists  fundamental  information  and 
a  wide  varietj'  of  current  advances  in  medical 
and  surgical  management.  Basic  sciences  are 
reviewed  by  means  of  discussions  augmented  by 
\'isual  aids. 

Interested  physicians  should  direct  communica- 
tions to  the  Department  of  Otolaryngology,  Uni- 
\ersity  of  Illinois  College  of  Medicine  at  the 
Medical  Center,  1853  West  Polk  Street,  Chicago, 
Illinois,  60612. 


International  Conference  of  Health 
and  Health  Education 

"The  health  of  the  community  and  the  dynam- 
ics of  development"  will  be  the  theme  of  the  sixth 
International  Conference  on  Health  and  Health 
Education  to  be  held  in  Madrid,  Spain,  10-17,  July 
1965,  under  the  sponsorship  of  the  International 
Union  for  Health  Education. 

Announcement  of  the  Conference  was  made 
jointly  by  Dr.  L.  E.  Burney,  president  of  the 
American  National  Council  for  Health  Education 
of  the  Public,  and  Mr.  Howard  Ennes,  president 
of  the  International  Union. 

A  large  delegation  from  the  United  States  is  ex- 
l)ected  to  participate  in  the  Madrid  meetings, 
which  will  include  technical  study  groups  and 
tours  of  health  and   education   facilities  as  well 
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as  the  usual  plenary  and  related  sessions.  Plans 
are  underway  by  ANCHEP  for  organization  of 
charter  air  flights  from  New  York  City  to  Madrid, 
and  for  professional  study  tours. 

Full  details  of  the  Conference,  registration  fees, 
hotel  accommodations,  special  travel  arrange- 
ments, are  available  from  ANCHEP,  800  Second 
Avenue,  New  York,  N.  Y.  10017. 


U.  S.  Department  of 
Health,  Education,  and  Welfare 

Surgeon  General  Luther  L.  Terry  of  the  Public 
Health  Service  has  announced  the  promotion  of 
Dr.  Robert  H.  Felix,  Assistant  Surgeon  General 
and  Director  of  the  National  Institute  of  Mental 
Health,  to  the  two  star  rank  which  is  compar- 
able to  that  of  Major  General  in  the  Army.  He 
formerly  held  the  one  star  rank,  equivalent  Armj' 
rank  to  Brigadier  General. 

According  to  the  Surgeon  General  the  pro- 
motion of  Dr.  Felix  indicates  the  expanded  re- 
sponsibilities of  the  National  Institute  of  Mental 
Health.  The  broadened  scope  of  his  position  re- 
flects the  nation's  new  mental  health  goals,  in- 
cluding reduction  of  the  resident  patient  popula- 
tion of  our  public  mental  hospitals  by  50  per  cent 
or  more  in  the  next  decade,  elimination  of  cus- 
todial-type mental  institutions  from  the  American 
scene,  and  return  of  the  care  of  the  mentally  ill 
to  the  mainstream  of  American  medicine. 

Redirection  of  community  and  state  tubercu- 
losis programs  to  reflect  current  treatment  trends 
is  recommended  in  a  report,  "Areawide  Planning 
of  Facilities  for  Tuberculosis  Services,"  just  re- 
leased by  the  Public  Health  Ser\ice  and  the  Na- 
tional Tuberculosis  Association. 

Included  on  the  committee  was  Dr.  Henry 
Stewart  Willis,  Superintendent — Medical  Direc- 
tor, North  Carolina  Sanitarium  System,  Chapel 
Hill. 

The  report  stresses  that  overall  planning  to 
remedy  the  situation  should  be  done  at  the  State 
level  and  recommends  that  tuberculosis  hospitals 
which  are  obsolete  should  be  abandoned.  It  also 
recommends  that  tuberculosis  hospitals  with  low 
patient  loads  should  be  either  closed  or,  if  they 
can  meet  current  structural  and  medical  care 
standards,  converted  to  the  care  of  patients  with 
other  conditions. 

Despite  the  many  advances  made  in  combating 
tuberculosis,  the  disease  continues  to  be  an  im- 
portant public  health  problem,  the  report  warns. 
Drug-resistant  organisms  make  hospitalization 
imperative  for  many  relapsed  cases  and  initial 
treatment  in  a  hospital  is  recommended  for  most 
new  active  cases. 

The  report.  Public  Health  Service  Publication 
No.  930-B-4,  is  available  from  the  Superintendent 
of  Documents,  U.  S.  Government  Printing  Office, 
Washington  25,  D.  C,  at  40  cents  a  copy. 


.  .  .  For  Pleasant-  Resort  Living 
.  .  .  For  Ret-iremenf 
.  .  .  For  Unsurpassed   Recreation 
.  .  .  investigate  .  .  . 

LONG  BEACH 


"the  city  being  built  by  the  sea" 

This  is  in  reality  "A  CITY  BEING  BUILT  BY  THE 
SEA."  Drive  down  this  week  end  and  join  the 
4,500  Carolinians  who  have  already  bought  prop- 
erty here.  Ask  your  Neighbor  ...  he  could  be 
enjoying  the   leisure   of  "TRANQUIL   HARBOUR." 

FISHING 

...  of  four  main  types  are  yours  for  the 
choosing.  The  Surf,  Sound,  Inland  Waterway, 
and  the  Deep  Sea  offer  our  fishermen  the  ulti- 
mate In  opportunities.  However,  if  you  go  for 
the  "big  ones"  they  are  here  on  Frying  Pan 
Shoals   and    in   the   Gulf  Stream. 

BOATING 

.  .  .  the  protected  waters  here  are  excellent  for 
sailing,  power  boating  and  water  skiing.  The 
Ocean  —  Inland  Waterway  —  The  Sound  —  all 
easily  accessible  from  3  FREE  concrete  launch- 
ing  ramps. 

RELAXING 

.  .  .  here  you  and  your  family  can  enjoy  the 
mild  climate,  which  is  ideal  for  year  round  living. 
Young  and  old  alike  can  enioy  the  wonderful 
facilities  for  sunbathing,  swimming  or  beach- 
combing along  our  wide,  safe  beach. 

Beautifully  Wooded  Homesites  on  Paved  Streets, 
Size   55'  X    120' 

Only  $645  10%  Down;  Terms 

Choice  Waterfront   Lots  available  on   Inland 

Waterway  and  Big  Davis  Canal. 
Easy  access  to  Sound  and  Ocean.  These  beautiful 
Homesites  slightly  higher. 

Please  mail  me  free  information  about  your 
development. 

Name    

Address     

City State 

National  Development  Corporation 

Long    Beach,   North    Carolina 
Post  Office  Box  307,  Southport  4,  N.  C. 
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Clinical  Center   Study   of  Acromegaly 

The  cooperation  of  physicians  is  requested  in 
the  referral  of  patients  with  acromegaly  for  a 
study  currently  in  progress  at  the  Clinical  Center 
by  the  National  Institute  of  Arthritis  and  Meta- 
bolic Diseases. 

Physicians    who    wish    to    have    patients    con- 
sidered for  this  study  may  write  or  telephone: 
Dr.  Jesse  Roth 

Clinical  Endocrinology  Branch 
National    Institute   of  Arthritis   and 

Metabolic  Diseases 
Bethesda,  Maryland  20014 
Telephone  496-5761  (Area  code  301) 


Veterans  Administration 

The  Veterans  Administration  is  expanding  its 
program  of  special  one-year  research  training 
appointments,  called  Research  Associates,  to  the 
fields  of  physical  medicine  and  rehabilitation, 
pathology,  and  dentistrj-. 

The  Research  Associate  Program  was  created 
in  1962  for  psychiatrists. 

Opportunities  for  appointment  in  these  fields 
are  now  available. 

Applicants  may  inquire  for  further  details  by 
direct  correspondence  with  the  Research  Service 
(151),  Department  of  Medicine  and  Surgery, 
Veterans  Administration  Central  Office,  Washing- 
ton, D.  C.  20420. 


Sixth  World  Medical  Assembly  i.\  Israel 

The  American  Physicians  Fellowship,  an  or- 
ganization of  3100  physicians  who  are  non-resi- 
dent fellows  of  the  Israel  Medical  Association, 
announces  that  the  Israel  Medical  Association 
will  conduct  its  sixth  World  Assembly  in  Haifa, 
Jerusalem  and  Tel-Aviv,  Isarel,  from  August  2  to 
August  14,  1964. 

The  American  Physicians  Fellowship  is  con- 
ducting a  24  day  jet  flight  tour  to  Israel  and  three 
European  capitals  in  conjunction  with  the  6th 
World  Assembly.  Information  and  details  about 
the  Assembly  or  tour  can  be  obtained  by  writing 
to  the  American  Physicians  Fellowship  at  1622 
Beacon  Street,  Brookline,  Massachusetts  02146. 


Xon-neoplastic  re.spiratory  disease 

"Cigarette  smoking  is  the  most  important  of 
the  causes  of  chronic  bronchitis  in  the  United 
States,  and  increases  the  risk  of  d},4ng  from 
chronic  bronchitis  .  .  . 

"For  the  bulk  of  the  population  of  the  L'nited 
States,  the  importance  of  cigarette  smoking  as  a 
cause  of  chronic  bronchopulmonary  disease  is 
much  greater  than  that  of  atmospheric  pollution 
or  occupational  exposures  .  .  . 

"Cigarette  smoking  does  not  appear  to  cause 
asthma." 


Free  BAND-AID  Bandage  Dispenser 

A  free  BAND-AID  Bandage  dispenser  especial- 
ly designed  for  professional  use  highlights  John- 
son &  Johnson's  new  Professional  Offer  S-5386. 
The  handsome  unit,  suitable  for  wall  mounting 
or  table  use,  has  a  transparent  polj'styrene 
cover  so  the  user  can  check  his  supply  at  a 
glance. 

The  dispenser  has  five  compartments,  to  ac- 
commodate the  most  widely-used  BAND-AID 
Bandage  sizes,  and  has  a  capacity  of  over  300 
bandages.  It  is  easily  refilled.  According  to  John- 
son &  Johnson,  the  new  unit's  design  and  "see- 
through"  features  outmode  all  bandage  dispens- 
ers now  in  use. 

Deal  S-5386  contains  6  boxes  of  BAND-AID 
Bandages — five  of  assorted  sizes  Sheer  Strips, 
Patches  and  Spots — and  one  of  BAND-AID  Plastic 
Strips  Extra  Large,  with  nonstick  pad.  The  dis- 
penser is  packed  together  with  the  bandages  in 
one  carton.  Johnson  &  Johnson  points  out  these 
are  new  professional  packages  with  cellophane 
overwrap  for  extra  protection;  their  new  design 
provides  better  size  identification;  and  the  stand- 
up  cartons  permit  more  convenient  stoi'age  and 
easier  access  to  bandages. 

Johnson  &  Johnson  notes  offer  S-5386  is  limit- 
ed, and  advises  immediate  orders  to  insure  re- 
ceipt of  the  free  dispenser. 


Classified  Advertismentj 


WAXTED:  Doctor  who  is  eligible  for  N.  C.  lic- 
ense, for  general  i)ractice  and  obstetric*,  con- 
nected with  a  140  bed  hospital  and  out-patient 
clinic.  Salary  SloOO.OO  i)er  month  with  po.s.si- 
bility  of  partnershij)  in  <i  to  12  months.  Write: 
Dr.  W.  1).  .James,  Hamlet,  X.  C. 

Physician  Wanted:  Doctor  for  general  practice 
in  suburban  area  of  city  with  a  >IedicaI  Center, 
and  three  hosi)itals.  I^ocatioii — Piedmont  sec- 
tion of  Xortli  Carolina.  If  interested  please 
contact  Box  \o.   188,  Rural   Hall,   N.  C. 

Physician  Wanted:  Physician  interested  in  gen- 
eral practice;  excellent  opportunity.  Piedmont 
section.  Reply  in  care  of  the  .Journal.  84-122-6. 

Excellent  Opportunity  for  General  Practitioner — 
Recently  vacated,  fully  equipped  office  for  sale 
or  lease  in  Salisbury,  X.  C.  Contact,  C.  T. 
Harris,    Jr.,    M.D.,    42.5    Roberts    St.,    Salisbury, 

X.  C. 

Wanted — General  Practitioner  as  my  associate  in 
a  20,000  population  between  Asheville  and 
Charlotte.  To  retire  in  one  year.  Reply  in  care 
of  the  N.  C.  Medical  Journal.  82-2.3-17. 
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Tke  Montk  in  Wasnin^ton 

The  American  Medical  Association  has 
recommended  to  Congress  that  moderniza- 
tion of  existing  hospital  facilities,  especially 
in  urban  centers,  be  emphasized  in  the  Hill- 
Burton  hospital  construction  program. 

An  A.M. A.  spokesman  told  the  House 
Commerce  Committee  that  a  1956  study  indi- 
cated that  about  one-half  of  the  nation's  hos- 
pitals needed  about  $1  billion  worth  of  mod- 
ernization. 

The  committee  was  considering  a  five- 
year  extension  of  the  Hill-Burton  program. 
The  A.M. A.  supported  the  legislation  but 
recommended  changes  in  some  of  its  pro- 
visions. 

The  A.M. A.  concurred  with  the  provision 
that  would  combine  the  various  types  of 
chronic  disease  hospitals  and  nursing  homes 
into  one  category  called  "long-term  care 
facilities."  It  also  supported  the  principle  of 
federal  guarantee  of  mortgages  financing 
the  cost  of  construction  or  modernization  of 
a  private  nonprofit  hospital  or  other  speci- 
fied medical  facility,  or  proprietary  nursing 
home. 

"The  use  of  the  guaranteed  mortgage  me- 
chanism offers  an  incentive  to  local  non- 
profit organizations  to  construct  and  im- 
prove needed  medical  facilities,"  the  A.M.A. 
said. 

The  A.M.A.  opposed  a  provision  that 
would  transfer  to  the  Department  of  Health, 
Education  and  Welfare  the  Federal  Housing 
Administration  program  of  insured  loans  for 
construction  of  proprietary  nursing  homes. 
The  A.M.A.  also  testified  that  "diagnostic 
and  treatment  centers"  should  be  deleted  as 
facilities  eligible  to  participate  in  the  Hill- 
Burton  program. 

"There  is  little  evidence  of  demand  for 
these  facilities  since  their  inclusion  in  1954," 
the  A.M.A.  said.  "Moreover,  the  definition  of 
the  term  'diagnostic  or  treatment  center'  is 
vague  and  confusing." 

The  A.M.A.  urged  that  the  traditional 
local  administration  of  the  Hill-Burton  pro- 
gram be  continued. 


From    the   Washington    Office    of  the    American    Medical 
Association. 


The  Administration  asked  Congress  to 
authorize  a  five-year,  $260  million  plan  of 
federal  aid  designed  to  increase  the  number 
of  nurses  in  the  United  States.  The  plan  call- 
ed for  federal  grants  and  loans  for  construc- 
tion of  nursing  schools  and  training  of 
nurses. 

The  American  Medical  Association  ap- 
proved in  principle  the  construction  pro- 
vision but  opposed  loans  and  scholarships 
for  nursing  students. 

Under  the  Administration  plan,  a  total  of 
$110  million  would  be  spent  over  a  four- 
year  period  on  grants  to  construct  new 
schools  of  nursing  and  to  replace  and  ex- 
pand existing  schools.  Another  major  fea- 
ture of  the  bill  encompassing  the  plan  calls 
for  spending  $85  million  over  five  years  on 
loans  to  nursing  students.  A  "forgiveness 
feature"  would  apply  to  60  per  cent  of  the 
loan. 

To  improve  nurse  training  and  service. 
project  grants  totaling  $58.8  million  would 
be  allocated  over  five  years  to  public  and 
nonprofit  agencies. 

Other  funds  would  be  spent  on  planning 
grants  to  help  states  develop  nursing  pro- 
grams and  a  limited  undergraduate  scholar- 
ship program. 

Boisfeuillet  Jones,  Special  Assistant  to  the 
Secretary  of  Health,  Education  and  AVelfare, 
told  a  House  Commerce  Subcommittee  that 
it  was  the  hope  of  the  Administration  that 
through  passage  of  the  bill  the  total  number 
of  nurses  in  the  country — presently  estimat- 
ed at  550,000— would  increase  to  680,000  by 
1970.  •    ■ 

^      ^      ^ 

The  National  Cancer  Institute  has  sent 
Congress  an  encouraging  report  on  its  battle 
against  leukemia.  It  asked  for  funds  for  "an 
all-out  effort  toward  the  goal  of  a  cure." 

In  testimony  made  public  by  a  House  Ap- 
propriations Subcommittee,  Institute  Direc- 
tor Kenneth  M.  Endicott  said  there  had  been 
a  great  increase  in  the  number  of  children 
in  which  it  was  possible  to  arrest  the  dis- 
ease, at  least  temporarily. 

He  told  the  Subcommittee  that  improved 
treatments  had  increased  the  remission  rate 
for  children  with  acute  leukemia  to  about  90 
per  cent  and  had   "dramatically  increased 
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the  periods  of  their  remissions  and  conse- 
quently their  life  expectancy. 

Dr.  Endicott  said  the  Institute,  an  arm  of 
the  Government's  National  Institutes  of 
Health,  had  more  than  60  children  in  its 
study  groups  who  had  survived  more  than 
five  years  after  being  treated  with  drugs. 

"Nine  children  out  of  ten  come  into  the 
Institute  hospital,  who  are  usually  desper- 
ately ill,  go  into  remission,  and  to  all  intents 
and  purposes,  regain  their  health,  go  back 
home,  go  back  to  school  and  so  on,  at  least 
for  a  time,"  he  said. 

Subcommittee  members  also  asked  Endi- 
cott about  possible  cancer-causing  elements 
in  such  food  as  charcoal  l^roiled  steaks  and 
potatoes  cooked  in  ashes. 

He  said  several  laboratories  had  found 
cancer-causing  agents  when  fats  were  heat- 
ed to  high  temperatures  and  incompletely 
burned.  Asked  if  people  should  stop  eating 
such  food,  he  said  "some  might  draw  that 
conclusion.  I  am  not  prepared  to  go  that  far 

yet." 

^  ^  ^ 

Food  and  Drug  Commissioner  George  P. 
Larrick  hailed  a  federal  court  decision 
against  promotional  claims  for  vitamins  and 
other  food  supplements  as  a  landmark  in  the 
history  of  efforts  against  nutritional  misin- 
formation. 

The  Federal  District  Court  ruled  false 
many  widely  used  promotional  claims  for 
\'itamins  and  other  food  supplements  after  a 
lengthy  hearing  on  the  seizure  of  a  cjuantity 
of  vitamin  and  mineral  capsules  distributed 
by  the  A^itasafe  Corporation.  Division  of  Con- 
solidated Sun  Ray,  Inc.  at  Middlesex,  New 
Jersej',  in  October,  1960.  The  seized  products 
were  labeled  in  part  "Vitasafe  Formula  M," 
"Vitasafe  Formula  W,"  "Vitasafe  CF,"  and 
"Vitasafe  Queen  Formula  with  Royal  Jelly 
Supplement  for  Women." 

Judge  Aruthr  J.  Lane,  in  his  opinion, 
noted  that  labeling  of  the  seized  products 
represented  that  Vitasafe  capsules  were  ade- 
ciuate  and  effective  for  the  treatment  or  pre- 
vention of  some  38  conditions,  including 
"depression,  tension,  weakness,  nervous  dis- 
orders, lethargy,  lack  of  energj%  lassitude, 
impotence,  aches  and  pains,  aging,  impaired 
digestion,  loss  of  appetite,  lesions  and  scali- 


ness,  night  blindness,  photophobia,  fatigue 
and  headaches." 

"This  representation  is  false  and  mislead- 
ing," Lane  said.  "The  evidence  produced  at 
trial  conclusively  proves  that  the  above  de-  plSi) 
signated  symptoms  or  conditions  are  caused 
by  and  associated  with  a  great  number  of 
serious  pathological  diseases.  Further,  al- 
though some  of  these  symptoms  may  be  as- 
sociated with  vitamin  and  mineral  deficien- 
cies, the  likelihood  of  their  being  caused  by 
or  associated  with  vitamin  or  mineral  de- 
ficiencies in  the  U.S.  todav  is  very  small. 


Bool?  R 


e  views 


Optokinetic  Nystamus:  Its  U.se  in  Topical 
Neui'o-Ophthalmolosic    Diagnosi.f.    By    J. 

Lawton  Smith,  M.D.,  A.ssociate  Professor 
of  Ophthalmology,  LTniversity  of  Miami 
School    of    Medicine.    141    pages.    Price, 
S6.75.     Springfield,     Illinois:     Charles     C 
Thomas,  Publisher,  1963. 
This  monograph  on  the  clinical  u.ses  of  elicit- 
ing optokinetic  nystagmus  is  an  excellent  one. 
Dr.  Smith  covers  the  subject  completely,  orderly, 
and  succinctly.  His  enthusiasm  for  this  particular 
tool    in    neuro-ophthalmologic    diagnosis    is    ap- 
preciated, along  with  the  other  information  and 
advice  that  he  contributes. 

This  book  is  considered  a  useful  one  for  all 
practitioners  who  are  interested  in  neurologic 
diagnosis,  especially  ophthalmologists,  neurolo- 
gists, and  neurosurgeons. 


Warning  Again.st  Mixing  Bleach   With   Cleaning 
Agents 

Word  has  been  received  that,  on  two  separate 
occasions,  two  housewives  tried  to  speed  up  the 
cleaning  process  of  a  toilet  bowl  cleanser.  They 
each  tossed  in  a  cupful  of  bleach.  A  deadl.v  gas 
resulted  and  both  women  had  to  be  hospitalized; 
one,  who  was  80  years  old,  died.  Poisonous  chlor- 
ine gas  results  when  bleach,  a  .solution  of  sodium 
hypochlorite,  is  mixed  with  the  acid  substances  of 
toilet  bowl  cleansers.  When  bleach  is  mixed  with 
other  cleaning  agents  that  certain  alkaline  sub- 
stances, a  highly  irritating  gas  results. 

Follow  this  safety  rule:  Never  mix  bleach  with 
such  cleaning  agents  as  ammonia,  lye.  toilet  bowl 
cleanser,  rust  remover,  oven  cleaner,  or  vinegar. 


The  average  length  of  a  patient's  stay  in  the 
hospital  was  7.6  days  in  1962,  a  decline  from  the 
average  of  14  days  in  1932.  The  decline  is  at- 
tributed to  better  drugs  and  medicines,  improved 
treatment  techniques. 
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din  il^mortam 


Haiiy    Winkler,    M.D.,    F.A.C.S.,    F.I.C.S. 

The  members  of  the  Mecklenburg  County  Med- 
ical Society  were  saddened  bj'  the  death  of  one 
■^  of  its  members,  Harry  Winlcler,  on  Decemljer  13, 
1963. 

Dr.  Winkler  was  born  in  Omaha,  Nel}raska,  on 
January  28,  1895.  His  family  moved  to  Dover, 
Ohio,  where  he  attended  the  local  public  schools, 
and  he  graduated  from  the  University  of  Chi- 
cago in  June,  1921.  During  his  college  years  he 
was  elected  to  the  Phi  Beta  Kappa  fraternity.  He 
received  his  medical  education  at  Rush  Medical 
College  in  Chicago,  graduating  in  June,  1929.  He 
was  elected  to  the  Alpha  Omega  Alpha  Fraternity 
his  senior  year.  Cook  County  Hospital  appointed 
him  to  a  one-year  internship,  and  the  following 
year  to  a  residency. 

In  1931,  Dr.  Winkler  joined  Dr.  Oscar  Miller 
in  the  Miller  Orthopaedic  Clinic,  where  he  prac- 
ticed with  outstanding  success.  In  1955  he  opened 
the  Charlotte  Orthopaedic  Clinic,  1500  Elizabeth 
Avenue,  Charlotte,  North  Carolina. 

Dr.  Winkler  was  an  active  member  of  the  fol- 
lowing medical  organizations:  American  College 
of  Surgeons,  International  College  of  Surgeons, 
American  Orthopaedic  Association,  American 
Academy  of  Orthopaedic  Surgeons,  North  Caro- 
lina Orthopaedic  Association,  American  Medical 
Association,  Southern  Medical  Association,  Med- 
ical Society  of  the  State  of  North  Carolina, 
Mecklenburg  County  Medical  Society,  Piedmont 
Orthopaedic  Society,  American  Rheumatism  As- 
sociation, The  Arthritis  and  Rheumatism  Found- 
ation, La  Sociedad  Latino- American  de  Ortopedia 
y  Traumatologia-Honorary,  1953;  Southern  Rail- 
way-Orthopaedic Surgeon  and  MEDICO — Septem- 
ber, October,  1961.  He  was  a  member  of  the  Char- 
lotte Country  Club,  where  he  enjoyed  golf  to  the 
utmost.  He  was  a  member  of  the  Rotary  Club, 
Charlotte  City  Club,  and  an  active  member  of 
Saint  Peter's  Episcopal  Church. 

Dr.  Winkler  was  an  ardent  student  of  ortho- 
paedics, and  during  his  active  years,  contributed 
many  scientific  articles  to  the  medical  literature. 

During  the  latter  years  of  his  life,  he  and  Mrs. 
Winkler  traveled  extensively  throughout  the 
world,  and  he  always  had  a  fine  storj-  to  tell  on 
returning  from  his  extended  tours. 

Dr.  Winkler  is  survived  by  his  wife,  the  former 
Azile  Barrow.  His  son,  Harry  Winkler,  Jr., 
Lieutenant,  U.  S.  Army  Air  Corps  was  killed  in 
an  airplane  accident  during  World  War   II. 

The  members  of  the  Mecklenburg  County  Med- 
ical County  Medical  Society  feel  a  great  personal 
loss  in  the  passing  of  our  friend  and  colleague, 
and  request  that  this  paper  be  recorded  on  the 
minutes  of  this  society  as  a  permanent  memorial 
to  him  and  that  a  copy  be  sent  to  Mrs.  Winkler. 


James  Gray  Tuttle,  M.D. 


James  Gray  Tuttle,  M.D.,  died  in  the  Baptist 
Hospital,  Winston-Salem,  on  January  14,  1964,  at 
the  age  of  39. 

Dr.  Tuttle  was  born  in  Winston-Salem  on 
March  3,  1924,  the  son  of  Ira  Gray  Tuttle  of  Ral- 
eigh and  Mrs.  Bess  Hamlin  Tuttle  of  Yadkinville. 
He  received  his  A.B.  degree  at  Duke  University, 
attended  the  University  of  North  Carolina  Med- 
ical School,  and  earned  his  M.D.  degree  from 
Bowman  Gray  School  of  Medicine  in  December, 
1948.  Residencies  in  pathology  and  medicine  were 
served  at  Wayne  Countj'  General  Hospital,  Eloise, 
Michigan,  and  he  was  awarded  a  teaching  fellow- 
ship in  chest  disease  at  Bowman  Gray  in  1953-54. 

A  diplomate  of  the  American  Board  of  Internal 
Medicine,  Dr.  Tuttle  practiced  his  specialty  with 
distinction  in  Albemarle  for  ten  years  prior  to 
his  untimely  death.  He  was  a  member  of  the 
Stanly  Countj'  Medical  Society,  Medical  Society 
of  the  State  of  North  Carolina  and  American 
Medical  Association,  and  was  on  the  staff  of  the 
Stanlj'  County  Hospital.  Other  scientific  affilia- 
tions included  the  American  Trudeau  Society, 
American  Diabetic  Association,  North  Carolina 
and  American  Heart  Associations,  North  Carolina 
and  American  Societies  of  Internal  Medicine, 
New  York  Academy  of  Sciences,  and  fellowship 
in  the  American  College  of  Physicians. 

Dr.  Tuttle  was  a  member  of  the  boards  of  trus- 
tees of  Pineland  College  and  Edward  Military 
Institute.  He  was  active  in  a  variety  of  church, 
civic,  and  community  activities;  he  organized  the 
Stanly  County  Heart  Council  and  served  as  its 
president,  and  served  as  chairman  of  the  execu- 
tive committee  of  the  Boy  Scouts  of  America. 

Be  it  resolved  that  a  copj'  of  this  obituary 
be  entered  in  the  minutes  of  this  society,  a  copy 
sent  to  the  Medical  Society  of  the  State  of  North 
Carolina,  and  a  copy  sent  to  the  family. 

STANLY  COUNTY  MEDICAL  SOCIETY 


Charles  R.  Bugg,  M.D. 
1896-1964 

After  months  of  failing  health,  death  claimed 
Dr.  Charles  Richard  Bugg  on  January  11,  1964. 
Dr.  Bugg  was  born  in  Farmville,  Virginia,  on 
January  18,  1896,  the  son  of  Charles  F.  Bugg  and 
Ida  Paulett  Bugg.  After  attending  the  public 
schools  of  Farmville,  he  graduated  in  1916,  with 
honors,  from  Hampden-Sidney  College.  There 
followed  a  year  of  teaching  in  a  private  prepara- 
tory school  before  he  entered  Johns  Hopkins 
School  of  Medicine.  He  had  only  begun  his  stu- 
dies when  he  entered  World  War  I,  and  after 
two  years,  returned  to  graduate  as  an  outstanding 
student  in  1922.  After  one  j'ear  of  internship  at 
the  Hopkins  Hospital,  he  served  as  pediatric  resi- 
dent at  the  Harriet  Lane  Home.  In  1925  he  enter- 
ed the  practice  of  pediatrics  with  Dr.  Albert  S. 
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Root  in  Raleigh.  In  the  same  year  he  was  mar- 
ried to  Miss  Virginia  Lindsay  Silvester,  and  there 
began  a  devoted  relationship  that  endured  until 
Mrs.  Bugg's  untimely  death  several  years  ago. 

The  association  of  Drs.  Root  and  Bugg  epitom- 
ized, for  generation  after  generation  of  children, 
the  highest  type  of  relationship  between  doctor, 
patient,  and  community. 

Dr.  Bugg  furthered  the  cause  of  unfortunate 
children  with  motivation  and  leadership  in  the 
founding  of  the  Hilltop  Home  for  retarded  chil- 
dren here  in  Raleigh.  In  1957  he  was  elected  to 
the  State  Board  of  Health  by  the  Medical  Society 
of  North  Carolina,  and  was  the  president  of  this 
board  from  1958  until  his  death. 

One  son,  Dr.  Charles  P.  Bugg,  practices  pedia- 
trics in  the  footsteps  of  his  father. 

Dr.  Bugg's  intellectual  curiosity  and  gentle  en- 
thusiasm was  outstanding.  He  was  a  born  teach- 
er, and  yet  he  never  forget  his  position  as  a 
true  clinician. 

This  community  has  been  enlightened  by  the 
character  and  example  of  Dr.  Charles  Richard 
Bugg.  His  memory  will  stand  in  its  own  right  as 
a  monument  to  excellent  medicine,  community 
service,  true  Christianity,  and  intelligent  humil- 
ity. 

Be  it  resolved  by  the  Wake  County  Medical 
Society  that  this  memoir  be  printed  in  the 
permanent  records  of  the  County  Society,  that  a 
copy  of  this  memoir  be  sent  to  members  of  the 
family,  and  to  the  North  Carolina  Medical 
Journal. 


Kdbcrt   AVat,>-()ii   Wilkinson,  .Ir. 
1893-1963 


M.D. 


Dr.  Robert  Watson  Wilkinson,  Jr.,  was  the  first 
of  three  sons  of  Robert  Watson  Wilkinson  and 
Ella  Holding  Wilkinson  to  make  his  mark  in  the 
field  of  medicine.  Born  70  years  ago  in  the  town 
of  Wake  Forest,  he  was  educated  both  at  the 
public  schools  and  at  Wake  Forest  College.   In 


1920   he   completed   his    A.B.    and   certificate   of 
medical  instruction  at  this  college. 

Having  received  his  M.D.  at  Tulane,  in  New  Or- 
leans, in  1922,  he  obtained  a  coveted  internship 
at  the  Charity  Hospital  of  the  same  city  and  fin- 
ished there  in  1923. 

It  was  only  natural  that  he  would  return  to  his 
home  town  in  192.3  to  enter  the  practice  of  medi- 
cine as  a  general  practitioner.  It  was  here  that  he 
served  for  40  years  as  family  physician  to  his 
communitx'.  He  served  his  community  as  a  good 
citizen,  gix'ing  of  his  time  and  energy  to  further 
the  building  of  the  town  of  Wake  Forest. 

Dr.  Wilkinson  is  survived  by  his  wife  Mrs. 
Estelle  Fontan  Wilkinson,  a  son  Robert  Watson 
Wilkinson,  III,  his  two  doctor  brothers.  Dr.  T.  C. 
\\'ilkinson,  of  Wake  Forest  and  Dr.  James  S. 
Wilkinson,  of  Raleigh,  and  three  grandchildren. 

An  able  doctor,  he  gave  of  himself  to  the  ut- 
most, and  in  his  quiet  way  brought  comfort  to 
thousands. 

Be  it  resolved  that  this  memoir  be  made  a  part 
of  the  permanent  records  of  the  Wake  County 
edical  Society,  and  that  a  copy  of  this  memoir  he 
sent  to  members  of  the  family  and  to  the  North 
Carolina  Medical  Journal. 

Alexander  Webb,  M.D. 


What's   The    Sc.ip? 

Two  hundred  and  eighty-eight  North  Carolin- 
ians have  lost  their  lives  in  home  and  farm  mis- 
haps this  year,  according  to  data  released  re- 
cently by  the  Pulilic  Health  Statistics  Section  of 
the  North  Carolina  State  Board  of  Health.  The 
report,  covering  the  four-month  period  January 
through  April  1963,  also  reveals  that  393  lives 
•were  lost  due  to  motor  vehicle  accidents. 

In  Ijoth  types  of  accidents — motor  v'ehicle  and 
home-farm — the  toll  was  scm:what  greater  in 
1963  than  for  the  corresponding  four  months  in 
1962.  In  the  first  four  months  of  1962,  home  and 
farm  accidents  accounted  for  276  deaths;  motor 
vehicle  accidents,  376  deaths. 
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AND 
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Amytal  is  a  moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  a  contraindication. 

Side-Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 

Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  WARNING-IVlay 
be  habit-forming. 

Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 


Additional    infoi 
available  upon  rei 
Eli  Lilly  and  Co 
Indianapolis  6,  li 


sAMYTAE 

AMOBARBITAL 


^^ 


:S3^agz^srsr-:3;as3:^-.  iAk..::-^M,»im 


Table  of  Contents,  Page  II 


For  the  "modern  Cinderella" 


enhances  any 
acne  treatment 


"...No  other  disease  has  caused 
so  much  feeling  of  inferiority"  as 
acne.'  pHisoHex  "...is  a  valuable 
part  of  the  management. ..since  in 
addition  to  its  defatting  and  cleans- 
ing properties,  it  offers  an  antibac- 
terial action  which  reduces  skin 
bacterial  flora. "^ 

In  a  series  of  42  patients,  none 
"...failed  to  improve,"  when 
pHisoHex  was  added  for  the  wash.^ 
In  another  series  of  67,  acne  le- 
sions "...cleared  in  a  matter  of 
one  to  two  weeks"  in  50  per  cent 
with  pHisoHex."  In  another  series 
of  100  patients  using  pHisoHex 
and  pHisoAcsJ,  79  showed  excel- 
lent or  good  improvement.' 
The  frequent  exclusive  use  of 
pHisoHex  enhances  adsorption  of 
its  3%  hexachlorophene  content 
to  the  skin;  there  it  remains  as  a 
tenacious  film  to  fight  bacteria  be- 
tween washings.  pHisoHex  cleans 
thoroughly— is  nonalkaline,  hypo- 
allergenic  and  "kind"  to  the  skin. 
Three  to  four  washings  a  day  are 
needed  for  constant  degerming  of 
skin,  faster  and  better  results. 
pHisoAc  Cream  dries,  peels  and 
masks  lesions  — helps  prevent 
comedones,  pustules  and  scarring. 
Contains  colloidal  sulfur  6  per 
cent,  resorcinol  1.5  per  cent  and 
hexachlorophene  0.3  per  cent. 

How  supplied:  pHisoHex  is  available  in 
unbreakable  squeeze  bottles  of  5  oz. 
and  1  pint,  in  unbreakable  plastic  bot- 
tles of  1  gallon  and  in  combination  pack- 
age with  pHisoAc  Cream. 

References:  1.  Szymanski,  F.  J.:  Indus). 
Med.  30:498,  Nov.,  1961.  2.  W/exler,  Louis: 
Clin.  Med.  70  404,  Feb.,  1963.  3.  Hodges, 
F.  T.:  GP  14:86,  Nov.,  1956.  4.  McLean, 
I.  E.  D.;  Graiiam.  K.  T.,  and  East,  M.  0.: 
Practitioner  189;82,  July,  1962. 
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President's  Farewell  Address 

John  S.  Rhodes,  M.D. 
Raleigh 


Mr.  Chairman,  Dr.  Bortz,  fellow  doctors, 
ladies  of  the  Auxiliary  and  guests:  As  I  re- 
viewed the  events  of  the  past  year  in  prep- 
aration for  this  "annual  message,"  it  became 
apparent  that  a  major  part  of  the  time  and 
energy  required  of  me  as  your  president  was 
concerned  with  medical,  political,  and  public 
focus  on  the  health  care  of  the  aged.  Positive 
programs  of  voluntary  insurance  and  imple- 
mentation of  Kerr-Mills  medical  assistance 
to  the  aged,  as  well  as  activity  in  opposition 
to  the  social  security  approach  of  the  King- 
Anderson  bill,  cvn-rently  under  discussion 
by  the  Ways  and  Means  Committee,  have 
been  of  paramount  importance. 

Extension  of  Life 

I  should  like  to  reflect  briefly  on  the  term 
aged.  Definition  of  the  word  is  subject  to 
controversy  and  often  qualified  by  one's 
point  of  view.  Since  aging  is  a  process  and 
not  a  state,  is  it  not  illogical  to  set  apart  all 
those  persons  65  or  older  for  special  con- 
sideration? Furthermore,  those  who  deal 
with  human  illness  are  well  aware  that  bio- 
logical and  chronological  age  are  not  syn- 
onymous. The  surgeon  is  constantly  con- 
founded by  the  fickleness  of  chronological 
age  as  a  basis  for  determining  risk. 

Dr.  Wilder  Penfield,  noted  brain  surgeon, 
suggests  that  science  has  not  actually  ex- 
tended the  life  span  of  the  human  species. 
Pliny,  a  Roman  naturalist,  1900  years  ago 
referred  to  centenarians  of  his  day.  The 
Biblical  psalmist  wrote:  "The  days  of  our 
years  are  three  score  and  ten,  and  if  by  rea- 
son of  strength,  they  are  fourscore  years, 


Read  before  the  First  General  Session,  Medical   Society 
of  the  State  of  North  Carolina,  Greensboro,  May  4,  1964. 


they  are  soon  cut  off  and  we  fly  away." 
Those  words  were  written  3000  years  ago, 
yet  the  shepherd  who  wrote  them  expected 
to  live  as  long  as  we  do  today.  As  David, 
King  of  Israel,  he   died  at  70. 

What  is  so  remarkable  is  that  so  many 
7nore  men  live  longer  today.  As  late  as  the 
sixteenth  century  Montaigne  wrote  that  he 
seldom  saw  a  man  of  50.  Since  the  turn  of 
the  century  life  expectancy  at  birth  has  in- 
creased from  49  to  72  years.  In  1900,  one 
person  in  every  25  of  our  population  was  65 
years  of  age  or  older;  today  the  ratio  is  1  in 
11.  It  may  be  significant  that  statisticians 
agree  that  in  1970  this  ratio  will  still  be  1 
in  11  because  of  the  explosion  in  population. 
An  amazing  and  almost  incredible  fact  cited 
by  Dr.  Berrill,  McGill  University  biologist, 
is  that  25  per  cent  of  all  men  who  have 
reached  the  age  of  65  are  still  living. 

It  must  be  accepted  that  the  extension 
of  life  has  not  been  achieved  by  medicine 
alone.  It  is  the  result  of  collaborative  efforts 
of  industry,  science  and  government.  Peo- 
ple not  only  live  longer  but  they  live  heal- 
thier lives.  Good  health  is  not  the  mere 
absence  of  disease  but  a  positive  state  of 
physical,  mental  and  social  well-being.  By 
the  same  token,  care  of  the  aged  is  not  an 
isolated  medical  problem,  but  rather  the  re- 
sponsibility of  the  indivdual,  the  family, 
friends,  the  church,  and  the  community. 

To  declare  that  a  man's  productive  life 
ends  at  the  arbitrary  age  of  65  tends  to  de- 
emphasize  his  importance  in  our  social 
structure  and  results  in  a  senseless  waste  of 
human  resource.  We  need,  instead,  a  philos- 
ophy which  will  assist  the  elderly  to  attain 
a  healthy  maturity. 
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The  Kerr-Mills  Act 

Two  bills  representing  divergent  philoso- 
phies currently  vie  for  acceptance  in  pro- 
\iding  for  the  health  needs  of  the  aged. 
One.  tire  proposed  King-Anderson  bill, 
would  amend  the  Social  Security  Act  to 
establish  the  right  of  recipients  under  the 
social  security  system  to  medical  services 
without  regard  to  need.  The  other,  the  Kerr- 
Mills  bill  already  passed  by  the  Congress, 
provides  grants  to  the  states,  on  a  matching 
basis,  of  funds  from  the  general  revenues 
to  assist  the  states  in  the  care  of  the  needy 
aged.  The  bill  was  designed  to  extend  the  al- 
ready existing  program  providing  aid  to  the 
aged  indigent  known  as  "OAA",  and  to  esta- 
blish a  new  program  of  medical  assistance 
to  the  medically  indigent  known  as  "MAA". 

The  profession  has  supported  the  Kerr- 
Mills  principle,  sponsoring  a  bill,  in  coopera- 
tion with  the  pharmaceutical  and  dental 
professions  and  with  reserved  assistance 
from  the  Hospital  Association,  that  was  en- 
acted by  the  1U63  General  Assembly.  The 
April,  1964,  announcement  by  the  State 
Board  of  AVelfare  of  its  intent  to  initiate 
a  program  of  medical  assistance  to  the  aged 
brought  to  fruition  four  years  of  effort  to 
provide  help  for  those  citizens  bracketed 
between  the  totally  indigent  and  those  able 
to  secure  their  health  needs  through  volun- 
tary insurance  or  personal  resources. 

Following  the  earlier  decision  of  the 
Board  of  Welfare  to  expand  the  OAA  cate- 
gory rather  than  implement  MAA,  the  Med- 
ical Society  recjuested  and  was  granted  a 
hearing  at  which  Dr.  Ed  Beddingfield,  who 
was  most  responsible  for  presenting  the  So- 
ciety's point  of  view  to  the  General  Assemb- 
ly, acted  as  able  spokesman  for  the  Society. 
The  hearing  ended  on  a  note  of  frustration, 
with  the  MAA  program  appearing  to  be  im- 
paled on  the  horns  of  a  dilemma.  It  may  be 
said  in  defense  of  the  Board  of  Welfare  that 
there  was  reasonable  concern  about  the  ade- 
c^uacy  of  appropriated  monies,  as  well  as  the 
differential  in  federal  matching  funds  of  75 
per  cent  in  the  case  of  MAA  as  opposed  to 
SO  per  cent  under  OAA. 

Implementation  of  the  MAA  program, 
coupled   with   ever-increasing   coverage   by 


voluntary-  insurance  ( to  which  has  been 
added  the  Over-65  Plan  now  being  market- 
ed jointly  by  some  50  insurance  companies 
in  North  Carolina  and  A'irginia ) ,  closes  vir- 
tually all  the  gaps  in  the  health  cost  field 
and  eliminates  any  need  for  a  federally  in- 
stituted i^rogram  in  North  Carolina. 

King-Anderson,  however,  is  not  a  dead 
issue.  While  it  is  reasonably  certain  that 
North  Carolina's  congressional  delegation 
shares  medicine's  point  of  view,  this  bill  has 
powerful  and  \'ocal  proponents,  and  the 
President  has  repeatedly  called  for  its  en- 
actment. Too  many  of  us,  moreover,  have 
adopted  the  doctrine  of  inevitability,  hold- 
ing that  the  hour  is  too  late  and  that  effort 
to  stem  the  tide  of  big  government  is  a 
\'ain  waste  of  energy. 

Polio  IniDiunization 

To  refute  the  defeatist  doctrine,  inevitable 
government  control,  one  needs  only  allude 
to  the  current  Sabin  oral  \-acc)ne  campaign 
against  poliomj-elitis  as  an  example  of  the 
power  of  a  mobilized  profession.  After  some 
divergent  opinion  as  to  a  state-wide  versus 
a  local  county  option  plan  of  procedure,  the 
latter  was  adopted.  Eighty  counties  have  al- 
ready initiated  a  campaign,  and  it  is  esti- 
mated that  approximately  2,730,000  persons 
have  received  one  or  more  doses  of  Sabin 
oral  vaccine.  At  least  12  additional  counties 
plan  a  campaign  in  the  fall.  Those  who  have 
had  a  part  in  this  effort  are  aware  of  the 
monumental  task  involved  in  organizing 
the  personnel  to  stage  these  county  cam- 
paigns. Physicians,  nurses,  hospitals,  pharm- 
acists, teachers,  P.T.A.'s,  public  health 
workers,  the  Armed  Services,  police,  Jay- 
cees,  government  officials,  news  media,  and 
numerous  others  exhibited  magnificent  co- 
operation, reflecting  favorably  upon  the 
profession  and  virtually  assuring  the  end  of 
poliomyelitis  in  North  Carolina. 

Mental  Health 

Our  eminent  guest  speaker.  Dr.  Edward 
L.  Bortz,  this  morning  delivered  a  message 
pertinent  to  the  expanding  program  for  the 
detection  and  care  of  mental  illness  in  North 
Carolina.  We  can  envisage  that,  as  this  pro- 
gram e\-oh'es,  emphasis  in  the  management 
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of  mental  disease  will  shift  from  centralized 
custodial  and  curative  procedures  to  early 
detection  and  preventive  measures  conduct- 
ed in  the  famil3'  physician's  office,  local 
mental  health  clinics,  and  psychiatric  serv- 
ices in  community  hospitals. 

Enactments  of  the  1963  General  Assembly 
established  the  Department  of  Mental 
Health  under  the  direction  of  the  former 
Hospitals  Board  of  Control,  re-named  the 
State  Board  of  Mental  Health,  with  pro- 
vision for  a  Division  of  Community  Mental 
Health  Services.  New  legislation  also  pro- 
vided for  a  Medical  Advisory  Council  to  the 
State  Board  of  Mental  Health  consisting  of 
15  physicians  appointed  by  the  Governor. 
This  council  has  been  organized  with  Dr. 
George  Ham  of  Chapel  Hill  as  chairman  and 
Dr.  John  R.  Kernodle  of  Burlington  as  vice- 
chairman. 

The  Mental  Health  Committee  of  the  Med- 
ical Society,  headed  by  Dr.  John  McCain, 
has  been  active  in  developing  leadership  in 
the  county  societies  to  guide  the  proposed 
expansion  of  facilities  at  the  local  level.  As 
a  preliminary  step,  a  comprehensive  survey 
of  existing  facilities  and  projected  needs  is 
in  progress.  Ultimately,  the  present  concen- 
tration of  mental  patients  in  large  central 
institutions  will  be  largely  replaced  by  a 
community-oriented  system  in  which  pa- 
tients will  receive  treatment,  preventive 
measures  being  emphasized,  under  the  sup- 
ervision of  the  family  physician  in  the  home 
atmosphere.  The  vigorous  exercise  of  effec- 
tive leadership  by  physicians  will  assure 
proper  direction  and  ultimate  answers  to  the 
challenge  of  mental  health.  One  half  of  avail- 
able hospital  beds  are  occupied  by  the  men- 
tally ill.  Approximately  40  per  cent  of  these 
patients  have  been  confined  for  10  or  more 
years;  60  per  cent  of  our  young  men  are  re- 
jected for  military  service,  40  per  cent  be- 
cause of  deficiencies  of  the  mind. 


A  Word  of  Gratitude 

These  and  other  accomplishments  have 
been  made  possible  only  through  the  con- 
stant and  untiring  efforts  of  many  in  the 
Society.  Would  that  time  permitted  me  to 
call  the  list.  I  could  not  close  without  humb- 
ly acknowledging  my  enormous  debt  to  a 
few  who  have  shared  their  wisdom  and 
counsel  and  have  sustained  me  by  the  mani- 
fest zeal  of  their  dedication  to  medicine. 
John  R.  Kernodle,  my  predecessor,  has  serv- 
ed the  Society  in  many  capacities  with  the 
same  vigor  exhibited  during  his  term  of  of- 
fice. Ed  Beddingfield,  remarkably  astute  di- 
rector of  legislative  activities,  adept  trouble- 
shooter  with  a  wide  range  of  knowledge,  has 
been  a  constant  pillar  of  strength.  John 
Anderson,  legal  counsel,  who  is  widely  rec- 
cognized  as  one  of  the  top  medical  legal 
advisers  in  the  nation,  has  been  an  ever- 
ready  source  of  guidance.  Jim  Barnes, 
whose  17  years  of  devoted  service  have  made 
him  sensitive  to  the  implications  of  any 
proposal  affecting  medicine,  able  to  ferret 
out  hidden  meanings  and  prompt  to  alert 
those  of  us  less  intuitive  and  astute,  has 
been  a  constant  source  of  confidence  and 
direction.  Bill  Hilliard,  whose  quiet,  meth- 
odical efficiency  gets  things  done,  has  been 
responsible  for  a  volume  of  leg  work.  That 
grand  lady,  Adelaide  Reece,  whose  in- 
genuity and  initiative  have  made  the  mot- 
to of  the  Auxiliary,  "Serve  and  Communi- 
cate," come  alive  in  a  broad  program  of  ac- 
tivities, has  added  luster  to  our  image.  Fin- 
ally, Ted  Raiford,  who  shortly  will  succeed 
to  this  position  and  whose  courtesy,  sense 
of  responsibility  and  understanding  assures 
the  Society  of  strong  leadership  in  the  year 
ahead,  has  supplied  much  inspiration.  For 
many  shortcomings  I  plead  your  under- 
standing, and  for  the  honor  done  me  I  offer 
eternal  gratitude. 
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"7?  seems  to  )i)e  that  ire  need  education  in 
tlie  obrions  rattier  ttian  inrestigation  of  tlie 
obseiire.'' 

Oli\'ee  Wendell  Holmes,  Jr. 

While  no  one  would  deny  the  benefits  of 
investigation,  it  is  possible  that  we  may 
have  neglected  not  only  education  in,  but 
understanding  and  explanation  of,  some  of 
the  more  obvious  aspects  of  medical  prac- 
tice. Failure  in  this  area  has  no  doubt  con- 
tributed to  many  of  our  major  problems, 
especially  in  the  field  of  pviblic  relations. 
One  aspect  I  would  like  to  discuss  is  the 
misuse  and  abuse  of  existing  medical  facil- 
ities by  the  uniformed. 

When  relations  between  donors  and  reci- 
pients of  medical  care  become  so  strained  as 
to  engender  widespread  criticism  to  the 
point  of  vilification,  something  is  radically 
wrong.  This  estrangement  is  difficult  to  un- 
derstand in  an  age  and  in  a  countrj^  where 
medical  facilities  are  second  to  none.  It 
seems  that  most  of  the  criticisms  are  based 
on  misunderstanding  between  the  profes- 
sion and  the  public,  and  if  the  situation  is  to 
be  improved,  this  misunderstanding  must 
be  cleared. 

Medical  care  has  become  a  highly  com- 
plex and  expensive  operation  which  no  long- 
er embodies  a  doctor-patient  relationship 
involving  simple  medication  and  generous 
sympathy,  compensated  more  often  than  not 
by  a  modified  barter  system.  Nor  would  we 
have  it  otherwise.  Advances  in  medicine 
have  kept  pace  with  those  in  social,  eco- 
nomic, and  scientific  fields.  Their  proper  use 
must  of  necessity  involve  agencies  other 
than  doctor  and  patient,  both  in  administra- 
tion and  reimbursement.  The  cycle  of  treat- 
ment, therefore,  includes  the  doctor,  the 
patient,  the  hospital,  and  certain  third  par- 
ties. Little  wonder  that  misunderstanding 
by  any  of  the  four  may  cause  frustration, 
criticism,  and  irritation  toward  the  others. 
In  an  attempt  to  dispel  some  of  the  misun- 
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derstanding  I  will  draw  a  brief  profile  of 
each,  emphasizing  their  respective  privi- 
leges and  obligations. 

The  Physician 

The  physician's  sole  professional  goal  is 
the  restoration  and  maintenance  of  health. 
He  has  spent  nearly  half  his  active  life  and 
an  estimated  $70,000  in  preparing  himself 
for  a  profession  which  demands  complete 
dedication  and  is  no  respecter  of  time  or  per- 
son. It  has  indeed  exacted  a  heavy  toll. 
Under  the  system  of  free  entei'prise  he  has 
the  piivelege  of  setting  a  price  on  his  serv- 
ices just  as  the  merchant  prices  his  stock  in 
trade.  In  general,  he  may  choose  whom  he 
will  or  will  not  serve,  subject  to  the  code  of 
ethics  outlined  by  his  profession.  He  has  the 
right  and  the  obligation  to  conserve  his  en- 
ergies and  thereb}'  his  health,  insofar  as 
possible,  if  his  years  of  training  are  to  be 
used  expediently.  His  annual  income  may 
well  exceed  that  of  others  of  comparable  age 
and  intelligence  and  it  must,  if  during  a 
relatively  short  productive  span  he  is  to 
repay  the  financial  obligations  of  his  educa- 
tion and  training  and  provide  for  himself 
and  his  family  when  his  productive  years 
are  over. 

He  must  guard  against  overcharging,  for 
this  is  undoubtedly  the  basis  of  many  critic- 
isms, and  unfortunately  the  conduct  of  one 
physician  in  this  respect  usually  reflects 
upon  all  members  of  the  profession  in  that 
area.  A  recent  nation-wide  survey  of  mal- 
practice suits  revealed  that  a  large  majority 
stemmed  from  overcharges.  While  the  right 
to  set  fees  for  service  is  one  of  the  funda- 
mentals of  free  enterprise  in  medical  prac- 
tice, it  behooves  the  physician  to  make  his 
charges  conform  within  reason  to  those  of 
other  physicians  of  comparable  professional 
competence  in  areas  of  comparable  econom- 
ic levels.  Finally  he  should  encourage  a  fin- 
ancial understanding  with  the  patient  before 
undertaking  any  mode  of  treatment  when- 
ever possible. 

Having  dedicated  himself  to  the  practice 
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of  his  profession,  however,  he  assumes  cer- 
tain unavoidable  obhgations.  He  and  his 
colleagues  must  assume  responsibility  for 
providing  medical  care  for  those  in  his  par- 
ticular commvmity  who  need  it.  This  does 
not  mean  that  any  one  physician  should 
treat  all  types  of  illness  at  all  times.  He  may 
reciprocate  with  one  or  more  colleagues  in 
providing  medical  coverage  in  order  to  al- 
low some  freedom.  If  he  is  engaged  in  spec- 
ialty practice,  he  is  not  obligated  to  render 
total  treatment  to  one  whose  condition 
rightfully  belongs  to  a  different  specialty. 
He  should,  however,  help  the  patient  reach 
the  proper  ph3'sician  for  his  needs,  and  if 
this  is  not  immediate^  possible  and  the  con- 
dition is  urgent,  he  should  render  any  treat- 
ment he  can  until  the  appropriate  specialist 
is  available.  In  short,  physicians  in  any 
given  area  are  obligated  to  provide  adequate 
medical  coverage  by  whatever  means  proves 
most  expedient. 

The  physician  should  assume  responsibil- 
ity in  preventing  abuse  of  hospital  facilities 
and  insurance  benefits.  Unless  this  obliga- 
tion is  met  with  integrity,  either  the  hos- 
pital or  the  insurance  agency  ma_v  find  itself 
in  financial  difficulties  and  be  unable  to 
carry  out  its  proper  function. 

The  Hospital 

Of  necessity  the  hospital  has  become  the 
center  of  the  facilities  essential  to  success- 
ful medical  care.  It  includes  diagnostic 
laboratories,  radiological  ecjuipment,  surg- 
ical suites,  postoperative  recovery  rooms,  in- 
tensive care  units,  housing  for  those  too  ill  to 
be  treated  at  home,  nursing  care,  pharm- 
acies, emergency  rooms,  clinics  for  the  am- 
bulatory indigent,  and  many  other  services. 
These  facilities  are  expensive  to  maintain, 
and  since  most  hospitals  are  nonprofit  in- 
stitutions they  must  rety  on  patient  income 
plus  endowments  or  charitable  contributions 
to  defray  the  cost  of  operation.  Further- 
more, the  operative  costs  remain  the  same 
regardless  of  the  percentage  of  occupancy. 
Little  wonder  then  that  hospital  costs  seem 
high  and  continue  to  rise. 

The  community  hospital,  constructed  and 
maintained  by  and  for  the  people  in  its  com- 
munity, is  obligated  to  furnish  its  facilities 


to  all  in  need  of  them.  Properh'  used,  it  can 
and  does  provide  the  best  in  medical  care 
without  the  expense  of  transportation  to 
a  distant  medical  center.  It  can  become  a 
most  efficient  means  of  maintaining  com- 
munity health.  By  the  same  token,  abuse  of 
its  facilities  by  needlessly  long  hospitaliza- 
tion, wanton  disregard  of  financial  obliga- 
tions, and  unreasonable  demands  for  serv- 
ices regardless  of  need,  leads  to  inefficiency 
and  waste  and  penalizes  those  who  con- 
scientiously try  to  abide  by  the  regulations 
and  recommendations  of  the  hospital  and 
its  professional  staff. 

Clinics  for  the  ambulatory  indigent  are 
maintained  by  the  hospital  and  manned 
by  volunteers  from  its  medical  staff.  They 
can  and  do  provide  a  valuable  service  to 
those  unable  to  afford  hospital  and  medical 
services  as  private  patients.  When  these 
clinics,  by  improper  screening,  cater  to  pa- 
tients who  can  well  afford  private  treat- 
ment, they  are  playing  directly  into  the 
hands  of  socialized  medicine.  Strict  eligibil- 
ity regulations  should  therefore  be  enforced 
to  eliminate  abuse. 

An  emergency  room  is  maintained  for  the 
treatment  of  injuries  and  diseases  reciuiring 
immediate  attention;  it  should  not  accept 
patients  with  chronic  or  non-vu'gent  condi- 
tions. It  is  in  no  way  obligated  to  furnish 
the  services  of  a  physician,  but  should  as- 
sist the  patient,  especially  if  he  is  a  transient 
or  newcomer,  in  reaching  physician,  Med- 
ical coverage  is  a  function  of  the  medical 
staff  and  is  usually  organized  on  a  rotating 
basis  so  that  a  competent  physician  is  al- 
ways available  for  the  treatment  of  bona 
fide  emergency  illness  or  injury,  regardless 
of  its  nature. 

In  providing  its  facilities  the  hospital  has 
not  only  the  right  but  the  obligation  to 
establish  certain  regulations  in  the  interest 
of  the  patient's  welfare  and  comfort.  These 
encompass  prompt  administration  of  sched- 
uled medications  and  treatments  (although 
not  always  at  the  patient's  convenience), 
dietary  control,  restriction  of  information 
except  to  authorized  persons,  and  above  all, 
strict  regulation  of  hospital  visitors.  Some 
of  these  rules  may  be  chstasteful  to  the  pa- 
tient  and   objectionable    to    his    family    or 
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friends,  but  they  are  carefully  designed  with 
the  cooperation  of  the  staff  physicians  for 
the  most  efficient  treatment  of  the  patient 
and  his  needs.  The  hospital  is  not  in  com- 
petitive trade  and  does  not  have  to  entice 
customers  by  special  concessions.  Its  sole 
function  is  to  restore  the  ill  to  normal  health 
as  expediently  as  possible.  To  do  this  it  is 
essential  that  regulations  be  set  forth  and 
rigidly  enforced.  Special  favors  and  privi- 
leges granted  under  coercion  are  not  to  be 
abided,  and  the  hospital  that  permits  them 
fails  in  its  obligation  and  loses  the  respect 
of  the  community. 

Third  Parties 

The  constantly  rising  cost  of  medical  care 
has  created  the  need  for  agencies  whose 
function  is  to  render  financial  assistance  to 
those  in  need.  Sometimes  referred  to  as 
"third  parties,"  these  include  state  and  fed- 
eral agencies,  endowment  funds,  charitable 
organizations  and,  most  important,  the  vol- 
untary health  insurance  companies.  While 
third  parties  are  sometimes  regarded  with 
distaste  and  distrust  by  both  patient  and 
phj'sician,  they  provide  a  service  without 
which  many  could  not  afford  the  benefits 
which  medicine  offers.  These  agencies  must 
operate  under  certain  regulations  without 
which  they  would  soon  cease  to  function. 
If  these  regulations  are  respected,  patient, 
physician  and  hospital  will  benefit.  If 
abused,  the  result  is  gross  inefficiency  with 
dissatisfaction  to  all  concerned. 

Voluntary  health  insurance  is  by  far  the 
largest  source  of  financial  assistance  and  is 
perhaps  the  least  understood  by  patients, 
and  indeed  by  some  physicians.  Its  benefits 
are  made  possible  through  premiums  paid 
by  its  subscribers.  These  premiums  vary 
widety  according  to  the  benefits  provided 
and  the  payment  experience  of  the  insur- 
er. 

In  general  health  insurance  is  of  two 
types:  (1)  service  or  full  coverage,  whereby 
the  physician  and  hospital  agree  to  accept 
as  full  paj^ment  the  benefits  provided  under 
the  contract;  (2)  indemnity  or  partial  cover- 
age, in  which  the  insurance  company  pays 
up  to  a  specified  limit  of  the  cost  and  the 
patient   is   responsible   for   the    remainder. 


Other  types  which  are  becoming  increasing- 
ly popular  are  deductible  insurance,  where- 
by the  patient  pays  an  initial  amount  and 
the  insurer  pays  the  remainder,  and  co-in- 
surance, in  which  the  subscriber  pays  a 
specified  percentage  of  the  bill,  usually  20 
per  cent,  and  the  insurer  the  balance. 

Health  insurance,  however,  is  a  highly 
complex  operation,  and  it  is  little  wonder 
that  some  of  these  complexities  cause  mis- 
understanding and  dissatisfaction.  To  many 
this  will  seem  elementar)^  but  one  simple 
and  basic  fact  remains:  The  cost  of  any  in- 
surance policy  reflects  the  amount  of  bene- 
fits the  company  pays  to  subscribers,  and 
anyone  who  overuses  or  abuses  his  insur- 
ance has  not  found  a  golden  nugget.  Rather, 
he  and  his  fellow  subscribers  have  bought 
one  with  the  higher  premiums  which  in- 
evitably follow.  Abuse  by  overutilization, 
falsification  of  claims,  misrepresentation  of 
facts,  and  many  other  maneuvers  can  most 
assuredly  kill  the  goose  that  laid  the  golden 
egg  with  the  same  finality  as  the  farmer's 
axe. 

Other  sources  of  financial  assistance  for 
medical  care  are  perhaps  just  as  poorly  un- 
derstood. Recipients  of  welfare  funds  almost 
invariably  believe  that  physicians  as  well  as 
hospitals  are  thereby  paid  for  their  services, 
a  concept  which,  in  this  state  at  least,  is  not 
true.  Recipients  of  Vocational  Rehabilita- 
tion funds  often  do  not  realize  that  eligibil- 
ity depends  upon  a  reasonable  chance  of 
restoring  the  individual  to  gainful  occupa- 
tion, and  even  physicians  are  sometimes  lax 
in  this  respect.  On  the  other  hand,  it  is  in- 
cumbent upon  these  agencies,  especially 
those  engaged  in  insurance,  to  accept  the 
obligation  of  a  just  and  proper  claim  and  not 
to  seek  every  possible  loophole  to  avoid 
liability. 

In  summary,  these  agencies  which  render 
valuable  financial  assistance  for  medical 
costs  must  follow  certain  guide  lines  if  thej^ 
are  to  survive  and  continue  their  usefulness, 
and  these  conditions  should  be  clearly  un- 
derstood and  respected  by  both  patients  and 
doctors. 

The  Patient 

We  come  now  to  the  patient,  the  most  im- 
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portant  of  the  four  parties  since  his  medical 
needs  justify  tlie  existence  of  the  otliei'S.  I 
will  attempt  to  outline  the  patient's  psy- 
chological approach  to  illness,  what  he  may 
rightfully  expect,  and  his  obligations  in  ob- 
taining the  greatest  benefit  from  available 
medical  facilities. 

The  person  who  finds  himself  ill  or  in- 
jured all  too  often  resents  the  fact  that  his 
normal  state  of  health  is  impaired.  He  re- 
gards good  health  as  a  God-given  right,  and 
anything  less  as  a  visitation  of  undeserved 
misfortune.  This  breeds  resentment  and 
leads  to  the  feeling  that  society,  and  his 
community  in  particular,  should  restore 
him  to  health  with  minimal  if  any  cost  to 
himself.  He  frec^uently  fails  to  appreciate 
illness  associated  with  the  normal  aging  pro- 
cess, or  to  assume  responsibility  in  case  of 
accidental  injury  even  though  it  may  be  a 
direct  result  of  his  own  acts.  He  may  there- 
fore fail  to  appreciate  the  agencies  which 
restore  or  improve  his  health,  and  to  assume 
his  obligation  to  them,  financial  or  other- 
wise. Nevertheless  all  individuals  do  have 
the  right  to  good  medical  care,  and  it  should 
be  furnished  to  them.  In  return,  they  must 
assume  certain  responsibilities  if  they  are 
to  receive  the  most  efficient  treatment — 
responsibilities  to  the  physician,  the  hos- 
pital, and  the  third  parties  involved. 

The  patient  should  realize  that  the  phy- 
sician is  no  miracle  man  and  cannot  always 
restore  him  to  perfect  health.  The  doctor 
can  heal  in  many  cases,  improve  in  many 
others,  and  make  more  comfortable  in  those 
where  the  disease  is  irreversible.  But  the 
patient  should  realize  that  his  physician, 
like  himself,  is  only  human  and  should  not 
be  expected  to  impair  his  efficiency  or  short- 
en his  productive  life  by  acceding  to  unrea- 
sonable demands.  Although  disease  and  in- 
jury are  no  respecters  of  time,  the  physician 
is  ready  to  help  the  patient  at  any  time  if  the 
condition  is  one  of  true  emergency.  If  it  is 
chronic  or  non-urgent,  however,  the  patient 
should  not  demand  immediate  attention, 
especially  at  night. 

The  patient  should  realize  and  accept  his 
financial  obligation  to  the  physician  who 
has  treated  him.  Although  some  charges 
seem  high,  they  are  usually  commensurate 


with  the  prevailing  charges  of  other  phy- 
sicians in  the  community  for  similar  serv- 
ices. He  should  discuss  charges  freely  with 
his  physician,  and  if  they  appear  to  cause  a 
hardship,  few  doctors  will  fail  to  reduce 
them  or  make  the  burden  easier  by  arrang- 
ing a  schedule  of  payments.  If  the  charges 
are  exorbitant  and  relief  is  not  granted,  the 
patient  alwaj^s  has  recourse  to  the  griev- 
ance committee  of  the  local  medical  society. 

Choosing  a  family  doctor 

The  head  of  a  family  should  always  estab- 
lish contact  with  some  physician,  usually 
but  not  necessarily  a  general  practitioner  or 
internist,  to  serve  as  a  family  doctor.  This 
is  even  more  important  for  the  family 
moving  to  a  new  community.  It  does  not 
mean  that  the  doctor  chosen  is  obligated  or 
should  attempt  to  treat  all  conditions  of 
whatever  nature.  He  functions  as  a  medical 
adviser  who  will  treat  those  conditions  with- 
in his  ability  or  arrange  for  the  proper  spec- 
alist  if  one  is  required. 

Whenever  medical  care  is  needed,  the 
family  doctor  should  be  called  and  his  advice 
followed.  Even  in  dire  emergencies  when 
prompt  removal  to  a  hospital  or  clinic  is 
urgent,  the  physician  should  be  given  the 
opportunity  to  notify  the  facility  and  ar- 
range for  first  aid  treatment  before  the  pa- 
tient arrives.  This  not  only  saves  invaluable 
time,  but  is  of  great  help  to  the  overworked 
and  harassed  emergency  room  staff. 

Choosing  a  family  doctor  may  be  difficult, 
especially  for  relative  strangers  in  a  com- 
munity. A  few  guide  lines  may  be  helpful. 

1.  Choose  a  doctor  qualified  in  his  special- 
ty. This  may  present  a  problem  at  times  but 
can  be  facilitated  by  consulting  a  mutual 
acquaintance,  the  local  hospital  staff,  med- 
ical society,  or  even  the  classified  section 
of  the  telephone  directory. 

2.  Arrange  an  appointment  tvith  the  phy- 
sician token  there  are  no  special  medical 
problems.  This  meeting  for  the  purpose  of 
establishing  contact  is  well  worth  the  time 
and  expense,  even  if  the  doctor  charges  for 
an  office  visit  (which  few  will  do).  A  gen- 
eral physical  examination  not  only  gives  the 
physician  a  chance  to  know  the  patient,  but 
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establishes  a   base   line   for   comparison   in 
time  of  sickness. 

3.  Choose  a  physician  who  uses  competent 
consultants  for  conditions  beyond  his  par- 
ticular field.  No  one  physician  can  be  com- 
petent in  all  branches  of  medicine,  and  wise 
is  he  who  recognizes  his  limitations  and 
utilizes  the  services  of  available  specialists. 
While  overspecialization  has  its  drawbacks, 
the  proper  use  of  consultants  usually  results 
in  shorter  convalescence  at  less  cost.  It  is 
also  well  to  become  familiar  with  physicians 
restricting  their  practice  to  the  specialties, 
for  in  the  final  analysis,  if  a  specialist  is 
needed,  the  patient  has  the  right  of  free 
choice,  and  few  family  doctors  will  object 
provided  the  one  chosen  is  competent  and 
ethical. 

4.  Choose  a  doctor  who  is  available,  pre- 
ferabl}'  one  who  provides  ready  contact  to 
him  or  an  alternate  colleague.  Ask  who 
covers  his  practice  when  he  is  away  or 
otherwise  unavailable,  and  choose  one  who 
refers  his  patients  to  another  competent 
physician,  and  not  the  local  emergency 
service. 

5.  Ask  what  Iris  usual  charge  are,  and 
which  hospital  he  prefers.  Ask  for  his  rec- 
ommendations regarding  the  purchase  of 
voluntary  health  insurance.  In  short,  find 
out  all  you  can  about  the  physician  in  whose 
hands  your  health  and  even  life  maj'  some- 
times be  placed. 

With  respect  to  hospital  facilities,  the  pa- 
tient (or  his  family)  can  do  much  to  ex- 
pedite his  treatment.  He  should  notify  his 
family  doctor  or  alternate,  explain  his  con- 
dition, and  follow  his  advice.  In  case  of  dire 
emergency,  when  time  is  of  the  essence,  he 
should  proceed  to  the  nearest  hospital  or 
adequate  facility  while  a  friend  or  relative 
contacts  the  physician  and  informs  him  of 
the  circumstances. 

Going  directly  to  the  hospital  emergency 
room  unannounced  is  inefficient  for  several 
reasons:  The  hospital  personnel  will  then 
have  to  call  the  physician  (who  may  very 
well  be  occupied  at  the  time)  and  needless 
delay  follows.  If,  as  is  so  often  the  case,  the 
emergency  room  is  filled  with  serious  acci- 
dent cases,  the  patient  will  have  to  wait 
his  turn,  sometimes  for  hours.  Finally,  the 


cost  is  higher  since  hospital  charges  will  be 
added  to  the  doctor's  fee,  which  is  usually 
the  same  regardless  of  where  the  patient  is 
treated.  The  hospital  emergency  cannot  and 
slwuld  not  be  used  as  a  doctor's  office. 

The  patient  should  not  demand  admission 
to  the  hospital  unless  his  physician  rec- 
ommends it,  nor  should  he,  for  convenience 
or  personal  reasons,  insist  on  prolonging  his 
hospital  stay  unnecessarily.  To  do  so  is  to 
deny  a  bed  to  someone  whose  need  is  great- 
er. 

The  patient  and  his  family  should  respect 
and  obey  hospital  regulations,  especially 
regarding  visitors.  Abuse  of  visiting  privi- 
leges is  detrimental  rather  than  helpful  to 
the  patient.  Not  only  does  it  deprive  him  of 
much  needed  rest,  but  it  interferes  with 
proper  jiatient  care  and  invites  contagious 
disease,  especially  during  epidemics. 

The  patient  should  realize  that  prompt 
payment  of  hospital  bills  is  necessary  to 
efficient  operation.  In  hardship  cases  no  hos- 
pital will  demand  immediate  payment,  but 
it  must  insist  on  some  type  of  understanding 
by  which  bills  can  be  paid,  whether  on  an 
extended  time  basis  or  through  suitable 
authorization  by  a  third  party.  The  hospital 
cannot  serve  as  a  loan  company,  and  failure 
to  assume  or  arrange  financial  responsibil- 
ity will  result  in  placing  the  account  in  the 
hands  of  a  collector,  a  move  costly  to  the 
hospital  and  detrimental  to  the  patient's 
credit  rating. 

If  the  patient  has  health  insurance  he 
should  know  its  provisions  and  restrictions, 
whether  it  provides  service  or  indemnity 
payments,  and  whether  a  limitation  of  funds 
or  time  is  involved.  He  should  realize  that 
his  physician  and  the  hospital  are  honor- 
bound  to  submit  accurate  information  to  the 
agency  even  though  it  may  disqualify  him 
for  benefits.  To  do  otherwise  would  make 
all  parties  guilty  of  collusion,  and  abuse  in 
this  manner  can  result  only  in  increasing 
the  premiums  or  disrupting  the  agencies 
financial  program. 

Suniniary 

The  efficient  utilization  of  medical  facil- 
ities in  any  given  area  is  a  four-part  effort 
by  physician,  hospitals,  and  third  parties  as 


June,  19G4 


PRESIDENT  RAIFORD's   INAUGURAL  ADDRESS 


239 


ually 


rec- 


donors,  and  the  patient  as  the  recipient. 

1.  The  physician  is  obhgated  to  furnish 
good  medical  treatment  to  all  who  need  it, 
by  whatever  means  is  most  expendent  in  his 
particular  community.  He  has  the  respon- 
sibility of  doing  all  he  can  to  prevent  the 
abuse  of  hospital  and  third  party  agencies. 
He  is  entitled  to  expect  and  receive  fair  com- 
pensation for  his  services. 

2.  The  hospital  is  obligated  to  furnish 
facilities  for  medical  care  and  ancillary 
services  which  are  not  available  in  the  home 
or  the  physician's  office.  It  has  the  respon- 
sibility of  avoiding  the  corporate  practice  of 
medicine  and  preventing,  insofar  as  pos- 
sible, abuse  of  thiixl  party  financial  agencies 
without  whose  assistance  many  of  its  bills 
might  never  be  paid.  It  has  the  right  to  ex- 
pect protection  against  abuse  of  its  facilities 
by  doctor  and  patient  alike,  and  prompt 
settlement  of  claims  against  insurance  com- 
panies and  other  financial  agencies. 

3.  Third  parties,  whose  function  is  to  as- 
sist in  the  payment  of  medical  costs,  are 
obligated  to  reimburse  promptly  all  valid 
claims  for  benefits,  and  to  refrain  from  con- 
troversy over  technicalities  in  order  to  gain 
a  more  favorable  payment  experience.  They 
have  the  right  to  expect  prompt  and  accur- 
ate medical  reports  necessary  for  processing 
any  claim  and,  above  all,  the  elimination  of 
misrepresentation  of  facts. 

4.  The  patient  has  the  right  to  expect  good 
medical  care  for  his  illness  or  injury  at  a 


price  he  can  afford  to  pay.  He  has  the  obli- 
gation to  cooperate  with  those  who  would 
provide  this  care,  and  to  assume  financial 
responsibility  just  as  he  would  for  other 
necessities  and  luxuries  of  life. 

Conclusions 
To  many  these  remarks  will  seem  ele- 
mentary, too  trivial  to  justify  emphasis,  un- 
deserving of  a  second  look.  The  real  problem 
is  that  of  education,  explanation,  and  per- 
suasion, in  order  that  each  of  the  four  par- 
ties concerned  will  understand  and  accept 
his  obligations.  We  speak  glibly  of  educa- 
tional programs  through  the  many  available 
means  of  communication — letters,  pam- 
phlets, magazines,  newspapers,  radio,  tele- 
vision, and  even  personal  contact.  It  is  a 
fallacy  of  our  social  order,  however,  that 
those  who  need  most  to  be  informed  are 
usually  the  least  receptive.  The  lay  public 
will  be  influenced  little  by  these  means  in 
times  of  health,  and  when  illness  strikes, 
the  best  of  intentions  are  lost  in  the  associat- 
ed emotional  turmoil.  I  am  convinced  that 
the  most  efficient  means  of  education  is 
that  of  example.  To  this  end  let  each  of  us 
engaged  in  medical  care  discipline  our- 
selves to  accept  all  our  obligations  and  insist 
firmly,  but  tactfully,  upon  all  our  rights 
and  privileges  pertaining  thereto.  In  such 
manner  only,  can  we  "educate  in  the  ob- 
vious" to  provide  the  most  efficient  medical 
care  in  the  betterment  of  those  we  would 
serve. 
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Tlie  Cliemical  Commotion 

Millard   B.   Bethel,   M.D.* 
Chicago 


This  chemical  commotion  we  are  passing 
through  is  indeed  fraught  with  hazard,  but 
it  does  not  signify  tlie  end  of  time,  nor  even 
of  the  race  of  men.  Advantage  outweighs 
disadvantage.  The  subject  lias  a  double 
meaning:  the  "commotion"  chemicals  make 
in  the  environment,  and  the  public  clamor 
about  what  they  may  be  doing  to  people. 
About  the  former,  there  is  much  contro- 
versy, and  around  the  latter,  fears  that 
sometimes  border  on  hysteria.  We  suspect 
that  here,  as  in  other  complex  problems,  a 
little  knowledge  may  be  dangerous. 

Let  us  translate  the  subject  "Chemical 
Commotion"  forthwith  into  "Environmental 
Influences  Upon  Health"  and  begin  an 
orderty  presentation  of  some  of  the  major 
forces  impinging  upon  our  daily  lives  and 
the  future  of  the  human  race.  From  all  the 
furore  in  this  countiy  and  in  Washington 
not  much  by  way  of  general  understanding 
is  discernible;  nor  is  this  too  remarkable, 
since  it  takes  time  for  man's  dilemmas  to 
register,  and  still  more  time  to  overcome 
his  inborn  inertia.  We  should  be  thankful 
for  the  scientists  among  us  who  sense  po- 
tential dangers  and  sound  the  alarms.  On 
the  other  hand  we  should  be  wary  of  those 
who  seek  unduly,  and  for  profit,  to  frighten 
the  people. 

Where  are  these  chemicals  that  are  cause 
for  commotion?  Are  they  real  and  in  pro- 
duction? They  are  real  enough.  They  num- 
ber from  50  thousand  to  150  thousand,  plus 
one.  If  that  one  is  unleashed  we  will  have 
little  concern  with  the  remainder.  If  not, 
then  whole  careers  will  be  directed  toward 
finding  safe  uses  for  new  products  and  dis- 
covering previously  unsuspected  hazards  at 
the  hands  of  old  friends,  as  witness  tobacco. 
These  chemicals  are  in  either  air,  water,  or 
soil.  They  can  get  at  us  only  bj^  ingestion, 
inhalation,  injection,  or  absorption. 

Let  us  dwell  upon  bacteria,  nematodes. 


•Director  Department  of   Environmental   Healtli,   Amer- 
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trematodes,  viruses,  and  the  like  only  long 
enough  to  consider  the  effects  of  the  bac- 
teriologic  era  upon  our  thinking.  For  80 
years  or  so  we  have  been  steeped  in  the 
concept  of  cause  and  effect;  in  specific  etiol- 
og}'  and  corresponding  disease  entity.  Of  the 
myriads  of  chemicals  available  to  mankind 
some,  in  pure  form  and  measured  ciuantity, 
may  still  be  assigned  such  specificity.  Those 
that  swirl  about  us  in  polluted  air,  or  defile 
the  waters  we  drink  or  bathe  in,  or  permeate 
the  soil  from  which  come  our  food  and  fiber 
— these  chemicals  are  so  thoroughly  ad- 
mixed, intermingled,  and  interacting  that 
specific  cause  and  effect  relationships  have 
little  chance  to  be  proved. 

The  medical  mind  is  so  trained  that  it  is 
slow  to  concede  without  indisputable  proof. 
Doubting  Thomas,  along  with  Hippocrates 
and  Aesculapius,  should  be  numbered 
among  our  patron  saints.  But  the  facts  are 
that  water  and  ambient  air  can  become  so 
intolerably  polluted  as  to  be  undeniably 
harmful;  sometimes  rapidly  fatal.  Even  the 
good  earth  can  be  all  but  irreparably  dam- 
aged. Furthermore  we  can  never  recover  the 
pristine  cleanliness  of  our  streams  or  the 
primeval  purity  of  the  air  above  us.  Add  to 
this  the  fact  that  fertilizers  and  pesticides 
which  greatly  enhance  our  nation's  food 
supply  can,  in  unskilled  hands,  become 
nightmarish  toxicants  and  it  becomes  ap- 
parent that  we  are  destined  to  dwell  in  en- 
during dilemma. 

Opinion  undoubtedly  will  settle  down 
about  midway  between  complete  unconcern 
and  baleful  fear.  Physicians  will  come  to 
realize  that  diagnostic  measures  needed  to 
prove  causation  simply  do  not  exist,  that 
possible  combinations  for  ill  are  infinite,  and 
that  noisome  environmental  factors  should 
be  attacked  on  general  principles.  We  would 
hope  to  guard  alike  against  the  folly  of  do- 
ing nothing  and  the  zeal  of  doing  merely 
for  the  sake  of  doing.  We  cannot  afford 
either  course. 
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Man  and  his  Environment 

As  the  knowledge  of  our  greatest  scien- 
tists progresses  toward  tlie  point  of  decipli- 
ering  the  very  code  of  Ufe  itself,  when  the 
stuff  of  our  genes,  our  chromosomes,  and 
our  cells  becomes  to  some  an  open  book,  it 
is  time  indeed  to  take  thought  of  our  en- 
vironment and,  insofar  as  possible,  bring 
order  out  of  this  chaotic  chemical  commo- 
tion. Paradoxically,  advances  in  genetics 
highlight  the  paramount  importance  of  en- 
vironment in  the  development  of  the  indi- 
vidual and  the  perpetuation  of  the  race.  We 
know  now,  insofar  as  such  things  can  be 
determined,  that  a  favorable  environment 
existed  billions  of  years  ago  when  life  began. 
Life  had  to  await  the  proper  conditions,  and 
has  been  modified  by  its  surroundings  ever 
since. 

Among  man's  chief  attributes  is  his  abil- 
ity to  weave,  mould,  and  shape  his  environ- 
ment rather  than  be  altogether  influenced 
by  it.  Winslow  of  Yale  put  it  most  aptly  in 
sajdng:,  "The  dinosaurs  were  large  and 
powerful,  but  the  dinosaurs  are  dead."  They 
could  not  adapt,  as  man  has  done;  therefore 
they  have  perished.  Most  intriguingly,  from 
the  product  of  their  destruction  we  receive 
some  of  our  own  most  powerful  environ- 
mental influences — petroleum  to  bless  and 
serve  us,  power  for  ovu'  autos  to  kill  us  by 
the  tens  of  thousands,  and  smog  to  do  as  yet 
we  know  not  what. 

But  man  can  adapt,  given  time,  and  he 
can  change  his  environment,  so  that  his 
days  should  indeed  be  long  upon  the  earth. 
The  wide  range  of  the  demands  of  health, 
from  the  community  point  of  view  as  dis- 
tinguished from  the  needs  of  the  individual, 
determine,  in  the  final  analysis,  the  scope 
of  environmental  health  activity.  Whole 
cities,  entire  states,  even  regional  comj^acts 
must  come  into  play  to  cope  with  certain 
of  our  more  menacing  environmental  haz- 
ards. Individuals  are  helpless  until  they 
unite   and   pool   their   several   strengths. 

Medical  doctors,  nationwide  and  around 
the  globe,  ungrudgingly  carry  their  part  of 
the  medical  care  load,  but  they  could  be 
better  informed  about  community  health 
endeavors.  As  a  group  they  are,  naturally, 


primarily  concerned  about  their  own  pro- 
fessional pursuits — practice,  teaching,  re- 
search or  administration.  If  they  can  like- 
wise be  made  increasingly  aware  of  environ- 
mental influences  upon  health,  what  a  po- 
tent force  they  will  become — on  the  local 
scene,  in  the  state  arena,  and  in  national 
forums.  This  is  not  to  imply  that  they  know 
and  do  nothing  now,  but  from  all  this  fer- 
ment there  comes  a  heady  wine  that  our 
profession  would  do  well  to  imbibe.  Ad- 
mittedly no  one  can  quite  fill  the  learned 
physician's  role,  but  others  will  certainly 
try,  more  especially  if  we  abdicate.  It  may 
be  some  pretender  seeking  status  or  it  could 
be  some  real  bioscientist.  Therefore  it  be- 
hooves us  to  develop  competence  and  as- 
sume responsibility. 

Nor  must  we  erroneously  conclude  that  if 
it  isn't  medical  it  isn't  meaningful.  The 
architect,  the  engineer,  the  statistician,  the 
biologist,  the  chemist,  and  others  of  their 
kind  are  indispensible  cogs  on  this  wheel. 
The  necessity  lies  not  only  in  coordinating 
the  discipline  involved  but  in  adopting  a 
total  environmental  concept;  in  resort  to 
human  ecology,  if  you  please.  The  object 
is  not  only  to  eliminate  the  hazards  but  to 
improve  the  environment;  not  only  to  safe- 
guard health,  but  to  promote  all  aspects  of 
well-being — esthetic,  economic,  and  spirit- 
ual. 

Ecology  is  defined  as  the  mutual  relations 
between  organisms  and  their  environment. 
It  is  essentially  a  biological  term  but  when 
applied  to  man  it  takes  on  added  meanings, 
such  as  those  mentioned  above.  More  easily 
conceived  is  a  circle  or  a  sphere.  Put  man 
at  the  center  and  we  have,  after  a  fashion, 
diagrammed  human  ecology.  Rogers  has  this 
to  say  about  human  ecology: 

Since  we  must  start  somewhere,  I  suggest  we 
start  with  this  ecological  axiom:  the  introduc- 
tion of  any  major  alteration  in  the  balanced 
elements  of  an  established  ecosystem  will  nec- 
essitate adaptive  responses  to  maintain  that 
balance  or  else  the  character  of  the  biological 
life  supported  by  the  eco-system  will  change. 
It  follows  that  each  major  alteration  of  the 
physical  or  biotic  environments  introduced  by 
our  technical  way  of  life  must  be  matched  by 
appropriate  offsetting  or  neutralizing  mechan- 
isms. Stated  as  a  law  of  human  ecology'  we  say, 
then,  that  survival  in  an  increasing  technology 
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will  be  dependent  upon  still  further  increases 
in  technology.! 

Now  we  haven't  the  time,  wit,  knowledge, 
or  disposition  to  dehneate  all  human  eco- 
logy, so  let  us  select  a  few  practical  ex- 
amples and  delve  at  least  superficially  into 
these.  Obviously  the  big  four  today,  in  the 
public  mind,  are  air  pollution,  water  supply 
and  pollution  control,  pesticides,  and  radio- 
logic health.  Problems  in  food  and  milk 
production  and  sanitary  control  are  thought 
by  many  to  demand  ecfual  billing.  Accidents 
deserve  a  place  on  anybody's  list.  Regional 
and  city  planning  offer  no  panaceas,  but 
they  do  provide  not  only  hope  for  restora- 
tion but  also  ultimate  expectation  for  an  un- 
ri\'aled  civilization. 

Air  Pollution 

Let  us  start  with  our  polluted  air.  Here 
the  totality  of  the  chemical  commotion  and 
its  en\'ironmental  assault  upon  human  be- 
ings is  complete.  Though  rivers  of  polluted 
waters  are  confined  within  their  banks,  and 
fallen  radionuclides  may  be  avoided  in  one 
way  or  another,  everybody  breathes.  The 
pollutants  driven  before  the  wandering 
winds  or  static  in  immobile  air  cannot  be 
escaped  except  by  flight  to  more  favored 
climates. 

Goldsmith  speaks  of  the  body  burden: 
"By  body  burden  of  a  pollutant  is  meant,  a 
level  of  such  pollutants  in  organs,  or  in 
blood,  plasma,  or  other  fluids  of  the  body  of 
a  substance  which  either  produces  or  is  cap- 
able of  producing  damage  or  significant  in- 
terference with  function  of  the  body  or  of 
the  respective  organ  or  tissue."-  It  is  almost 
self-evident  that  not  all  humans  are  subject 
to  the  same  degree  of  body  burden.  A  heavy 
Los  Angeles  smog  will  sting  nearly  every- 
one's eyes,  but  not  everyone  gets  Yokohama 
asthma,  nor  did  all  die  when  Donora  and 
London  were  overwhelmed  by  heavy  smog. 
Age  and  general  health  are  among  the  prime 
determinants.  "In  general,  the  body  burden 
will  increase  as  the  exposure  increases,  and 
decrease  as  it  decreases."^ 

Goldsmith  and  others  therefore  advocate 
consideration  of  body  burden  in  arriving 
at  air  quality  standards,  and  indeed  this 
seems  to  be  a  sound  appi'oach.  It  is  one  thing 
to  blacken  a  building  with  soot  and  grime 


iDut  quite  another  to  burden  a  population 
with  intolerable  levels  of  pollutants.  Los 
Angeles  long  ago  instituted  its  system  of 
"alerts"  under  which  known  polluters  must 
shut  down  and  even  traffic  come  to  a  halt, 
at  least  in  given  areas,  when  the  atmosphere 
reaches  certain  levels  of  contamination. 
Only  when  the  threat  of  danger  passes  are 
normal  activities  resumed. 

Natural  determinants 

The  degree  of  air  pollution,  or  smog  in- 
tensity, depends  on  the  volume  of  kinds  of 
pollutants  emitted  into  the  air  within  a 
given  time  period,  their  toxicological  pro- 
perties, and  the  influences  thereon  of  such 
natural  forces  as  temperature,  humidity, 
radiation,  and  air  movement.  Humidity  de- 
termines hygroscopic  action,  and  hence 
build-up  of  particle  size,  hydration  and 
acidity;  temperature,  and  especialh'  sun- 
light, promote  chemical  reactions  in  the 
atmosphere;  air  movement  governs  concen- 
tration and  dilution.  Pollution  intensity  also 
depends  on  the  tendency  of  pollutants  to  re- 
act on  one  another.  In  the  photochemical  or 
Los  Angeles  type  of  smog  many  contamin- 
ants are  found  in  the  atmosphere  in  great- 
er concentrations  than  can  be  accounted  for 
on  the  basis  of  materials  hurled  aloft.  Even 
the  identities  of  some  of  these  resultant 
compounds  and  their  toxic  or  irritative  pro- 
perties remain  undisclosed. 

There  is  a  spectrum,  so  to  speak,  of  air 
pollution.  In  the  first  place,  air  is  polluted 
where  man  is  concentrated.  In  the  second,  it 
is  polluted  by  what  he  does.  At  one  end  of 
the  siDectrum  we  have  the  much  publicized 
Los  Angeles  type  of  smog  and  at  the  other 
the  altogether  different  London  smog.  In 
Los  Angeles  the  population  rides  in  auto- 
mobiles which  emit  unbelievable  amounts 
of  gasoline  fumes  and  combustion  products. 
In  a  basin  rimmed  by  mountains,  having 
little  wind  and  perpetual  sunshine,  the  re- 
sultant smog  is  altogether  different  from 
that  of  London  where  the  citizens  burn  soft 
coal,  live  in  fog,  and  seldom  see  the  sun.  In 
Kansas  City  or  Chicago  or  Charlotte  or 
Washington  we  do  a  little  of  each;  so  our 
smogs  represent  mixtures. 

So    we   have    polluted    air — what    of   it? 
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Aside  from  soiling,  costly  corrosion,  and 
damage  to  crops  (not  merely  the  city's  vege- 
tation but  also  on  agricultural  lands  far  re- 
moved) we  are  increasingly  worried  about 
people.  We  have  said  that  an  acute  episode 
of  overwhelming  pollution  will  kill.  Does 
ordinary  pollution  injure?  There  is  no  ques- 
tion that  health  and  physiology  are  modi- 
fied by  air  pollutants  but  the  exact  relation- 
ships are  yet  largely  to  be  determined.  Some 
of  the  demonstrable  effects  include  pulmon- 
ary impairment  (running  to  emphysema  in 
this  country  and  bronchitis  in  Great  Brit- 
ain), toxicity,  interference  with  oxygen 
blood  transport,  ej^e  and  respiratory  irrita- 
tion allergy,  trace  elements  in  tissues  and 
organs,  interference  with  ciliary  function, 
hypersecretion,  and  cough. 
According  to  Prindle: 

Death  rates  for  cardiorespiratory  disease  in 
the  United  States  are  higher  in  urban  than  in 
rural  areas,  and  in  general,  increase  with  city 
size,  as  does  air  pollution.  For  conditions  such 
as  emphysema  and  primary  carcinoma  of  the 
lung,  it  has  been  demonstrated  that  the  death 
rates,  when  age,  sex  and  race  are  accounted 
for,  increase  from  the  lowest  in  rural  areas, 
to  intermediate  in  areas  surrounding  major 
cities,  to  their  highest  levels  within  the  central 
portions  of  the  metroplitan  areas.  Within  the 
last  few  years,  this  urban-rural  difference  has 
also  been  shown  for  mortality  of  infants  less 
than  one  year  of  age  and  is  accounted  for  by 
death  from  respiratory  disease.-* 

Proof?  No;  but,  along  with  mountains  of 
other  evidence,  it  would  take  a  very  stub- 
born person  to  disregard  it. 

Some  hold  that  we  can  stem  the  tide  and 
bring  our  ever  more  degraded  metroplex 
atmopheres  back  to  tolerable  limits.  Others 
like  Dr.  Leslie  A.  Chambers,  of  the  Univer- 
sity of  Southern  California,  make  no  secret 
of  their  pessimism : 

So  long  as  we  have  uncontrolled  and  ex- 
ponential increase  in  populations,  we  will  have 
proportionate  increases  in  the  complexity  and 
cost  of  maintaining  a  satisfactory  environ- 
ment. It  is  easy  to  show  that  present  levels  of 
air  pollution  are  generally  proportional  to 
population  density  even  though  dominant 
sources  differ  from  one  metropolitan  area  to 
another.  Within  rather  broad  limits  the  basic 
unit  source  of  air  pollution  is  one  man.  This 
thesis  is  often  countered  with  the  view  that 
any  expectation  of  effective  control  at  the  real 
source  is  bej'ond  hope.  I  suggest  that  any  ex- 


pectation of  ultimate  solution  of  our  growing 
pulilic  health  problems  at  any  but  this  Ijasic 
level  is  beyond  possibility,  even  though  pallia- 
tive measures  may  carry  us  uneasily  through  a 
few  more  generations. s 

Suffice  it  to  say,  when  75  per  cent  of  our 
own  people  breathe  10  per  cent  of  our  air, 
and  much  of  that  highly  polluted,  it  does 
not  seem  amiss  to  act  on  information  now 
at  hand.  Pollution  control,  population  con- 
trol, and  population  dispersal  are  to  be  con- 
sidered. Furthermore,  knowing  what  we  do, 
we  have  no  choice  but  to  engage  in  exten- 
sive research  to  see  whether  polluted  air  is 
doing  us  harm,  whether  a  lifetime  in  such 
an  environment  contributes  to  deterioration 
of  health  or  predisposes  to  certain  chronic 
diseases. 

Pesticides 

Let  us  turn  next  to  pesticides.  There  real- 
ly is  enough  danger  in  this  field  to  generate 
fear,  and  at  the  moment  the  pendulum  has 
swung  too  far  as  a  result  of  imagined  dang- 
ers. Pesticides  are  usually  divided  into  six 
categories — rodenticides,  herbicides,  insec- 
ticides, fungicides,  nematocides,  and  mol- 
luscicides.  I  submit  that  we  ought  to  seek 
ways  to  kill  the  rats,  weeds,  insects,  fungi, 
worms,  flukes,  leeches,  and  snails  which  sap 
our  economic  strength,  endanger  our  health, 
or  constantly  gnaw  at  our  food  supply.  In- 
deed mankind  has  had  eons  of  experience 
with  pesticides  of  one  kind  or  another — 
very  effective  and  very  deadly  both  to  man 
and  to  his  pests.  The  problem  arises  from 
the  fact  that  we  can  now  manufacture  them 
by  the  trainload  and  disseminate  them  as 
dusts,  fogs,  and  sprays  on  a  scale  and  over 
vast  areas  undreamed  of  even  two  decades 
ago. 

Along  with  intended  victims  there  are  un- 
intended casualties.  Every  person  in  the 
room  will  certainly  have  personal  know- 
ledge of  some  unfortunate  event — a  child 
killed,  a  lake  with  every  fish  inadvertently 
destroyed,  birds  dying  from  eating  coated 
seeds  or  poisoned  worms  or  insects.  Such 
things,  unfortunately,  have  happened.  The 
solution  lies  in  more  rigid  control  and  bet- 
ter education  rather  than  in  cessation  of 
manufacture.  There  is  no  point  in  frighten- 
ing the  populace  out  of  its  wits  as  some 
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seem  bent  on  doing.  Are  we  going  to  give 
up  an  insecticide  tliat  will  rid  a  continent  of 
malaria  because  from  place  to  place  there 
are  fewer  song  birds?  Will  we  return  to 
Nature  and  let  Nature  return  us  to  peonage 
for  want  of  food  and  clothing? 

Yet  some  would  have  it  so.  From  the  time 
of  Jenner  and  his  cowpox  to  the  era  of  flu- 
oridation for  caries  jDrevention,  the  forces 
of  ignorance  have  battled  innovation.  Tuber- 
culin and  Bangs  testing  in  cattle  got  more 
than  one  inspecting  veterinarian  a  dose  of 
birdshot.  Would  you  believe  it — this  same 
type  movement  is  beginning  to  gel  against 
the  national  program  for  better  mental 
health!  So  how  could  we  expect  pesticides 
to  escape? 

Reams  of  statistics  reflect  unparalleled 
gains  in  food  production,  in  disease  vector 
control,  and  in  maximum  utilization  of  na- 
tui'al  resources.  It  has  become  a  national 
pastime  to  decry  our  farm  surpluses.  We 
could  wipe  out  every  extra  ounce  in  two 
years  by  withholding  pesticides  and  fertiliz- 
ers. If  we  had  to  choose  between  our 
troublesome  surpluses  or  equivalent  short- 
ages, which  way  would  you  vote?  Further- 
more, despite  heroic  efforts  by  entomolog- 
ists and  related  .scientists  to  develop  ways 
to  control  insects  without  chemicals,  the 
instances  of  success  have  been  very  few. 

Not  all  pesticidal  pollution  is  agricultur- 
ally oriented.  Water  pollution  occurs  with 
sinister  implications  for  man  and  dire  re- 
sults for  aquatic  life.  Evaluation  of  acute 
exposvu'e  is  relatively  easy.  Appraising  the 
effects  of  chronic  exposures  at  low  levels  is 
much  more  difficult.  Indeed  this  thread 
runs  through  all  of  environmental  health. 
We  know  any  posion  in  sufficient  dose  will 
kill,  whether  from  air,  water,  or  food.  What 
we  have  to  learn  about — and  the  research  is 
only  now  getting  started- — are  the  effects 
of  frequently  repeated,  long-endured,  sub- 
liminal doses. 

Education  of  our  own  profession,  of  farm- 
ers, pest  control  operators,  and  the  public 
concerning  the  consequences  of  the  misuse 
of  pesticides  is  indicated  in  our  present  sit- 
uation. No  one  in  his  right  mind  would 
contend  that  we  have  nothing  to  fear  from 
pesticides,  but  one  unbiased  authority  after 


another  is  on  record  with  reassuring  state- 
ments that  at  least  we  have  time  sensibly  to 
look  into  the  problem  and  formulate  effec- 
tive, intelligent  programs.  Freedom  from 
premature  restrictive  legislation  is  impera- 
tive. 

Water  Pollution 

In  this  vast  land  of  ours  we  have  bounti- 
ful water  supplies,  and  there  is  enough  for 
the  foreseeable  future.  But,  again,  the 
trouble  with  water  is  people.  Not  all  the 
water  is  where  we  need  it,  or  where  it  would 
do  the  most  good,  as  witness  the  arid  south- 
west and  Southern  California,  while  the 
Columbia,  the  Mississippi  and  the  St.  Law- 
rence alone  dump  billions  of  gallons  an  hour 
into  the  sea.  The  average  daily  run-off  of  all 
the  nation's  streams  is  one  trillion,  one 
hundred  fifty  billion  gallons. 

Nor  is  water  treated  with  the  care  we 
should  accord  such  a  priceless  natural  re- 
source. The  truth  is  that,  barring  some  as 
yet  unforseen  scientific  breakthrough,  we 
have  all  the  water  we  shall  ever  have,  yet 
ovu'  population  and  industrial  growth  will 
in  time  overwhelm  the  existing  supply.  It 
was  never  a  good  practice  to  defile  a  stream, 
large  or  small,  with  a  community's  domestic 
sewage,  but,  right  or  wrong,  that  was  the 
custom  which  prevailed  until  recent  dec- 
ades. Then  when  outbreaks  of  disease  such 
as  typhoid  and  cholera  were  traced  to  water 
time  after  time,  the  more  advanced  com- 
munities began  to  purify  their  water  sup- 
plies, and  later  to  treat  their  sewage.  Being 
fairly  simple  combinations  of  physical, 
chemical  and  biological  processes,  water  and 
sewage  treatment  went  fairly  well  and  at- 
tained high  levels  of  efficiency. 

In  addition  to  those  who  still  have  little 
regard  for  their  neighbors  downstream, 
population  increases  began  to  tax  regional 
water  supplies  and  treatment  facilities.  To 
compound  the  problem,  there  came  into  be- 
ing industrial  processes  which  used  enor- 
mous volumes  of  water  and  produced  wastes 
which  left  the  stream  very  much  worse  in 
quality.  The  lack  of  suitable  treatment  pro- 
cedures for  industrial  wastes  further  com- 
plicates the  problem. 

The  beautiful  Ohio,  the  Susquehanna,  the 
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Schuylkill,  the  Delaware  and  other  rivers 
were  terribly  polluted.  It  used  to  be  said 
that  the  Schuylkill  was  too  thick  to  swim  in 
and  too  wet  to  plough.  The  Hudson  and  the 
Potomac  today  in  their  lower  reaches  are  fit 
only  for  water-borne  commerce  and  for  the 
crudest  industrial  uses.  The  Missouri  bears 
its  scars  but  is  on  the  mend. 

Clean  up  or  else 

Then  came  the  dawn.  Knowledgeable 
scientists  and  responsible  public  officials 
became  concerned.  Polluters,  both  urban 
and  industrial,  awakened  to  the  fact  that 
they  had  to  have  pure  water.  Upstream 
users  simply  had  to  clean  up  or  else.  The 
most  shining  example  to  date  has  been  the 
Ohio,  where  eight  states  joined  together  in 
a  binding  compact  to  restore  the  stream  and 
its  tributaries.  The  job  is  not  finished.  There 
remain  a  few  who  will  have  to  be  shown 
that  the  problem  is  not  too  big  to  be  hand- 
led. Seepage  of  ground  water  from  worked 
out  mines  is  a  new  nightmare,  but  the 
stream  itself  has  come  back  to  the  point 
where  it  once  again  sustains  aquatic  life 
long  ago  destroyed.  It  is  once  more  the  blue 
Ohio. 

If  we  have  all  the  water  we  will  ever  get, 
and  will  need  more,  there  is  only  one  answer 
— reuse.  Actually  this  was  going  on  before 
the  birth  of  the  republic.  Then  there  was  so 
much  water  and  so  few  people  they  couldn't 
contaminate  it  all.  Came  the  day,  however, 
when,  moving  down  the  Ohio,  Pittsburgh, 
Cincinnati,  Louisville  and  Evansville,  for 
example,  got  pretty  intimate,  with  Evans- 
ville having  the  worst  of  the  bargain.  Dur- 
ing periods  of  normal  stream  flow  the 
waters  of  this  river  are  used  3.7  times. 

Fortunately  man  can  clean  up,  given 
time,  almost  any  mess  that  he  can  make.  It 
took  federal  intervention  finally  to  control 
streams,  particularly  those  of  regional  and 
interstate  nature.  Enforcement  has  reached 
an  "or  else"  stage.  As  with  air,  every  con- 
ceivable kind  of  chemical  has  reached  our 
surface  waters.  Municipal  sewage  and  in- 
dustrial wastes  have  been  joined  by  agri- 
cultural chemicals  such  as  fertilizers  and 
pesticides.  Enumeration  is  beyond  the  realm 
of  the  possible.  Our  technology,  also,  has  not 


always  kept  abreast  of  water  needs,  but  the 
Advanced  Waste  Treatment  Research  Pro- 
gram of  the  Public  Health  Service  proposes 
to  find  ways  of  separating  contaminants 
to  a  degree  that  will  permit  continual  and 
indefinite  reuse  of  water.  Promise  of  success 
is  very  real  indeed. 

Prudence  requires  that  we  look  to  our 
used  waters  rather  than  to  desalinized  water 
in  the  future,  even  though  in  some  instances 
the  latter  may  become  practical.  We  are  not 
concerned  that  we  shall  run  out  of  water. 
We  are  concerned  lest  our  water,  even  in 
small  areas  and  for  short  periods  of  time  will 
deteriorate  beyond  the  point  of  reuse.  It 
happened,  you  recall,  at  Chanute,  Kansas. 
There  they  treated  their  sewage  and  pump- 
ed it  back  to  the  water  treatment  plant.  Ap- 
parently they  could  have  gone  on  even  long- 
er with  a  small  dependable  supply  of  make- 
up water. 

Radiological  Health 

And  now  to  close  with  a  few  remarks 
about  radiation.  The  human  race  has  lived 
with  "background"  radiation  through  eons 
of  time.  Radiation  may  even  have  been 
necessary  to  create  the  environment  con- 
ducive to  the  beginning  of  life.  Natural 
radiation  varies  from  place  to  place  upon 
the  earth  and  yet  people  thrive,  so  we  know 
we  can  endure  variable  limits. 

We  know  from  the  Atomic  Energy  Com- 
mission, and  more  recently  from  other  agen- 
cies, that 
within  a  factor  of  two,  the  human  population 
living  throughout  the  period  of  weapons  tests 
will  have  received  a  total  gamma  radiation  ex- 
posure of  approximately  0.02  roentgen  from  the 
fallout  of  nuclear  explosions  conducted  up  to 
September  1,  1961,  and  that  the  people  of  the 
southern  hemisphere  will  have  received  about 
half  this  amount.  What  do  these  quantities 
mean  in  terms  of  human  health?  Here,  at  the 
really  important  point,  is  where  knowledge  is 
most  thin.  To  put  it  bluntly,  we  simply  do  not 
know  what  happens  at  these  very  low  total 
exposures  delivered  over  several  decades  of 
time.6 

The  studies  at  Hiroshima  and  Nagasaki 
showed  an  increase  in  leukemia  from  bomb 
radiation,  but  it  is  freely  stated  that  there 
has  been  no  detectable  increase  in  the  fre- 
quencjf  of  congenital  malformations  among 
the  first-generation  children.  This  observa- 
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tion  may  one  day  be  changed,  but  if  up  to 
400  roentgens  in  a  single  sliort  flash  pro- 
duced no  discernible  genetic  effect,  will  a 
lifetime  of  low  intensity  exposure  have  a 
worse  effect?  No  one  can  say  for  sure.  Rea- 
son would  seem  to  decree  that  there  is  no 
prospect  of  detecting  congenital  abnormal- 
ities in  children  or  in  the  frequency  of 
serious  illness  in  later  life,  but  we  cannot 
prove  it.  The  effects  from  fallout  up  to  now 
are  less  than  from  natural  background 
radiation.  We  may  know  too  little  about  the 
genetic  and  somatic  effects  of  background 
radiation,  but  we  do  know  that  man  has 
e\'olved  safely  through  it  thus  far. 

And  yet  geneticists  hold  that  even  the 
slightest  gonadal  exposure  has  some  effect 
on  future  generations.  About  all  we  know 
for  sure  is  that  we  will  not  be  around  to  hear 
the  final  verdict.  Large  known  measureable 
amounts,  by  accident  or  design,  are  another 
matter.  With  these  we  know  we  risk  trouble. 
In  radiation,  as  in  air,  water,  or  soil-borne 
toxicants,  it  is  the  infinitesimal  or  sublimin- 
al amount,  oft-repeated  and  endured  over 
a  lifetime,  that  concerns  us. 

Studie.s  of  the  effects  on  genetics  of  diverse 
forms  of  environmental  stresses,  including 
radiation  fallout,  are  important  for  an  under- 
standing of  many  problems  in  animal  and  plant 
breeding  and  especially  of  evolution,  including 
human  evolution.' 

Conclusion 
May  we  end  on  a  philosophical  note  sup- 


plied by  the  late  Aldous  Huxley?  "We  be- 
have as  though  we  were  not  members  of 
earth's  ecological  community,  as  though  we 
were  privileged  and,  in  some  sort,  super- 
natural beings  and  could  throw  our  weight 
around  like  gods.  But  in  fact  we  are,  among 
other  things,  animals — emergent  parts  of 
the  natural  order.  If  our  politicians  were 
realists,  they  would  think  rather  less  about 
missiles  and  the  problem  of  landing  a  couple 
of  astronauts  on  the  moon,  rather  more 
about  hunger  and  moral  squalor  and  the 
problem  of  enabling  three  billion  men,  wo- 
men, and  children,  who  will  soon  be  six 
billions,  to  lead  a  tolerabl}-  human  existence 
without,  in  the  process,  ruining  and  befoul- 
ing their  planetarj'  environment."^ 
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Medical  Aid  to  tne  A^ed  in  Nortn  Carolina 

Edgar  T.  Beddingfield,  Jr.,  M.D.* 
Stantonsburg 


It  is  neither  new  nor  strange  that  North 
Carolina  physicians  should  wish  to  express 
themselves  on  such  matters  as  medical  aid 
to  the  aged,  for  we  have  always  had  a  keen 
interest  in  the  health  of  all  our  citizens,  in 
all  age  and  economic  groups.  For  many 
years  we  have  cooperated  with,  and  en- 
couraged the  participation  of,  state  govern- 
ment in  tlie  development  of  health  pro- 
grams which  we  felt  could  best  be  carried 
out  through  the  vehicle  of  government  par- 
ticipation. Since  1877,  vi'hen  the  State  Med- 
ical Society  sponsored  the  establishment  of 
the  State  Board  of  Health,  there  has  been 
a  cordial  and  continuing  relationship,  focus- 
ed upon  a  constant  concern  for  the  improve- 
ment of  the  health  of  the  citizens  of  the 
state. 

Historically,  under  Medical  Society  spon- 
sorship, this  state  was  among  the  first  to 
adopt  an  immunization  program  for  typhoid 
fever.  We  were  the  first  in  the  nation  to 
make  certain  immunizations  a  legal  require- 
ment— including  that  of  polio.  In  Septem- 
ber, 1953,  this  state's  cooperation  in  the 
Cornell  University  Crash  Injury  Program — 
again  initiated  by  the  Medical  Society — 
made  it  the  first  state  to  embark  on  a  syste- 
matic research  program  in  highway  acci- 
dents and  deaths — certainly  a  major  health 
problem.  Also  under  the  sponsorship  of  our 
Society,  we  were  among  the  earliest  to  set 
up  an  organized  cancer  detection  program. 
Most  recently,  in  cooperation  with  state  gov- 
ernment, we  have  made  great  progress  in 
community  mental  health  programs,  and  a 
greatly  expanded  program  in  this  area  is 
one  of  our  current  major  projects.  In  provid- 
ing various  forms  of  health  care  under  the 
programs  of  the  State  Department  of  Public 
Welfare,  we  have  long  maintained  an  active 
standing  committee  for  liaison  with  this  De- 
partment. Through  frecjuent  meetings  of 
this  committee  with  the  Commissioner  of 


Read  before  the  North  Carolina  State  Board  of  Public 
Welfare,  Raleigh,  March  20,  1964. 

*Chairman,  Committee  on  Legislation,  Medical  Society 
of  the  State  of  North  Carolina. 


Public  Welfare  and  other  representatives  of 
the  Department,  we  have  enjoyed  a  harmon- 
ious and  cooperati\'e  relationship  with 
Commissioner  Brown  and  with  his  predeces- 
sor, Dr.  Ellen  Winston,  and  we  believe  that 
a  valuable  and  continuing  interchange  of 
ideas  and  information  has  resulted. 

Thus  we  have  long  recognized  the  need 
and  the  desirability  of  government  pro- 
grams in  the  health  care,  and  the  success  of 
those  programs  conceived  and  implemented 
as  cooperative  ventures  between  govern- 
ment and  the  medical  profession  attests  to 
the  soundness  of  this  approach. 

The  Problem 

In  recent  years  we  have  all  been  made 
aware  that,  largely  due  to  advances  in 
medical  science  and  practice,  people  are 
living  longer,  with  a  resultant  increase  in 
the  number  and  percentage  of  older  citizens. 
Since  these  older  people  are  susceptible  to 
the  ravages  of  the  aging  process,  and  are 
also  more  prone  to  accjuire  such  chronic  ill- 
nesses as  arthritis,  diseases  of  the  heart  and 
blood  vessels,  and  certain  malignant 
growths,  it  is  a  matter  of  record  that  they 
get  sick  oftener  than  young  people,  that 
they  reciuire  hospitalization  oftener,  that 
their  hospital  stay  is  often  longer,  and  that 
they  reciuire  certain  medical  services  more 
frequently.  It  follows  inevitably  that  the 
medical  expenses  of  the  older  citizen  are 
often  c]uite  high,  and  in  some  instances  be- 
yond the  economic  resources  of  the  individ- 
ual or  his  family. 

There  is  no  denying  that  ciuality  health 
care  is  expensive,  or  that  these  costs,  along 
with  all  other  expenses,  have  risen  in  re- 
cent years.  In  the  United  States  the  entire 
cost  for  health  services  during  1961  was 
$21.1  billion,  in  contrast  to  $8  billion  in 
1948.  In  1948,  22  cents  of  every  health  dol- 
lar was  spent  for  hospital  care.  In  1961  this 
cost  had  risen  to  27.6  cents.  The  share  of 
the  health  dollar  going  to  physicians,  on 
the  other  hand,  declined  from  32.5  cents  in 
1948   to   27.6  cents   in   1961.   The   dentist's 
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share  of  the  health  dollar  in  1948  was  11.7 
cents;  in  1961  it  was  9.8  cents.  Other  health 
services,  including  eye  glasses,  appliances, 
nursing  care  and  so  forth,  remained  pro- 
portionately the  same —  about  11  cents  of 
each  dollar. 

What  factors  are  responsible  for  the  in- 
crease in  medical  costs  from  $8  billion  in 
1948  to  $21  billion  in  1961?  This  ratio  is 
1:2.76— that  is,  the  .$100  spent  for  health 
care  in  1948  had  increased  to  $276  by  1961, 
or  an  increase  of  $176.  This  increase  can  be 
accounted  for  as  follows:  $55  due  to  the  pop- 
ulation increase;  $28  to  general  inflation; 
$32  to  increase  in  the  unit  price  levels  of 
medical  services.  The  remaining  $61  is  due 
to  new  medical  services  made  available  by 
increased  knowledge,  new  techniques,  great- 
er utilization  per  person,  and  a  higher  per- 
centage of  older  people  in  the  population. 

Objections  to  Medicare 

Thus  the  combination  of  more  older  peo- 
ple with  their  increased  demand  for  health 
services,  together  with  the  cost  of  ciuality 
medical  care,  have  created  a  problem  in  the 
economics  of  health  care  for  a  segment  of 
our  population.  This  problem  has  been 
widely  recognized  and  discussed,  and  many 
possible  "solutions"  have  been  advanced. 
The  so-called  Medicare  plan  on  the  national 
level,  pre\-iously  defeated  bj'  Congress  but 
reintroduced  into  the  current  session,  would 
provide  not  medical  care — the  name  itself 
is  a  misnomer — Ijut  a  limited  amount  of  hos- 
pital care  to  all  persons  over  65  year  of  age, 
regardless  of  economic  need  or  desire  to  par- 
ticipate in  such  a  program.  There  is  no  pro- 
vision for  medical  care  in  the  form  of  phy- 
sician's fees,  none  for  drugs  purchased  out- 
side the  hospital,  none  for  dental  expenses, 
and  so  forth. 

The  bill  under  consideration  by  Congress 
would  be  financed  b}'  a  compulsor}-  increase 
in  both  the  tax  rate  and  the  amount  of  in- 
come subject  to  taxation  on  all  wage-earners 
and  self-employed  persons  through  the  me- 
chanism of  Social  Security.  A  wage-earner 
making  $100  per  week  would  experience  a 
16  per  cent  increase  in  the  Social  Security 
tax  withheld  from  his  weekly  pay.  Such  a 
program  \\-ould  exact  more  than  $30  million 


in  new  taxes  each  year  in  North  Carolina 
alone. 

We  in  medicine  reject  this  concept  of  com- 
pulsory federal  health  care  because  we  feel 
that  it  is  unnecessar}',  is  prohibitively  ex- 
pensive, does  not  meet  the  existing  need, 
and  would  lead  to  a  poorer  quality  of  med- 
ical care  for  our  citizenry  by  imposing  fed- 
eral control,  first  over  our  hospitals  and 
then  over  our  profession. 

Need  for  a  Multiple  Approach 

We  feel  that  there  is  no  single  solution  to 
the  problem  of  providing  medical  care  for 
the  elderly,  that  inasmuch  as  our  citizens 
over  65  are  a  heterologous  group  with  wide- 
ly different  needs  and  resovuxes,  a  multi- 
pronged  approach  provides  a  more  sensible 
answer  to  the  problem.  If  we  analyze  the 
economic  structure  of  the  over-65  age  group, 
we  find  that  a  very  substantial  percentage 
have  adequate  personal  and  family  resour- 
ces and  neither  need  nor  want  help  from  any 
governmental  program.  Also,  a  very  large 
segment  of  these  people  have  protected 
themselves  from  the  potential  economic  on- 
slaught of  illness  b}'  purchasing  health  and 
hospital  insurance.  The  people  of  North 
Carolina  have  reached  a  high  level  in  health 
insui'ance  protection.  As  of  December  31, 
1962,  72  per  cent  of  the  state's  population 
were  covered  by  some  form  of  health  insur- 
ance for  hospital  and  medical  expenses. 

At  the  lower  end  of  the  economic  scale 
there  are  those  older  citizens  who  are  un- 
able to  pro^'ide  for  the  basic  necessities  of 
life — the  indigent.  These  citizens  presently 
receive  monthly  checks  and  also  hospitaliza- 
tion benefits  under  the  Old-Age  Assistance 
program.  Of  340,000  persons  over  65  in 
North  Carolina,  about  40,000  receive  help 
under  OAA,  and  both  the  number  and  per- 
centage of  our  older  citizens  on  the  OAA 
rolls  have  declined  in  recent  years. 

Between  these  two  gi'oups  of  older  citi- 
zens is  another  group  which  we  term  the 
medically  indigent.  These  people  have  suf- 
ficient income  or  resources  to  provide  for 
the  basic  needs  of  life,  but  nothing  more. 
They  view  medical  expense  of  almost  any 
degree  as  catastrophic — which  it  is.  These 
are  the  people  who  we  feel  are  in  the  most 
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desperate  need  of  help.  And  they  are  the 
people  designed  to  receive  help  under  the 
Medical  Aid  to  the  Aged  (MAA)  provision 
of  the  Kerr-Mills  Act. 

The  Kerr-Mills  Act 

In  1960  Congress  enacted  as  an  amend- 
ment to  the  Social  Security  Act  a  new  pro- 
vision known  as  the  Kerr-Mills  Act.  This 
provision  made  available  federal  funds  for 
the  various  states  wishing  to  participate  in : 

(1)  An  expansion  of  health  care  services  to 
those  on  the  public  assistance  rolls  (Old 
Age  Assistance  aid  to  the  permanently  and 
total  disabled  and  aid  to  families  of  depen- 
dent children).  All  50  states  have  availed 
themselves  of  this  part  of  Kerr-Mills. 

(2)  Medical  Aid  to  the  Aged  (MAA):  This  part 
of  the  Act  created  an  entirely  new  program 
of  assistance  to  the  medically  indigent  over 
65  years  of  age.  The  medically  indigent  are 
those  with  sufficient  resources  to  cover 
ordinary  subsistence,  making  it  unneces- 
sary for  them  to  fall  on  the  welfare  rolls, 
and  indeed  ineligible  for  public  assistance. 
Under  the  law,  each  state  was  given  the 
privilege  of  writing  its  own  eligibility  re- 
quirements for  the  elderly  that  it  wished 
to  help  under  MAA,  and  within  certain 
limitations  each  state  could  determine  the 
type  and  degree  of  the  various  available 
medical  services  it  wished  to  provide  as 
benefits.  Thirty-eight  states  have  enacted 
state  legislation  setting  up  MAA  programs 
along  with  necessary  state  appropriations. 

This  Society  supported  the  Kerr-Mills  Act 
during  the  time  that  it  was  under  considera- 
tion by  Congress,  and  vigorously  supported 
bills  before  the  1961  and  1963  State  Legisla- 
tures which  would  have  implemented  the 
entire  Kerr-Mills  Act  for  the  benefit  of  the 
citizens  of  this  state.  The  1963  General  As- 
sembly, by  a  near-unanimous  vote,  enacted 
Senate  Bill  8  which  provided  legal  authority 
for  such  a  program  in  North  Carolina,  and 
also  appropriated  the  necessary  funds  to 
enable  the  program  to  be  put  into  operation. 

Following  the  adjournment  of  the  Legis- 
lature representatives  of  this  Society  held 
a  series  of  conferences  with  State  Welfare 
Department  officials  and  representatives  of 
HEW  in  Washington,  and  it  was  our  hope 
and  belief  that  the  State  Board  of  Public 
Welfare  would  see  fit  to  take  action  con- 
sistent with  the  federal  and  state  laws  creat- 
ing a  MAA  program. 


We  were  surprised  and  disappointed 
when  it  was  reported  in  the  press  on  Jan- 
uar}^  10,  1964,  that  the  Board  is  not  inclined 
to  establish  a  MAA  program  at  this  time, 
but  apparently  intends  to  restrict  the  neAV 
medical  benefits  to  those  meeting  the  rather 
severe  income  eligibility  requirements  of 
the  OAA  program.  Therefore,  the  Executive 
Council  of  this  Society  meeting  in  Pinehurst 
on  January  26,  1964,  resolved  to  request  the 
State  Board  of  Public  Welfare  to  meet  in 
open  session  for  the  purpose  of  reconsider- 
ing the  previous  action.  We  were  hopeful 
that  with  more  comprehensive  information 
being  presented  to  them,  the  Board  might 
consider  a  different  course  of  action.  We 
believe  that  the  creation  of  a  MAA  program 
in  North  Carolina  would  be  consistent  with 
the  intent  of  Congress  and  the  General  As- 
sembly in  passing  laws  making  possible 
such  a  program. 

In  the  light  of  the  recent  ruling  by  the 
Attorney  General  of  this  state,  it  appears 
that  we  were  correct  in  this  belief.  Thus,  we 
now  have  the  necessary  federal  legislation, 
state  legislation,  a  clarifying  legal  ruling, 
and  an  appropriation  with  which  to  put 
Kerr-Mills  MAA  into  operation  in  North 
Carolina. 

Hoio  It  Works 

The  questions  then  arise  as  to  who  will 
be  eligible  for  this  program,  and  the  scope 
and  extent  of  benefits  to  be  provided  under 
it.  In  order  to  qualify  for  the  matching  fed- 
eral funds,  a  North  Carolina  MAA  plan  must 
conform  to  the  rules  set  forth  in  the  federal 
act. 

The  granting  of  federal  funds  to  the  states 
for  financing  state  medical  aid  programs 
allows  the  states  not  only  to  formulate  their 
own  plans  for  their  own  elderly  and  needy 
citizens  but  to  administer  the  programs  as 
well.  It  was  felt  that  Congress  and  the  fed- 
eral agencies  in  Washington  could  not  pos- 
sibly make  the  individual  determinations  or 
administer  the  benefits  of  a  medical  aid  pro- 
gram as  well  as  the  states  could. 

However,  Congress  did  set  forth  several 
criteria.  They  didn't  try  to  tell  the  states 
how  much  they  should  spend  on  their  re- 
spective programs  in  a  year,  but  they  offer- 
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ed  a  formula  whereby  the  federal  go\-ern- 
ment  wovdd  pay  not  less  than  50  per  cent 
and  not  more  than  80  per  cent  of  the  total 
cost.  In  the  case  of  North  Carolina,  the 
matching  funds  formula  is  75  per  cent  fed- 
eral, 12.5  per  cent  state,  and  12.5  cent  coun- 
ty. No  limit  was  placed  on  the  number  of 
dollars  that  can  be  spent  on  medical  care 
for  any  individual.  In  fact,  the  onlj^  limit 
on  expenditures  is  that  which  the  states 
themselves  may  impose.  This  is  a  consider- 
ably more  generous  allowance  than  the  fed- 
eral government  has  undertaken  in  any 
other  matching-funds  welfare  program. 

Secondly,  Congress  didn't  try  to  tell  the 
states  what  specific  medical  benefits  they 
should  include  in  their  programs,  but  did 
specify  that  their  programs  could  include: 

1.  In-patient  hopsital  services.  (These  are  al- 
ready being  provided  in  North  Carolina 
under  the  "OAA-No-Money-Payment"  pro- 
gram which  provides  hospitalization  only 
for  the  aged  medically  indigent — identical 
to  the  MAA  group.) 

2.  Skilled  nursing  home  services 

3.  Physician's  services 

4.  Outpatient  hospital  or  clinic  services 

5.  Home  health  care  services 

6.  Private  duty  nursing  services 

7.  *DentaI  services 

8.  *Laboratory  and  X-ray  services 

9.  *Prescribed  drugs 

10.  Eyeglasses,  dentures  and  prosthetic  devices 

11.  Diagnostic,  screening  and  preventive  serv- 
ices 

12.  Any  other  medical  care  or  remedial   care 
recognized  under  their  state  law. 

•Only  these  items  are  proposed  for  the  out-patient  MAA 
benefits  in  Xorth  Carolina  at  this  time.  The  Welfare  De- 
partment and  the  Medical  Society  agreed  that  these  are 
priority  needs  and  restricted  the  appropriation  according- 

l.v. 

It  was  left  to  the  prudence  and  good  judg- 
ment of  the  states  to  decide  who  would  be 
eligible  for  the  benefits  of  their  programs, 
and  also  the  methods  of  establishing  such 
eligibility.  The  federal  law  requires  only 
that  the  state  plan  "...  include  reasonable 
standards  .  .  .  for  determining  eligibility  for 
and  the  extent  of  such  assistance." 

Congress,  in  fact,  put  certain  provisions 
into  the  law  that  would  prevent  the  dis- 
qualification of  many  people : 

No  enrollment  fee  or  premium  of  any  kind 
can  be  imposed  as  a  condition  of  eligibilitj'. 

No  eligible  resident  of  the  state  can  be  de- 


nied benefits  if  he  happens  to  be  temporar- 
ily outside  the  state. 

There  is  no  durational  residence  require- 
ment. An  indi\-idual  is  eligible  from  a  resi- 
dence standpoint  if  he  lives  in  the  state. 

Anyone  ()5  years  or  older  must  be  con- 
sidered eligible  from  the  standpoint  of  age. 

Lastly,  the  law  does  not  tell  the  states 
what  kind  of  a  plan  to  adopt.  It  says  only 
that  the  state  plan  must  provide  for  some 
institutional  {e.g.,  inpatient)  and  some  non- 
institutional  (e.g.,  outpatient)  care  and 
ser\-ices.  The  program  must  be  administered 
by  a  single  state  agency  approved  by  the 
Secretary  of  Health,  Education  and  Wel- 
fare, and  this  must  be  the  same  agency 
which  administers  public  assistance.  In  the 
case  of  North  Carolina,  this  would  be  the 
State  Department  of  Public  Welfare. 

State  Implementation 
Since  this  legislation  was  enacted  by  Con- 
gress in  1960,  more  than  70  per  cent  of  the 
states  have  implemented  it  to  some  degree. 
Additional  states  have  had  it  under  con- 
sideration in  their  legislatures. 

HB2  and  SB8  define  eligibility  as  follows: 
"(1)   When  it  is  essential  to  the  health 
and  welfare  of  such  aged  persons  that  med- 
ical services  be  provided; 

"(2)  When  the  total  resources  of  such 
persons  are  not  sufficient  to  provide  the 
necessary  medical  services." 

Kerr-Mills  requires  nobody  to  be  a  penni- 
less pauper  to  qualify  for  medical  assistance. 
One  of  the  aims  of  the  law  is,  in  fact,  to 
preserve  the  applicant's  normal  ability  to 
care  for  himself  by  fending  off  those  med- 
ical costs  which,  in  themselves,  might  be 
ruinous  and  pauperizing. 

From  this  discussion  of  the  restrictions 
imposed  by  the  federal  and  state  acts,  it  is 
apparent  that  this  Board  has  rather  wide 
flexibility  in  setting  the  benefits  and  the 
eligibility  requirements  in  North  Carolina — 
subject  mainlj'  to  budgetary  limitations  im- 
posed by  the  legislative  appropriations.  A 
great  deal  has  been  said  about  the  alleged 
inadequacy  of  the  appropriation,  and  c|ues- 
tions  have  been  raised  concerning  the  source 
of  the  budget  data  considered  by  the  Legis- 
lature. I  can  answer  the  last  question  readi- 
ly, inasmuch  as  I,  as  chairman  of  the  Med- 
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can  save  a  life.  Early  medical  diag- 
nosis and  advice  can  keep  un- 
necessary complications  from  oc- 
curring. 

And  early  advice  concerning  the 
best  health  care  prepayment  pro- 
gram-Blue Cross  and  Blue  Shield- 
can  save  the  patient  from  the  fi- 
nancial embarrassment  of  unexpect- 
ed hospital  and  doctor  bills  when 
accidents   and   illness   occur. 

Remind    your    patients    to    make    a 
routine  checkup  of  their  health    m- 
surance.    It  may   save   a 
worry. 
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The  New  Enlarged  Program  of 

DISABILITY  INSURANCE 


AVAILABLE  TO  MEMBERS  OF 


The  Medical  Society  of  the  State  of  North  Carolina 

DESIGNED  TO  MEET   PRESENT  DAY   NEEDS 

PLANS  UP  TO 

•  $250.00  WEEKLY  DISABILITY  INCOME  BENEFITS  ($1,080.00  monthly) 

•  $20.00  PER  DAY  EXTRA  HOSPITAL  BENEFIT  (Optional) 


PLAN   A      (Basic) 


Lifetime  Accident 

and 
7  years  Sickness 


SEMI-ANNUAL  PREMIUMS 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum  For 

Accidental 

Death 

Premium  Age 
40  and  Over 

tReduced  Premium 
To  Age  40 

$250.00 

Up  to  $50,000.00 

$5,000.00 

$244.50 

$183.50 

$200.00 

Up  to  $40,000.00 

$5,000.00 

$196.50 

$147.50 

$150.00 

Up  to  $30,000.00 

$5,000.00 

$148.50 

$111.50 

$100.00 

Up  to  $20,000.00 

$5,000.00 

$100.50 

$   75.50 

PLAN   AA      (Long  Term) 


SEMI-ANNUAL   PREMIUMS 


Lifetime  Accident 

and 
For  Sickness,  from 

Inception  of 

Disability  to  Your 

Attainment  of 

Age  65 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum  For 

Accidental 

Death 

Premium  Age 
40  and  Over 

tReduced  Premium 
To  Age  40 

$250.00 

Up  to  $50,000.00 

$5,000.00 

$292.00 

$219.25 

$200.00 

Up  to  $40,000.00 

$5,000.00 

$234.50 

$176.00 

$150.00 

Up  to  $30,000.00 

$5,000.00 

$177.00 

$133.00 

$100.00 

Up  to  $20,000.00 

$5,000.00 

$119.50 

$   89.75 

The  premiums  for  Plan  AA  will  be  reduced  to  the  same  premium  as  for  Plan  A  at  age  58. 

Note:  The  above  rotes  do  not  increase  at  age  50,  or  even  at  age  60! 
tOn  attaining  age  40,  age  40  rates  apply  on  renewal. 


J.  L.  CRUMPTON, 

State  Mgr. 


Professional    Group    Disability    Division 

COMMERCIAL  INSURANCE  COMPANY  OP  NEWARK,   N.  J. 

Box   147,   Durham,   N.   C. 

J.   Slade   Crumpton,    Field    Representative 

If  more  information  is  needed  or  help  desired  in  completing  your  enrollment, 
please  call  us  collect: 

Area  Code  919 — Phone  682-5497. 
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ical  Society  Committee  on  Legislation,  pre- 
sented the  data  to  the  committees  of  the 
General  Assembly  at  their  request.  These 
figures  were  distributed  by  me  during  the 
various  hearings,  and  were  identified  as 
Medical  Society  data.  They  were  compiled 
over  a  two-year  period,  and  were  as  valid  as 
possible  for  the  purpose  for  which  they  had 
been  compiled — namely,  an  MAA  program. 
The  following  explanatory  note  appeared  on 
the  mimeographed  sheets  itemizing  the  bud- 
get request: 

"NOTE:  These  projections  are  based  on  data 
taken  from  many  sources,  including  Bureau  of 
the  Census,  HEW,  DPW,  other  states  already 
having  experience  with  MAA,  the  American 
Medical  Association,  various  state  medical  so- 
cieties, Health  Insurance  Council,  etc.  They 
are  only  projections  and  actual  experience,  of 
course,  will  be  dictated  bj-  many  variables  pre- 
sently unresolved.  These  include:  eligibility 
criteria,  scope  of  various  parts  of  the  program 
(i.e.  the  cost  of  the  drug  program  could  be 
controlled  by  limitation  on  the  tj'pes  and 
amounts  of  drugs  allowed  to  be  prescribed 
under  the  program  and  similar  curbs,  if  neces- 
sary could  be  placed  on  other  parts  of  the  pro- 
gram). Also,  during  the  first  biennium  of  such 
a  program,  the  speed  with  which  it  was  fully 
operational  would  have  a  significant  effect  on 
costs  in  the  first  biennium:  there  will  of  neces- 
sity be  some  lag  in  DPW  setting  up  the  me- 
chanics of  the  program,  and  the  various  county 
welfare  departments,  physicians,  hospitals, 
pharmacists,  dentists,  potential  beneficiaries,  et 
al  becoming  aware  of  the  significance  and 
usefulness  of  the  program. 

However,  allowing  for  these  variables  insofar 
as  possible,  and  with  the  understanding  that 
funds  might  be  transferred  from  one  part  of 
the  program  to  another  as  necessitated  by  ex- 
perience, and  with  the  further  understanding 
that  the  total  amount  of  funds  available  dic- 
tates an  absolute  ceiling  on  the  total  program 
for  the  biennium,  it  is  believed  that  these  pro- 
jections are  as  realistic  as  possible." 

During  the  Assembly's  consideration  of 
this  legislation,  Mr.  Alex  McMahon,  a 
spokesman  for  the  North  Carolina  Associa- 
tion of  County  Commissioners,  presented 
some  telling  and  incisive  arguments  in  op- 
position to  the  original  version  of  SB  8. 
Among  many  things  it  was  claimed  that  the 
MAA  legislation  (SB  8)  was  discriminatory, 
and  that  it  would  provide  certain  health  care 
benefits  for  the  aged  medically  indigent 
while  not  making  these  benefits  available  to 


the  totally  indigent  over  65,  nor  to  the  med- 
ically or  totally  indigent  in  the  APTD  and 
AFDC  groups. 

Mr.  McMahon  failed  to  point  out  that  the 
federal  Act  also  "discriminated"  by  provid- 
ing for  North  Carolina  75  per  cent  (MAA) 
or  SO  per  cent  (OAA)  matching  federal 
funds  for  those  over  65,  while  providing 
only  65  per  cent  for  those  in  the  AFDC  and 
APTD  groups.  Thus  it  was  the  Congression- 
al intent  to  provide  the  largest  measure  of 
help  to  meet  the  greatest  need — the  elderly 
citizen  group.  However,  his  argument  was 
effective,  and  in  a  compromise,  features 
were  incorporated  in  the  final  version  of  the 
legislation  to  provide  certain  benefits  for  all 
the  groups  named. 

When  asked  for  the  Medical  Society  atti- 
tude on  this  matter,  we  replied  that  our  pro- 
posed cost  data  were  based  on  MAA.  We  fur- 
ther stated  that  although  we  were  pri- 
marily interested  in  instituting  a  program  of 
medical  aid  for  the  aged  at  this  time,  we 
were  not  opposed  to  providing  benefits  for 
the  indigent  and  medically  indigent  if  the 
state  could  afford  it,  as  this  was  consistent 
with  our  policy  of  helping  those  who  need 
help.  The  upshot  was  that  all  the  groups 
were  included  for  benefits  without  an  in- 
crease in  the  appropriation,  and  it  became 
apparent  to  us  that  this  would  create  some 
problems. 

These  problems,  however,  are  not  insur- 
mountable. Because  of  the  inherent  flexibil- 
ity of  both  the  state  and  federal  laws,  the 
Board  can  tailor  a  program  to  fit  the  budget- 
ary allocation. 

Advantages  of  the  Ken-  Mills  Act 
In  commenting  on  the  flexibility  of  the 
program,  I  would  like  to  point  out  several 
other  aspects  of  the  Kerr-Mills  Act : 

Most  importantly,  the  Kerr-Mills  Act  is 
totally  in  harmony  with  the  American  pat- 
tern of  progress,  growth,  and  social  advance 
//  is  flexible.  It  can  be  accommodated  to 
future  changes  and  future  needs — right 
now  it  complements  the  phenomenal  growth 
of  private,  voluntary  health  insurance  plans, 
already  covering  well  over  half  of  America's 
elderly  population  and  promising,  by  1970, 
to  cover  up  to  90  per  cent  of  persons  over 
65  who  want  it. 
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Kerr-Mills  takes  into  account  the  matur- 
ing pension  systems  of  private  industry. 
Tomorrow  even  more  than  today,  millions 
of  the  elderly  will  enjoy  not  onl}^  better 
health  and  health  protection  but  also  great- 
er security  based  on  accumulated  sa\'ings, 
pensions,  and  annuities — along  with  re- 
duced family  responsibility,  tax  concessions, 
and  fewer  personal  expenses. 

This  strong  trend  is  already  important: 
In  1949  one  out  of  every  four  Americans 
over  65  was  on  Old  Age  Assistance.  Today, 
only  one  out  of  eight  is  so  classified.  North 
Carolina  has  experienc'ed  a  similar  decline 
in  OAA  rolls. 

Kerr-Mills  recognizes  the  fact  that  the 
problem  of  medical  aid  for  the  aged  is  di- 
minishing, not  increasing — in  spite  of  the 
fact  that  our  above  (i5  population  is  grow- 
ing every  year.  Catastrophic  or  chronic  ill- 
ness will  never  disappear  entirely.  There 
always  will  be  some  who  will  be  medically 
needy  and  truly  deserving  of  help.  True 
help  for  the  trul_y  needy  is  here  now — in 
the  Kerr-Mills  Act  for  Medical  Assistance 
for  the  Aged.  The  meiits  of  the  Kerr-Mills 
MAA  program  have  become  so  apparent  that 
many  of  the  state's  leaders  in  government, 
industry,  business,  agriculture  (including 
the  Farm  Bureau  and  the  Grange),  and 
health  care  urged  the  1963  Legislature  to 
pass  laws  implementing  the  program  in 
North  Carolina.  Strong  editorial  support 
has  come  from  many  of  our  leading  news- 
papers. Governor  Sanford  endorsed  MAA 
and  appointed  a  committee  to  advise  him 
regarding  it. 

Fiscal  compensations 

Although  it  would  appear  that  the  Board 
has  a  monumental  task  in  designing  a  pro- 
gram to  fit  all  the  categories  spelled  out  in 
the  state  law,  there  are  several  compensat- 
ing factors  from  a  fiscal  viewpoint: 

1.  Hospitalization  is  the  most  expensive 
part  of  the  medical  care  package.  Hospitaliz- 
ation for  the  Aged  Medically  Indigent  (that 
is,  those  persons  over  65  who  do  not  receive 
welfare  assistance  and  are  providing  their 
own  food,  clothing,  and  shelter,  but  to  whom 
illness  often  brings  economic  catastrophe), 
is  already  being  provided  in  North  Carolina 


by  an  act  of  the  1961  Legislature  authoriz 
ing   funds   for   hospitalization    only   of   the 
"OAA    No-Money    Payment    cases."    This 
group  of  people  is  identical  to  the  MAA 
eligible  group.  Tints  no  new  funds  are  neces 
sary  to  continue  to  provide  the  present  level 
oj  hospitalization  payments. 

2.  The  MAA  program  would  simply  add 
certain  specified  outpatient  benefits  to  the 
present  hospitalization  program  to  make 
North  Carolina  a  full  participant  in  MAA. 

3.  Many  counties  are  already  providing 
the  aged  medically  indigent  with  some  help 
from  their  county  general  assistance  funds 
for  occasional  x-rays,  prescription  drugs, 
and  the  like.  The.se  funds  are  totally  un- 
matched county  tax  funds  which,  under 
MAA,  could  partially  or  totally  defray  the 
county's  share  of  MAA  participation  costs. 

4.  .4  decrease  in  hospitalization  costs 
would  result  by  enactment  of  MAA.  By  pro- 
viding a  method  whereby  necessary  x-ray 
and  diagnostic  laboratory  tests  might  be 
performed  outside  the  hospital,  expensive 
per  diem  hospitalization  costs  will  be  saved 
in  those  cases  which  are  admitted  to  hos- 
pitals for  diagnostic  purposes  only.  This  will 
represent  a  savings  to  the  county,  state,  and 
federal  governments,  and  also  to  the  hos- 
pitals, which  even  now  are  hospitalizing 
welfare  patients  at  a  new  daily  loss. 

5.  A  saving  in  hospitalization  costs  would 
also  be  effected  in  that  many  persons  not 
on  welfare  rolls  but  in  borderline  economic 
situations  are  unable  to  buy  necessary  pre- 
scriiDtion  drugs  regularly.  As  a  result  their 
health  deteriorates  and  they  frec^uently  be- 
come hospitalized  cases  on  a  welfare  pro- 
gram. Likewise,  deterioration  of  physical 
health  by  the  dental  diseases  of  old  age, 
such  as  malnutrition  resulting  from  the  in- 
ability to  chew  and  digest  food,  ultimately 
results  in  hospitalized  welfare  cases.  HOS- 
PITALIZATION IS  BY  FAR  THE  MOST 
EXPENSIVE  ITEM  IN  THE  MEDICAL 
CARE  PACKAGE.  Any  person  who  can  be 
adequately  cared  for  outside  the  hospital 
represents  an  expenditure  of  cents  per  day 
instead  of  dollars  per  day  in  the  hospital. 

6.  Additional  savings  would  be  effected 
by  the  tendency  of  MAA  to  keep  jseople  off 
the  welfare  rolls.  For  example,  consider  an 
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elderly  couple  living  in  their  own  home  on 
a  modest  retirement  pension.  They  do  well 
and  take  pride  in  not  being  welfare  re- 
cipients until  an  expensive  long-term  illness 
strikes;  whereupon  they  often  end  up  losing 
their  home  and  all  other  resources  and  be- 
come permanent  ivelfare  recipients  with  a 
monthly  OAA  check.  Providing  help  for 
health  care  to  those  who  need  help — only  at 
the  times  they  need  help — ^will  tend  to  keep 
these  people  off  the  welfare  rolls. 

7.  Other  compensating  factors  include  the 
fact  that  none  of  the  appropriation  has  yet 
been  expended,  and  it  is  likely  that  half  the 
biennium  will  elapse  before  any  of  the  pro- 
gram is  operative.  Thus  something  of  a  fiscal 
"cushion"  will  be  available  at  this  early 
stage  of  the  program  during  which  experi- 
ence, actuarial  data,  etc.,  can  be  compiled. 

It  is  therefore  possible  and  even  likely 
that  MAA  would,  in  a  sense,  largely  pay  its 
own  way  by  effecting  the  savings  enumerat- 
ed above. 

We  cannot  suggest  specific  eligibility 
levels  of  income  and  resources  to  the  Board 
at  this  time  because  they  would  depend  on 
the  way  the  benefits  are  applied.  A  high 
eligibility  level  would  necessarily  curtail 
individual  applicability  of  benefits,  perhaps 
through  either  a  co-insurance  feature  of 
benefit  payments,  or  the  imposition  of  a 
benefit  ceiling  during  a  stated  span  of  time. 

A  lower  eligibility  level,  on  the  ^^other 
hand,  would  make  possible  more  generous 
benefits  to  the  individual  recipients.  We  be- 
lieve that  the  Board  will  have  to  start  the 
plan  arbitrarily  with  a  modest  eligibility 
level  of  about  $1200  income  for  an  individ- 
ual, or  $1800  for  a  couple,  plus  available  as- 
sets (excluding  home  and  auto)  not  in  ex- 
cess of  $2000,  and  gear  the  benefits  initial- 
ly to  some  such  criteria  until  some  working 
experience  is  obtained. 

Conclusion 

The  Medical  Society  sincerely  believes  in 
this  program  and  is  determined  to  help  as- 
sure its  success  for  the  people  of  this  state. 


We  offer  the  Board  our  cooperation  and  help 
in  the  compiling  and  securing  of  data,  work- 
ing out  technical  details,  securing  coopera- 
tion of  individual  physicians,  and  in  any 
other  way  possible. 

In  summary,  we  support  a  MAA  program 
because  we  are  dedicated  to  the  proposition 
of  providing  help  for  those  who  need  it,  at 
the  time  they  need  it,  and  to  the  degree  that 
they  need  it.  We  believe  that  the  Kerr-Mills 
Act  is  the  only  piece  of  legislation  enacted 
or  proposed  that  is  consistent  with  this 
philosophy  and  which  encompasses  the  es- 
sentially needed  services. 

We  acknowledge  that  there  are  persons 
in  the  older  age  group  in  North  Carolina 
who  have  burdensome  medical  expenses 
from  time  to  time.  We  believe,  however, 
that  this  group  is  realtively  small  as  com- 
pared with  the  total  population  of  over-65, 
since  most  of  our  older  citizens  have  ade- 
quate health  insurance,  many  can  provide 
for  their  medical  needs  from  their  own  re- 
sources, and  many  others  are  presently  be- 
ing well  cared  for  under  existing  welfare- 
health  programs.  Nevertheless,  there  is  a  re- 
maining segment  of  the  over-65  population 
which  meets  our  concept  of  "medically  in- 
digent" as  defined  under  the  Kerr-Mills 
MAA  plan.  The  determination  as  to  which 
citizens  are  eligible  for  medical  benefits, 
which  in  every  instance  is  to  be  made  at 
the  county  level,  we  feel  would  provide  safe- 
guards controlling  expenditures  of  the  pub- 
lic funds  so  that  they  would  not  be  spent  on 
patients  who  are  able  to  provide  for  them- 
selves. Also  we  support  Kerr-Mills  Assist- 
ance because  the  patient  is  given  complete 
freedom  of  choice  of  his  physician,  dentist, 
and  drugstore. 

We  strongly  urge  you  to  proceed  with  the 
greatest  possible  speed  to  put  this  program 
into  operation.  If  you  do  this,  a  very  real 
and  present  need  of  a  certain  group  of  our 
less  fortunates  elder  citizens  would  be  met. 
To  deny  them  would  be  shirking  our  oppor- 
tunity and  responsibility. 
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Obstetric  complications  are  among  the 
most  frecjuent  causes  of  acute  renal  failure. 
Ober  and  others^  state  that  between  20  and 
40  per  cent  of  cases  of  acute  renal  failure 
are  associated  with  complications  of  preg- 
nanc3^  In  large  series  of  cases  of  acute  renal 
insufficiency  from  all  causes  treated  at  arti- 
ficial kidney  centers  the  percentage  of  ob- 
stetric patients  is  particular!}^  striking,  vary- 
ing from  10  to  45  per  cent--". 

The  maternal  mortality  associated  with 
acute  renal  failure  is  also  significant.  In  a 
review  by  the  North  Carolina  Maternal 
Welfare  Committee  (1946-1956)  of  1,620 
maternal  deaths  due  directly  to  obstetric 
causes,  it  was  fovmd  that  5.8  per  cent  of 
deaths  were  associated  with  renal  suppres- 


sion'-. 

It  is  the  purpose  of  this  paper  to  examine 
the  obstetric  complications  known  to  be  as- 
sociated with  acute  renal  failure  and  to  pre- 
sent a  review  of  cases  from  the  literature  as 
a  basis  for  discussion  of  the  incidence  and 
relative  importance  of  these  complications 
in  the  development  of  acute  renal  failure. 
The  role  of  the  artificial  kidney  will  be  dis- 
cussed. 

Definition 

Acute  renal  failure  may  be  defined  as  the 
clinical  syndrome  resulting  when  renal  ex- 
cretory function  is  rapidly,  but  temporarily, 
lost  because  of  either  renal  ischemia  or  spe- 
cific "nephrotoxic"  damage,  the  usual  kid- 
ney lesion  produced;  being  described  as 
acute  tubular  necrosis-''^-*". 

Oliver  and  associates'*  have  distinguished 
two  main  pathologic  subdivisions  of  acute 
tvibular  necrosis:  (a)  ischemuric  (tubulo- 
rhexic)  nephrosis,  which  is  secondary  to 
renal  ischemia — for  example,  a  severe  hypo- 
tensive or  hemolytic  episode — and  is  char- 
acterized by  a  random  disruption  of  the  con- 
tinuity of  the  tubule,  including  its  basement 
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membrane,  anywhere  from  the  proximal  to 
to  the  distal  segment:  and  (b)  nephrotoxic 
nephrosis,  which  is  due  to  the  effects  of  a 
specific  toxin,  such  as  phenol,  and  is  char- 
acterized by  uniform  tubular  degeneration 
(not  including  the  basement  membrane)  of 
the  proximal  convolutions  of  all  the  neph- 
rons. 

Reduced  renal  excretory  function  is  man- 
ifested as  oliguria,  the  average  duration  of 
which  is  10  to  12  days,  azotemia  and,  if  re- 
covery is  prolonged,  uremia-. 

For  a  detailed  discussion  of  the  clinical 
course  of  acute  renal  failure  the  reader  is 
referred  to  Swann  and  Merrill's  fine  paper-. 

Etiology 

The  specific  obstetric  complications  that 
may  precipitate  acute  renal  failure  are  sum- 
marized in  table  1. 

It  should  be  noted  that  there  is  consider- 
able overlapping  of  the  listed  categories. 
Reduced  renal  perfusion  with  subsequent 
renal  ischemia  and  tubular  necrosis  is  the 
basic  sequence  of  events  in  many  of  these 
complications,  including  hemorrhage,  de- 
hydration, sepsis,  intravascular  hemolysis, 
and  obstetric  shock.  Sepsis  may  be  a  con- 
tributing factor  in  any  one  of  these  situa- 
tions. In  addition,  abruptio  placentae  may 
be  associated  with  any  one  of  several  events, 
including  simple  hemorrhage,  hypofibrino- 
genemia,  toxemia,  and  renal  cortical  nec- 
rosis. 

Hypovolemia  secondary  to  massive  hem- 
orrhage can  occur  in  a  varietj^  of  situations, 
including  abortion,  placenta  previa,  rup- 
tured uterus,  ruptured  ectopic  pregnancy, 
abruptio  placentae,  and  postpartum  hemor- 
rhage due  to  uterine  atony,  vaginal  and  cer- 
vical  lacerations,   or  retained  placenta-". 

Hypofibrinogenemia  is  included  under  the 
hemorrhagic  disorders  because,  when  it  oc- 
curs, it  is  responsible  for  prolonged  and  mas- 
sive bleeding.  Hypofibrinogenemia  is  most 
commonly  associated  with  abruptio  placen- 
tae, but  it  may  also  be  seen  with  amniotic 
fluid  embolism  and  fetal  death  mi  utero'^^. 
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Table    1 
Etiology   of  Acute   Renal   Failuie    In   Obstetrics 

I.  Hypovolemia 

A.  Hemorrhage 

1.  Prepartum 

a.  Abortion 

b.  Placenta  previa 

c.  Ruptured  uterus 

d.  Ruptured  ectopic  pregnancy 

e.  Abruptio  placentae 

2.  Postpartum 

a.  Uterine  atony 

b.  Vaginal  and  cervical  lacerations 

c.  Retained  placenta 

3.  Hypofibrinogenemia 

a.  Abruptio  placentae 

b.  Amniotic  fluid  embolism 

c.  Fetal  death  in  utero 

B.  Dehydration  and  Electrolyte  Disturbance 
1.  Hyper emesis  gravidarum 

II.  Sepsis 

A.  Hemorrhage 

1.  Induced 

2.  Spontaneous 

B.  Puerperal 

C.  Extrauterine 

III.  Toxemia  of  pregnancy 

A.  Preeclampsia 

B.  Eclampsia 

IV.  Renal  cortical  necrosis 

A.  Abruptio  placentae 

B.  Amniotic  fluid  embolism 

C.  Fetal  death  in  utero 
V.  Intravascular  hemolysis 

A.  Incompatible  blood  transfusion 

B.  Infusion  of  distilled  water 

C.  Abortifacients   (quinine,  soap) 

D.  Clostridium  welchii  septicemia 
VI.  Obstetric  shock 

A.  Amniotic  fluid  embolism 

B.  Inversion  of  the  uterus 
VII.  Nephrotoxins 

A.  Abortifacients   (phenol,  cresol,  mercuric 
chloride) 

Hyperemesis  gravidarum  is  also  included 
under  hypovolemic  conditions  although,  in 
addition  to  dehydration,  disturbances  sec- 
ondary to  starvation  and  to  alterations  of 
electrolytes  influence  its  clinical  course. 
These  disturbances  will  be  discussed  more 
fully  later. 

Sustained  hypotension  may  be  associated 
with  sepsis,  especially  septic  abortions,  both 
induced  and  spontaneous.  The  most  fre- 
quently implicated  organisms  are  Clostri- 
dium ivelchii  and  Escherichia  coW^.  Septi- 
cemia and  secondary  shock  may  also  be  seen 


in  puerperal  and  in  extrauterine  infections 
— for  example,  pyelonephritis,  pneumonia, 
peritonitis — but  these  are  less  common  pri- 
mary causes  of  acute  renal  failure  in  ob- 
stetrics'^. 

Toxemia  of  pregnancy  (preeclampsia  and 
eclampsia)  is  often  associated  with  tran- 
sient oliguria,  and  acute  tubular  necrosis 
may  occur.  However,  a  peculiarly  malig- 
nant, and  usually  fatal,  form  of  acute  renal 
failure  associated  with  bilateral  renal  corti- 
cal necrosis  may  ensue^'  -^.  Renal  cortical 
necrosis  is  most  commonly  associated  with 
abruptio  placentae,  especially  when  toxemia 
is  superimposed  upon  the  latter  complica- 
tion, but  it  may  also  occur  in  association 
with  amniotic  fluid  embolism  or  fetal  death 
in  utero-°. 

Although  renal  cortical  necrosis  is  not 
usually  accompanied  by  tubular  necrosis, 
it  is  included  under  the  syndrome  of  acute 
renal  failure  because  of  the  frequent  simi- 
larity in  clinical  course  of  the  two  entities-, 
and  because  of  the  possibility  that  renal  cor- 
tical necrosis,  like  acute  tubular  necrosis,  is 
a  potentially  reversible  syndrome^. 

Intravascular  hemolysis  is  another  cause 
of  decreased  renal  perfusion  and  acute  renal 
failure.  With  increasing  use  of  blood  trans- 
fusions in  obstetric  hemorrhage,  intravascu- 
lar hemolysis  due  to  incompatible  blood 
transfusion  is  becoming  more  common^^'^*'-". 
Hemolysis  may  also  occur  as  a  result  of  ac- 
cidental infusion  of  distilled  water^  or  of 
abortifacients,  such  as  quinine^'-*.  Intra- 
vascular hemolysis  has  also  been  attributed 
to  Clostridium  welchii  in  septic  abortion-'^--'*'. 

Obstetric  shock  may  be  defined  as  the 
shock  seen  in  a  small  number  of  obstetric 
complications  in  which  hemorrhage  or  trau- 
ma play  little  or  no  etiologic  role  and  which 
have  no  common  counterpart  in  other  fields 
of  medicine-".  Of  these  complications,  am- 
niotic fluid  embolism'*!  and  inversion  of  the 
uterus^-  have  on  rare  occasions  been  re- 
ported as  causes  of  acute  renal  failure. 

Nephrotoxins  that  cause  proximal  tubular 
degeneration  and  acute  renal  failure  in  ob- 
stetrics are  usually  confined  to  the  aborti- 
facients. These  include  phenol  and  cresol 
douche  solutions  and  mercuric  chloride  tab- 
lets, which  may  be  inserted  vaginally^2-36_ 
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Table  2 
Acute  Renal  Failure  Following  Abortal  Hemorrhage 


AUTHORS 

OITCOME 

TOTAL 

Recovered 

Died 

No.  of 

No. 

No.  of 

No. 

No.    of 

No. 

Patients 

Dialyzed  ' 

Patients 

Dialyzed* 

Patients 

Dialyzed* 

Russel,  et  al.  igss^-i 

1 

0 

1 

0 

2 

0 

Palmer,  et  al.  IQST-f 

3 

0 

0 

0 

3 

0 

Ban-  &  Chambers,  igSS-"' 

5 

0 

0 

0 

5 

0 

Anthone,  et  al.  1960s 

3 

3 

0 

0 

3 

3 

Blagg  &  Parsons,  1960-'i 

2 

? 

0 

0 

2 

? 

Jackson,  et  al.  1960o 

1 

1 

0 

0 

1 

1 

Loughridge,  et  al.  1960^2 

2 

0 

0 

0 

2 

0 

Eales  &  Simenhoff,  1961" 

»TAL 

4 

1 

0 

0 

4 

1 

TC 

21 

5 

1 

0 

22 

5 

Mortality 

4.5% 

*Hemodial3'sis 

?Unknown 

AUTHORS 


Table  3 
Acute  Renal  Failure   Following  Placenta   Previa 
OUTCOME 


TOTAL 


Chesley  &  McCaw,  1951^3 
Swann  &  Merrill,  1953^ 
Wright,   igSSs-t 
Schreiner  &  Herman,  19533 
Ober,  et  al.,  1956i 
Palmer,  et  al.,  igs?-* 
Parsons  &  McCracken.  1959^ 
Blagg  &  Parsons,  1960f'i 

TOTAL 

Mortality;  16.7% 
♦Hemodialysis 
? Unknown 


Recove 

red 

Died 

No.  of 

No. 

No.  of 

No. 

No.    of 

No. 

Patients 

D 

alyzed" 

Patients 

Dialyzed* 

Patients 

Dialyzed* 

1 

0 

0 

0 

1 

0 

2 

1 

0 

0 

2 

1 

1 

0 

0 

0 

0 

1 

1 

0 

0 

1 

0 

0 

1 

0 

0 

0 

0 

1 

1 

1 

4 

3 

0 

0 

3 

1 

9 

0 

0 

7 

10 


12 


Table  4 
Acute  Renal  Failure  Following  Ruptured  Uterus 


AUTHORS 

OUTCOME 

TOTAL 

TOTAL 

ity:  40% 

Recovered 

Died 

No.  of 
Patients 

No. 
Dialyzed* 

No.  of 
Patients 

No. 
Dialyzed" 

No.  of 
Patients 

No. 
Dialyzed* 

Guyer  &  Lauson,  19505s 
Chesley  &  McCawss 
Thaysen,  et  al.,  1959*9 
Marshall,  196156 

1 
1 
1 

0 

0 
0 
1 
0 

0 
1 
0 

1 

0 

0 
0 

0 

1 

2 

1 
1 

0 
0 

1 

0 

Mortal 
♦Hemodialysis 

3 

1 

2 

0 

5 

1 
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Case  Material 

The  English  Uterature  from  January, 
1949,  through  April,  1963,  was  reviewed 
and  571  cases  of  acute  renal  failure  asso- 
ciated with  the  specific  obstetric  complica- 
tions listed  in  table  1  were  obtained.  These 
cases  are  summarized  in  tables  2  to  16  with 
respect  both  to  outcome  and  to  the  use  of 
hemodialysis  as  a  therapeutic  adjunct. 

This  review  of  the  literature,  with  one 
exception^',  does  not  include  the  years  prior 
to  1949,  since  the  protean  pathologic  and 
clinical  manifestations  of  acute  renal  failure 
were  still  in  the  early  stages  of  formation 
into  a  single  concept,  and  principles  of  treat- 
ment were  still  evolving-*'^-.  During  this 
period  there  is  therefore  a  marked  varia- 
bility of  definition  and  of  treatment.  In- 
clusion of  these  cases  would  tend  to  intro- 
duce additional  bias  into  data  that  are  al- 
ready influenced  by  the  fact  that  they  are 
based  only  on  published  reports. 

All  patients  included  in  this  study  had 
oliguria  for  at  least  24  hours  and  most  pa- 
tients for  three  days  or  longer.  Oliguria  is 
defined  as  a  daily  urinary  volume  of  400  ml. 
or  less-.  Cases  in  which  oliguria  was  not  ade- 
ciuately  documented  were  arbitrarily  exclud- 
ed. 

Cases  are  categorized  according  to  the 
major  factor  which  clinically  appeared  to 
precij^itate  acute  renal  failure.  In  instances 
of  transfusion  reactions  secondary  to  treat- 
ment of  obstetric  hemorrhage,  cases  were 
recorded  under  the  category  of  incompatible 
blood  transfusion.  Exceptions  to  this  rule 
were  made  if  the  transfusion  reaction  was 
considered  a  "minor"  factor  and  intravas- 
cular hemolysis  was  not  demonstrated,  or 
if  renal  cortical  necrosis  was  seen  at  au- 
topsy. 

Data  on  the  use  of  the  artificial  kidney 
in  the  management  of  acute  renal  failure  in 
obstetrics  were  obtained  incidentally  in  re- 
viewing the  obstetric  literature  and  also  the 
literature  on  the  artifical  kidney  for  the 
past  14  years. 

Results  and  Discussion 
Hypovolemia 

Hemorrhage 

Table  2  summarizes  cases  of  acute  renal 


failure  following  abortal  hemorrhage.  Of  a 
total  of  22  patients  1  died,  for  a  mortality 
of  4.5  per  cent.  Five  patients  (22.7  per  cent) , 
all  of  whom  recovered,  had  hemodialysis 
during  the  course  of  their  management. 

This  low  mortality  (4.5  per  cent)  is  con- 
sistent with  the  observation  that  fatal  hem- 
orrhage from  abortion  is  extremely  rare. 
Only  one  death  was  attributed  to  this  cause 
in  over  10,000  abortions  at  Kings  County 
HospitaP®. 

In  the  absence  of  infection  severe  abortal 
hemorrhage  is  most  likel}-  due  to  an  incom- 
plete abortion.  In  this  type  of  abortion  the 
placenta,  in  whole  or  in  part,  is  retained 
after  expulsion  of  the  fetus  and  becomes 
partially  detached  from  the  uterine  wall, 
thus  setting  up  placental  site  bleeding  simi- 
lar to  that  seen  in  abruptio  placentae-". 

Table  3  summarizes  12  cases  of  acute 
renal  falure  following  placenta  previa.  Two 
patients  died,  for  a  mortality  of  16.7  per 
cent.  Six  patients  (50  per  cent),  one  of 
whom  died,  had  hemodialysis. 

The  incidence  of  placenta  previa  is  about 
1  in  200  deliveries  and,  in  general,  maternal 
mortality  is  now  well  under  1  per  cent-". 
Improvement  in  maternal  mortality  has  re- 
sulted from  the  recognition  of  two  basic 
facts:  (a)  the  initial  hemorrhage  in  placenta 
previa  is  rarely,  if  ever,  fatal;  and  (b)  va- 
ginal or  rectal  examination  often  precipi- 
tates severe  hemorrhage.  It  is  not  surpris- 
ing, therefore,  to  find  only  12  cases  asso- 
ciated with  acute  renal  failure  in  this  study. 

Table  4  summarizes  5  cases  of  acute  renal 
failure  following  rupture  of  the  uterus.  Two 
patients  died,  for  a  mortality  of  40  per  cent. 
One  of  the  patients  who  recovered  had 
hemodialysis. 

Rupture  of  the  uterus  occurs  in  about  1 
out  of  2,000  deliveries,  but  in  spite  of  this 
low  incidence,  it  is  responsible  for  at  least 
5  per  cent  of  all  maternal  deaths-".  Rupture 
may  occur  through  a  previous  cesarean 
scar,  spontaneously  in  the  intact  uterus  or, 
rarely,  as  a  result  of  trauma  to  the  intact 
uterus.  In  the  cases  cited  in  this  study,  rup- 
ture of  the  uterus  denotes  rupture  after  the 
period  of  \'iability  of  the  fetus.  Instrumental 
perforation  of  the  uterus  following  criminal 
abortion  or  curettage  for  incomplete  abor- 
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Table  5 
Acute  Renal  Failure  Following  Ruptured  Ectopic  Pregnancy 

OUTCOME  TOTAL 


Table  6 
Acute  Renal   Kailuic   Following  Postpartum  Hemorrhage 
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4lL, 

7% 

Recovered 

Died 

No.  of 
Patients 

No. 
Dialyzed* 

No.  of 
Patients 

No. 
Dialyzed* 

No.  of 
Patients 

No. 
Dialyzed* 

Chesley  &  McCaw,  1951^ 
Schreiner  &  Berman,  1955^ 
Palmer,  et  al.,  1957* 

0 
1 
0 

0 

1 

0 

1 

0 

1 

0 
0 

0 

1 

1 
1 

0 

1 

0 

TOT 

Mortality:  66. 
♦Hemodialysis 

1 

1 

2 

0 

3 

1 

AUTHORS 

OUTCOME 

TOTAL 

Recovered 

Died 

No.  of 

No. 

No.  of 

No. 

No.   of 

No. 

Patients 

Dialyzed* 

Patients 

Dialyzed' 

Patients 

Dialyzed* 

Camiell,  et  al.,  1953" 

0 

0 

1 

? 

1 

? 

Swann  &  Merrill,  19532 

2 

2 

0 

0 

2 

2 

Murray-Jones,  195458 

1 

0 

0 

0 

1 

0 

Alwall,  et  al.,  195559 

1 

1 

0 

0 

1 

1 

Bacala  &  Portuondo,  1955«« 

0 

0 

1 

0 

1 

0 

Ober,  et  al.,  1956i 

7 

7 

0 

0 

7 

7 

Palmer,  et  al.,  1957* 

1 

0 

0 

0 

1 

0 

Shackman  &  Milne,  195761 

1 

0 

0 

0 

1 

0 

Barr  &  Ciiambers,  1958bo 

0 

0 

1 

0 

1 

0 

Nesbitt,  1958«2 

2 

0 

0 

0 

2 

0 

Bluemle,  et  al.,  1959^ 

4 

2 

1 

1 

5 

3 

Parsons  &  McCracken,  1959^ 

1 

0 

0 

0 

1 

0 

Thaysen,  et  al.,  1959-19 

1 

1 

0 

0 

1 

1 

Tu  &  Schloerb,  195963 

1 

1 

0 

0 

1 

1 

Anthone,  et  al.,  1960s 

1 

1 

0 

0 

1 

1 

Jackson,  et  al.,  19609 

0 

0 

1 

0 

1 

0 

Kiley,  et  al.,  1960io 

10 

5 

0 

0 

10 

5 

Loughridge,  et  al.,  196052 

1 

0 

0 

0 

1 

0 

Eales  &  Simenhoff,  1961" 

0 

0 

1 

1 

1 

1 

Hall,  et  al,  19616* 

2 

2 

0 

0 

2 

2 

Tu,  196165 

2 

2 

0 

0 

2 

2 

TOTAL 

38 

24 

6 

2 

44 

26 

Mortality:  13.6% 

*  Hemodialysis 

? Unknown 

tion  may  incidentally  be  included  under  the 
category  of  sepsis. 

Table  5  summarizes  3  cases  of  acute  renal 
faiku'e  following  rupture  of  an  ectopic  preg- 
nancy. Two  patients  died,  for  a  mortality  of 
66.7  per  cent.  The  one  patient  who  recovered 
had  hemodialysis. 

Over  95  per  cent  of  ectopic  pregnancies 
are  tubal  gestations  and  occur  approximate- 
ly once  in  every  200  pregnancies,  the  mor- 


tality being  between  1  and  3  per  cent26. 

Bleeding  from  ruptured  ectopic  pregnan- 
cies is  often  underestimated.  But  secondary 
infection  and  acute  rise  in  blood  urea  nitro- 
gen due  to  tissue  necrosis  may  be  significant 
factors  in  the  mortality  due  to  acute  renal 
failure^. 

Table  6  summarizes  44  cases  of  acute 
renal  failure  following  postpartum  hemor- 
rhage. Six  patients  died,  for  a  mortality  of 
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Table  7 
Acute  Renal  Failure  Associated  With  Hypeiemesis  Gravidarum 

OUTCOME  TOTAL 


Wright,  19533J 

Barr  &  Chambers,  195850 

Thaysen,  et  al.,  1959« 

TOTAL 

Mortality:  0% 
^Hemodialysis 


13.6  per  cent.  Twenty-six  patients  (59.1  per 
cent),  2  of  whom  died,  had  hemodialysis. 

Postpartum  hemorrhage  of  500  ml.  or 
more  occurs  in  10  per  cent  of  all  deliveries, 
600  ml.  or  more  in  5  to  6  per  cent,  and  1,000 
ml.  or  more  in  1.5  per  cent-".  The  immediate 
causes  of  postpartum  hemorrhage  have  been 
listed  earlier  as  uterine  atony  (over  90  per 
cent  of  the  cases),  vaginal  and  cervical  lac- 
erations, and  retained  placental  fragments. 

It  should  be  noted  (table  16)  that  post- 
partum hemorrhage  accounted  for  44  of  the 
86  cases  (51.2  per  cent)  of  hypovolemia  due 
hemorrhage  in  this  study. 

Dehydration  and  electrolyte  disturbance 
Table    7    summarizes    4    cases   of    acute 


Recovered 

Died 

No.  of 

No. 

No.    Of 

No. 

No.  of 

No. 

Patients 

Dialyzed* 

Patients 

Dialyzed* 

Patients 

Dialyzed* 

1 

0 

0 

0 

1 

0 

1 

0 

0 

0 

1 

0 

2 

1 

0 

0 

2 

1 

renal  failure  secondary  to  hyperemesis  grav- 
idarum. There  were  no  deaths.  One  patient 
had  hemodialysis. 

As  mentioned  earlier,  dehydration  is  the 
basis  for  inclusion  of  hyperemesis  gravidar- 
um under  hypovolemia.  However,  disturb- 
ances secondary  to  starvation  and  to  altera- 
tions in  electrolytes  must  be  considered. 
Two  fatal  cases  of  hyperemesis  gravidarum^ 
have  been  excluded  from  this  study.  Vacuol- 
ization of  the  tubular  epithelial  cells  was 
l^resent  in  these  cases;  there  was  no  tubular 
necrosis.  It  was  thought  that  these  patients 
died  in  electrolj^te  imbalance  and  that  the 
tubular  lesions  were  a  manifestation  of  hy- 
pokalemic nephropathy. 


(To  he  Concluded) 
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THF]  ONE-HUNDRED  TENTH  ANNUAL 
SESSION 

One  feature  of  the  Greensboro  meeting 
upon  which  all  can  agree  was  the  adequacy 
of  parking  at  the  Coliseum,  which  satiated 
demand  with  acres  to  spare.  The  necessary 
scattering  of  functions,  the  good  highways 
which  allowed  manj'  of  the  registrants  to 
commute  to  the  meetings  from  home,  and 
the  crowding  of  some  of  the  sections 
brought  the  annual  nostalgia  for  Pinehurst 
and  the  cohesiveness  of  the  meetings  there, 
but  such  sentiments  will  not  help  with  cur- 
rent problems.  The  host  society  deserved 
that   adjective    in    every    sense,    and    their 


hospitality  area  had  many  visitors.  The  ban- 
quet and  associated  entertainment  were 
good  and  well  attended.  The  general  com- 
ments can  conclude  with  mention  of  the 
Coliseum's  illuminated  billboard  out  front, 
which  announced  something  like,  "Medical 
Society  meeting  Sunday- Wednesday;  Wrest- 
ling Thursday":  whether  this  was  accident 
or  prophecy  remains  to  be  seen. 

The  full  account  of  the  meeting  will  ap- 
appear  some  months  hence  in  the  Transac- 
tions, and  the  major  addresses  and  papers 
will  appear  in  this  Journal  shortly.  Each 
one  who  attended  would  probably  give  a  dif- 
ferent emphasis  to  the  happenings,  from  ac- 
tions of  the  executive  council  to  pathologists 
winning  stethoscopes  as  prizes.  The  state 
press  seems  to  have  chosen  the  executive 
council  action  regarding  the  elimination 
of  scientific  membership  as  the  chief  item. 
Many  members  would  agree.  Dr.  Rhodes's 
talk,  indicating  the  improving  situation  for 
medical  care  for  the  aged  from  non-social- 
security  sources,  got  a  mixed  reception, 
some  auditors  agreeing,  some  editors  dis- 
agreeing— which  is  only  to  be  expected.  Dr. 
Raiford  gave  adequate  notice  that  he  in- 
tends to  do  all  he  can  to  act  on  organized 
medicine's  feelings  about  the  need  for 
proper  usage  of  hospital  facilities,  and  the 
people  who  pay  for  that  use. 

Once  again,  the  scientific  exhibits  were 
excellent,  with  a  broad  range  of  subjects  at- 
tractively presented.  The  audio-visual  pro- 
gram was  well  received.  Technical  exhibit- 
ors seemed  pleased  with  the  interest  shown 
in  their  materials.  The  activity  in  connec- 
tion with  exhibits  demands  a  great  deal  of 
time,  both  from  the  committee  involved 
and  the  exhibitors,  and  all  deserve  congi-a- 
tulations  and  thanks.  The  panel  on  hyper- 
tension was  especially  well  received  among 
the  scientific  programs  offered. 

Attendance,  a  matter  of  chronic  interest 
and  concern,  was  improved  over  previous 
years,  with  a  breakdown!  as  follows: 

Members    681 

Guests 123 

Exhibitors  331 

Medical   students   61 

Total 1196 
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RENAL  FAILURE  IN  OBSTETRIC 
PATIENTS 

It  has  been  said  that  the  practice  of  ob- 
stetrics is  tlie  most  cheerful  aspect  of  med- 
icine, since  tlie  patients  usually  come  in 
feeling  miserable  and  go  away  happy  and 
twice  as  numerous.  By  the  same  token,  com- 
plications are  unexpected  and  stand  out  in 
relief  against  the  usual  obstetric  course, 
especially  when  they  are  of  such  serious  im- 
port as  the  renal  failure  discussed  by  Dr. 
Reiskin  in  this  and  the  succeeding  issue  of 
the  Journal. 

The  news  these  days  is  full  of  material 
about  the  maintenance  of  patients  with  kid- 
ne}^  disease  on  artificial  kidneys,  and  a  re- 
view taking  recent  trends  into  account  is 
welcome.  The  lower  mortality  in  patients 
treated  by  dialysis  is  possibly  more  apparent 
than  real,  for  there  are  still  too  few  cases 
of  renal  failure  in  obstetric  patients  treated 
in  this  way  to  allow  careful  analysis  of  the 
results.  Still,  in  the  patients  of  this  youthful 
group  the  urge  to  take  unusual  measures  for 
the  restoration  of  health  is  great,  and  even 
note  of  trends  is  welcome.  The  increasing 
use  of  pertoneal  dialysis  rather  than 
hemodialysis  might  give  rise  to  problems  in 
obstetric  patients;  in  late  pregnancy  per- 
itoneal dialysis  is  not  done,  but  probably 
little  if  any  information  on  its  use  in  the 
postpartum  period  has  been   accumulated. 

The  inclusion  of  the  North  Carolina  ex- 
perience with  renal  failure  in  obstetrics 
should  also  be  noted.  The  1959  paper  by 
Parker  and  associates  furnishes  one  of  the 
groups  of  cases  included  in  the  review,  ex- 
emplifying the  continuing  contributions  of 
our  active  Maternal  Health  Committee. 

^      *      * 

A  STEADY  JOB 
Much  of  the  work  of  medical  societies  is 
taken  for  granted  and  goes  on  unnoted  by 
most  of  the  members.  For  example,  few 
realize  that  the  Society  has  the  legal  respon- 
sibility for  appointments  to  the  Board  of 
Medical  Examiners  and  to  other  bodies 
established  by  law.*  Members  of  the  Society 
participate  in  all  sorts  of  groups  upon  the 
formal  or  informal  recommendation  of  the 


*Such     positions    are    filled    through    election    by    the 
General   Session. 


officers  and  committees  of  the  Society. 
When  debatable  issues  concerning  medicine 
arise,  the  public  turns  to  the  Society  for  an 
opinion  in  many  cases,  and  someone  must 
reply.  The  cynical  remark  about  God  can  be 
paraphrased  to  declare  that  if  the  Medical 
Society  of  the  State  of  North  Carolina  did 
not  exist,  it  would  be  necessary  to  in\'ent  it. 

Dr.  Beddingfield's  presentation  of  the  So- 
ciety's position  regarding  medical  assistance 
to  the  aging  offers  an  example  of  the  work 
in  which  the  group  engages.  The  profession 
is  not  united  in  its  feelings  about  the  sub- 
ject, although  the  majority  view  is  the  one 
presented  in  his  paper.  Unfortunately,  the 
Medical  Society  cannot  offer  its  support  to  a 
program  promising  a  great  deal  more  for  a 
great  deal  less,  since  the  best  judgment  of 
those  concerned  indicates  that  the  promises 
of  such  programs  are  more  fiction  than  fact. 
While  this  is  unpleasant  it  seems  to  be  true, 
and  those  who  doubt  the  facts  are  welcome 
to  verify  them.  In  this  matter,  as  in  similar 
situations,  the  Society  has  never  had  a  prob- 
lem in  suppressing  anyone  who  wanted  to 
speak,  but  rather  in  getting  people  to  state 
their  case. 

With  the  annual  meeting  behind,  anyone 
who  wishes  to  take  a  run  at  the  position  of 
the  Society  on  a  given  issue  has  a  whole 
year  in  which  to  gather  momentum.  A  little 
action  would  be  most  welcome. 


OUR  NEAV  ASSOCIATE  EDITOR 
The  editorial  board  of  the  Journal  has 
been  restored  to  its  full  complement  by  the 
election  of  Dr.  John  Rhodes  and  the  reelec- 
tion of  Drs.  Furgurson  and  Styron.  At  the 
same  time,  the  editorial  board  elected  Dr. 
Rhodes  to  the  post  of  associate  editor,  and 
he  was  good  enough  to  accept,  despite  his 
hope  for  a  breathing  spell  from  at  least  some 
duties  after  an  arduous  year  as  president  of 
the  Society.  Dr.  Rhodes  will  pay  particular 
attention  to  organizational  and  economic 
aspects  of  Journal  activities,  a  task  for 
which  he  is  particularly  well-fitted  by  ex- 
perience and  his  ability  to  write  well.  His 
contributions,  together  with  the  President's 
Page,  assure  the  membership  of  full  cover- 
age of  these  important  aspects  of  the  So- 
ciety's work. 
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COMING  MEETINGS 

Duke  Medical  Postgraduate  Course — Morehead 
Biltmore   Hotel,   Morehead   City,   July   13-18. 

Joint  Meeting  of  the  North  Carolina  and  South 
Carolina  Societies  of  Ophthalmology  and  Oto 
laryngology — Barringer  Hotel,  Charlotte,  Septem 
ber  13-15. 

Forysyth  County  Heart  Association,  15th  An 
nual  Heart  Symposium — Hotel  Robert  E.  Lee 
Winston-Salem,  September  15. 

Mecklenburg  County  AAGP,  Fourth  Charlotte 
Postgraduate  Seminar — Presbyterian  Hospital 
Charlotte,  October  7-8. 

Duke  tJniversity  Postgraduate  Aledical  Seminar 
Cruise— M.  S.  KUNGSHOLM,  New  Yoi'k  City, 
November  4-16. 

North  Carolina  Pediatric  Society,  Annual  Meet 
ing — Mid  Pine.s  Club,  Southern  Pines,  November 
13-14. 

New  Members   of  the   State   Society 

Drs.  Carolyn  E.  Culbreth  Barker,  400  Forest 
Rd.,  Oxford;  Norman  Alfred  Desrosiers,  104  West- 
brook  Dr.,  Butner;  Nakhleh  Pacifico  Zarzar,  P, 
507  Central  Ave.,  Butner;  Robert  Glenn  Town- 
send,  Jr.,  GP,  110  Campus  Ave.,  Raeford;  Weston 
T.  Buddington,  U,  213  S.  Center  St.,  Statesville; 
Harold  Gene  Williamson,  Or,  602  Pasteur  Dr., 
Greensboro;  Miles  Cunningham  Gregory,  Pd,  826 
Monroe  St.,  Roanoke  Rapids;  Theodore  F.  Hahn, 
PH,  Sheppard  Way,  Burnsville;  Sigrid  Johanna 
Nelius,  I,  2315  Wilson  St.,  Durham;  David  Cady 
Darrow,  Pd,  757  George  Trask  Dr.,  Wilmington, 
N.  C. 

Also,  Drs.  Clarence  Almon  Bailey,  Jr.,  638 
Starmont  Dr.,  Durham;  David  Edmond  Miller, 
2118  W.  Club  Blvd.,  Durham;  Clair  E.  Cox,  II,  U, 
Bowman  Gray,  Winston-Salem;  David  Bailey 
Crosland,  ObG,  197  Lake  Concord  Rd.,  Concord; 
William  Rix  Harris,  Oph,  1260  6th  St.,  N.  W., 
Hickory;  Hugo  Leroy  Deaton,  S,  641  4th  St.,  N.E., 
Hickory;  Alton  Lane  Bullard,  GP,  3075  Kerners- 
ville  Rd.,  Wlnston-Salem;  Joseph  Edward  Paul,  R, 
Box  1114,  Tryon;  Newman  Arthur  Sue,  Jr.,  Or, 
1311  N.  Elm  St.,  Greensboro. 

News  Notes  from  the  Duke  University 
Medical  Center 

The  appointment  of  Dr.  William  G.  Anlyan  as 
dean  of  the  Duke  University  School  of  Medicine 
has  been  announced  by  Dr.  Douglas  M.  Knight, 
president  of  the  university. 

Dr.  Anlyan  will  take  over  as  head  of  the 
medical  school  on  July  1.  He  will  succeed  Dr. 
Barnes  Woodhall,  who  will  devote  full  time  to 
his  duties  as  vice  provost  of  the  university  with 
responsibility   for   the   entire   Medical   Center. 


Since  last  September  Dr.  Anlj'an  has  served 
as  associate  dean  of  the  medical  school,  a  position 
that  was  created  because  of  the  growing  size 
and  complexity  of  the  School  of  Medicine  and 
related  units  of  the  Duke  Medical  Center.  In  ad- 
dition, he  holds  the  academic  rank  of  professor 
of  surgery. 

Dr.  Anlyan  has  served  at  Duke  as  vice  chair- 
man of  the  University  Policy  Advisory  Commit- 
tee and  a  member  of  the  Academic  Council.  He 
also  acted  as  coordinator  of  the  Medical  Educa- 
tion for  National  Defense  program  at  Duke.  In 
addition,  he  now  serves  as  a  consultant  to  the 
Oak  Ridge  Institute  of  Nuclear  Studies. 

Originally  from  Pine  Orchard,  Connectictit,  Dr. 
Anlyan  holds  both  the  B.S.  and  M.D.  degrees  from 
Yale  University. 

Dr.  Anlyan  becomes  the  third  man  to  hold  the 
post  of  dean.  Dr.  W.  C.  Davison,  who  now  acts  as 
consultant  in  medical  education  to  the  Hospital 
and  Orphans  Section  of  the  Duke  Endowment, 
retired  in   1960  after  33  years  at  the   helm. 

The  appointment  of  a  distinguished  Johns  Hop- 
kins University  surgeon  and  native  North  Caro- 
linian as  professor  and  chairman  of  the  Depart- 
ment of  Surgery  at  the  Duke  Medical  Center  has 
been  announced  by  Dr.  R.  Taylor  Cole,  univer- 
sity provost. 

Dr.  David  O.  Sabiston,  who  is  professor  of  sur- 
gery and  recently  was  appointed  surgeon-in-chief 
of  the  new  Childrens  Hospital  at  .lohns  Hopkins, 
will  take  over  the  Duke  post  next  September  1. 
He  will  succeed  Dr.  Clarence  E.  Gardner  Jr.,  who 
will  continue  in  his  capacity  as  professor  of 
sin-gery. 

Originally  from  Onslow  County,  Dr.  Sabiston 
did  his  undergraduate  work  at  the  University 
of  North  Carolina,  receiving  his  B.S.  degree  there 
in  1943.  In  1960  he  was  named  a  Fulbright  Re- 
search Scholar  and  under  the  scholarship  served 
at  the  Nuffield  Department  of  Surgery,  Oxford 
University,  England.  He  also  was  a  research  as- 
sociate at  the  LTniversity  of  London. 

Dr.  Sabiston  currently  serves  as  consultant  In 
surgery  to  Walter  Reed  Army  Hospital,  Wash- 
ington, and  the  Baltimore  City  Hospitals,  Balti- 
more. In  addition,  he  is  a  member  of  the  Surgi- 
cal Study  Section,  National  Institutes  of  Health 
and  the  Committee  for  Fulbright  Scholarships 
of  the  U.  S.  Department  of  State. 

News  Notes  from  the 

University  of  North  Carolina 

School  of  Medicine 

Dr.  Robert  A.  Ross,  professor  and  chairman 
of  the  Department  of  Obstetrics  and  Gynecology, 
was  installed  recently  as  president  of  the  North 
Carolina  Chapter  of  the  American  College  of 
Surgeons  during  a  meeting  at  Wrightsville  Beach. 
He  succeeds  Dr.  Harold  Koonce  of  Wilmington. 
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Dr.  Ross  is  past  president  of  the  American 
Association  of  Obstetricians  and  Gynecologists, 
the  American  Gynecological  Society,  the  South 
Atlantic  Association  of  Obstetricians  and  Gyne- 
cologists, and  the  North  Carolina  Gynecological 
Society. 

He  is  on  the  consulting  staff  at  Watts  Hospi- 
tal and  Lincoln  Hospital  in  Durham  and  is  an 
associate  examiner  for  the  American   Board  of 
Obstetrics  and  Gynecology. 
*    *    * 

Howard  Holderness,  president  of  Jefferson 
Standard  Life  Insurance  Co.  in  Greensboro,  was 
elected  president  of  the  North  Carolina  Medical 
Foundation  at  the  annual  meeting  held  in  Chapel 
Hill  on  April  22. 

He  succeeds  Paul  W.  Schenck,  Jr.,  also  of 
Greensboro. 

Hector  MacLean  of  Lumberton  was  elected 
vice  president  and  the  following  officers,  both  of 
Chapel  Hill,  were  re-elected;  Charles  M.  Shaffer, 
secretary;  and  W.  Douglas  Powell,  treasurer. 

Elected  to  three-year  terms  on  the  Executive 
Committee  were  Dr.  Verne  H.  Blackwelder  of 
Lenoir,  Dr.  John  R.  Chambliss  of  Rocky  Mount, 
Hector  MacLean  of  Lumberton,  W.  Douglas  Pow- 
ell of  Chapel  Hill,  E.  A.  Resch  of  Siler  City,  R.  P. 
Richardson  of  Reidsville  and  Dr.  Thomas  G. 
Thurston    of    Salisbury. 

The  annual  meeting  was  devoted  to  a  preview 


of  plans  for  a  $7.5  million  expansion  of  the  uni- 
versity of  North  Carolina  School  of  Medicine  and 
N.  C.  Memorial  Hospital.  Bids  will  be  advertised 
for  next  February  if  $1.5  million  is  raised  in  the 
meantime. 

Outlining  the  needs  and  expansion  plans  were 
Dr.  W.  Reece  Berryhill,  dean  of  the  Medical 
School;  Dr.  Isaac  M.  Taylor,  the  School's  plan- 
ning coordinator;  and  Dr.  Floyd  Denny,  chair- 
man of  the  Department  of  Pediatrics. 
*    *    * 

Dr.  Leonard  Palumbo,  associate  professor  of 
obstetrics  and  gynecology  at  the  University  of 
North  Carolina  School  of  Medicine,  became  presi- 
dent of  the  Southeastern  Obstetrical  and  Gyne- 
cological Society  at  its  annual  meeting  held  re- 
cently in  Chapel  Hill. 

Dr.  Oliver  DeLozier  of  Knoxville,  Tennessee, 
was  named  president-elect,  and  Dr.  Ed  C.  Garber, 
Jr.,  of  Fayetteville  will  serve  another  year  as 
secretary-treasurer. 

Society  members  heard  six  scientific  papers 
presented  by  the  faculty  of  the  U.N.C.  Medical 
School.  Speakers  were  Dr.  John  M.  Sorrow,  Jr., 
Dr.  Louis  G.  Welt,  Dr.  Luther  M.  Talbert,  Dr.  A. 
Stark  Wolkoff,  Dr.  Charles  M.  Flowers,  Jr.  and 
Dr.  Hugh  M.  Singleton. 

Knoxville,  Tennessee,  was  selected  as  host  city 
for  the  1965  meeting  of  the  organization. 

Dr.  Thomas  B.  Barnett,  associate  professor  of 


•  "Too  many  physicians  remain  blissfully  unaware 
of  the  marital  problems  of  their  patients  until 
called  upon  to  sew  up  the  lacerations  resulting 
from  personal  combat . . . 

•  "A  hiatus  in  training  has  produced  this  common 
psychological  'blind  spot'." 

—Foreword  by  C.  Nash  Herndon,  M.D. 

A  lucid,  stimulating  survey  of  the  fundamental  principles  and  techniques  of  discovering 
and  treating  the  marital  problems  of  patients  in  daily  practice.  Edited  by  a  marriage 
counselor  and  two  physicians, Marriage  Counseling  in  Medical  Practice  has  contribu- 
tions by  twenty-two  authorities,  most  of  them  physicians.  "As  a  reference  work  for 
doctors,"  says  Dr.  Morris  Fishbein,  "it  is  outstanding  and  probably  unique... the  material 
is  so  practical  that  every  physician  will  find  in  this  book  information  exceedingly  useful 
in  meeting  the  problems  that  come  day  after  day  in  the  practice  of  every  physician." 
Annotated  Book  List.  Index.  384  pages.  $8.00 

MARRIAGE  COUNSELING 
IN  MEDICAL  PRACTICE 

Edited  by  Ethel  M.  Nash,  M.A.,  Lucie  Jessner,  M.D.  and  D.  Wilfred  Abse,  M.D. 

(^\  THE  UNIVERSITY  OF  NORTH  CAROLINA  PRESS 

Mi\   Ciiapel  Hill,  N.  C. 
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medicine  at  the  LTniversity  of  Northi  Carolina 
School  of  Medicine,  spoke  in  Petersburg,  Virginia, 
on  April  21  at  the  sixth  annual  Harley  Ross  Hin- 
ton  Lecture  Series. 

His  subject  was  the  care  of  patients  with  the 
most  frecjuently  encountered  lung  conditions. 

Dr.  Barnett  is  a  native  of  Tennessee  and  has 
been  on  the  U.N.C.  medical  faculty  since  1952. 
*    *    * 

Viruses  which  cause  tumors  was  the  subject 
for  the  ninth  annual  Lee  B.  Jenkins  Memorial 
Lecture  at  the  University  of  North  Carolina 
School  of  Medicine  recently. 

Dr.  Samuel  L.  Katz,  a  specialist  in  children's 
diseases  and  one  of  the  developers  of  the  measles 
vaccine,  was  the  speaker.  He  is  on  the  staff 
of  the  Research  Division  of  Infectious  Diseases 
at  the  Children's  Hospital  Medical  Center  in 
Boston  and  is  associate  professor  of  pediatrics 
at  Harvard  University  Medical  School. 

The  Lee  B.  Jenkins  INIemorial  Lecture  was  es- 
tablished by  Mrs.  Lee  B.  Jenkins  of  Kinston  in 
honor  of  her  late  husband,  a  distinguished  civic- 
minded  industrialist  in  Kinston. 


Basic  genetics  and  the  biolog.v  of  human  be- 
havior were  discussed  at  the  first  John  W.  Um- 
stead  Series  of  Distinguished  Lectures  in  Raleigh 
recently. 

The  three  day  program  was  sponsored  by  the 
North  Carolina  Department  of  Mental  Health. 

The  University  of  North  Carolina's  genetics 
training  group  were  called  on  for  discussions  of 
basic  genetics.  Participating  were:  Dr.  John  B. 
Graham,  a  pathologist.  Dr.  Edward  Barry,  a  bo- 
tanist. Dr.  Harry  Gooder,  a  bacteriologist.  Dr.  Ed- 
ward Glassman.  a  biochemist,  and  Dr.  William 
S.  Pollitzer,  an  anatomist.  Dr.  Graham  was  pro- 
gram chairman  for  these  discussions. 

The  biology  of  mental  illness  was  the  topic 
for  the  second  day,  with  Dr.  George  C.  Ham, 
Chapel  Hill  psychiatrist,  as  chairman. 

The  final  day's  program,  with  Dr.  George 
Jervis  of  New  York  as  chairman  was  devoted 
to  the  biology  of  mental  retardation. 

The  lecture  series  is  designed  to  orient  mental 
health  workers  to  the  possible  causes  of  mental 
disease. 


Fifty-eight  medical  students  at  the  University 
of  North  Carolina  School  of  Medicine  have  re- 
ceived appointments  to  hospitals  for  their  intern- 
ship training. 

Four  out  of  five  will  train  in  hospitals  they 
listed  as  their  first  choices. 

The  internship  training  appointments,  effective 
July  1,  were  announced  by  the  National  Intern 
Matching  Program.  Under  this  program,  senior 
medical  students  list,  in  order  of  preference,  the 
hospitals  in  which  thej-  would  like  to  intern.  Hos- 


pitals with  training  programs  select  the  students 
they  would  prefer  in  their  programs. 

The  preferences  of  students  and  hospitals  are 
matched  and  the  results  announced  each  March, 

Forty-three  of  the  UNC  Medical  School  seniors 
will  go  to  hospitals  affiliated  with  medical  schools 
or  universities.  Eight  will  train  with  the  Armed 
Forces  (including  the  U.  S.  Public  Health  Serv- 
ice). The  remainder  will  train  at  hospitals  unaf- 
filiated with  medical  centers  or  the  military. 

News  Notes  from  the 

Bowman  Gray  School  of  Medicine 

OF  Wake  Forest  College 

Dr.  Lucile  E.  Hutaff,  associate  professor  of  pre- 
ventive medicine  since  1956,  will  become  the  first 
woman  professor  at  the  Bowman  Gray  School  of 
Medicine. 

Promotions  for  her  and  19  other  members  of 
the  medical  school  faculty  were  approved  at  the 
quarterly  meeting  of  the  Board  of  Trustees  of 
Wake  Forest  College.  The  promotions  will  be- 
come effective  July  1. 

Dr.  Hutaff,  who  joined  the  faculty  in  1945,  has 
served  as  director  of  hematology  laboratories  and 
director  of  the  student  health  program.  She  is 
being  promoted  to  professor  and  director  of  the 
Section  on  Preventive  Medicine  in  the  Depart- 
ment of  Preventive  Medicine  and  Genetics. 

Promoted  from  assistant  professor  to  associate 
professor  were  Dr.  Damon  D.  Blake,  radiology, 
and  Dr.  Carolyn  C.  Huntley,  pediatrics. 

Promoted  from  instructor  to  assistant  profes- 
sor were  Dr.  C.  Max  Drummond,  anesthesiology; 
Dr.  Robert  N.  Headley,  medicine;  Dr.  A.  Sherrill 
Hudspeth,  surgery;  Dr.  Robert  C.  JNIcKone.  pedi- 
atrics; Dr.  Charles  C.  Middleton,  laboratory  ani- 
mal medicine;  Mrs.  Ethel  M.  Nash,  preventive 
medicine;  Dr.  James  B.  Thomas,  anatomy;  and 
Dr.  Arthur  Wainer,  biochemistry. 

Promoted    from    assistant    to   instructor    were 
Miss  Hallie  M.  Coppedge,  psychiatric  social  work, 
and  Dr.  A.  Leonard  Rhj'ne,  biostatistics. 
^     ^     ^ 

The  Bowman  Gray  School  of  Medicine  and 
North  Carolina  Baptist  Hospital  have  been  as- 
sured of  the  private  funds  necessary  to  support 
a  $16,250,000  program  for  the  expansion  and  re- 
development of  the  medical  center. 

John  F.  Watlington  Jr.,  general  chairman  of 
the  medical  center  development  campaign,  an- 
nounced that  ''pledges  in  hand  and  other  indi- 
cated gifts''  have  pushed  the  drive  over  its  goal 
of  .$7,000,000. 

The  $16,250,000  project  represents  the  first 
phase  of  a  long-range  development  program  to 
provide  facilities  for  the  optimum  advancement 
of  the  medical  center's  three  principal  objectives 
— medical  education  and  training  in  allied  fields, 
patient  care,  and  medical  research. 
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In  addition  to  funds  raised  through  the  cam- 
paign, the  full-time  clinical  faculty  of  the  medical 
school  has  pledged  more  than  $1,000,000  to  the 
program.  It  is  anticipated  that  the  balance  of  re- 
quired funds  will  be  provided  by  government 
or  other  special  sources. 

Dr.  Herman  E.  Schmid  Jr.,  assistant  professor 
of  physiology,  recently  became  the  seventh  mem- 
ber of  the  Bowman  Gray  School  of  Medicine  fac- 
ulty to  receive  a  Career  Development  Award 
from  the  National  Institutes  of  Health. 

Renewable  each  year  for  a  five-year  period,  the 
total  value  of  the  award  is  estimated  at  $70,000; 
It  will  enable  him  to  further  develop  his  studies 
on  the  role  the  kidneys  pla.v  in  the  cause  and 
development  of  high  blood  pressure. 

*  *    * 

Dr.  Ivan  W.  F.  Davidson,  assistant  professor 
of  pharmacology  at  the  Bowman  Gray  School  of 
Medicine,  is  the  recipient  of  a  "Lederle  Medical 
Faculty  Award." 

The  $15,978  award,  granted  by  the  Lederle  Lab- 
oratories Division  of  American  Cyanamid  Co.,  is 
designed  to  support  his  teaching  and  research 
activities  for  a  three-year  period. 

The  purpose  of  the  faculty  awards  program 
is  to  provide  recognition  and  incentive  to  full- 
time  faculty  members  who  have  broad  responsi- 
bilities in  undergraduate  medical  teaching  and 
to  encourage  them  to  remain  in  academic  medi- 
cine. 

Candidates  are  nominated  on  the  basis  of  their 
contributions  as  teachers,  scholars  and  scientific 
investigators. 

John  W.  Packer,  a  junior  medical  student  at 
the  Bowman  Gray  School  of  Medicine,  has  been 
elected  national  president  of  the  Student  Ameri- 
can Medical  Association. 

Packer,  a  native  of  Clinton,  was  elected  at  the 
annual  SAMA  meeting  in  Chicago.  He  has  served 
as  national  treasurer  of  the  organization  for  the 
past  year. 

*  *    * 

A  special  treatment  center  for  children  with 
rheumatoid  arthritis  was  formally  opened  May 
5  at  the  Bowman  Gray  School  of  Medicine  and 
North  Carolina  Baptist  Hospital. 

Located  in  the  outpatient  department  of  the 
medical  center,  the  new  unit  was  established 
through  a  $20,087  grant  from  the  National  Foun- 
dation March  of  Dimes.  It  is  directed  by  Dr. 
M'eston  M.  Kelsey,  professor  and  chairman  of  the 
Department  of  Pediatrics. 

Research  on  the  cause,  diagnosis  and  clinical 
course  of  juvenile  rheumatoid  arthritis  has  been 
conducted  at  the  medical  school  since  1962.  A 
clinic  for  the  study  and  care  of  children  with 
the  disease  was  set  up  more  than  a  year  ago. 

The  March  of  Dimes  grant,  awarded  last  Jan- 
uary, has  enabled  the  medical  center  to  broaden 


its  program  of  service  in  the  treatment  and  re- 
habilitation of  these  young  patients. 

*         *         ^ 

Dr.  Walter  J.  Bo,  professor  of  anatomy  at  the 
Bowman  Gray  School  of  Medicine,  has  been 
elected  president  of  the  Sigma  Xi  Club  in  Win- 
ston-Salem. Dr.  Bo,  vice  president  of  the  club 
for  the  past  year,  succeeds  Dr.  Harold  0.  Good- 
man, associate  professor  of  medical  genetics.  Dr. 
Warren  N.  Dannenburg,  research  assistant  pro- 
fessor of  biochemistrj',  was  elected  secretary- 
treasurer  of  the  club,  which  has  98  members. 
*    *    * 

Nine  papers,  prepared  at  the  Bowman  Gray 
School  of  Medicine,  were  presented  at  the  forty- 
eighth  annual  meeting  of  the  Federation  of 
American  Societies  for  Experimental  Biology  in 
Chicago.  Delivering  papers  were:  Drs.  Margaret 
C.  Conrad,  instructor  in  physiology;  Hugh  B. 
Lofland,  associate  professor  of  biochemistry; 
Charles  C.  Middleton,  instructor  in  laboratory 
animal  medicine;  Robert  S.  Pool,  assistant  profes- 
sor of  pathology;  Robert  W.  Prichard,  Dr.  Carlos 
E.  Rapela,  associate  professor  of  physiology;  Her- 
man E.  Schmid  Jr.,  assistant  professor  of  physiol- 
ogy; Franklin  Young,  research  associate  in  bio- 
chemistry; and  Miss  Carolyn  J.  Burdick,  graduate 
fellow  in  biochemistry. 

Up        ^        ^ 

Dr.  Henry  G.  Cramblett,  professor  of  pediatrics, 
participated  in  a  recent  symposium  on  Neonatal 
Syndromes  in  Baton  Rouge,  Louisiana.  He  lec- 
tured on  "Neonatal  Infections  Due  to  Common 
Environmental  Contaminants." 

Dr.  Richard  L.  Burt,  professor  of  obstetrics  and 
gynecology,  delivered  the  annual  Macy  Lecture 
at  Harvard  Medical  School.  He  spoke  on  "Dia- 
betes in  Pregnancy." 

sis        *        * 

Dr.  Harold  D.  Green,  professor  and  chairman 
of  the  Department  of  physiology,  was  a  visiting 
lecturer  at  St.  Luke's  Hospital,  New  York  City, 
on  April  28.  He  presented  seminars  on  "Auto- 
regulation  in  Pheripheral  Vascular  Beds." 

Dr.  J.  Stanton  King,  research  assistant  profes- 
sor of  biochemistry  in  the  Section  on  Urology, 
participated  in  the  twelfth  annual  Colloquium  on 
Protides  of  the  Biological  Fluids  April  28-May  4 
in  Bruges,  Belgium.  He  presented  a  paper  on 
"Ninhydrin-Positive  Compounds  in  Human 
Urine." 

Dr.  William  M.  McKinnej',  instructor  in  neurol- 
ogy, presented  a  paper  on  "Averaging  Technique 
in  Midline  Echoencephalography"  at  a  recent 
meeting  of  the  American  Academy  of  Neurology 
in  Denver,  Colorado. 

Dr.  James  L.  Quinn  III,  instructor  in  radiol- 
ogy, was  a  member  of  the  visiting  facultj'  for  the 
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New  England  Sj-mposium  of  Nuclear  Medicine  in 
Waterbury.  Connecticut.  He  presented  a  paper 
and  conducted  a  workshop  on  '"Lung  Scintiscan- 
ning." 

Dr.  Norman  M.  Sulkin,  professor  and  chairman 
of  the  Department  of  Anatomy,  will  begin  a  four- 
year  term  July  1  as  a  member  of  the  National 
Institutes  of  Health's  Anatomy  and  Pathology 
Fellowship  Review  Panel. 
+     *     * 

Dr.  Stuart  "W.  Lippincott,  research  iirofessor 
of  pathology,  has  been  reappointed  chairman  of 
the  Committee  on  Nuclear  Medicine  of  the  Ameri- 
can Medical  Association. 

*     *    * 

Dr.  Felda  Hightower,  associate  professor  of 
surgery,  has  been  elected  vice  president  of  the 
North  Carolina  Chapter  of  the  American  College 
of  Surgeons. 

+     *     * 

Dr.  A.  Robert  Cordell,  assistant  professor  of 
surgery,  has  been  elected  to  membership  in  the 
American  Surgical  Association. 

Dr.  C.  Glenn  Sawj'er,  professor  of  surgery, 
was  elected  to  membership  in  the  Association  of 
University  Cardiologists.  Dr.  James  F.  Toole, 
professor  and  chairman  of  the  Department  of 
Neurologj',  has  been  inducted  as  a  Fellow  of 
the  American  College  of  Physicians. 
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North   Carolina   State  Board   of   Health 

Charles  L.  Harper  of  Raleigh,  for  the  past  four 
j-ears  Director  of  the  Administrative  Services 
Division  of  the  State  Board  of  Health,  has  re- 
signed to  accept  a  position  with  the  District 
of  Columbia  Department  of  Health  in  Washing- 
ton, D.  C. 

Dr.  J.  W.  R.  Norton,  State  Health  Director,  in 
expressing  his  regret  in  Mr.  Harper's  leaving, 
said,  "Charles  Harper  has  done  an  outstanding 
job  for  North  Carolina  in  his  period  of  service 
with  the  State  Board.  His  fine  spirit  and  effective 
efforts  have  resulted  in  added  efficiency  and 
economy  in  the  State  Board's  operation.  I  con- 
gratulate Dr.  Grant  of  the  District  of  Columbia 
Health  Department,  on  securing  an  able  asso- 
ciate." 


Edgecombe-Nash  Medical  Society 

Dr.  Warfield  Garson  of  the  U.  S.  Pul^lic  Health 
Ser\1ce,  Washington,  D.  C,  addressed  the  Edge- 
combe-Nash Medical  Society  at  its  regular  month- 
ly meeting  on  May  13.  His  topic  was  "The  Diag- 
nosis, Treatment,  and  Control  of  Venereal  Dis- 
ease. Dr.  John  S.  Chamblee  was  program  chair- 
man. 


American  College  of  Radiology 

The  immediate  health  needs  of  a  patient  should 
not  be  replaced  by  concern  over  possible  radia- 
tion hazard  as  a  basis  for  deciding  whether  or 
not  to  make  an  x-ray  examination,  according  to  a 
spokesman  for  the  American  College  of  Radiol- 
ogy. 

The  same  qualifications  hold  true  for  women 
who  may  be  pregnant  as  for  anyone  else,  said 
Dr.  Antolin  Raventos  of  Philadelphia.  Dr.  Raven- 
tos,  an  associate  professor  of  radiology  at  the 
University  of  Pennsylvania,  spoke  as  chairman 
of  the  College's  Commission  on  Radiologic  Units, 
Standards  and  Protection. 

The  College  reaffirmed  its  position  that  med- 
ical judgement  must  be  the  deciding  factor,  in 
response  to  a  recent  statement  by  the  Interna- 
tional Commission  on  Radiological  Protection 
recommending  that  abdominal  and  pelvic  x-rays 
of  women  of  child-bearing  age  be  limited  to  the 
first  10  days  of  their  monthly  menstrual  cycles, 
a  period  when  pregnancy  is  least  likely. 

Dr.  Raventos  emphasized  that  his  comments 
concerning  radiation  hazards  apply  only  to  exam- 
inations performed  b3'  radiologists  or  other 
trained  physicians  using  modern,  reliable  equip- 
ment. "When  untrained  people  operate  unsafe 
equipment,  there  is  no  way  of  knowing  whether 
or  not  the  examination  was  justified  and  how 
much  unnecessary  radiation  exposure  resulted." 
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Caleb  Fiske  Fund 

The  Trustees  of  America's  oldest  medical  es- 
say competition,  the  Caleh  Fiske  Prize  Essay  of 
the  Rhode  Island  Medical  Society,  announced  as 
the  subject  for  this  year's  dissertation  "Recent 
Advances  in  the  Control  of  Respiratory  Virus 
Diseases,  Including  the  Exanthemata."  The  es- 
say must  be  typewritten,  double-spaced,  and 
should  not  exceed  10,000  words.  A  cash  prize  of 
$500  is  offered.  Essays  must  be  submitted  by 
December  11,  1964. 

For  complete  information  regarding  the  regula- 
tions write  to  the  Secretary,  Caleb  Fiske  Fund, 
Rhode  Island  Medical  Society,  106  Francis  Street, 
Providence,  Rhode  Island  0290.3. 

American  College  of  Gastroenterology 

The  annual  course  in  postgraduate  gastroenter- 
ology of  the  American  College  of  Gastroenterol- 
ogy will  be  given  at  The  Roosevelt  in  New  York 
City,  October  22,  23,  24,  1964. 

For  further  information  and  enrollment,  write 
to  the  American  College  of  Gastroenterology,  33 
West  60th  Street,  New  York,  New  York  10023. 


American  Medical  Association 

The  most  complete  catalog  of  medical  and 
surgical  motion  pictures  ever  compiled  has  been 
published  by  the  American  Medical  Association. 

The  new  book,  "MEDICAL  AND  SURGICAL 
MOTION  PICTURES,  lists  over  3,000  available 
motion  pictures  dealing  with  every  phase  of  the 
healing  arts.  Up-to-the-minute  listings  were  made 
possible  through  computer  processing. 

The  film  listings  are  divided  in  three  general 
categories:  basic  sciences,  clinical  medicine  and 
surgery,  and  para-medical  sciences.  It  is  then 
subdivided  into  some  600  specialty  subjects.  The 
films  are  listed  alphabetically  under  each  spe- 
cialty. 

The  catalog  is  available  at  the  cost  price  of 
$5.00  to  addresses  in  the  United  States,  U.  S.  pos- 
sessions, and  Canada;  §5.50  to  other  foreign  ad- 
dresses. Write  to  the  American  Medical  Associa- 
tion, 535  North  Dearborn  Street,  Chicago,  Illi- 
nois 60610. 


National   Society   for   Crippled   Children 
and  Adults 

Eleanor  J.  Bader  has  been  appointed  director 
of  care  and  treatment  service  of  the  National 
Society  for  Crippled  Children  and  Adults  it  is 
announced  by  Sumner  G.  Whittier,  executive  di- 
rector. 

Miss  Bader,  for  the  past  two  years  program 
consultant  on  the  National  Society  staff,  will  plan 
and  give  direction  in  the  development,  organiza- 


tion, staffing,  and  operation  of  rehabilitation  pro- 
grams serving  crippled  children  and  handicapped 
adults  of  Easter  Seal  affiliates  in  52  states  and 
territories. 

American  Hospital  Association 

Frank  S.  Groner,  administrator  of  Baptist  Me- 
morial Hospital,  Memphis,  Tennessee,  has  been 
selected  to  receive  the  American  Hospital  Asso- 
ciation's 1964  Justin  Ford  Kimball  Award. 

Th  award,  named  for  the  founder  of  the  Blue 
Cross  movement,  is  presented  each  year  to  an  in- 
dividual for  "outstanding  encouragement  given 
to  the  concept  of  prepaid  voluntary  health  care 
plans." 

World  Medical  Association 
United  States  Committee 

A  new  brochure  available  from  the  United 
States  Committee  of  The  World  Medical  Associa- 
tion advocates  greater  participation  in  private  in- 
ternational health  programs  by  American  phy- 
sicians to  insure  that  the  American  system  of 
medicine  and  U.  S.  world  medical  leadership  does 
not  perish  under  government  encroachment  and 
control. 

Entitled  Your  Leadership  Role  in  Free  World 
Medicine,  the  12-page  publication  covers  the  ac- 
complishments of  the  World  Medical  Association 
in  representing  the  viewpoint  of  private  medicine 
on  the  international  level.  W.M.A.  is  composed 
of  58  private  voluntary  national  medical  associa- 
tions in  as  many  countries,  hicluding  the  Ameri- 
can Medical  Association. 

The  United  States  Committee  of  W.M.A.,  which 
published  the  brochure,  is  a  special  supporting 
unit  of  W.M.A.  with  programs  and  services  for 
American  doctors  interested  in  improving  world 
health  standards  through  nongovernmental  co- 
operation. 

Dr.  Gerald  D.  Dorman,  secretary-treasiu'er  of 
the  United  States  Committee,  in  discussing  the 
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brochure,  said  "Our  free  enterprise  system  ol 
medicine  has  been  responsible  for  unparallelled 
advances  in  medical  science  since  World  War  II 
As  a  result,  the  United  States  has  become  the 
focal  point  of  medical  education  and  research  in 
the  world  today.  Every  American  doctor  has  in 
ternational  responsibilities  regardless  of  his  field 
of  practice,  and  he  should  pursue  them  with  the 
same  vitality  with  which  he  pursues  his  local 
obligations.  I  urge  every  American  physician  to 
read  our  brochure  so  that  he  may  see  and  under- 
stand his  role  in  influencing  international  med- 
ical developments. 

Doctors  may  obtain  their  copy  of  the  brochure 
upon  request  from:  The  World  Medical  Associa- 
tion, United  States  Committee,  Inc.,  10  Columbus 
Circle,  New  York,  N.  Y.  10019. 

International  Conference  on  Health  and 
Health  Education 

The  International  Union  for  Health  Education 
has  announced  that  the  VI  International  Con- 
ference on  Health  and  Health  Education  will 
be  held  in  Madrid,  Spain,  July  10-17,  1965.  The 
subject  of  the  conference  will  be  "Health  of 
Communities  and  Dynamic  of  Development." 

For  further  information  address  VI  Interna- 
tional Conference  on  Health  and  Health  Educa- 
tion, General  Secretary,  M.C.H.  (Public  Health 
Service),  Plaza  de  Espana  17,  Madrid  (13)  Spain. 

U.   S.  Department  of  Health,   Education 
AND  Welfare 

Food    and    Drug    Administration 

Attention  is  called  to  the  following  statement 
on  Tannic  Acid  and  Barium  Enema  Preparations 
which  appeared  in  the  Federal  Register  for 
March  21  as  an  addition  to  the  Statement  of  Gen- 
eral Policy  or  Interpretation  of  the  Food  and 
Drug  Administration. 

(a)  It  has  become  a  widespread  practice  for 
tannic  acid  to  be  added  to  barium  enemas  to  im- 
prove x-ray  pictures.  Tannic  acid  is  capable  of 
causing  diminished  liver  function  and  severe 
liver  necrosis  when  absorbed  in  sufficient 
amounts.  The  medical  literature  reports  a  num- 
ber of  deaths  associated  with  the  addition  of 
tannic  acid  to  barium  enemas.  There  is  a  lack  of 
scientific  evidence  to  establish  the  conditions,  if 
any,  under  which  tannic  acid  is  safe  and  effective 
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for  use  in  enemas.  Tannic  acid  for  rectal  use  to 
enhance  x-ray  visualization  is  regarded  as  a 
new  drug  within  the  meaning  of  section  201  (p) 
thjof  the  Federal  Food,  Drug,  and  Cosmetic  Act. 
(ta)  In  view  of  the  hazards  involved  when  tan- 
nic acid  is  used  in  barium  enemas,  any  ship- 
ments of  tannic  acid  labeled  to  come  within  the 
exemptions  under  502(f)  of  the  act  containing 
such  phrases  as;  "Caution;  For  manufacturing, 
processing,  or  repackaging,"  "For  prescription 
compounding,"  or  "Diagnostic  reagent — For  pro- 
fessional use  only"  will  be  regarded  by  the  Com- 
missioner of  Food  and  Drugs  as  misbranded  with- 
in the  meaning  of  section  502(f)  of  the  Federal 
Food,  Drug,  and  Cosmetic  Act  unless  the  label 
and  the  labeling  bear  conspicuously  a  warning  to 
the  effect;  "Warning — Not  for  use  in  enemas." 

(c)  Any  tannic  acid  intended  for  use  by  man 
and  found  within  the  jurisdiction  of  the  Federal 
Food,  Drug,  and  Cosmetic  Act  laljeled  contrary 
to  this  section  after  60  days  from  the  date  of 
its  publication  in  the  FEDERAL  REGISTER 
may  be  made  the  suljject  of  regulatory  proceed- 
ings. 

^     ^    ^ 

Public  Health  Service 

The  Division  of  Foreign  Quarantine  of  the  Pub- 
lic Health  Service  has  issued  a  series  of  health 
information  leaflets  for  travel  in  Latin  America, 
in  Africa,  in  Asia,  and  in  Europe.  The  leaflets  list 
required  and  recommended  vaccinations,  as  well 
as  such  health  protection  hints  as  what  to  eat  or 
drink — and  what  not  to.  There  is  also  a  general 
health  information  leaflet  for  prospective  travel- 
ers entitled  "So  You're  Going  Abroad"  and  an 
informative  booklet,  "Immunization  Informa- 
tion for  International  Travel." 

These  publications,  as  well  as  the  vaccination 
certificates  can  be  purchased  from  the  Superin- 
tendent of  Documents,  U.  S.  Government  Printing 
Office,  Washington  25,  D.  C.  The  leaflets  cost  five 
cents  apiece  or  $3.75  per  hundred.  The  certificate 
sells  for  ten  cents,  the  booklet  for  35  cents.  Phy- 
sicians may  obtain  single  free  copies  of  the 
leaflets  on  request. 

Hospital  Care   A.ssociation 

Hospital  Care  Association  benefit  payments 
averaged  more  than  $1  million  a  month  in  1963, 


according  to  the  annual  report  of  the  Blue  Cross 
and  Blue  Shield  organization  which  has  its  state 
headquarters  in  Durham. 

The  report  shows  that  a  total  payment  of  $14,- 
387,775  was  made  to  North  Carolina  hospitals  and 
doctors  for  Blue  Cross  and  Blue  Shield  members 
during  the  year,  an  increase  of  $3  million  over 
1962  payments. 

The  Association  celebrated  its  thirtieth  anni- 
versary on  August  5  and  benefit  payments 
reached  the  $100  million  mark  in  December. 

As  an  indication  of  the  continuing  growth  of 
Hospital  Care,  E.  M.  Herndon,  executive  vice- 
president,  noted  that  the  $200  million  mark  in 
benefit  payments  is  expected  to  be  reached  by 
1969. 

Hospital  Care  enrollment  continued  upward  in 
1963,  Herndon  said.  The  addition  of  29,431  new 
members  increased  total  membership  to  462,976 
at  year's  end.  This  gain  of  6.8  per  cent  was  the 
greatest  percentage  increase  shown  by  any  Blue 
Cross  Plan  in  the  nation  in  Hospital  Care  Asso- 
ciation's size  category  (200,000  to  500,000  mem- 
bers). 


Xortli  Carolina  Youth  Wins  Award  at  Science 
Fail- 
Wilson  Ayers  Clark,  Jr.,  17,  of  Kinston,  has 
won  a  summer  job  at  the  Armed  Forces  Institute 
of  Pathology  in  Washington,  D.  C,  together  with 
travel  expenses,  for  the  best  exhibit  related  to 
pathology  and  medical  technology  at  the  Science 
Fair-International  held  in  Baltimore  in  May. 

His  exhibit,  entitled  "Thalidomide  Induced 
Teratogenic  Differentiation  in  Chick  Embryos," 
shows  that  thalidomide  retards  the  ability  of 
chick  embryonic  cells  to  differentiate  into  nor- 
mal tissues.  The  laboratory  medicine  award,  pre- 
sented for  the  fourth  consecutive  year,  is  spon- 
sored by  the  Intersociety  Committee  for  Path- 
ology Information  and  the  National  Committee 
for  Careers  in  Medical  Technology. 

The  winner,  who  is  the  son  of  Mr.  and  Mrs. 
Wilson  A.  Clark,  Sr.,  is  a  senior  at  Grainger  High 
School  in  Kinston.  His  father  is  a  tobacco  buyer. 
He  plans  to  enter  the  University  of  North  Caro- 
lina in  September,  with  the  eventual  goal  of  go- 
ing to  medical  school  and  becoming  a  pathologist. 


WESTERN  CAROLINA'S  GREAT  SMOKIES  at  their  BEST  .  .  . 

A  wonderful  place  to  spend  a  night,  a  month  or  the  summer  .  .  .  RELAX 
and  forget  the  outside  world  .  .  .  ENJOY  a  vacation  in  a  most  wonderful  and 
comfortable  RESORT  .  .  .  RUSTIC  but  MODERN  .  .  .  RESTFUL  but  with 
many  kinds  of  fun-giving  facilities  .  .  .  For  the  LONER  or  FAMIILY  .  .  . 
Leave  the  hustle  and  bustle  of  the  outside  world  behind  and  RIDE,  SWIM, 
GOLF,  LOAF,  SUNBATHE,  FISH  and  REST  .  .  . 
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Book  Reviews 


A  History  of  Medicine  in  South  Carolina, 
1670-1823.  By  Joseph  I.  Waring.  M.D., 
with  a  foreword  by  Richard  H.  Shyrock. 
407  pages.  Price,  $7.50.  Columbia:  The 
South  Carolina  Medical  Association,  19G4. 

Plainh',  for  a  physician,  writing  a  history  of 
the  medicine  practiced  in  his  state  must  be  a 
true  labor  of  love.  He  must  see  with  the  eyes 
of  his  professional  ancestors  yet  restrain  him- 
self when,  because  of  his  superior  knowledge 
and  training,  he  could  vastly  simplify  their  office 
and  bedside  problems.  In  short,  he  cannot  sit  self- 
composed  on  a  comfortable  seat  of  judgment,  but 
is  compelled  to  make  himself  contemporary  with 
his  subjects.  If  the  medical  historian  has  diffi- 
cultj'  meeting  these  demands,  his  work  need  not 
lose  stature,  particularly  if  it  beguiles  its  read- 
ers to  project  themselves  into  the  period  and 
work  out  their  own   syntheses. 

Dr.  Joseph  I.  Waring's  history  beguiles  rather 
than  offers  the  "comprehensive  account  of  the 
development  of  medicine  of  South  Carolina  medi- 
cine" promised  by  the  dust  jacket  and  affirmed 
in  a  foreword  by  Dr.  Richard  H.  Shyrock.  Wil- 
liam H.  Welch  Professor  of  the  History  of  Medi- 
cine Emeritus  at  Johns  Hopkins.  Dr.  Waring,  a 
pediatrician,  editor  and  author  of  many  delight- 
ful medical  essays,  has  written  a  pleasant  and 
well-documented  account  of  early  South  Caro- 
lina medicine,  it  is  true,  and  deserves  our  grati- 
tude for  his  efforts.  His  selection  of  quotation 
and  illustration  for  the  body  of  the  work  is  apt, 
while  a  biographical  supplement  permits  the 
reader  a  longer  look  at  individual  physicians, 
including  such  illustrious  personages  as  David 
Ramsey,  William  Bull,  and  Alexander  Garden. 

Yet  because  he  has  done  so  well,  it  is  a  pity 
that  he  has  left  underdeveloped  several  signifi- 
cant themes  of  the  period.  At  times  such  defi- 
ciencies loom  so  forcefully  as  to  detract  from  the 
unity  of  his  tale.  Eighteenth  century  North 
American  was  English  in  orientation,  culture  and 
loyalty,  yet  this  influence  seems  incompletely 
appreciated  and  inadequatelj'  delineated.  Perhaps 
the  Atlantic  diluted  the  force  of  this  influence 
in  Charleston — for  Charleston  was  South  Caro- 
lina then — as  it  did  in  some  of  the  other  colonies. 
Still,  Franklin,  Jefferson,  Garden  and  the  Bar- 
trams,  among  others,  were  caught  up  in  the 
vigorous  intellectual  life  of  the  period.  One  has 
only  to  read  Lester  King's  delightful  Medical 
World  of  the  Eighteenth  Century  to  appreciate 
the  stimulating  political,  medical,  and  scientific 
strivings  merely  hinted  at   by   Dr.   Waring. 

The  eighteenth  century  also  saw  the  beginning 
of  the  Wesleyan  movement,  so  important  in 
changing  the  mores  of  both  England  and  the 
United  States.  John  Wesley,  that  "rational  fan- 
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atic,"  could  not  confine  his  energy  to  evange-  0si 
lism  and  theolog\%  but  allowed  it  to  spill  over 
to  Primitive  Physic.  First  published  in  1747,  Wes- 
ley's compendium  was  prepared  for  the  poorer  jsul 
classes  in  England  that  they  might  have  the  ad- 
vantage of  simple  and  effective  remedies  with- 
out paj'ing  the  physician's  or  apothecary's  fees. 
It  went  through  22  editions  during  the  next  one 
hundred  years,  evidence  that  its  author's  em- 
piricism was  attractive  to  a  public  being  con- 
ditioned to  blood-letting  purging,  cupping,  and 
other  vigorous  measures  sanctified  by  the  medi- 
cal opinion  of  the  day.  Such  medicine-cabinet 
practices  as  outlined  by  Wesley  must  have  flour- 
ished outside  Charleston,  but  little  reference  is 
made  to  them.  While  such  omission  may  be 
pardoned  because  of  lack  of  source  material, 
failure  to  note  the  invention  of  the  cotton  gin  in 
1793  as  a  potent  factor  in  South  Carolina  society 
emphasizes  an  all  too  common  practice  of  med- 
ical historians'  exclusion  of  physicians  from  their 
societies.  But  such  nearsightedness  is  shared  by 
the  august  Encyclopedia  Britannica,  1956  edition, 
which  mentions  William  Withering  only  once:  as 
the  first  man  to  describe  the  mineral  witherite. 
Certainly  digitalis  is  considerably  more  valuable 
to  mankind  and  deserves  mention  in  such  a 
standard  work,  while  the  cotton  gin  permitted  the 
entrenchment  of  slavery  and  an  agricultural 
revolution  in  the  South,  changes  which  must 
have  influenced  the  individual  behavior  of  phj'- 
sicians  if  not  their  medical  practices. 


Communicable    and    Infectious    Diseases. 

Franklin  H.  Top,  M.D..  editor,  with  25 
collaborators.  902  pages,  13.3  figures,  and 
15  color  plates.  Price,  $21.00.  Saint  Louis: 
The  C.  V.  Mosby  Company,  1964. 

The  advent  of  antibiotics,  viral  vaccines,  and 
other  means  of  controlling  infections  has  changed 
the  picture  of  communicable  and  infectious  dis- 
eases in  this  country,  both  clinically  and  epidem- 
iologically.  The  introduction  and  use  of  new, 
potent,  and  often  toxic  antibiotics  and  antibac- 
terial agents  make  it  necessary  that  a  book  such 
as  this  be  revised  periodically.  This  edition  has 
been  updated  to  include  most  of  the  recent  in- 
formation on  new  agents  and  their  use.  The 
figures  and  color  plates  are  classic,  and  repre- 
sentations of  infectious  diseases  in  themselves 
do  not  need  revision  from  edition  to  edition. 

It  is  somewhat  disappointing  that  certain  sec- 
tions of  the  book  dealing  with  antibacterial  ther- 
apy have  not  been  more  extensively  revised.  For 
example,  the  recommended  dosage  of  isoniazid 
for  use  in  tuberculous  meningitis  in  children  un- 
der 16  years  of  age  is  listed  as  8  to  10  mg. 
per  Kg.  of  body  weight  per  day.  Many  clinical 
investigators  would  disagree  with  such  a  low 
dosage  in  this  most  severe  form  of  tuberculosis. 
Moreover,  in  the  same  chapter,  it  is  stated  that 
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lulfadiazine  is  the  treatment  of  choice  for  menin- 
gococcal meningitis.  Recent  information  indicat- 
ng  increasing  resistance  of  meningococci  in  vivo 
,0  sulfonamides  would  suggest  that  penicillin 
nay  be  the  agent  of  choice. 

Dr.  Top  has  been  realistic  in  assigning  less  im- 
portance to  poliomyelitis,  since  this  disease  is 
rapidly  being  controlled  by  the  use  of  vaccines, 
ind  at  the  same  time  increasing  the  material  re- 
lated to  more  recently  recovered  viruses  and  the 
iiseases  they  produce. 

Over  all,  this  book  remains  an  excellent  source 
of  reference  for  medical  students,  house  officers, 
and  practitioners  of  medicine  who  treat  patients 
with  infectious  and  communicable  diseases. 


Tne  Montn  in  Wasnin^ton 

The  American  Medical  Association  and 
the  American  Pliarmaceutical  Association 
have  warned  Congress  that  too  stringent 
regulations  for  clinical  testing  could  result 
in  valuable  new  drugs  not  being  approved. 

The  two  associations  testified  before  a 
House  Government  Operations  subcommit- 
tee, headed  by  Rep.  L.  H.  Fountain  (D., 
N.C.)  during  its  study  of  drug  safety  re- 
cjuirements  from  both  government  and  in- 
dustry aspects. 

In  another  development,  a  federal  dis- 
trict court  held  that  regulations  of  the  U.  S. 
Food  and  Drug  requiring  repetition  of  the 
generic  names  of  prescription  drugs  in  label- 
ing and  advertising  each  time  brand  names 
are  mentioned  are  not  valid. 

After  a  Silver  Spring,  Maryland,  phy- 
sician pleaded  "no  contest"  to  five  counts 
of  an  indictment,  the  FDA  said  it  would  rec- 
ommend that  the  Department  of  Justice  take 
vigorous  action  against  anyone  suspected 
of  falsifying  drug  research  records.  The 
Silver  Spring  physician  had  been  indicted 
on  charges  of  submitting  false  reports  of 
clinical  studies  of  five  new  drugs. 

"While  scientists  in  general  have  the 
highest  integrity  and  the  falsification  of  re- 
search data  is  the  rare  exception,  this 
Agency  views  such  falsification  when  it  does 
occur  as  a  menace  to  the  public  health," 
FDA  Commissioner  George  P.  Larrick  said. 

The  American  Medical  Association  testi- 
fied that  "even  the  most  extensive  pre-mar- 

From   the  Washington  Office  of  the   American   Medical 
Association. 


keting  clinical  tests  cannot  alwaj's  be  relied 
upon  as  completely  predictive  of  human 
toxicity." 

Dr.  Hugh  H.  Hussey,  director  of  the 
AMA's  Division  of  Scientific  Activities,  told 
the  subcommittee  that  "it  is  entirely  pos- 
sible that  more  lives  could  be  lost  by  keep- 
ing a  valuable  drug  off  the  market  during 
extensive  clinical  trials  than  would  be  saved 
by  gaining  a  precise  knowledge  of  the  exact 
type  and  incidence  of  all  side  effects." 

"Physicians  realize  that  no  drug  can  be 
considered  completely  safe.  There  is  al- 
ways an  element  of  risk,  no  matter  how 
small,  whenever  a  chemical  agent  is  ad- 
ministered to  a  patient.  That  risk  can  be 
minimized  by  adequate  animal  testing  and 
pre-marketing  clinical  trials;  it  can  never 
be  eliminated." 

Cautioning  against  government  regula- 
tions that  become  unnecessarily  burden- 
some and  restrictive.  Dr.  Hussey  said  the 
vital  knowledge  about  drug  toxicity  "can  be 
obtained  only  by  utilizing  the  combined  ex- 
perience of  the  ultimate  evaluators  of  drug 
safety — the  well  informed  practicing  phy- 
sicians of  the  United  States." 

He  pointed  out  that  it  is  now  known  that 
the  antibiotic  chloramphenicol  (Chloromy- 
cetin) can  produce  aplastic  anemia. 

"The  incidence  of  this  adverse  reaction 
has  been  estimated  from  as  much  as  one  in 
60,000  to  as  little  as  one  in  225,000,"  he 
noted. 

"Using  the  high  incidence  figure,  it  can 
be  seen  that,  statistically,  it  would  be  pos- 
sible to  treat  60,000  patients  with  the  drug 
before  a  single  case  of  aplastic  anemia  oc- 
curred," Dr.  Hussey  testified.  "It  is  imprac- 
tical and  unreasonable  to  conduct  clinical 
tests  of  this  magnitude." 

"Like  animal  tests,  then,  pre-marketing 
clinical  trials  are  subject  to  certain  limita- 
tions and  can  never  supplant  widespread 
clinical  use  as  a  means  of  assessing  the  ulti- 
mate hazards  of  a  drug." 

The  American  Pharmaceutical  Associa- 
tion said  that  it  was  "concerned  that  the 
hysteria  of  the  moment  about  drug  safety 
could  develop  into  an  unwritten  protocol 
of  indecision  and  delay." 

William   S.  Apple,   executive  director  of 
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the  APA,  said  "the  general  pubhc  and  in- 
dividual patients  must  be  informed  that  a 
benefit-to-risk  ratio  will  always  exist,  and 
that  every  effort  is  being  made  to  reduce 

the  risk  and  increase  the  benefit." 
*   *   * 

The  American  Medical  Association  has 
reiterated  its  opposition  to  military  veterans 
getting  free  hospital  services  for  non-serv- 
ice-connected disabilities  and  illnesses. 

Dr.  Russell  B.  Roth  of  Erie,  Pa.,  a  con- 
sultant at  the  Erie  Veterans  Administration 
Hospital,  and  Dr.  David  B.  Allman  of  Altan- 
tic  City,  N.  J.,  a  past  president  of  the  AMA, 
spoke  for  the  AMA  at  a  hearing  of  the  House 
Veterans  Subcommittee  that  was  consider- 
ing legislation  that  would  expand  the  free 
government  hospital  services  available  to 
veterans  with  non-service-connected  med- 
ical conditions. 

Roth  singled  out  for  special  criticism  two 
bills  that  would  expand  outpatient  services. 

"At  the  lowest  estimate,"  Dr.  Roth  said, 
"these  two  bills  would  make  some  four  mil- 
lion men  eligible  for  complete  outpatient 
care,  dental  as  well  as  medical;  either  bill 
alone  would  make  over  two  million  men 
eligible,  without  regard  to  either  a  medical 
determination  of  service  connection  or  the 
veteran's  abilitj-  to  meet  the  cost  of  such 
cai-e. 

Dr.  Allman  reviewed  the  Association's 
two  general  policies  on  the  cjuestion  of  fed- 
eral responsibility  for  veterans'  medical 
care: 


WANTED:  Doctor  uho  is  eligible  for  N.  C.  lic- 
ense, for  general  practice  and  obstetrics,  con- 
nected with  a  140  bed  hospital  and  out-patient 
clinic.  Salary  $1500.00  i)er  month  with  possi- 
bility of  partnership  in  6  to  12  months.  Write: 
Dr.  W.  D.  .James,  Hamlet,  N.  C. 

OFFICE  FOR  REXT,  fully  e(|ulpped  and  in  good 
location.  Recently  vacated  on  ac<'ount  of  my 
disability.  Bryan  C.  West,  M.i).,  ll:j  East  Gor- 
don Street,  Kinston,  X.  C. 

Pedis  office  built  1!».57,  unit  of  Medical  Village, 
Inc.,  KilO  Vaughan  Road,  Rurlington,  X.  C,  Dr. 
.1.  W.  Lynn,  .Jr. 

E\<'ellcnt  Opportunity  for  (General  Pratlitioner — 
Recently  vacated  fully  etpiipped  office  for  sale 
or  lease  in  Salisbury,  N.  ( '.  Contact  C.  T.  Hari-is, 
Jr.,  M.D..  42.J  Roberts  SI.,  Salisbury,   X.  C. 

Physician  Wanted:  Physician  interested  in  gen- 
eral practice;  excellent  opportunity.  Piedmont 
section.  Reply  in  care  of  the  Journal.  84-122-6. 


-The  first,  that  the  best  medical  careB'^'i 
possible  should  be  pro\ided  to  veterans  whop"^ 
need  treatment  for  conditions  incui 
aggravated  by  their  military  service 

" — And  the  second,  that  the  best  possible 
medical  care  should  be  avilable  to  all  Amer 
icans  ^■^Z" 
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tempting  strazvberry  taste  treat 
for  yom^  iron-clejicient  patients 


zentron  Chewabib 


Iron,  Vitamin  B  Complex,  and  Vitamin  C 


Combines  iroyi  with  B  complex  vitamins  in  a  cJicwable  tablet 

Additional  information  available  upon  request.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana.  fl00T37 
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For  the  "modern  Cinderella" 


enhances  any 
acne  treatment 


"...No  other  disease  has  caused 
so  much  feeling  of  inferiority"  as 
acne.'  pHisoHex  "...is  a  valuable 
part  of  the  management. ..since  in 
addition  to  its  defatting  and  cleans- 
ing properties,  it  offers  an  antibac- 
terial action  which  reduces  skin 
bacterial  flora. "^ 

In  a  series  of  42  patients,  none 
"...failed  to  improve,"  when 
pHisoHex  was  added  for  the  wash.' 
In  another  series  of  67,  acne  le- 
sions "...cleared  in  a  matter  of 
one  to  two  weeks"  in  50  per  cent 
with  pHisoHex."  In  another  series 
of  100  patients  using  pHisoHex 
and  pHisoAc",  79  showed  excel- 
lent or  good  improvement.' 
The  frequent  exclusive  use  of 
pHisoHex  enhances  adsorption  of 
its  3%  hexachlorophene  content 
to  the  skin;  there  it  remains  as  a 
tenacious  film  to  fight  bacteria  be- 
tween washings.  pHisoHex  cleans 
thoroughly  — is  nonalkaline,  hypo- 
allergenic  and  "kind"  to  the  skin. 
Three  to  four  washings  a  day  are 
needed  for  constant  degerming  of 
skin,  faster  and  better  results. 
pHisoAc  Cream  dries,  peels  and 
masks  lesions  — helps  prevent 
comedones,  pustules  and  scarring. 
Contains  colloidal  sulfur  6  per 
cent,  resorcinol  1.5  per  cent  and 
hexachlorophene  0.3  per  cent. 

How  supplied:  pHisoHex  is  available  in 
unbreakable  squeeze  bollles  of  5  oz. 
and  1  pint,  in  unbreal^able  plastic  bot- 
tles of  1  gallon  and  in  combination  pack- 
age witti  pHisoAc  Cream. 

References:  1.  Szymansl<i.  F.  J.:  Indust. 
Med.  30498,  Nov.,  1961.  2.  Waxier,  Louis: 
CIm.  Med.  70  404.  Feb.,  1963.  3.  Hodges, 
F.  T.:  GP  14:86,  Nov.,  1956.  4.  McLean, 
I.  E.  D.;  Gratiam.  K.  T.,  and  East,  M.  O.: 
Practitioner  189.82,  July,  1952. 
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Balance  in  Medicine 

The  Honorable  L.  H.  Fountain* 
Washington,  D.  C. 


The  pvirpose  of  this  paper  is  to  discuss 
one  of  the  problems  of  the  medical  profes- 
sion that  relates  to  the  work  of  the  Inter- 
governmental Relations  Subcommittee,  of 
which  I  am  chairman.  I  refer  specifically  to 
the  problem  of  maintaining  a  proper  balance 
among  the  components  of  medicine :  practice 
(or  service),  research,  and  teaching. 

Balance  in  Nature 

Nature  represents  a  remarkable  balance, 
with  every  living  creature  depending  for 
its  existence  on  something  else.  Consequent- 
ly, upsets  in  nature  usually  result  from  the 
simple  but  tremendously  important  fact 
that  this  dependence  has  been  interrupted. 

A  typical  example  of  such  an  upset  occur- 
red when  the  mongoose,  heretofore  un- 
known to  the  West  Indies,  was  deliberately 
imported  to  these  islands  from  India  in  the 
1870's.  Because  the  mongoose  was  a"natural 
enemy"  of  the  rat,  which  annually  destroyed 
about  one  fifth  of  the  sugar  crop,  it  was  felt 
that  its  introduction  would  prove  an  eco- 
nomic boon. 

The  first  five  mongooses  (I  understand 
that  this  rather  than  mongeese  is  the  plural) 
were  brought  to  Jamaica  in  1872.  Within  ten 
years  they  had  so  multiplied  and  had  attack- 
ed the  rats  with  such  vigor  that  of  the  four 
species  of  rats  known  to  the  island,  one  had 
disappeared  completely;  another  had  become 
virtually  extinct;  another  had  ceased  to 
menace  the  sugar  crop;  and  the  fourth  had 
saved  themselves  only  by  taking  to  the 
trees.  In  short,  the  rat  problem  seemed  to 
be  licked. 

Accordingly  the  mongoose  was  introduced 
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to  all  the  other  West  Indian  islands.  And  ex- 
cept on  a  few,  where  native  species  with  a 
natural  antipathy  to  the  mongoose  kept 
them  from  getting  a  foothold  (or  perhaps  it 
could  be  more  properly  described  as  a 
strangle-hold ) ,  they  made  such  inroads  on 
the  rodent  population  that  rats  became  in- 
creasingly rare.  Then  the  mongoose  began 
ravaging  other  animals:  birds  that  fed  or 
nested  on  the  ground;  snakes,  lizards,  am- 
phibians, and  land  crabs.  In  some  cases  they 
even  took  to  destroying  the  sugar  crop  they 
had  been  brought  to  protect. 

Largely  because  of  the  mongoose,  more 
kinds  of  animals  have  been  exterminated  in 
the  West  Indies  in  a  relatively  brief  period 
than  on  the  entire  North  American  con- 
tinent since  1492.  Many  other  species  are 
virtually  extinct.  Mongooses,  however,  are 
almost  everywhere,  and  no  small  animals 
are  safe  from  them.  Fully  grown  dogs  and 
cats  can  protect  themselves,  but  they  are 
usually  kept  indoors  to  keep  down  the  rats 
and  mice,  who  have  found  houses  their  only 
real  haven  from  the  mongoose. 

Now  the  West  Indians  are  trying  to  find 
some  way  to  get  rid  of  the  mongoose. 

Are  Research  Grants  Upsetting  the  Balance 
in  Medicine? 

Just  as  the  balance  of  nature  is  determin- 
ed by  a  mutual  relationship  between  organ- 
isms, so  too  the  stability  of  social  institu- 
tions is  affected  by  the  interrelationship  of 
their  parts. 

Medicine  is  confronted  today  by  many 
problems  of  balance.  In  this  discussion  I 
propose  to  touch  upon  but  one:  the  question 
of  whether  the  federal  government's  very 
generous  support  of  medical  research  has 
created  manpower  shortages  in  other  areas, 
particularly  medical  practice. 

It  is  estimated  that  in  the  next  fiscal  year 
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the  federal  go\'eniment  will  spend  more 
than  one  billion  dollars  for  medical  research 
and  an  additional  one-third  of  a  billion  dol- 
lars for  health-related  training.  Ever}'  citi- 
zen is  benefited  in  one  way  or  another  by 
these  activities,  as  well  as  b}^  the  govern- 
ment's related  expenditures  for  preventive 
and  communit}'  services  and  hospital  con- 
struction. 

While  a  number  of  federal  agencies  are 
concerned  with  health-related  research,  the 
National  Institutes  of  Health  account  for 
more  than  60  per  cent  of  the  total.  Similar^, 
NIH  is  the  principal  source  of  training  funds 
in  medical  and  other  health-related  fields. 

Since  NIH  is  now  the  major  source  of  fed- 
eral grants  for  medical  research,  I  think  it 
useful  to  review  the  magnitude  of  that 
agency's  growth.  NIH  appropriations,  ex- 
cluding construction  funds,  ha\'e  increased 
from  a  level  of  approximately  50  million 
dollars  in  1950  to  about  900  million  in  the 
current  fiscal  year,  and  the  President  has 
requested  $957.4  million  for  1965.  This 
would  mean  an  NIH  budget  of  over  one  bil- 
lion dollars  for  the  next  fiscal  year,  includ- 
ing the  health  research  facilities  program. 
More  than  80  per  cent  of  this  money  is  spent 
in  the  form  of  grants  for  the  support  of  re- 
search and  training,  the  remainder  being 
spent  mostl}'  in  its  own  laboratories.  The 
grant-supported  activities  are  carried  on 
predominant^  in  medical  schools,  hospitals, 
and  other  research  and  educational  institu- 
tions. Few  programs  in  the  history  of  our 
nation  have  grown  so  rapidly  and  been  sup- 
ported so  generously  by  the  Congress. 

We  would  all  agree,  I  think,  as  to  the 
propriety  and  wisdom  of  government  sup- 
port of  medical  research.  The  federal  gov- 
ernment has  a  vital  interest  in  fostering  re- 
search and  other  acti\'ities  designed  to  im- 
prove the  nation's  health.  Moreover,  as  a 
major  supplier  and  purchaser  of  hospital  and 
medical  services  I  in  Veterans  Administra- 
tion, military,  and  Public  Health  Service 
hospitals,  and  through  public  assistance  and 
other  aid  programs),  the  government  also 
has  a  special  interest  in  reducing  those  costs 
through  efforts  to  prevent  and  control  ill- 
ness. 

During  my  years  in  Congress  I  have  con- 


sistently supported  legislation  for  these  vital 
research  programs.  At  the  same  time  I  did 
not  hesitate  to  speak  out  when  my  subcom- 
mittee found  that  these  same  programs 
were  being  mismanaged.  I  firmly  believe 
that  these  programs,  like  all  other  federal 
programs,  must  meet  the  test  of  efficient 
and  economical  administration  if  the  interest 
of  the  Ajnerican  taxpayer  is  to  be  protected. 

The  field  of  medicine  may  be  said  to  be  in 
a  state  of  balance  when  there  is  an  optimum 
distribution  of  doctors  between  the  major 
areas  of  practice  on  the  one  hand,  and  re- 
search and  teaching  on  the  other. 

We  have  passed  through  a  period  during 
\\-hich  the  output  of  our  medical  schools  has 
failed  to  keep  pace  with  our  population 
growth.  As  one  result,  the  hospitals  in  our 
large  cities  are  heavily  dependent  upon 
foreign-trained  doctors;  as  another,  many  of 
our  rural  areas  are  inadeciuately  ser\'ed.  It 
should  be  recognized,  of  covu'se,  that  the  pro- 
ductivity of  the  doctor  has  been  increased 
through  medical  advances,  including  im- 
pro\-ed  drugs  and  techniques,  so  that  doctor- 
patient  ratios  do  not  tell  the  full  story. 

The  balance  in  medicine  has  been  disturb- 
ed even  more  by  the  massive  federal  ex- 
penditures for  medical  research  and  train- 
ing. These  funds  have  served  principally  to 
divert  manpower  from  medical  service  to 
research,  and  to  some  extent  from  teach- 
ing to  research.  On  the  training  side,  federal 
money  has  not  increased  the  number  of  doc- 
tors. It  has,  however,  increased  the  supply 
of  some  highly  trained  medical  specialists, 
primarily  for  research,  at  the  expense  of  the 
general  practitioner.  At  the  same  time,  fed- 
eral research  and  training  funds  have  un- 
doubtedly improved  the  quality  of  medical 
education. 

Given  a  situation  in  which  medical  school 
enrollments  are  relatively  constant,  it  is 
obvious  that  the  more  monej^  the  govern- 
ment offers  for  research,  under  favorable 
terms,  the  more  likel^y  it  is  to  upset  the  man- 
power balance  in  the  field  of  medicine.  An 
increasing  proportion  of  the  limited  supply 
of  our  future  doctors  are  attracted  to  re- 
search careers.  Men  already  in  practice  be- 
come interested  in  the  new  research  and 
training  opportunities  on  a  full-  or  a  part- 
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time  basis.  And  tlie  doctor  who  miglit  other- 
wise be  a  dedicated  teacher  finds  there  is 
considerably  more  prestige,  recognition, 
freedom,  and  perlraps  pay,  in  pursuing  a  re- 
search career. 

How  Much  Research  Is  Enough? 


We  are  not  asking,  "Is  research  good  for 
societ}'?"  The  answer  to  that  is  a  resounding 
yes.  We  are  asking  instead,  "How  much  re- 
search is  desirable?"  The  answer  to  that 
cjuestion  involves  two  basic  considerations: 
(1)  the  quality  and  the  importance  of  the 
research;  and  (2)  the  translation  of  research 
findings  into  practice.  The  second  point,  re- 
lating to  how  we  can  take  advantage  of  the 
fruits  of  research,  is  of  great  importance,  but 
time  will  not  permit  us  to  explore  it  now. 
We  shall  focus  instead  on  the  importance 
and  relative  ciualitj^  of  research  in  the  con- 
text of  how  much  research  it  is  desirable  for 
the  government  to  support. 

First,  I  should  like  to  point  out  that  NIH 
operates  under  a  highly  unusual  pattern  of 
appropriations.  Appropriations  for  NIH  pro- 
grams have  not  followed  the  usual  course  by 
which  the  President's  requests  are  either  ap- 
proved as  submitted  or  in  a  somewhat  modi- 
fied form,  or  are  reduced  or  denied  entirely 
by  the  Congress.  Instead,  except  for  last 
year,  when  the  President  recommended 
greatly  increased  funds  over  the  previous 
year,  the  President's  budget  and  recom- 
mendations for  the  agency  have  been  con- 
sistently increased  by  the  Congress  during 
the  past  12  years — in  many  years  by  more 
than  a  third.  The  President's  budgetary 
recommendations  to  the  Congress  are  predi- 
cated on  the  assumption  that  the  grants 
NIH  has  already  made  are  worth  supporting 
and  are  being  used  efficiently  (the  latter  is 
open  to  some  question  in  view  of  the  studies 
of  our  subcommittee),  and  they  also  allow 
for  the  orderly  funding  of  new  grants.  When 
Congress  increases  the  President's  recjuest, 
we  assume  further  that  many  more  impor- 
tant research  projects  are  ready  to  be  done 
and  that  manpower  is  available  to  undertake 
them.  In  terms  of  our  criteria  of  quality  and 
balance,  these  may  be  very  questionable  as- 
sumptions. 

In  June,  1962,  the  House  Committee  on 


Government  Operations  issued  a  report  on 
the  "Administration  of  Grants  by  the  Na- 
tional Institutes  of  Health."  In  that  report, 
the  committee  called  attention  to  the  fact 
that,  according  to  the  NIH  criteria  for  rating 
grant  projects,  the  average  quality  of  such 
projects  has  been  steadily  declining  in  re- 
cent years.  The  proportion  of  the  best  pro- 
jects has  declined,  while  the  proportion  of 
low-priority  projects  has  increased.  The 
committee  could  not  escape  the  conclusion 
that  the  large  annual  increases  in  the  NIH 
appropriation  in  past  years  had  probably 
contributed  to  the  increasing  support  of 
lower  quality  research.  It  reached  this  con- 
clusion even  though  it  was  aware  that  all 
projects  supported  by  NIH  were  found  by 
consultants  to  possess  scientific  merit. 

NIH  review  system 

Research  projects  are  reviewed  for  tech- 
nical merit  by  panels  of  experts  at  NIH,  but 
projects  do  not  have  to  compete  against  each 
other  for  support.  Each  panel,  or  "study  sec- 
tion" as  it  is  called,  operates  in  a  narrow 
field  of  specialization  and  has  no  limitation 
on  the  number  of  projects  that  it  can  ap- 
prove for  support.  Every  project  found  to  be 
technically  sound  by  the  study  section  in  a 
particular  field  is  approved,  assigned  a  prior- 
ity rating,  and  sent  to  the  advisory  council 
of  one  of  the  Institutes  for  final  review.  The 
priority  rating  only  comes  into  play  if  there 
are  insufficient  funds  to  support  all  projects. 

The  NIH  review  system  suffers  from  the 
same  weaknesses  which  Dr.  Alvin  M.  Wein- 
berg, director  of  the  Oak  Ridge  National 
Laboratory,  has  so  ably  observed  with  re- 
ference to  panels  of  the  President's  Science 
Advisory  Committee.  Dr.  Weinberg  wrote  in 
an  excellent  article  entitled  "Criteria  for 
Scientific  Choice": 

The  panel  system,  however,  suffers  from  a 
serious  weakness.  Panels  usually  consist  of 
specialized  experts  who  inevitably  share  the 
same  enthusiasms  and  passions.  To  the  expert 
in  oceanographj-  or  in  high-energy  physics, 
nothing  seems  quite  as  important  as  oceano- 
graphy or  high-energy  physics.  The  panel, 
when  recommending  a  program  in  a  field  in 
which  all  its  meml^ers  are  interested,  invariably 
argues  for  better  treatment  of  the  field — more 
money,  more  people,  more  training. 

The  panel  sj'stem  is  weak  insofar  as  judge, 
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jury,  plaintiff,  and  defendant  are  usually  one 
and  the  same. 

The  panel  is  able  to  judge  how  competently 
a  proposed  piece  of  research  is  likelj'  to  be  car- 
ried out;  its  members  are  all  experts  and  are 
likely  to  know  who  are  the  good  research  work- 
ers in  the  field.  But  just  because  the  panel  is 
composed  of  experts,  who  hold  parochial  view- 
points, the  panel  is  much  less  able  to  place  the 
proposal  in  a  broader  perspective  and  to  say 
whether  the  research  proposal  is  of  much  in- 
terest to  the  rest  of  science. 

The  review  procedures  of  NIH  provide  a 
meclianism  for  e\'aluating  how  well  a  par- 
ticular research  project  is  likely  to  be  done. 
But  NIH  panels,  composed  of  specialists  and 
ad\-ocates  of  the  field  under  review,  do  not 
bring  to  bear  what  Dr.  Weinberg  calls  the 
"external"  criteria,  concerned  with  whether 
the  research  should  be  supported  at  a  given 
level,  or  even  supported  at  all,  in  terms  of  its 
importance  relative  to  other  fields  of  science. 
With  its  great  abundance  of  monej^  NIH, 
in  effect,  awards  grants  to  virtually  every 
investigator  who  has  the  proper  academic 
credentials  and  institutional  affiliation,  and 
who  submits  a  research  proposal  that  mus- 
ters a  passing  grade  from  a  group  of  fellow 
investigators  in  his  particular  field  of  speci- 
alization. Under  present  practice,  NIH  sup- 
ports virtually  all  projects  found  by  its  out- 
side consultants  to  have  scientific  interest, 
regardless  of  relative  quality  and  impoi-- 
tance.  The  test  is  not  excellence,  but  rather 
a  minimum  standard  of  acceptability.  The 
superior  projects  constitute  only  one-fourth 
of  all  projects  that  are  approved. 

I  was  impressed,  in  this  connection,  by  the 
testimony  of  Dr.  Vannevar  Bush,  now  the 
honorary    chairman    of   the    Massachusetts 
Institute  of  Technology,  when  he  appeared 
last  winter  before  the  House  Select  Commit- 
tee on  Government  Research.  The  establish- 
ment of  the  Select  Committee  was  evidence 
of  the   concern   in   the   Congress  over   the 
tremendous  expansion  and  possible  duplica- 
tion of  science  programs  in  recent  years. 
Dr.  Bush  said: 
The    spectacular    success    of   applied    research 
during  the  war  led  to  a  fallacy  entertained  by 
many.  It  is  that  any  problem  can  be  solved  by 
gathering  enough   scientists  and  giving  them 
enough  money.   To  solve  the  problem  of  the 
common  cold,  assemble  a  great  institution,  fill 
it  with  scientists  and  money,  and  soon  we  will 


have  no  more  colds.  It  is  folly  to  thus  proceed. 
The  great  scientific  steps  forward  originate  in 
the  minds  of  gifted  scientists,  not  in  the  minds 
of  promoters.  The  best  way  to  proceed  is  to  be 
sure  that  really  inspired  scientists  have  what 
they  need  to  work  with,  and  then  leave  them 
alone. 

He  added: 

If  the  country  pours  enough  money  into  re- 
search, it  will  inevitably  support  the  trivial  and 
the  mediocre.  The  supply  of  scientific  man- 
power is  not  unlimited. 

The  Need  for  Clearer  Evaluation  of 
Objectives 

1  think  that  we  as  a  nation  must  face  up 
to  the  task  of  making  a  sharper  evaluation 
of  our  objectives  in  the  NIH  research  grant 
programs.  A  proper  evaluation  ought  to  take 
into  account  c^uestions  such  as  these: 

Is  the  meaningful  research  confined  to  a 
relatively  few  gifted  in\-estigators,  or  are 
significant  contributions  made  also  by  a 
high  proportion  of  those  who  receive  gov- 
ernment research  support? 

Are  the  present  grant  policies  and  the 
a^•ailabilit3^  of  almost  unlimited  funds  at- 
tracting too  many  medical  doctors  to  re- 
search careers,  to  the  detriment  of  medical 
service? 

Is  the  federal  government  getting  dim- 
inishing returns  from  its  ever-increasing  re- 
search expenditures? 

These  questions,  of  course,  are  basic  to 
the  balance  in  medicine,  and  ought  to  be 
carefully  studied.  Here  is  an  opportunity 
for  medical  statesmanship. 

During  the  past  several  years,  I  have  had 
considerable  exposure  to  problems  in  the 
field  of  medicine  in  connection  with  my  com- 
mittee duties  in  the  Congress.  While  this 
work  has  been  primarily  concerned  with  the 
management  of  the  government-supported 
research  programs,  the  experience  has  been 
broadening.  And  my  understanding  of  the 
complex  field  of  medicine  has  been  broad- 
ened still  further  these  past  few  months  as 
my  subcommittee  engaged  in  a  study  of  the 
safety  of  drugs,  with  particular  reference 
to  the  Food  and  Drug  Administration's 
handling  of  New  Drug  Applications  for  cer- 
tain drugs  removed  from  the  market  because 
of  dangerous  side-effects.  Our  Drug  Safety 
study  is  still  in  progress,  and  I  am  hopeful 
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that  our  work  in  this  important  area  will  be 
beneficial  to  the  medical  profession  as  well 
as  to  the  general  public. 

As  a  fairly  well  informed  observer,  but  not 
a  professional,  in  the  medical  field,  I  per- 
sonally feel  that  many  research  projects  that 
have  been  brought  to  my  attention  are  not 
of  the  importance  or  quality  that  Congress 
had  in  mind  when  appropriating  funds  for 
this  purpose.  Some  of  these  projects,  more- 
over, have  involved  large  amounts  of  money. 
Although  our  committee  issued  two  reports 
and  published  two  hearings  dealing  with 
the  administration  of  the  NIH  grant  pro- 
grams, I  and  the  committee  have  received 
relatively  few  letters  from  doctors  addres- 
sing themselves  to  the  issues  I  have  talked 
about  today. 

The  mail  we  have  received  has  come  very 
heavily  from  grant  supported  investigators, 
most  of  whom  have  written  to  express  their 
fears  concerning  the  Public  Health  Service 
grants  or  the  studies  of  our  committee. 
Within  the  limits  of  my  office  resources,  I 
have  tried  to  reply  promptly  and  responsive- 
ly  to  letters  from  doctors  and  other  members 
of  the  scientific  community,  because  I  think 
it  important  that  the  scientist  and  the  poli- 
tician communicate  effectively,  and  avoid 
misunderstanding  in  these  matters. 

Along  these  lines,  the  North  Carolin.a. 
Medical  Journal,  last  July,  printed  a  short 
editorial  entitled  "The  NIH  and  L.  H.  Foun- 
tain," based  upon  an  article  which  had  ap- 
peared in  another  scientific  publication. 
While  I  am  sure  the  editorial  was  intended 
to  be  helpful,  it  conveyed  the  mistaken  im- 
pression that   a   "controversj^"   existed   be- 


tween  the   NIH   Director    and    me    which 
might  be  resolved  by  a  luncheon  meeting. 

I  wrote  the  editor  at  the  time  that  I 
thought  the  Journal  could  make  a  real  con- 
tribution by  examining  the  issues  raised  by 
our  Committee,  and  by  others,  with  respect 
to  the  government's  health  research  pro- 
grams. I  still  think  so. 

Conclusion 

Many  articles  have  appeared  in  the  press 
in  the  past  few  years  dealing  with  the  doctor 
shortage,  and  some  with  the  unfavorable 
effects  of  the  Government's  large  expendi- 
tures in  support  of  health  research.  But 
there  appears  to  be  little  published  material 
which  is  concerned  with  the  interrelation- 
ship of  the  major  components  of  medicine 
(practice,  research  and  teaching)  in  main- 
taining a  stable  balance.  A  scholarly  study 
of  this  problem  is  long  overdue. 

It  is  noteworthy  also  that  the  federal  gov- 
ernment has  recently  authorized  a  new 
grant  program  to  help  enlarge  the  capacity 
of  our  medical  schools.  In  my  judgment, 
however,  this  latter  step  cannot  hope  to 
alleviate  the  shortage  of  medical  practition- 
ers if  the  stimulus  for  research  activity  is 
continually  increased. 

I  hope  that  you  gentlemen,  in  your  re- 
spective medical  institutions  and  through 
the  Medical  Society  of  our  state,  will  give 
your  attention  to  the  problem  of  maintain- 
ing an  appropriate  balance.  We  in  the  Con- 
gress have  a  real  need  for  such  information 
from  informed  professionals  —  especially 
those  who  can  look  at  the  federal  programs 
objectively. 


TOMORROW'S  MIRACLE  DRUG 

Whether  it  be  in  electronics  or  in  drugs,  modern  research  requires 
enormous  sums  of  money  spent  with  considerable  boldness;  there  are 
more  research  efforts  that  fail  than  succeed.  Good  public  policy  is  that 
which  most  encourages  men  to  search  for  new  things  from  which  all 
society  will  profit.  Before  we  wreck  the  patent  system,  we  might  ask 
whether  it  is  better  that  somebody  have  a  "monopoly"  on  tomorrow's 
miracle  drug  than  that  the  miracle  lie  undiscovered. — Editorial,  Wall 
Street  Journal. 
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Six  years  ago  a  10-year  (1948-1058)  re- 
port was  made  before  this  Conjoint  Session^ 
In  addition  to  the  detailed  annual  reports 
regularly  provided  it  appears  appropriate 
occasionally  to  get  a  satellite  view  in  order 
to  see  not  only  the  present  activities  but 
also  at  least  the  immediate  past  and  the 
probable  next  steps.  A  weather  forecaster 
or  quarterback  must  see  the  present  situa- 
tion as  one  in  a  series.  A  good  coach  is  help- 
ed in  planning  future  strategy  and  tactics 
by  re-runs  of  past  plaj's. 

In  our  efforts  to  prevent  or  correct  dis- 
ability and  prolong  happy  and  useful  life, 
medical  and  assisting  personnel  exert  im- 
portant, but  not  the  only  influences  on  hu- 
man beings  which  are  organisms  of  the  ut- 
most complexity. 

It  is  easy  to  overlook  the  extent  to  which 
doctors  and  other  health  professionals  share 
with  others  the  responsibilities  of  maintain- 
ing and  promoting  health.  No  single  group 
accepts  full  responsibility  for  the  .500  per 
cent  or  greater  variations  in  maternal  or  in- 
fant mortality  between  segments  of  our  pop- 
ulation. We  must  accept  heredity  as  we  find 
it.  From  a  community  standpoint,  even  the 
internal  and  external  environment — such  as 
that  determined  by  previous  associations, 
food  habits,  education,  deprivation  or  over- 
indulgence, and  many  other  factors — are, 
when  considered  alone,  influenced  only 
slowly  by  vaccines,  drugs,  radiation,  or  sur- 
gery. The  responsibility  for  health,  or  the 
lack  of  it,  is  a  many-splintered  thing. 

Physicians  and  dentists,  together  with 
public  health  personnel,  are  better  trained 
and  ecjuipped  today  than  ever  before;  they 
are  also  more  deserving  of  generous  under- 
standing and  support.  Some  of  the  reasons 
why  one  has  not  increasingly  followed  the 


Pre-sented  before  the  Conjoint  Session,  Medical  Society 
of  the  state  of  North  Carolina  and  the  State  Board  of 
Health,  Greensboro,  May  6.   1964. 

♦Secretary -Treasurer  and  State  Health  Director,  North 
Carolina  Board  of  Health,  Raleigh. 


other  are  worthy  of  mention  in  this  16-year 
resume. 

We  have  sometimes  overemphasized  med- 
ical progress  and  o\'erpublicized  procedures 
which  are  still  in  the  experimental  stages. 
Some  people  consider  us  magicians  and 
think  that  the  little  effort  needed  to  apply 
the  magic  is  overpaid.  We  know,  but  often 
fail  to  mention,  the  shortages,  but  others  see 
them  and  say  we  are  lacking  in  medical 
leadership.  By  shielding  those  few  who  com- 
mit disreputable  acts,  the  entire  profession 
loses  public  confidence.  A  few  in  private 
practice  alienate  those  of  their  colleagues 
who  serve  in  supporting  capacities,  leading 
the  latter  to  become  "outsiders."  Public 
health  leadership  should  not  be  limited  to 
sanitation  and  health  education  directed 
toward  communicable  disease  control 
among  the  indigent  only.  Medical  care  and 
public  health  efforts  should  be  coordinated 
against  disability  and  postponable  death. 

Modern  Changes  Affecting  Health 

Health  has  been  affected  by  the  impact  of 
many  modern  changes.  Higher  family  in- 
comes, more  tourists,  more  and  better  di- 
versified industry,  mechanization  of  farm- 
ing, better  schools  and  colleges,  extension 
of  rural  electricity  and  telephones,  more 
diversification  on  farms  (particularly  live- 
stock and  poultry),  more  food  processing 
and  preservation,  and  better  communica- 
tion and  transportation — all  these  and  more 
have  contributed  to  impro\-ed  health,  and 
vice  versa!  Better  housing,  libraries,  and 
recreation  facilities  have  also  helped.  Assist- 
ing more  directly  are  our  three  medical 
schools,  ovir  schools  of  dentistry  and  public 
health,  and  training  facilities  in  engineer- 
ing, community  organization,  and  govern- 
ment. We  now  have  many  more  persons 
well  trained  in  the  150-odd  health  service 
categories. 

Among    the    general    changes    in    public 
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health  over  the  16-year  span  a  few  may  be 
mentioned: 

1.  Reorganization  of  the  central  State  staff 
from  14  to  7  divisions  including  about  40  sec- 
tions (1950).  A  limitation  to  67  was  also 
made  in  the  local  administrative  units  serv- 
ing all  the  cities  and  counties.  For  each  local 
unit  better  housing  and  equipment,  as  well 
as  personnel  and  budget,  were  provided. 

2.  Recodification  and  revision  of  public  health 
laws  (1957)  and  also  periodic  improvement 
in  state  and  local  health  regulations. 

3.  Increased  services  to  other  state  and  local 
official  agencies,  and  coordination  with  vol- 
untary agencies  in  health  matters  to  avoid 
duplication  of  personnel  and  unnecessary 
tax  costs. 

Direct  Functions  of  the  Board  of  Health 

A  few  programs  of  the  State  Board  of 
Health  are  direct  functions  of  the  office  of 
State  Health  Director.  Some  are  placed 
there  by  law;  others,  usually  temporarily, 
because  they  involve  the  work  of  several  or 
all  divisions.  Important  among  these,  pres- 
ently handled  by  the  Assistant  State  Health 
Director,  Dr.  Jacob  Koomen,  Jr.,  are  admin- 
istration of  the  medical  examiner  system, 
breath  alcohol  testing  program,  and  coordi- 
nation of  emergency  health  preparedness 
activities. 

Medical  Examiner  System:  Establishment 
of  a  county  medical  examiner  system  was 
made  possible  by  passage  of  enabling  legis- 
lation in  1955.  The  Committee  on  Postmor- 
tem Medicolegal  Examination  is  charged 
with  general  administration  of  the  system. 
At  present  six  counties  (Caswell,  Davidson, 
Forsyth,  Guilford,  Transylvania,  and  Wake) 
take  advantage  of  the  law  to  improve  in- 
vestigation of  unexplained  and  violent 
deaths.  Toxicological  services,  so  necessary 
to  a  successful  program,  are  supplied  by  the 
University  of  North  Carolina  School  of  Med- 
icine. 

Blood  alcohol  testing:  Under  legislation 
enacted  in  1963  the  State  Board  of  Health 
is  responsible  for  selecting  types  of  apparat- 
us and  certifying  operators  in  a  new  program 
using  chemical  tests  of  breath  to  determine 
levels  of  blood  alcohol.  Through  the  com- 
bined efforts  of  the  State  Highway  Patrol, 
Institute  of  Government,  Division  of  Com- 
munity Colleges,  and  the  Board,  instru- 
ments have  been  chosen,  appropriate  reg- 


ulations prepared,  and  one-week  courses 
given  to  those  proposed  for  the  testing  op- 
erations of  this  important  scientific  aid  to 
law  enforcement  to  protect  the  innocent  and 
decrease  highway  crippling  and  killing  in 
several  of  the  state's  communities. 

Health  mobilization:  Public  health  activ- 
ities in  civil  preparedness  to  meet  health 
needs  in  the  event  of  a  national  disaster 
have  been  defined  and  redefined  as  the  in- 
ternational situation  changes.  To  coordinate 
the  civil  defense  responsibilities  assigned  to 
the  Department  of  Health,  Education  and 
Welfare,  a  Division  of  Health  Mobilization 
was  established  by  the  Surgeon  General  of 
the  Public  Health  Service  on  May  1,  1959. 
The  basic  assignment  given  to  the  Public 
Health  Service  was  to  anticipate  and  deter- 
mine the  medical  and  health  needs  of  the 
nation  in  time  of  an  emergency  and  to  de- 
^•elop  operational  programs  to  assure  that 
these  needs  would  be  met. 

The  North  Carolina  State  Board  of  Health 
has  cooperated  with  the  State  Civil  Defense 
Agency  and  the  Medical  Society  of  the  State 
of  North  Carolina  in  activities  relating  to 
total  emergency  health  preparedness  as  well 
as  those  defined  in  its  civil  defense  delega- 
tion of  Emergency  Health  Protection.  With 
the  recent  assignment  of  full-time  person- 
nel, and  on  the  recommendations  of  the  Ex- 
ecutive Council  of  the  State  Medical  Society, 
responsibilities  for  the  prepositioning,  train- 
ing, and  planned  utilization  of  the  Civil  De- 
fense Emergency  Hospitals  and  the  Medical 
Self-Help  Training  Programs  are  being  as- 
sumed. 

I.  Administrative  Services 
Organizing  to  meet  changing  needs:  The 
complexities  of  conducting  a  multi-million 
dollar  enterprise  with  its  multiplicity  of 
programs  led  to  the  establishment  of  the  Di- 
vision of  Administrative  Services  in  the  late 
1950's.  All  of  the  business  management,  per- 
sonnel, and  related  administrative  work 
were  placed  under  the  supervision  of  this 
vmit.  Various  functions  were  later  refined 
in  keeping  with  modern  concepts  and  tech- 
niciues  in  budgeting,  accounting,  filing,  in- 
ventory control,  film  and  library  services, 
printing,  and  other  administrative  proced- 
ures. 
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Budget:  The  period  from  1948  to  1964  has 
been  one  of  needed  annual  growth  and  de- 
velopment in  the  programs  and  activities  of 
the  State  Board  of  Health.  Budget  increases 
reflect  these  changes  as  follows: 

1.  Local  appropriations  for  public  health 
increased  from  $2,125,385  to  $7,010,795 
— an  increase  of  258  per  cent. 

2.  State  appropriations  increased  from 
$862,264  to  $4,104.011— an  increase  of 
376  per  cent. 

3.  Federal  health  grants  to  North  Caro- 
lina increased  from  $1,681,958  to  $3,- 
490,820 — an  increase  of  108  per  cent. 

4.  There  was  a  combined  local-state-fed- 
eral increase  in  public  health  appropri- 
ations for  North  Carolina  from  $4,669,- 
607  to  $15,205,626— an  increase  of  226 
per  cent. 

5.  Payments  to  hospitals  and  to  private 
physicians  and  assisting  personnel  in- 
creased from  $371,177  to  $1,856,665,  or 
400  per  cent. 

Personnel:  Another  significant  index  of 
growth  is  the  increase  in  the  number  of 
health  employees  recjuired  to  carry  out 
agency  programs  during  this  period.  The 
State  Board  of  Health  had  246  employees  in 
1948  and  407  in  1963— an  increase  of  65  per 
cent — indicating  increased  program  respon- 
sibility and  higher  specialization.  Local 
health  department  employees  also  rose  sig- 
nificantly from  878  to  1,32.5 — an  increase  of 
54  per  cent.  Since  a  large  share  of  expendi- 
tures for  state  staff  is  for  speciliazed  services 
made  available  to  local  health  departments 
as  consultants,  it  is  impossible  to  allocate 
this  separation  accurately.  AVe  have,  how- 
ever, decentralized  so  far  as  practicable  the 
responsibility,  personnel,  and  budget,  and 
we  have  meticulously  avoided  top  heaviness. 

Public  relations:  Recognizing  the  import- 
ance of  an  informed  public  opinion,  the 
State  Board  of  Health  has  fostered  an  active 
public  information  program.  A  monthly 
Health  Bulletin,  published  since  April,  1886, 
and  edited  by  the  Public  Relations  Officer 
since  1960,  has  a  mailing  list  of  almost  50,- 
000.  For  the  past  three  5-ears  a  bi-weekly 
Newsletter  has  been  useful  in  circulating 
information  among  the  staff  and  maintain- 
ing esprit  de  corps.   In  addition   to  main- 


taining an  active  relationship  with  all  public 
news  media,  this  office  has  been  helpful  in 
liaison  work  with  the  legislature,  in  the  edit- 
ing of  departmental  reports,  and  in  other 
essential  activities. 

Fihn  library:  The  responsibility  for  op- 
erating a  health  education  film  lending 
service  has  evolved  during  the  past  16  vears 
from  a  relatively  small  operation  to  the  larg- 
est public  health  film  library  in  the  country 
— and  we  are  still  unable  to  comply  with  all 
the  requests  for  this  service.  The  staff  has 
increased  from  one  part-time  employee  to  a 
supervisor  and  seven  employees,  film  distri- 
bution from  7,939  to  30,682  annually,  and 
film  purchases  from  $6,900  to  $22,330  an- 
nually. 

P^iblic  health  libranj:  A  generous  grant  of 
$40,000  from  the  Zachary"  Smith  Reynolds 
Foundation  helped  to  establish  a  depart- 
mental library  in  1954.  Lilai'arj^  resources 
have  grown  steadil}'  through  state  appro- 
priations. At  present  the  libi-ary  lends  ap- 
proximately 6,500  books  and  periodicals 
annually. 

IL  Epidemiology 

Communicable  disease  control:  No  case  ot 
smallpox  has  been  reported  in  the  state 
since  1957,  nor  has  there  been  an  indigenous 
case  of  malaria  since  that  time.  As  an  ex- 
ample of  food-  and  water-borne  diseases,  ty- 
phoid cases  have  declined  from  56  in  1948 
to  24  in  1963.  Only  4  cases  of  diphtheria 
were  reported  in  1963,  as  opposed  to  485  in 
1963.  A  decline  of  81  per  cent  in  deaths  due 
to  tuberculosis  has  been  noted  during  the 
period.  AVe  had  3,577  tuberculosis  deaths  in 
1916,  our  peak  year,  and  176  in  1963.  Over 
3.5  million  persons  have  had  chest  x-rays 
under  the  Board's  mass  pi'ogram  for  the  de- 
tection of  tuberculosis. 

The  progress  made  in  venereal  disease 
control  in  the  late  1940's  resulted  in  an 
orderly  decline  in  incidence  and  a  seemingly 
logical  reduction  in  some  areas  of  activity. 
Infectious  syphilis  reached  a  low  of  192 
cases  in  1957.  Optimism  for  the  control  of 
venereal  diseases  was  premature,  however, 
for  alarming  increases  soon  became  ap- 
parent in  both  North  Carolina  and  the  na- 
tion. This  trend  is  now  slowly  being  re- 
versed through  an  accelerated  and  intensi- 
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fied  program.  There  is  increasing  effort  and 
optimism  for  the  development  of  a  vac- 
cine against  syphillis. 

Veterinary  public  liealth:  This  Section 
was  established  in  1951,  when  a  state-wide 
program  was  launched  to  control  rabies  in 
animals.  As  a  result  of  these  activities, 
North  Carolina  became  free  of  rabies  in  do- 
mestic animals  in  1961,  and  the  number  of 
human  anti-rabic  treatments  has  been  dras- 
tically reduced.  Other  diseases  of  animals 
transmissible  to  man  are  investigated  and 
control  measures  are  instituted  where  prac- 
tical. In  1961  the  Section  played  a  leading 
role  in  obtaining  passage  of  a  state-wide 
compulsory  meat  and  poultrj^  inspection  law 
to  be  administered  by  the  State  Department 
of  Agriculture. 

Accident  prevention:  In  1959  this  Section 
received  its  first  state  appropriation,  and  its 
full-time  professional  worker  has  partici- 
pated in  such  programs  as  poison  control, 
home  and  farm  and  highway  safety,  seat- 
belt  promotion,  activities  of  the  North  Caro- 
lina Rural  Safety  Council,  and  stimulation 
of  local  staff  interest.  Home  and  farm  fatal 
injuries  were  700  in  1953,  the  first  year  that 
codification  permitted  statistical  separation, 
and  784  in  1963.  Motor  vehicle  deaths  were 
827  in  1948  and  1,400  in  1963.  The  National 
Safety  Council  estimates  137  additional 
cases  of  serious  injury  to  each  home  and 
farm  accidental  death  and  37  serious  in- 
juries to  each  motor  vehicle  death. 

Immunization  programs:  Following  par- 
ticipation in  the  Salk  poliomyelitis  vaccine 
field  trials  in  1954  and  the  vaccination  pro- 
grams under  National  Foundation  sponsor- 
ship (1955)  and  federal  sponsorship  (1955- 
1959),  the  Board  initiated  a  statewide  vac- 
cination program  which  has  met  with  con- 
siderable success.  Local  health  departments 
also  assisted  county  medical  societies  in 
their  recent  mass  immunization  programs 
using  Sabin  vaccine.  In  1959  North  Caro- 
lina became  the  first  state  in  the  nation  to 
enact  a  law  requiring  compulsory  vaccina- 
tion against  poliomyelitis.  In  1963  the  Im- 
munization Activity  Program  was  estab- 
lished to  assist  local  health  departments  in 
improving  and  maintaining  effective  im- 
munization levels  against  diphtheria,  small- 


pox, typhoid,  pertussis,  tetanus,  measles, 
and  poliomyelitis.  These  activities  are  being 
aided  by  a  special  federal  project  grant. 

Public  health  statistics:  This  Section  is 
responsible  for  the  registration  and  certifi- 
cation of  births,  deaths,  marriages,  and  di- 
vorces. It  renders  statistical  and/or  data- 
processing  services  to  15  different  health 
project  programs,  as  well  as  to  various  com- 
mittees of  the  State  Medical  Society  and 
other  health  agencies.  Morbidity  reports  are 
also  collected,  compiled,  analyzed,  and  pub- 
lished. 

Occupational  health:  The  industrial  pro- 
gress of  North  Carolina  has  increased  de- 
mands for  consultation  and  assistance  in  the 
control  of  industrial  occupational  disease 
hazards.  The  Section  offers  these  services 
to  industry  through  its  staff  composed  of  a 
physician,  engineers,  physicists,  an  elec- 
tronics specialist,  and  x-ray  technicians.  The 
increased  staff  and  educational  oi"iportuni- 
ties  have  made  it  possible  to  provide  en- 
gineering and  medical  evaluation  of  indus- 
trial exposure  to  many  new  chemical  com- 
pounds as  well  as  to  physical  hazards  such 
as  excessive  noise,  light,  heat  and  radiation. 
Continuing  engineering  efforts  toward  con- 
trol of  hazardous  exposure  of  employees  to 
toxic  dusts  and  toward  early  medical  de- 
tection of  silicosis  and  asbestosis  by  annual 
x-ray  examinations  have  been  followed  by 
a  marked  decrease  in  these  disabling  and  in- 
curable diseases  in  the  dusty  tradss.  To 
stimulate  public  awareness  of  the  value 
of  healthful  work  environments,  the  staff 
promotes,  and  participates  in,  the  activities 
of  conferences,  councils,  and  advisory  com- 
mittees directed  toward  this  effort. 

Radiation  protection:  The  Board  has  sta- 
tutory responsibility  for  the  development  of 
a  State-wide  Radiation  Protection  program. 
Regulations  for  comprehensive  radiation 
protection  are  now  ajsproved  by  the  State 
Board  of  Health  and  the  Go^'ernor. 

The  Board  will  license  and  inspect  radia- 
tion sources  in  the  state,  a  function  now 
partially  performed  by  the  Atomic  Energy 
Commission.  The  AEC  will  delegate  this  ac- 
tivity to  the  state  by  an  agreement  with  the 
Governor.  Protection  of  the  public  against 
excessive  exposure  to  ionizing  radiation  by 
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continuing  surveillance  over  environmental 
and  occupational  sources  requires  compe- 
tent phj'sicists,  physicians,  engineers,  and 
chemists. 

III.  Laboratory 

New  problems  as  well  as  golden  opport- 
unities have  de\'eloped  for  the  laboratory 
in  this  16-year  period.  In  1960  Dr.  John  H. 
Hamilton,  the  second  director  since  1908, 
retired  after  24  3'ears  of  distinguished  serv- 
ice. 

Chemistry:  The  laboratory  has  developed 
competence  in  radiological  chemistr}',  in  the 
examination  of  drinking  water  for  toxic 
elements  and  compounds,  and  also  in  the 
area  of  air  pollution.  The  staff  has  expanded 
from  1  chemist  and  2  technicians  to  7  chem- 
ists, 4  technicians  and  1  typist. 

Cytology:  The  number  of  Papanicolaou 
examinations  performed  has  increased  from 
642  in  1949,  the  first  full  year  of  operation, 
to  53,341  examinations  in  1963.  Although 
this  service  is  limited  to  state-supported 
cancer  detection  and  diagnostic  clinics  and 
to  indigent  patients  of  private  physicians, 
the  number  of  specimens  received  continues 
to  increase. 

Water:  Analyses  of  drinking  water  have 
increased  52  per  cent  since  1948,  when  there 
were  9,075  tests  as  compared  to  17,513  in 
1963. 

Infectious  diseases:  Many  new  tests  were 
added  to  the  bacterial  and  viral  services. 
Included  were  anti-streptolysin  0  titer  test- 
ing of  blood,  C  reactive  protein;  comple- 
ment fixation  tests  for  viral  and  rickettsial 
diseases;  typing  of  salmonella  and  shigella; 
leptospira  agglutination,  and  viral  isolations 
and  identifications. 

Additional  tests  now  being  performed  in- 
clude Kolmer  Reiter  protein  determinations 
and  fluorescent  treponemal  antibody  tests 
in  syphilis  serolog}';  fluorescent  antibody 
tests  for  identification  of  beta  hemolytic 
streptococci  of  group  A;  and  fluorescent  an- 
tibody technicjue  in  rabies  identification. 
During  1963  a  grant  from  the  United  States 
Public  Health  Service  made  it  possible  for 
all  specimens  submitted  for  tuberculosis  ex- 
amination to  be  cultured  and  acid-fast  or- 
ganisms identified. 


Certification:  Inspection  of  laboratories 
examining  milk  used  for  interstate  ship- 
ment was  inaugurated  in  1954,  and  32  have 
been  certified.  In  1962  certification  of  lab- 
oratories examining  water  used  on  common 
carriers  engaged  in  interstate  traffic  was  be- 
gun, and  9  have  been  certified.  The  approval 
of  serology  laboratories  for  the  performance 
of  premarital  tests  for  sj-philis  under  the 
North  Carolina  Marriage  Law  was  begun 
in  1939,  and  by  the  end  of  1963  those  ap- 
proved had  increased  to  196.  In  1963  the 
three  approval  and  certification  programs 
were  combined  as  an  Approval  and  Certifi- 
cation Unit. 

Biological  products:  Advances  in  the  com- 
merical  manufacture  of  biological  materials 
made  it  possible  to  buy  these  products  un- 
der state  contract  much  more  cheaply  than 
we  could  produce  them.  The  animal  farm  is 
still  maintained  to  produce  the  small  ani- 
mals and  blood  needed  for  our  laboratory 
use,  and  blood  for  several  other  nearby  lab- 
oratories. In  1963  the  prices  asked  for  speci- 
men outfits  and  biological  materials  had  to 
be  increased  in  line  with  our  costs. 

TV.  Local  Health  Administration 

Aid  to  counties:  Direct  state  aid  to  coun- 
ties 16  years  ago  amounted  to  $350,000,  half 
of  which  was  earmarked  for  venereal  dis- 
ease control  in  17  counties.  The  1949  Gen- 
eral Assembly  increased  state  aid  to  coun- 
ties by  $800,000,  and  in  July  of  that  year 
the  last  4  of  our  100  counties  began  local 
health  department  services.  This  year  (fis- 
cal 1964)  the  local  health  service  budget 
was  $9,338,059,  with  81.5  per  cent  coming 
from  local  sources.  During  the  16-year 
period  local  support  increased  258  per  cent 
and  state  aid  336  per  cent,  with  the  major 
advance  in  1949.  During  this  same  period 
federal  funds  for  local  health  departments 
have  decreased  65  per  cent,  partly  because 
of  greater  insistence  by  the  federal  govern- 
ment on  the  use  of  categorical  specialists. 
Increased  local  health  services,  personnel, 
and  salaries  have  been  borne  largely  by  in- 
creased local  funds  during  the  past  seven 
bienniums. 

Health  education:  Health  education  has 
been  emphasized  as  services  have  shifted 
more  and  more   from  those  for  people   to 
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those  requiring  the  understanding  and  par- 
ticipation of  people — individually,  as  fami- 
lies, and  as  communities. 

Health  of  school-age  children:  The  School 
Health  Coordinating  Service  was  strength- 
ened in  1949  by  a  yearly  appropriation  to 
the  Education  Department  of  $550,000 — 
reduced  since  1955  to  $425,000  annually.  The 
State  Board  of  Health  has  provided  person- 
nel for  the  finding  and  correction  of  defects 
among  children  least  able  to  pay,  and  this 
service  has  stimulated  similar  action  among 
those  who  pay  their  own  bills.  This  section 
was  transferred  from  the  Local  Health  Di- 
vision to  Personal  Health,  July  1,  1961,  in 
order  to  place  it  under  a  pediatrician. 

Ptiblic  health  nursing:  Public  health 
nursing  has  been  strengthened  with  regard 
to  training  and  salaries.  The  number  of 
nurses  in  local  health  departments  increased 
from  380  in  1948  to  602  (563  general  nurses 
and  39  project  nurses)  in  1964.  During  the 
same  period  the  nurses  on  the  state  staff  in- 
creased from  one  to  seven. 

Local  nurse  supervisors  have  increased 
from  19  to  41.  Specialized  nursing  consulta- 
tion, limited  to  maternal  and  child  health, 
planned  parenthood,  and  occupational 
health  in  1948,  has  been  extended  to  include 
pediatrics,  heart  disease,  cancer,  mental 
health,  nursing  homes,  and  programs  for 
crippled  children. 

Changes  in  public  health  nursing  during 
the  past  16  years  include:  (1)  extension  of 
nursing  care  to  the  chronically  ill  upon  re- 
ferral by  physicians;  (2)  inclusion  of  mental 
health  concepts  throughout  all  nursing  serv- 
ices; (3)  extension  of  school  health  services; 
(4)  increased  services  in  clinics  and  schools, 
with  more  selective  home  visitation;  (5) 
reduction  in  the  nursing  staff  time  assign- 
ed for  communicable  disease  control,  but 
more  for  that  allotted  for  immunization  to 
poliomyelitis,  supervision  of  premature  in- 
fants, rheumatic  fever  nursing  services,  sup- 
ervision of  tuberculosis  nursing,  and  follow- 
up  in  the  correction  of  speech,  hearing  and 
other  defects. 

Mental  health  clinics  (14  years'  experi- 
ence): On  July  1,  1949,  the  responsibility  for 
community  mental  health  services  was 
transferred   from    the    Hospitals    Board    of 


Control  to  the  State  Board  of  Health.  There 
were  then  seven  poorly  staffed  clinics  in  six 
communities.  Mental  health  services  were 
developed  in  all  local  health  departments, 
utilizing  the  80  physicians  and  more  than 
500  registered  nurses  working  locally,  as 
has  been  done  effectively  for  many  years 
in  tuberculosis  control. 

When  the  community  mental  health  pro- 
gram was  transferred  from  the  State  Board 
of  Health  back  to  the  State  Department  of 
Mental  Health,  effective  July  1,  1963,  there 
were  15  full-time  clinics  and  15  satellite 
services.  The  older  clinics  were  well  staffed 
and  two  had  been  apjDroved  as  training  cen- 
ters by  the  American  Association  of  Psy- 
chiatric Clinics  for  Children.  A  training 
program  for  mental  health  workers  has  been 
expanded  through  stipends  to  mental  health 
students,  but  more  spectacular  has  been  the 
development  of  in-service  training  facilities. 
At  the  time  of  the  transfer  in  1963,  two 
clinics  provided  training  for  all  mental 
health  disciplines — three  for  clinical  psy- 
chologists and  four  for  ijsychiatric  social 
work  students.  Four  clinics  provided  train- 
ing for  psychiatric  residents  from  Duke  Uni- 
versity. Experimental  projects  included  ex- 
plorations in  the  use  and  functions  of  cer- 
tain other  personnel  in  mental  health  clin- 
ics: a  psychiatric  nurse,  mental  health  nurse 
consultant,  health  educator,  and  psycholog- 
ical aide. 

The  State  Board  of  Health  received  na- 
tional recognition  for  initiating  the  two- 
week  Pisgah  View  Community  Mental 
Health  Workshop  which  followed  previous 
one-week  staff  conferences.  The  final  plan 
was  developed  in  1957  and  was  continued  in 
cooperation  with  the  four  state  mental  hos- 
pitals to  motivate  local  health  nurses  to  help 
mental  patients  and  their  families  to  adjust 
properly  before  and  after  hospitalization. 
In  order  to  provide  some  of  the  necessary 
methods  and  skills,  we  supported  405  nurses 
from  the  19  counties  now  participating  for 
one  and  two  weeks'  orientation  courses  at 
Dorothea  Dix  Hospital. 

Local  health  department  buildings:  In  co- 
operation with  the  Medical  Care  Commis- 
sion and  through  the  use  of  matching  lo- 
cal, state  and  federal  funds,  we  have  made 
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amazing  progress  in  providing  good  work- 
ing quarters  for  local  health  departments. 
Eighty-four  health  centers  have  been  com- 
pleted and  two  are  under  construction. 

V.  Oral  Hygiene 

The  Division  of  Oral  Hygiene  has  held 
that  improved  dental  health  could  best  be 
obtained  through  a  program  of  education 
which  would  motivate  the  individual  to  ap- 
preciate the  need  for  good  dental  health  and 
to  accept  personal  responsibility  for  main- 
taining it.  During  this  period,  however,  the 
Division  faced  a  huge  back-log  of  unmet 
needs  accumulated  during  and  immediately 
after  the  war.  This  accumulation  of  emer- 
gency-type dental  needs  made  it  necessary 
to  place  greater  emphasis  on  the  relief  of 
pain  and  the  removal  of  infection  at  the  ex- 
pense of  dental  education  and  correction. 
The  corrective  services  provided  by  staff 
dentists  serve  as  a  method  of  teaching 
through  demonstration.  During  the  last 
decade  personnel  increased  and  the  focus 
began  to  shift  again  toward  preventive  serv- 
ices. The  ratio  of  extractions  to  fillings  over 
the  16-year  span  reflects  this  change  in  em- 
phasis: 

1948-1953  1953-1958  1958-1964 

Average  number 
of  dentists  10.0  13.6  18.3 

Number  of  ex- 
tractions in 
ratio  to  one 
filling  2.03  1.50  0.87 

Research:  From  1958  to  the  present,  the 
basic  areas  of  dental  research,  private  prac- 
tice, and  public  health  were  employed  to 
provide  opportunities  for  the  people  of 
North  Carolina  to  enjoy  esthetic  and  func- 
tional dentition  throughout  their  entire 
lives.  Much  effort  has  been  spent  in  research 
on  referral  and  follow-up  programs,  meth- 
ods and  uses  of  dental  health  education 
materials,  and  pre-  and  post-fluoridation 
studies. 

Fluoridation:  Fluoridation  of  communit}^ 
water  supplies  in  North  Carolina  began  in 
1948,  Charlotte  being  the  first  city.  Today 
there  are  42  water  supplies  serving  48  com- 
munities and  a  population  of  1.219,564. 
Seventeen  communities  whose  water  sup- 
plies contain  the  optimum  amount  of  fluo- 


ride occurring  naturally  serve  35,800  people. 
This  is  a  total  of  1,255,364  who  are  now 
drinking  fluoridated  water,  and  represents 
69.7  per  cent  of  our  urban  population  and 
56  per  cent  of  our  population  served  by  cen- 
tral water  supplies. 

Unmet  needs:  Only  about  half  the  de- 
mands for  dental  public  health  programs 
are  being  met.  In  1963-64  our  23  dentists 
conducted  programs  in  only  50  of  our  100 
counties.  Based  ujoon  the  ratio  of  dentists 
per  population,  North  Carolina,  with  about 
1,400  dentists  of  whom  only  about  100  are 
Negro),  ranks  fortj^-third  in  comparison 
with  other  states. 

VI  Personal  Health 

Maternal  and  child  health:  The  respon- 
sibilities of  this  Section  are  to  assure  public 
health  prenatal  service  and  services  to  in- 
fants, preschool,  and  school  children.  The 
planned  parenthood  services,  begun  in 
March,  1937,  and  conducted  through  local 
health  departments,  have  been  greatly  im- 
proved by  the  recent  availability  of  con- 
traceptive pills  and  plastic  intrauterine  de- 
\-ices.  Family  planning  is  helping  the  multi- 
handicapped  families  to  overcome  the  bur- 
dens of  poverty,  disability  and  ignorance. 

During  1950  a  program  was  begun  to 
demonstrate  the  value  of  quality  care  for 
infants  born  prematurel3^  In  1960  the  form- 
al training  program  for  midwives  at  Fayette- 
ville  was  discontinued  and  training  was 
shifted  to  the  counties  because  of  the  dimin- 
ishing number  of  midwives. 

In  1952  the  first  postgraduate  course  for 
physicians  in  the  care  of  premature  infants 
was  begun  at  the  Bowman  Graj'  School  of 
Medicine,  and  a  teaching  course  for  nurses 
was  begun  under  the  auspices  of  the  train- 
ing center  at  Duke  Hospital.  Bowman  Gray 
is  at  present  training  some  40  physicians 
l^er  year.  Duke  began  a  similar  course  in 
1953,  and  added  one  for  nurses.  The  uni- 
versity of  North  Carolina  began  a  course 
for  nurses  in  1961. 

In  1954  a  fetal  and  neonatal  study  was  be- 
gun with  the  participation  of  the  three  med- 
ical schools  and  four  other  medical  centers. 
Four  years  ago  the  study  was  limited  to  the 
three  schools,  and  an  ongoing  analysis  of 
tabulations  has  continued.  Perinatal  mortal- 
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ity  has  also  been  tabulated  for  all  the  hos- 
pitals throughout  the  state. 

In  1956  maternal  and  child  health  nursing 
conferences  were  begun  on  a  yearly  basis 
and  were  continued  until  1962.  During  this 
time,  through  the  cooperation  of  Dr.  Angus 
McBryde  and  the  Medical  Society,  a  study 
of  perinatal  mortality  was  begun  and  con- 
tinued until  1963.  At  the  stimulus  of  this 
Section  a  study  of  school-age  children  pre- 
maturely born  was  begun  in  AVake  County 
and  reported  b}^  Drs.  Ellen  Preston  and  Isa 
Grant.  The  material  is  being  evaluated  fur- 
ther by  Dr.  Hal  Robinson  of  the  University 
of  North  Carolina. 

Services  for  the  mentally  retarded:  In 
1956  an  orientation  program  for  public 
health  nurses  and  social  workers  in  mental 
retardation  was  begun  in  cooperation  with 
the  staff  of  Caswell  Center.  In  1958-60  four 
diagnostic  and  evaluation  clinics  for  mental- 
ly retarded  children  were  established  in 
Charlotte,  Morganton,  Oxford,  and  Wash- 
ington. In  1960-62  the  first  full-scale  multi- 
discipline  clinic  for  the  evaluation  of  re- 
tarded children  was  established  at  the  Bow- 
man Gray  School  of  Medicine  under  the  di- 
rection of  Dr.  Alanson  Hinman,  and  a  sec- 
ond clinic  at  the  University  of  North  Caro- 
lina under  the  direction  of  Dr.  Harrie  Cham- 
berlin.  By  July,  1964  three  new  district 
developmental  evaluation  clinics  are  to  be 
established  at  Asheville,  Charlotte,  and 
Duke.  Last  year,  under  the  stimulus  of 
federal  funds  and  a  generous  appropriation 
by  our  General  Assembly,  the  Mental  Re- 
tardation U'lit  was  established,  eventually 
to  have  a  staff  composed  of  a  pediatrician 
with  consultants  in  social  work,  nursing, 
psychology,  and  health  education.  It  will  be 
the  function  of  this  unit  to  coordinate  all 
activities  of  the  group  in  mental  retardation. 
Associated  with  this  program  is  the  develop- 
ment of  the  first  12  pediatric  supervisory 
clinics. 

Crippled  Children:  Support  funds  in  this 
program  were  first  used  only  for  clinic  fees, 
hospitalization,  and  surgical  services  for 
the  correction  of  orthopedic  defects.  We 
sponsor  46  orthopedic  clinics  (28  in  June, 
1948),  7  congenital  heart  and  rheumatic 
fever  clinics  (begun  in  1952),  and  4  speech 


and  hearing  clinics  (started  in  1956).  There 
are  presently  two  clinics  for  the  treatment 
of  cystic  fibrosis  (started  in  1963).  There  is 
a  need  to  expand  present  speech  and  hear- 
ing services  in  collaboration  with  the  de- 
velopment of  the  regional  developmental 
evaluation  clinics  of  the  Maternal  and  Child 
Health  Section.  Attempts  are  being  made  to 
establish  clinic  services  for  convulsive  dis- 
orders. 

During  1963,  16,042  children  were  seen  in 
crippled  children  clinics  for  32,333  visits: 
1,986  were  admitted  to  hospitals  for  a  total 
of  24,769  hospital  days;  3,986  appliances 
and  prostheses  were  purchased  for  1,628 
children.  Tvj  hundred  sixty-six  children 
made  1,281  visits  to  the  offices  of  private 
physicians. 

Cancer:  Now  in  its  sixteenth  year,  the 
cancer  program  is  operating  in  the  following 
areas: 

1.  Diagnosis:  In  22  clinics  about  12,000 
patients  are  seen  yearty.  Of  these,  1.5 
loer  cent  have  cancer  and  another  1  per 
cent  have  lesions  to  be  followed  in  the 
clinics.  Most  of  these  12,000  patients 
are  found  to  have  non-malignant 
lesions  for  the  care  of  which  they  re- 
turn to  the  referring  physicians. 

2.  Hospitalization  (three  days):  About  1,- 
000  patients  are  admitted  yearly  for 
biopsies,  about  50  per  cent  of  which 
are  interpreted  to  be  cancer. 

3.  Hospitalization  for  treatment  (chiefly 
surgical):  About  750  patients  per  year 
are  admitted  for  treatment. 

In  addition  to  these  services,  a  program 
of  seminars  and  short  courses  on  cancer 
diagnosis  and  treatment  is  provided  for  gen- 
eral practitioners  throughout  the  state. 
Cytological  examinations  for  cancer,  chiefly 
surgical,  are  carried  out  in  the  state  labora- 
tory, which  received  53,341  specimens  in 
1963. 

Chronic  diseases:  This  large  field,  includ- 
ing the  disabilities  of  aging,  has  come  to  the 
front  in  public  health  in  North  Carolina  only 
recently.  Previously,  programs  for  tuber- 
culosis, hookworm,  and  venereal  disease 
were  handled  as  separate  projects  in  control 
and  many  serious  chronic  disabilities  were 
by-passed.  Gradually,  as  the  communicable 
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diseases  were  brought  under  control,  the 
need  for  pubUc  health  attention  to  this  field 
was  exposed  more  obviously.  Thirty  coun- 
ties, including  the  eight  with  stroke  pro- 
grams, now  ha^'e  home  care  programs  for 
chronic  diseases,  and  their  control  measures 
are  guided  by  private  physicians. 

Pro^'ision  for  assistance  in  the  diagnosis 
of  diabetes  has  been  made  a\-ailable  for 
five  years,  following  the  pioneering  work 
of  many  years  in  the  Harnett  County  Health 
Department.  Since  1959  a  state-wide  project 
for  home  care  of  the  chronically  ill  has  also 
existed,  with  local  health  nurses  guided  by 
private  physicians,  but  this  extensive  en- 
deavor is  onh'  gradually  being  accepted  as  a 
standard  public  health  program.  As  a  dem- 
onstration rehabilitation  project  in  30  coun- 
ties, there  are  provided  in  the  home  the 
medical,  nursing,  and  physical  therapy  serv- 
ices that  enable  the  disabled  to  be  restored 
to  the  maximum  to  which  each  is  capable 
in  self-care  and,  in  many  cases,  to  return  to 
useful  work. 

Nursirig  homes:  In  March,  1961,  the  Gen- 
eral Assembly  placed  with  the  State  Board 
of  Health  the  authority  for  licensing  nurs- 
ing homes.  In  1963  this  authority  was  ex- 
panded to  include  combination  nursing  and 
rest  homes.  The  first  rules  and  regulations 
were  adaptations  of  those  formulated  by  the 
Medical  Care  Commission,  which  had  ad- 
ministered this  licensing  responsibility. 
These  essential  nursing  home  facilities  have 
expanded  from  38  in  1961  to  42  nursing 
homes  and  18  combination  nursing-rest 
homes  in  1963.  The  nursing  home  section 
staff  consists  of  a  chief,  a  sanitary  engineer, 
a  dietitian,  a  physical-occupational  ther- 
apist, and  a  nursing  consultant.  The  staff 
has  also  had  the  assistance  of  a  Consultant 
Committee.  There  have  been  several  pro- 
jects developed  to  aid  in  the  improvement 
of  nursing  care  such  as  in  accounting,  rec- 
reation, physical  therapy  and  nutrition. 

Nutrition:  Since  1948  the  nutrition  pro- 
gram has  provided  consultation  services  in 
dietetics  to  state  hospitals  and  prisons.  More 
recently  the  dietarj^  staff  has  been  increased 
and  the  service  extended  to  many  convales- 
cent, nursing,  foster,  and  boarding  homes. 
Stimulated  by  the  field  allocation  of  state 


funds  in  1949,  the  number  of  nutrition  con- 
sultants has  increased  from  four  to  nine. 
Internships  in  nutrition  are  provided,  and  a 
supervisor  of  nutrition  education  is  respon- 
sible for  interns,  orientation  courses  for  stu- 
dents, and  for  graduate  personnel.  Since 
1953  the  nutrition  staff,  in  cooperation  with 
the  State  Hospital  and  Dietetics  Associa- 
tions, has  conducted  a  yearly  institute  pri- 
marily for  personnel  responsible  for  food 
service  in  hospitals.  In  1958  growing  em- 
phasis was  placed  on  the  special  needs  of 
expectant  mothers,  of  infants  and  children, 
and  of  victims  of  chronic  disease.  Training 
courses  in  these  fields  have  been  developed, 
and  the  staff  has  been  invoh'cd  in  many 
in-service  programs  in  local  health  depart- 
ments. Special  work  continues  to  be  focus- 
ed on  the  groups  of  greatest  nutrition  stress. 
In  order  to  use  the  limited  staff  most  effec- 
tively, activities  are  weighted  toward  con- 
sultative services  and  away  from  indi\'idual 
patient  services. 

VI  Sanitary  Engineering 

The  responsibilities  and  activities  in  sani- 
tary engineering  have  changed  in  keeping 
with  the  times  and  new  modes  of  living. 
New  problems  have  required  new  ap- 
proaches toward  solving  these  problems. 

Our  greatest  accomplishment  has  been 
better  public  relations  with  the  many 
groups  and  individuals  served.  Closer  co- 
operation with  other  agencies  has  contribut- 
ed to  better  sanitation  practices  in  nursing 
and  rest  homes,  prison  camps,  and  educa- 
tional and  medical  institutions.  Improve- 
ments have  been  made  in  our  milk  sui^plies, 
food  and  shellfish  industry,  municipal  water 
supplies,  migrant  labor  housing,  municipal 
garbage  and  refuse  disposal,  and  insect  and 
rodent  control. 

Migrant  labor  camps:  The  1963  General 
Assembly  enacted  legislation  setting  forth 
minimum  sanitation  standards  for  agricul- 
tural labor  camps.  With  funds  from  a  fed- 
eral grant,  a  sanitarian  was  employed  to 
work  full  time  with  growers,  local  sanitar- 
ians, and  Employment  Security  Commission 
representatives  in  promoting  compliance 
with  basic  standards.  Their  response  to  date 
is  encouraging. 
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Sewage  disposal:  Our  sanitation  pro- 
grams, which  were  primarily  concerned 
with  rural  areas  15  years  ago,  are  now 
focusing  more  attention  on  urban  and  semi- 
urban  areas.  For  example,  in  1947  we  ap- 
proved 3,000  privies  and  7,500  septic  tanks; 
and  in  1963,  7,734  privies  and  29,632  septic 
tanks.  Many  counties  have  improved  their 
ordinances  and  are  devoting  more  attention 
to  the  increasing  fringe-area  problems  of 
water  supply  and  sewage  disposal. 

Food  and  lodging:  The  most  comprehen- 
sive sanitation  improvements  have  taken 
place  in  hospitals,  nursing  and  rest  homes, 
restaurants  and  school  lunchrooms  handling 
dairy  products,  hotels  and  motels,  and 
prison  camps.  Better  equipment  is  being 
used  and  higher  standards  are  being  follow- 
ed. Recently  completed  surveys  of  food  and 
lodging  places  under  legal  supervision  in  43 
counties  show  an  average  compliance  with 
state  regulations  of  86.7  per  cent.  The  num- 
ber of  Grade  A  restaurants  had  increased  to 
5,290  in  1963.  Great  progress  in  milk  sani- 
tation has  been  made,  so  that  now  76  coun- 
ties have  compulsory  pasteurization  ordin- 
ances. Approximately  99.86  per  cent  of  all 
milk  sold  in  the  state  is  pasteurized. 

Training  of  ivorkers:  Considerable  im- 
provement in  the  education  of  sanitation 
workers  has  taken  place.  Classes  for  food- 
handlers  are  held  in  cooperation  with  local 
health  departments  and  the  North  Carolina 
Travel  Council.  In  cooperation  with  the  De- 
partment of  Conservation  and  Development, 
additional  funds  for  personnel  and  a  mobile 
laboratory  have  been  obtained  to  enable  us 
to  keep  a  closer  check  on  the  sanitary  qual- 
ity of  shellfish  produced  and  distributed  in 
North  Carolina  and  interstate.  In  the  fields 
of  food  and  milk  sanitation,  the  increasing 
"automation"  requires  more  knowledge  and 
training  and  changes  in  procedures.  In  Jan- 
uary, 1963,  the  Vending  Machine  Regula- 
tions adopted  by  the  State  Board  of  Health 
became  effective,  and  98  vending  commisary 
permits  were  issued  during  the  j^ear. 

Water  supplies:  Fluoridation  and  the  bet- 
ter training  of  water  works  operators  have 
been  promoted.  In-service  training  schools 


have  been  held  by  the  our  engineering  staff. 
The  total  number  of  public  water  supplies 
under  supervision  increased  from  310  to 
780,  serving  approximately  2,250,000  people. 

Insect  and  rodent  control:  Great  progress 
has  been  made  in  insect  and  rodent  control. 
With  the  control  of  malaria  and  tj'phus 
fever,  the  program  has  changed  to  be  direct- 
ed at  all  insects  and  rodents  that  adversely 
affect  our  health  or  comfort.  Support  for 
Salt  Marsh  Mosquito  Control  was  added  by 
the  1957  General  Assembly.  Financial  and 
technical  consultation  has  been  given  many 
local  health  departments  and  other  govern- 
mental units  engaged  in  mosquito  control. 
In  1963  51  projects  were  granted  $235,050 
on  a  matching  basis.  Of  this  amount  $127,- 
732  was  provided  for  Salt  Marsh  Water 
Management  by  major  drainage  on  a  basis 
of  two  state  dollars  for  one  expended  from 
local  funds.  The  remainder  was  used  for 
other  methods  of  control.  Project  applica- 
tions from  communities  engaged  in  mos- 
quito control  indicated  that  during  this 
fiscal  year  $337,730  in  expeditures  will  be 
made,  exclusive  of  money  spent  on  salt 
marsh  water  management. 

Radiation  surveillance:  The  Environ- 
mental Radiation  Surveillance  Program  be- 
gan in  1958  to  make  surveys  of  radioactivity 
and  determinations  of  background  levels  of 
radiation  by  checking  147  sovu'ces  of  raw 
water  used  for  public  water  supplies.  The 
program  now  includes  147  raw  and  finished 
surface  drinking  water  supplies  and  167 
ground  water  supplies.  During  the  past  year 
a  total  of  188  samples  were  collected  and 
analyzed  for  gross  alpha  and  beta  activity. 
Six  samples  of  cistern  water  were  collected 
for  analysis  from  four  locations  on  Ocra- 
coke  Island.  The  surveillance  of  airborne 
raclioacti^'ity  was  carried  out  by  setting  up 
sampling  stations  at  eight  municipalities 
throughout  the  state,  and  424  samples  were 
collected  for  analysis  for  suspended  par- 
ticulates and  radioactivity.  From  fovu^  rain- 
fall surveillance  stations,  75  samples  were 
collected  and  analyzed  for  radioactivity. 
Also,  radiation  measurements  were  made  on 
177  dustfall  samples  collected  at  nine  samp- 
ling stations. 


288 


IU:XAL    FAILURE    IX   OBSTETRICS— R1-:  I  SKI  X 


July,  1961 


Air  pollution  control:  Comprehensive 
short-term  air  pollution  studies  were  made 
at  Charlotte,  Asheville,  and  Winston-Salem. 
The  Division  was  awarded  the  National 
Cleaner  Air  Week  Award  of  the  National 
Air  Pollution  Control  Association  for  its 
efforts  in  promoting  Air  Hygiene  during 
Cleaner  Air  Week — 1963.  Cooperation  with 
the  National  Air  Sampling  Network  of  the 
Public  Health  Service  at  six  locations  con- 
tinues as  part  of  the  air  pollution  control 
program.  The  1963  General  Assembly  passed 
the  act  to  establish  an  air  hygiene  program 
in  the  State  Board  of  Health,  which  will  en- 
able the  State  Board  to  greatly  increase  the 
effectiveness  of  its  activities  in  this  field 
when  funds  are  made  available. 

Stream  sanitation:  The  State  Board  of 
Health  has  devoted  attention  to  the  problem 
of  municipal  sewage  disposal  since  passage, 
in  1893,  of  the  first  state  laws  relating  to  the 
protection  of  public  water  supplies.  For 
years  the  State  Board  of  Health  was  active 
in  promoting  the  State  Stream  Sanitation 
Law  and  in  1949  implemented  the  first  field 
studies  and  reports.  This  activity  was  trans- 
ferred to  the  Department  of  AVater  Resour- 
ces in  1959,  but  the  State  Board  of  Health 
still  has  the  responsibility  for  final  approval 
for  waste  disposal  that  may  endanger  public 
health  through  possible  contamination  of 
public  water  supplies. 

Comment 
Change    proceeds   at   a   dizzy  pace.   New 


words  and  phrases  such  as  these  have  now 
become  commonplace:  break-through,  pop- 
ulation explosion,  family  planning,  oceano- 
graphy, sea  farming,  organ  banks  and  re- 
placement, magic  vaccines  and  treatments, 
rehabilitation,  life  on  Mars,  supersonic 
travel,  DNA  and  RNA,  automation,  and 
many  others.  In  some  supposed^  progres- 
sive steps,  we  find,  just  as  with  our  powerful 
useful  drugs,  some  possibly  harmful  side 
effects.  We  have  become  partial  captives  of 
electricity;  of  monopolistic  businesses,  in- 
dustries and  labor  unions;  of  spiraling  costs 
(including  medical  care);  of  computers  and 
other  automation  systems,  and  of  fission  and 
fusion  energj'.  With  all  our  sophistication 
we  continue  to  pollute  our  soil,  water,  air 
and  food.  Our  suicides  or  homicides  are  more 
than  double,  our  home  and  farm  fatalities 
are  more  than  quadruple,  and  our  highway 
barbai'ity  accounts  for  more  than  seven 
times  our  tuberculosis  deaths.  We  overeat, 
drink  and  smoke  excessively,  underexercise, 
and  abuse  our  opportunities  for  recreation 
and  relaxation.  And,  after  we  become  soft, 
fat  and  flabby  and  begin  to  fall  apart,  we  call 
our  easy  life  "the  unusual  strain  and  stress 
of  modern  li^'ing."  Since  those  before  us  sur- 
vived other  great  hazards,  perhaps  we  can 
still  be  optimistic,  justifiably,  about  our  own 
hectic  generation. 

Reference 

1.  Xorton.  .J.  W.  R.:  A  Decade  of  Public  Health  Ad- 
justment in  North  CoroHna.  \.  Carolina  Med  J  It): 
222-229    (.lunel    in.iS. 
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Acute  Renal  Failure  in  Onstetrics 


Joel  A.  Reiskin,  M.D. 
Winston-Salem 

(Conclusion) 


Sepsis 


Septic  abortion 


Table  7  summarizes  207  cases  of  acute 
renal  failure  secondary  to  septic  abortion. 
Nearly  all  these  septic  abortions  were  crimi- 
nal or  self-induced.  Eighty-eight  patients 
died,  for  a  mortality  of  42.5  per  cent.  Seven- 
ty-nine patients  (38.2  per  cent)  were  dia- 
lyzed;  77  had  hemodialysis  and  8  had  peri- 
toneal dialysis.  Dialysis  was  carried  out  in 
47.9  per  cent  of  the  patients  who  recovered 
and  25  per  cent  of  those  who  died. 

Serious  infection  complicates  about  3.7 
per  cent  of  abortions-".  Acute  renal  failure 
secondary  to  septic  abortion  occurs  in  0.1 
to  0.7  per  cent  of  all  abortions"'-"'^^.  In  large 
general  hosiaitals  criminal  abortions  may 
make  up  50  to  80  per  cent  of  cases  of  obstet- 
ric renal  failure'*-''''^. 

Acute  tubular  necrosis  (lower  nephron 
nephrosis)  has  been  noted  in  septic  abortion 
for  over  20  years  33,9.s-4i^  rpj^g  organism  most 
frequently  implicated  has  been  CI.  wel- 
(^/;^;2o_3o,3:),4i-43^  but  Escl}.  coH  has  also  re- 
ceived attention--. 

In  CI.  loelchii  infections  several  common 
causes  of  acute  renal  failure  may  co-exist. 
These  includes  endotoxic  vasomotor  col- 
lapse--, intravascular  hemolysis-'-^'^^,  and 
possibly  a  direct  nephrotoxic  effect  of  the 
endotoxin^*. 

In  addition  to  the  effects  of  infection, 
abortifacients  cause  further  renal  embar- 
rassment. These  abortifacients  include  neph- 
rotoxins  (cresol,  phenol,  mercuric  chloride 
tablets)  and  hemolytic  agents  (soap,  quin- 
ine )2«.33-3o. 

Prior  to  the  introduction  of  antibiotics 
and  the  artificial  kidney  the  prognosis  in 
acute  renal  failure  due  to  septic  abortion, 
especially  with  CI.  ivelchii  septicemia,  was 
considered  hopeless^'.  Even  now  the  mor- 
tality in  a  single  series  may  be  as  high  as 
75  per  cent-'''^^. 

Most  obstetricians  advocate  conservative 


management,  including  massive  antibiotics, 
gas  gangrene  antitoxin,  and  endometrial 
curettage-^".  But  recently  there  have  been 
encouraging  results  with  the  use  of  early 
total  hysterectomy  and  salpingo-oophorec- 
tomy29.3o. 

The  artificial  kidney  is  now  advocated  by 
many  authors  in  the  management  of  acute 
renal  failure  due  to  septic  abortion  (table 
8).  This  measure  is  freciuently  necessary  be- 
cause of  the  acute  early  rise  in  blood  urea 
nitrogen  often  seen  as  the  result  of  tissue 
breakdown-^'*^.  It  is  perhaps  significant  that 
in  this  study  approximately  50  per  cent  of 
those  who  recovered  from  renal  failure  and 
septic  abortion  were  dialyzed,  while  only  25 
per  cent  of  those  who  died  were  dialyzed. 
If  only  those  patients  who  had  dialysis  are 
tabulated,  the  mortality  would  be  27.8  per 
cent  (22  of  79  patients)  as  compared  with 
the  over-all  mortality  of  42.5  per  cent. 

Sepsis  of  unspecified  etiology 

Table  9  summarizes  12  cases  of  acute 
renal  failure  due  to  sepsis  of  unspecified 
etiology — that  is,  the  authors  did  not  in- 
dicate the  exact  cause  of  the  renal  failure 
other  than  infection  as  the  major  factor  in- 
volved. Four  patients  died,  for  a  mortality 
of  33.3  per  cent.  Six  patients,  one  of  whom 
died,  had  hemodialysis. 

These  cases  are  included  for  the  sake  of 
completeness  and  because  they  offer  an  op- 
portunity to  mention  the  changing  pattern 
of  mortality  that  has  become  evident  re- 
cently. 

Prior  to  the  recognition  of  the  hazards  of 
fluid  and  electrolyte  imbalance,  the  chief 
causes  of  death  in  acute  renal  failure  were 
pulmonary  edema,  potassium  intoxication, 
and  uremic  coma-'^'.  During  the  past  several 
years  sepsis  has  become  a  very  important 
cause  of  death.  Bluemle  and  others^  re- 
ported that  87  per  cent  of  the  obstetric  pa- 
tients in  their  series  were  infected  at  some 
time  in  their  clinical  course.  Fifty  per  cent 
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Table  8 
Acute  Renal  Failure  Associated  With  Septic  Abortion 
OUTCOME 


Hill,  1936S7 
O'Donnell,  1949^0 
Wyatt  &  Goldenberg,  1950«« 
Chesley  &   McCaw,  1951=3 
Priddle  &  Stevenson,  1951«' 
Cannell,  et  al.,  1953" 
Swann  &  Merrill,  1953- 
Wright,  19535* 
Ahvall,  et  al.,  195559 
Mann  &  Dantuono,  1955-« 
Russel,  et  al.,  1955S-* 
Schreiner  &  Herman,  1955^ 
Bull,  et  al.,  195627 
Douglas,  1956-** 
Ober,  et  al.,  19561 
Aoyama  &  Kolff,  19578s 
Palmer,  et  al.,  1957-' 
Shackman  &  Milne,  195781 
Barr  &  Chambers,  19585" 
De  Alvarez  &  Wolter,  1958-s 
Nesbitt,  195962 
Salisbury,  1958«9 
Bluemle,  et  al.,  19593 
Edwards  &  Whyte,  1959-0 
Knapp  &  Hellman,  195938 
Parsons  &  McCracken,  19596 
Piatt,  et  al.,  1959'i 
Thomson  &  Nixon,  1959"2 
Da  Cunha,  et  al.,  1960« 
Davenport  &  Oken,  1960-3 
Doehner,  et  al.,  1960t-» 
Isham  &  Finch,  1960'3 
Jackson,  et  al.,  19609 
Loughridge,  et  al..  196052 
Teschan,  et  al.,  1960-6 
Eales  &  Simenhoff,  1961" 
Finzer,  1961"- 
Hall,  et  al,  19616* 
Marshall,  196156 
Mule  &  Steward,  196136 
Rabinowitz,  et  al.,  196229 
Woodard,  196222 
Kadner  &  Anderson,  196330 


TOTAL 


Recovered 


No.  of 
Patients 


119 


No. 
Dialyzed* 


No.  of 
Patients 


No. 
Dialyzed* 


No.  of 
Patients 


TOTAL 

Mortality:  42,5% 
*Hemodialysis  unless  (P)  for  peritoneal  dialysis 


57 


88 


09 


207 


No. 
Dialyzed* 


0 

0 

5 

0 

5 

0 

0 

0 

3 

0 

3 

0 

0 

0 

3 

0 

3 

0 

1 

0 

0 

0 

1 

0 

1 

0 

0 

0 

1 

0 

4 

? 

2 

? 

6 

9 

2 

1 

1 

1 

3 

2 

0 

0 

1 

0 

1 

0 

3 

3 

0 

0 

3 

3 

3 

? 

20 

? 

23 

7 

21 

4P 

5 

2 

26 

2 

2 

2 

1 

1 

3 

3 

8 

1 

5 

1 

13 

2 

2 

1 

3 

0 

5 

1 

0 

0 

1 

1 

1 

1 

2 

2 

1 

1 

3 

3 

5 

2 

4 

2 

9 

4 

2 

0 

0 

0 

2 

0 

1 

0 

0 

0 

1 

0 

1 

1 

0 

0 

1 

1 

0 

0 

1 

0 

1 

0 

0 

0 

1 

1 

1 

1 

4 

1 

2 

1 

6 

2 

2 

2 

0 

0 

2 

2 

3 

0 

9 

0 

12 

0 

8 

5 

0 

0 

8 

5 

1 

1 

0 

0 

1 

1 

1 

1 

0 

0 

1 

1 

1 

1 

0 

0 

1 

1 

1 

0 

0 

0 

1 

0 

0 

0 

1 

1 

1 

1 

0 

0 

1 

0 

1 

0 

2 

2 

0 

0 

2 

2 

8 

5 

4 

3 

12 

8 

1 

1 

0 

0 

1 

1 

11 

7 

3 

2 

14 

9 

1 

0 

1 

0 

2 

0 

2 

2 

0 

0 

2 

2 

3 

2 

0 

0 

3 

2 

1 

7 

1 

? 

2 

9 

2 

2 

5 

5 

7 

7 

4 

4 

2 

0 

6 

4 

5 

4P 

2 

0 

7 

4P 

of  their  obstetric  patients  liad  a  major  in- 
fection, defined  as  septicemia,  pneumonia, 
peritonitis,  tracheobronchitis,  or  deciduitis. 
Obstetric  hemorrhage  has  been  noted  to  be 
associated  with  an  increased   incidence  of 


infection-o,  but  infection  per  se  has  been 
termed  the  "common"  complication  of 
uremia  by  nearly  all  authors  with  extensive 
experience  in  the  management  of  acute  renal 
failure3. 
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Table  9 
Acute  Reuul  Failure  Associated   With  Sepsis  of  Unspecified  Etiology 

OUTCOME  TOTAL 


Recovered 


No.  of 
Patients         D 


No. 
ialyzed* 


No.  of 
Patients 


No. 
Dialyzed* 


No.  of 
Patients 


No. 
Dialyzed* 


Cannell,  et  al,  1953" 

2 

9 

0 

0 

2 

? 

Dique,  195578 

1 

1 

0 

0 

1 

1 

Ober,  et  al.,  1956i 

2 

2 

1 

1 

3 

3 

Bluemle,  et  al.,  19595 

1 

1 

0 

0 

1 

1 

Jackson,  et  al.,  19609 

1 

1 

0 

0 

1 

1 

Mule  &  Steward,  1961-i« 

TOTAL 

1 

? 

3 

? 

4 

■> 

8 

5 

4 

1 

12 

6 

Mortality:  33.3% 

*HemocliaIysis 

?Unknown 

Toxemia  of  pregnancy 

Tables  10,  11,  and  12  summarize  cases 
of  acute  renal  failure  associated,  respective- 
ly, with  toxemia  of  pregnancy,  abruptio 
placentae,  and  toxemia  superimposed  upon 
abruptio  placentae. 

Table  10  includes  both  preeclamptic  and 
eclamptic  cases,  since  often  distinction  was 
made  between  the  two  in  the  literature. 
Cases  of  abruptio  placentae  included  in 
table  11  are  those  cases  in  which  toxemia 
was  either  not  a  feature  or  was  not  reported. 
The  degree  of  hemorrhage  associated  with 
these  cases  of  abruptio  placentae  likewise 
could  not  be  ascertained  from  the  literature. 
For  the  reasons  just  mentioned,  and  because 
it  has  been  suggested  that  acute  renal  fail- 
ure occurs  more  frequently  when  toxemia 
and  placental  abruption  co-exist  than  when 
either  occurs  separately'",  cases  of  abruptio 
placentae  are  included  under  toxemia  of 
pregnancy  rather  than  under  hemorrhage. 
This  has  facilitated  comparison  of  "non- 
toxic" (table  11)  with  "toxic"  (table  12) 
placental  abruption. 

Cases  of  renal  cortical  necrosis  will  be  in- 
dicated in  those  instances  in  which  data 
are  available. 

Toxe)nia 

Table  10  summarizes  59  cases  of  acute 
renal  failure  associated  with  toxemia  of 
pregnancy.  Eighteen  patients  died,  for  a 
mortality  of  30.5  per  cent.  Twenty  patients 
(33.9  per  cent)  had  hemodialysis:  of  these, 
17  patients  recovered  and  2  died. 


The  incidence  of  toxemia  varies,  depend- 
ing on  the  population  of  patients,  from  7  to 
17  per  cent  of  all  deliveries^^''*^.  Dvn-ing  the 
years  1951  to  1958  at  the  Kings  County  Hos- 
pital the  incidence  of  toxemia  was  8.2  per 
cent.  The  incidence  of  acute  renal  failure  in 
these  toxemic  patients  was  0.1  per  cent^'*. 

As  mentioned  earlier,  preeclampsia  and 
eclampsia  are  often  associated  with  a  tran- 
sient oliguria.  This  has  been  attributed 
to  arteriolar  spasm,  resulting  in  decreased 
glomerular  filtration^-.  Renal  plasma  flow  is 
reduced  in  toxemia  of  pregnancy  when  com- 
pared with  the  elevated  values  obtained 
dvu'ing  normal  pregnancy,  but  is  well  within 
the  range  of  \'alues  for  normal  non-pregnant 
women^.  This  contrasts  sharply  with  the 
reduction  in  renal  plasma  flow  in  patients 
with  acute  tubular  necrosis". 

The  renal  lesions  found  in  cases  of  vm- 
complicated  pregnancy  toxemia  have  been 
a  matter  of  dispute.  Ober  and  others^  found 
focal  glomerular  lesions  in  fatal  cases  of 
toxemia  with  oliguria  as  a  clinical  feature, 
but  no  lesions  in  fatal  cases  of  toxemia  with- 
out oliguria.  These  findings  are  in  accord 
with  those  of  other  authors*".  Sheehan  and 
Moore-^  concluded  that  glomerular  swelling 
to  1.5  times  the  normal  mean  is  the  most 
consistent  finding,  and  that  this  is  due  to 
swelling  of  endothelial  cells  which  lay  down 
a  fine  network  of  fibrils  beneath  the  base- 
ment membrane.  This  description  is  con- 
sistent with  the  observations,  already  men- 
tioned, that  reduced  renal  excretion  is  due 
more  to  decreased  glomerular  filtration  than 
to  decreased  renal  plasma  flow. 


292 


NORTH   CAROLINA   MEDICAL   JOURNAL 


July,    1964 


Table  10 
Acute  Keiial  Failure  Associated  With  Toxemia  of  Pregnancy 


AUTHORS 

OUTCOME 

TOTAL 

Recovered 

Died 

No.  of 

No. 

No.  of 

No. 

No.  of 

No. 

Patients 

Dialyzed* 

Patients 

Dialyzed* 

Patients 

Dialyzed* 

Mauzy  &  Donnelly,  1949'0 

2 

0 

0 

0 

2 

0 

Chesley  &  McCaw,  195153 

4 

0 

1 

0 

5 

0 

Priddle  &  Stevenson,  19516" 

1 

0 

0 

0 

1 

0 

Baker,  et  al.,  igSS'^o 

0 

0 

1 

0 

1 

0 

Cannell,  et  al.,  19535^ 

2 

? 

0 

0 

2 

? 

Alwall,  et  al,  19555" 

1 

1 

1 

1 

2 

2 

Schreinei-  &  Berman,  19553 

0 

0 

1 

0 

1 

0 

Ober,  et  al.,  19561 

2 

2 

9 

1 

11 

3 

Palmer,  et  al.,  1957-* 

2 

1 

2 

1 

4 

2 

Barr  &  Chambers,  1958-'0 

2 

0 

0 

0 

2 

0 

Nesbitt,  19580- 

4 

2 

0 

0 

4 

2 

Salisbury,  195869 

1 

0 

0 

0 

1 

0 

Edwards  &  Whyte,  1959"o 

1 

1 

0 

0 

1 

1 

Knapp  &  Hellman,  19593S 

2 

0 

1 

0 

3 

0 

Parsons  &  McCracken,  1959o 

5 

5 

0 

0 

5 

5 

Thaysen,  et  al.,  IQSO'is 

2 

0 

0 

0 

2 

0 

Anthone,  et  al.,  19608 

2 

2 

0 

0 

2 

2 

Blagg  &  Parsons,  1960-"i 

2 

7 

1 

? 

3 

9 

Loughridge,  et  al.,  1960-'2 

1 

1 

0 

0 

1 

1 

Eales  &  Simenhoff,  IDGln 

0 

0 

1 

0 

1 

0 

Hall,  et  al.,  1961"i 

2 

1 

0 

0 

2 

1 

Marshall,  1961=6 

1 

1 

0 

0 

1 

1 

Mule  &  Steward,  196136 

2 

? 

0 

0 

2 

? 

TOTAL 

41 

17 

18 

3 

59 

20 

Mortality:  30.5% 

*Hemodialysis 

?Unknown 

Tubular  lesions  are  not  conspicuous  in 
uncomplicated  toxemia  of  pregnancy  except 
for  "hyaline  droplet"  degeneration;  tubular 
necrosis  is  not  seeni--'.  Tubular  degenera- 
tion may  be  seen,  however,  if  severe  hemor- 
rhage complicates  the  toxemia''". 

Apparently,  then,  the  oliguria  of  uncom- 
plicated toxemia  of  pregnancy  stems  from 
extrarenal  factors  and  is  readily  reversible 
when  delivery  of  the  fetus  is  accomplished. 
If  hemorrhage  or  other  factors  associated 
with  acute  renal  failure  complicate  the  tox- 
emia, however,  tubular  necrosis  maj^  ensue. 

Abruptio  placentae 

Table  11  summarizes  76  cases  of  acute 
renal  failure  folowing  abruptio  placentae. 
Twenty  patients  died,  for  a  mortality  of  26.3 
per  cent.  At  least  6  of  these  who  died  had 
renal  cortical  necrosis.  Twenty-three  pa- 
tients (30.3  per  cent),  S  of  whom  died,  had 
hemodialysis. 


The  incidence  of  abruptio  placentae  is  0.4 
to  1.4  per  cent  of  all  deliveries,  depending 
upon  the  diagnostic  criteria  used-".  During 
the  years  1951  to  1958  at  Kings  County  Hos- 
pital acute  renal  failure  occurred  in  0.7  per 
cent  of  all  placental  abruptions3s. 

Assuming  for  the  purposes  of  discussion 
that  the  cases  of  placental  abruption  in  table 
11  were  not  complicated  by  toxemia,  the 
primary  cause  of  the  acute  renal  failure 
would  be  hemorrhage,  and  the  renal  lesion 
produced  would  be  tubular  necrosis.  How- 
ever, bleeding  may  not  be  simple;  it  may  be 
enhanced  by  hypofibrinogenemia. 

Hypofibrinogenemia,  defined  as  a  fibrino- 
gen level  of  100  mg.  per  100  ml.  of  plasma 
or  less,  occurs  in  about  10  per  cent  of  the 
cases  of  abruptio  placentae-".  The  most  like- 
ly explanation  for  this  phenomenon  postu- 
lates that  thromboplastic  tissue  derivatives 
are  released  from  the  placental  site  into  the 
maternal   circulation,   which   activates    the 
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Table  11 
Acute   Renal  Failure   Associated   With   Abruptio   Placentae 


AUTHORS 

OUTCOME 

TOTAL 

Recovered 

Died 

No.  of 

No. 

No.    of 

No. 

No.  of 

No. 

Patients 

Dialyzed* 

Patients 

Dialyzed* 

Patients 

Dialyzed* 

Mauzy  &  Donnelly,  1949~9 

2 

0 

0 

0 

2 

0 

Chesley  &  McCaw,  195153 

3 

0 

1 

0 

4 

0 

Priddle  &  Stevenson,  1951«7 

2 

0 

1 

0 

3 

0 

Gannell,  et  al.,  195357 

7 

? 

2 

? 

9 

? 

Lerner,  et  al.,  195481 

0 

0 

1 

0 

1 

0 

Bacala  &  Portuondo,  195560 

1 

0 

0 

0 

1 

0 

9 

0 

0 

0 

9 

0 

Russel,  et  al.,  19553* 

3 

0 

2 

0 

5 

0 

Schreiner  &  Barman,  19553 

2 

0 

2 

2 

4 

2 

Ober,  et  al.,  19561 

2 

2 

1 

0 

3 

2 

Palmer,  et  al.,  1957* 

0 

0 

1 

0 

1 

0 

Shackman  &  Milne,  195761 

0 

0 

1 

1 

1 

1 

Barr  &  Chambers,  195850 

2 

0 

0 

0 

2 

0 

Bluemle,  et  al.,  19595 

1 

1 

0 

0 

1 

1 

Knapp  &  Hellman,  195938 

2 

0 

1 

0 

3 

0 

Parsons  &  McCracken,  19596 

5 

4 

1 

0 

6 

4 

Anthone,  et  al.,  19608 

2 

2 

0 

0 

2 

2 

Blagg  &  Parsons,  196051 

4 

•f 

la 

9 

5 

7 

Loughridge,  et  al.,  196052 

3 

1 

3a 

3 

6 

4 

Teschan,  et  al.,  196076 

0 

0 

2a 

2 

2 

2 

Bales  &  Simenhoff,  1961" 

4 

4 

0 

0 

4 

4 

Mule  &  Steward,  196136 

1 

7 

0 

0 

1 

? 

Rabinowitz,  et  al.,  196182 

1 

1 

0 

0 

1 

1 

TOTAIi 

56 

15 

20 

8 

76 

23 

Mortality:  26.3% 

♦Hemodialysis 

?Unkno\vn 

aRenal  cortical  necrosis 

fibrinogen-fibrin  conversion  process,  caus- 
ing widespread  intravascular  coagulation 
and  defibrination  of  blood-^  At  fibrinogen 
levels  below  100  mg.  per  100  ml.  of  plasma 
the  blood  is  deprived  of  its  coagulative  abil- 
ity. Also  the  incidence  of  uteroplacental  apo- 
plexy (Couvelaire  uterus)  is  increased  in 
hypofibrinogenemia-". 

Toxemia  superimposed  upon  abruptio 
placentae 

Table  12  summarizes  60  cases  of  acute 
renal  failure  following  toxemia  superim- 
posed upon  abruptio  placentae.  Twenty- 
seven  patients  died,  for  a  mortality  of  45 
per  cent.  Of  these,  18  patients  (66.7  per 
cent)  were  known  to  have  renal  cortical 
necrosis.  Seventeen  patients  (28.3  per  cent), 
6  of  whom  died,  had  hemodialysis. 

The  pathogenesis  of  acute  renal  failure  in 
toxemia    of    pregnancy    and    in    abruptio 


placentae  has  been  discussed.  When  hyper- 
tensive toxemia  and  abruptio  placentae 
occur  together,  however,  the  incidence  of 
bilateral   renal   cortical   necrosis   increases. 

The  exact  cause  of  bilateral  renal  cortical 
necrosis  is  unknown,  but  the  mechanism  by 
which  the  lesion  is  produced  appears  to  in- 
volve intense  renal  arterial  vasospasm^'^s. 
Following  vasospasm,  blood  flow  is  tem- 
porarily reduced  and  thrombi  form.  Infarc- 
tive  coagulation  necrosis  of  the  renal  cortex 
(all  tissues  distal  to  the  thrombi)  then  en- 
sues. 

From  necropsies  of  75  patients  who  died 
after  concealed  accidental  hemorrhage  of 
pregnancy  (abruptio  placentae  with  retro- 
placental  hematoma)  Sheehan  and  Moore--*^ 
demonstrated  a  gradient  in  the  severity  of 
the  associated  renal  lesions,  ranging  from 
tubular  degeneration  (acute  tubular  nec- 
rosis)  to  renal  cortical  necrosis,  graded  in 
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Table  12 
Acute  Renal  Failure  Associated  With  Abiiiptio  Placentae  and  Superimposed  Toxemia  of  Pregnancy 

AUTHORS  OUTCOME  TOTAI> 


Recovered 

Died 

No.   of 

No. 

No.  of 

No. 

No.    of 

No. 

Patients 

Dialyzed 

Patients 

Dialyzed* 

Patients 

Dialyzed* 

Mauzy  &  Donnelly,  1949''' 

1 

0 

1 

0 

2 

0 

Chesley  &  McCaw,  195153 

4 

0 

4 

0 

8 

0 

Ranney,  1953^3 

1 

0 

0 

0 

1 

0 

Swann  &  Merrill,  19532 

1 

1 

0 

n 

1 

1 

Bull,  et  al.,  1955-»" 

4 

0 

4« 

0 

8 

0 

Schreiner  &  Berman,  1955-'' 

1 

1 

1 

1 

2 

2 

Ober,  et  al.,  1956i 

5 

5 

7« 

2 

12 

7 

Shackman  &  Milne,  1957<'i 

0 

0 

2a 

1 

2 

1 

Nesbitt,  195S'-' 

2 

1 

0 

0 

2 

1 

Bluemle.  et  al.,  1959'' 

0 

0 

la 

1 

1 

1 

Clark  &  Bennett,  1959^4 

1 

0 

0 

(1 

1 

0 

Thaysen,  et  al.,  1959« 

2 

1 

la 

1 

3 

2 

Blagg  &  Parsons,  1960^1 

4 

? 

4" 

9 

8 

V 

Jackson,  et  al.,  1960« 

1 

1 

0 

0 

1 

1 

Bales  &  Simenhoff,  1961" 

1 

1 

0 

0 

1 

1 

Hall,  et  al.,  19Gl«i 

1 

0 

0 

0 

1 

0 

Mule  &  Steward,  1961'!e 

4 

7 

2 

9 

G 

7 

TOTATi 

Mortality:  45% 
♦Hemodialysis 
?Unkno\vn 

"Renal  cortical  necrosis 
•'3  cases  renal  cortical  necrosis 


33 


11 


27 


60 


17 


order  of  increasing  severity  as  focal,  minor, 
patchy,  and  gross.  Since  cortical  necrosis  is 
not  alwa3^s  diffuse,  it  is  concei\'able  tliat  of 
the  patients  in  whom  abruptio  placentae 
develops  in  the  course  of  severe  pregnancy 
toxemia,  those  with  severe  oliguria  may 
have  focal  or  minor  areas  of  cortical  necro- 
sis, but  because  the  quantity  of  tissue  de- 
stroyed is  small,  the  patients  reco^'er  follow- 
ing treatment'. 

It  should  be  noted  that  renal  cortical  nec- 
rosis accounted  for  30  per  cent  of  the  deaths 
due  to  abruptio  placentae  (table  11),  but 
was  responsible  for  66.7  per  cent  of  deaths 
when  toxemia  occurred  with  abruptio  plac- 
entae (table  12). 

Incompatible  blood  transfusion 

Table  13  sumarizes  63  cases  of  acute  renal 
failure  following  incompatible  blood  trans- 
fusions. Sixteen  patients  died,  for  a  mortal- 
ity of  25.4  per  cent.  Thirty-one  patients 
(49.2  per  cent),  6  of  whom  died,  had  hemo- 
dialysis. 

The  incidence  of  acute  renal  failure  fol- 


lowing incompatible  transfusion  at  one  large 
general  hospital  is  0.3  per  cent  of  all  trans- 
fusions. Parker  and  others'-,  in  an  analysis 
of  maternal  deaths  associated  with  renal  sup- 
pression in  North  Carolina  during  the  38 
years  1946  to  1956,  found  an  increase  in  the 
incidence  of  hemorrhage  and  a  sharp  rise 
in  transfusion  reactions  at  the  same  time. 
The)'  concluded  that  widespread  use  of 
transfusions  may  allow  many  patients  who 
formerly  died  of  hemorrhage  to  survive, 
only  to  be  afflicted  with  and  possibly  suc- 
cumb to  acute  renal  failure. 

Barlas-''  found  that  transfusion  accidents 
occurred  in  smaller  hospitals  from  mis- 
matching of  blood  and  in  larger  hospitals 
from  clerical  errors.  In  6  cases  reported  by 
Bull  and  associates-"*  3  patients  had  ABO  in- 
compatibility, one  had  an  Rh  incompati- 
bility, one  a  Kell  incompatibility,  and  in  one 
the  incompatibility  was  unknown. 

Oliver  and  others'*  have  demonstrated 
that  acute  renal  failure  due  to  intravascular 
hemolysis  results  from  acute  ischemic  tu- 
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Table  13 
Acute  Renal  Failure  Following  Incompatible  Blood  Transfusion 

OUTCOME  TOTAL, 


Recovered 

Died 

No.  of 

No. 

No.  of 

No. 

No.  of 

No. 

Patients 

Dialyzed* 

Patients 

Dialyzed* 

Patients 

Dialyzed* 

Burt,  et  al.,  195083 

2 

0 

0 

0 

2 

0 

Chesley  &  McCaw,  19515-" 

1 

0 

0 

0 

1 

0 

Cannell,  et  al.,  19535' 

0 

0 

1 

? 

1 

? 

Swann  &  Merrill,  19532 

9 

6 

1 

0 

10 

6 

Bacala  &  Portuondo,  1955bo 

1 

0 

1 

0 

2 

0 

Russel,  et  al.,  19553-1 

1 

0 

0 

0 

1 

0 

Schreiner  &  Berman,  19553 

2 

0 

1 

1 

3 

1 

Ober,  et  al.,  1956 

9 

9 

3 

1 

12 

10 

Bull,  et  al.,  19572-1 

4 

0 

2 

1 

G 

1 

Barr  &  Chambers,  195850 

1 

0 

0 

0 

1 

0 

Salisbury,  195869 

0 

0 

3 

2 

3 

2 

Barlas  &  Kolff,  195923 

2 

2 

0 

0 

2 

2 

Bluemle,  et  al.,  19595 

8 

6 

1 

1 

9 

7 

Knapp  &  Hellman,  195938 

3 

0 

2 

0 

5 

0 

Anthone,  et  al.,  1960s 

2 

2 

0 

0 

2 

2 

Hall,  et  al.,  19616* 

1 

0 

1 

0 

2 

0 

Mule  &  Steward,  1961^6 

1 

? 

0 

0 

1 

9 

TOTAIi 

Mortality:  25.4% 


47 


25 


16 


63 


31 


♦Hemodialysis 
?Unknown 

bular  necrosis  secondary  to  vascular  spasm 
and  anoxemia.  There  is  no  correlation  be- 
t-ween the  amount  of  blood  infused  and  the 
severity  of  the  renal  damage'. 

It  is  sometimes  difficult  to  decide  -whether 
or  not  acute  renal  failure  is  due  to  hemo- 
lysis, since  shock  from  blood  loss  is  often 
present-^.  Bluemle  and  others"  took  definite 
evidence  of  transfusion  hemolysis  to  be  (a) 
a  major  incompatibility  demonstrated  by 
cross-match,  (b)  evidence  of  hemoglobinem- 
ia  and /or  hemoglobinuria,  or  (c)  an  in- 
creaseor  rising  titer  of  specific  red  cell 
antibodies  in  the  recipient's  serum. 


Obstetric  shock 

Table  14  summarizes  2  cases  of  acute 
renal  failure  following  amniotic  fluid  embol- 
ism. Both  patients  survived.  One  patient 
had  hemodialysis.  The  other  vv^as  known  to 
have  hypofibrinogenemia  as  an  added  com- 
plication. 

Hypofibrinogenemia  and  renal  cortical 
necrosis  have  been  mentioned  earlier  as  pos- 
sible complications  of  amniotic  fluid  embol- 
ism. The  mechanism  of  hypofibrinogenemia 
in  amniotic  fluid  embolism  is  probably  simi- 
lar to  that  in  abruptio  placenta''. 

Amniotic   fluid  embolism   has  been   said 


Table  14 
Acute  Renal  Failure  Followlnfir  Amniotic  Fluid  Emboli.sm 


AUTHORS 

OUTCOME 

TOTAL 

ham,  196131 

TOTAL 

Mortality:  0% 

Recovered 

Died 

No.  of 
Patients 

No. 
Dialyzed* 

No.  of 
Patients 

No. 
Dialyzed* 

No.  of 
Patients 

No. 
Dialyzed* 

Ober,  et  al.,  1956i 
Finestone  &  Beec 

1 
1 

1 
0 

0 
0 

0 
0 

1 

1 

1 
0 

♦Hemodialysis 

2 

1 

0 

0 

2 

1 
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Table  15 
Acute  Reiinl  Failure  Following  Inversion  of  the  Uterus 

OUTCOME  TOTAU 


Recovered 

Died 

No.  of 
Patients 

No. 
Dialyzed* 

No,  of 
Patients 

No. 
Dialyzed* 

No.  of 
Patients 

No. 
Dialyzed* 

Ober,  el  al.,  195Gi 
Marcus  &  Brandt,  19573- 

0 
1 

0 
0 

1 
0 

0 

0 

1 
1 

0 

0 

TOTAL 

Mortality:  50% 
*Hemodialysis 

1 

0 

1 

0 

2 

0 

to  be  almost  always  fatal-".  The  significance 
of  the  survival  of  the  2  patients  in  this  study 
is  undetermined. 

Table  15  summarizes  2  cases  of  acute 
renal  failure  following  inversion  of  the  ut- 
erus. One  patient  died  and  one  survived. 
Neither  patient  had  hemodialysis. 

The  incidence  of  inversion  of  the  uterus  is 
variously  reported  as  1  in  5,000  to  1  in  100,- 
000  deliveries"-.  The  mortality  varies  from 
12  to  40  per  cent-","-  and  decreases  markedly 
if  the  patient  survives  longer  than  48  hours. 

Poor  management  of  the  third  stage  of 
labor  is  usually  responsible  for  uterine  in- 
\'ersion:  however,  an  atonic  uterus  or  an 
adherent  placenta  may  be  a  factor''-. 

The  exact  cause  of  the  vasomotor  collapse 
in  inversion  of  the  uterus  is  unknown  but 
shock  is  usually  out  of  proportion  to  the 
amount  of  blood  lost. 

Siu)U)}ary  of  Results 

Table  l(i  summarizes  the  data  contained 
in  tables  2  to  15. 

The  571  cases  of  acute  renal  failure  cited 
in  this  study  are  distributed  among  the  cate- 
gories of  obstetric  complications  as  follows: 
hypovolemia  (primarily  obstetric  hemor- 
rhage), 90  cases  ( 15.8  per  cent);  sepsis  (pri- 
marily septic  abortion),  219  cases  (38.4  per 
cent  I ;  toxemia  of  pregnancy  ( including  ab- 
ruptio  placentae),  195  cases  (34.2  per  cent); 
incompatible  tranfusion,  63  cases  (11.0  per 
cent);  obstetric  shock,  4  cases  (0.7  per 
cent). 

It  is  readily  seen  that  the  majority  of 
cases  (72.6  per  cent)  fall  into  the  categories 
of  sepsis  and  of  toxemia  of  pregnancy.  These 
categories  also  have  the  highest  mortality 
rates  in  this  study — 42.0  and  33.3  per  cent, 


respectively — for  sepsis  and  toxemia  of  preg- 
nancy. These  results  suggest  two  conclu- 
sions: (a)  acute  renal  failure  occurs  more 
frequently  in  these  particular  obstetric 
complications:  and  (b)  the  prognosis  in 
these  complications  is  significantly  poorer 
than  in  the  other  complications  in  which 
acute  renal  failure  occurs. 

The  over-all  mortality  in  the  toxemia  of 
l^regnancy  category  is  33.3  per  cent.  The  in- 
dividual mortality  rates  are  as  follows: 
toxemia,  30.5  per  cent:  abruptio  placentae, 
26.3  per  cent:  abruptio  placentae  with  tox- 
emia, 45  per  cent.  The  significantly  higher 
mortality  when  abruptio  placentae  and  tox- 
emia co-exist  than  when  either  one  occurs 
alone  can  be  attributed  to  the  high  incidence 
of  renal  cortical  necrosis  ( 66.7  per  cent  of 
the  patients  who  died). 

The  lowest  mortality  in  a  major  category 
is  noted  under  hypovolemic  situations  (14.4 
per  cent).  Obstetric  hemorrhage  accounted 
for  over  95  per  cent  of  the  situations.  Ab- 
ruptio placentae  has  not  been  included 
in  this  category,  but  its  mortality  has  al- 
ready been  cited  as  26.3  per  cent.  If  the  6 
cases  of  renal  cortical  necrosis  that  occurred 
in  abruptio  placentae  are  omitted,  the  ad- 
justed mortality  is  20  per  cent  (14  of  70 
cases),  comparing  favorably  with  the  mor- 
tality of  14.4  per  cent  seen  in  hypovolemic 
situations. 

Incompatibile  blood  transfusion  account- 
ed for  11  per  cent  of  the  cases  in  this  study. 
The  mortality  was  25.4  per  cent.  This  mor- 
tality is  higher  than  that  seen  in  obstetric 
hemorrhage  ( 14  per  cent)  and  suggests  that 
hemorrhage  complicated  by  incompatible 
transfusion  is  more  serious  than  hemor- 
rhage alone.  However,  other  factors,  such  as 
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Table  16 
571  Cases  of  Acute  Renal  Faihii-e  Following  Compliaitions  of  Presnancy 

OBSTETRIC  COMPLICATION  OUTCOME  TOTAL 


Hypovolemia 

Hemorrhage; 
Abortion 
Placenta  previa 
Ruptured  uterus 
Ruptured  ecotopie  pregnancy 
Postpartum   hemorrhage 
Hyperemesis  gravidarum 

(Subtotal) 
(Mortality:  14.4%) 
Sepsis 
Septic  abortion 
Unspecified  etiology 

(Subtotal) 
(Mortality:  42,0%) 
Toxemia  of  Pregnancy 
Toxemia 

Abruptio  placentae 
Toxemia  &  abruptio  placentae 
(Subtotal) 
(Mortality:  33.3%) 
Incompatible  Transfusion 

(Mortality:  25.4%) 
Obstetric  Shock 
Amniotic  fluid  embolism 
Inversion  of  uterus 

TOTAL 

Mortality:  32.8% 


Recovered 

Died 

No.  of 

No. 

No.   of 

No. 

No.   of 

No. 

Patients 

Dialyzed* 

Patients 

Dialyzed* 

Patients 

Dialyzed* 

21 

5 

1 

0 

22 

5 

10 

5 

2 

1 

12 

6 

3 

1 

2 

0 

5 

1 

1 

1 

2 

0 

3 

1 

38 

24 

6 

2 

44 

26 

4 

1 

0 

0 

4 

1 

77 

37 

13 

3 

90 

40 

119 

57 

88 

22 

207 

79 

8 

5 

4 

1 

12 

6 

127 

62 

92 

23 

219 

85 

41 

17 

IS 

3 

59 

20 

56 

15 

20 

S 

76 

23 

33 

11 

27 

6 

60 

17 

130 


47 


43 


25 


65 


16 


17 


195 


63 


GO 


31 


384 


168 


187 


49 


571 


217 


infection  and  operative  trauma,  may  ac- 
count for  the  difference. 

The  mortality  rate  observed  in  obstetric 
patients  is  generally  less  than  33  per  cent, 
as  compared  with  an  over-all  acute  renal 
failure  mortality  of  about  50  per  cent"*-^'. 
The  over-all  mortality  of  32.8  per  cent  in 
this  study  is  consistent  with  the  above  ob- 
servation. 

Of  the  517  patients  in  this  study,  217  (38 
per  cent)  were  dialyzed.  In  general,  a  great- 
er percentage  of  patients  who  recovered 
were  dialyzed  than  those  who  died.  Dialysis 
was  performed  on  43.8  per  cent  of  patients 
who  recovered  and  on  26.2  per  cent  of  pa- 
tients who  died. 

By  categories,  the  percentage  of  patients 
who  were  dialyzed  are  as  follows:  hypovol- 
ema,  44.4  per  cent  (40  of  90  patients);  38.8 
per  cent   (85  of  219  patients);   toxemia  of 


pregnancy,  30.8  per  cent  (60  of  195  pa- 
tients); incompatible  transfusion,  49.2  per 
cent  (31  of  63  patients).  In  each  category, 
with  the  exception  of  toxemia  of  pregnancy, 
approximately  50  per  cent  of  the  patients 
who  recovered  were  dialyzed.  In  the  cate- 
gory of  toxemia  of  pregnancy  about  33  per 
cent  of  patients  who  recovered  were  dia- 
lyzed, accounting  for  the  lower  percentage 
(30.S  per  cent)  of  all  patients  dialyzed  in 
this  category. 

It  may  be  concluded,  then,  that  differ- 
ences in  the  percentage  of  patients  dialyzed 
cannot  account  for  the  discrepancies  in  mor- 
tality. It  is  inferred  that  the  prognosis  in 
acute  renal  failure  is  determined  by  the 
nature  of  the  initiating  disorder  and  is  modi- 
fied by  the  ensuing  complications.  This  has 
also  been  suggested  by  other  authors-''  ■*'. 

The  fact  that  dialysis  was  used  in  38  per 
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cent  of  the  571  cases  reflects  the  general 
feeling  that,  where  indicated,  hemodialysis 
should  be  a  part  of,  rather  than  an  addition 
to,  the  conser\'ati\'e  management  of  acute 
renal  failure''^". 

The  indications  for  dialysis  vary  among 
the  large  artifical  kidney  centers,  but  Scrib- 
ner'  states  that  dialysis  will  probably  be  re- 
quired eventually  when  any  of  the  following 
points  obtain:  (1)  an  increase  in  the  blood 
urea  nitrogen  abo\'e  100  mg.  per  100  ml. 
before  the  urine  volume  exceeds  500  ml.  per 
24  hours;  (2)  persistence  of  oliguria  longer 
than  three  days:  (3)  a  rising  serum  potas- 
sium value  or  a  level  greater  than  6  mEq. 
per  liter;  (4)  presence  of  persistent  fever  or 
infection;  and  (5)  any  sign  of  deterioration 
in  the  patient's  sensorium  or  ability  to 
cougli,  even  though  the  urine  volume  has 
risen  above  400  ml.  per  24  hours. 

A  detailed  discussion  of  the  management 
of  acute  renal  failure  pei-  se  is  beyond  the 
scope  of  this  paper  and  may  be  found  else- 
where^". It  shovdd  be  emphasized,  however, 
that  the  early  detection  and  treatment  of 
shock  and  infection,  including  careful  cross- 
matching of  blood,  will  save  more  lives  by 
preventing  acute  renal  failure  than  the  most 
meticulous  management  once  the  syndrome 
has  developed. 

Su)}}))uiry  and  Co)icIusioi}s 
Obstetric  complications  are  associated 
with  approximately  20  to  40  per  cent  of  all 
cases  of  acute  renal  failure.  These  complica- 
tions include  obstetric  hemorrhage  (abor- 
tion, placenta  previa,  ruptured  uterus,  rup- 
tured ecotopic  pregnancy,  abruptio  placen- 
tae, hypofibrinogenemia),  hyperemesis 
gravidarum,  sepsis  (especially  septic  abor- 
tion), toxemia  of  pregnancy,  renal  cortical 
necrosis,  intravascular  hemotysis  (especial- 
ly incompatible  blood  transfusion),  obstetric 
shock  (amniotic  fluid  embolism,  inversion 
of  the  uterus),  and  nephrotoxic  abortifac- 
ients. 

Five  hundred  seventy-one  cases  of  acute 
renal  failure  associated  with  the  above  com- 
plications were  obtained  from  the  English 
literature  and  analyzed  with  respect  to  dis- 
tribution, mortality,  and  use  of  hemodialy- 
sis. 

72.6  per  cent  of  the  cases  were  contained 


within  the  categories  of  sepsis  (primarily 
septic  abortion)  and  toxemia  of  pregnancy 
(including  abruptio  placentae).  The  mor- 
tality in  these  categories  was  also  signifi- 
cantlj'  higher  than  in  obstetric  hemorrhage 
or  incompatible  transfusion. 

The  concurrence  of  toxemia  and  abruptio 
placentae  carried  with  it  a  significantly 
greater  mortality  than  either  complication 
alone.  This  was  attributed  to  the  much  high- 
er incidence  of  renal  cortical  necrosis  in 
"toxic"  placental  abruption.  The  concept  of 
potentially  reversible  renal  cortical  necrosis 
is  discussed. 

Thirty-eight  per  cent  of  the  patients  in 
this  study  were  dialyzed.  Difference  in  the 
percentage  of  patients  dialyzed  could  not  ac- 
count for  the  discrepancies  in  mortality.  It 
was  concluded  that  the  prognosis  in  acute 
renal  failure  is  determined  by  the  nature  of 
the  initiating  disorder  and  is  modified  by 
the  ensuing  complications,  the  most  com- 
mon of  which  being  infection. 
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Report  on  Trauma 


EARLY  CARE  OF  THE  PATIENT  WITH 
SPINAL  INJURY 

The  admission  of  each  accident  victim  to 
a  liospital  emergency  department  presents 
the  problem  of  spinal  injury,  cervical,  dorsal 
or  lumbar,  with  the  possibility  of  neurolog- 
ical involvement.  In  the  great  majority  of 
cases  the  problem  can  be  resolved  rapidly 
when  there  are  no  complaints  referrable  to 
the  spine,  tenderness  over  the  spine,  and  no 
signs  of  neurological  impairment.  When  any 
one  of  these  signs  is  present  the  clinician  is 
faced  with  tlie  problem  of  accurate  diagnosis 
in  order  to  institute  proper  treatment.  On 
occasion,  exact  interpretation  of  a  spinal  in- 
jury may  take  considerable  time  and  pa- 
tience, particularly  in  patients  who  have 
sustained  serious  injury  involving  other 
systems,  the  treatment  of  which  may  take 
precedence. 

The  immediate  treatment  of  any  spinal 
injury,  ligamentous  or  bony,  is  immobiliza- 
tion. In  the  case  of  the  lumbar  or  dorsal 
spine,  simple  rest  in  the  supine  position  on  a 
firm,  flat  surface  is  adequate.  Any  turning 
of  the  patient  should  be  carefully  performed, 
using  a  slow  "log  rolling"  technique.  In 
cervical  spine  injuries,  similar  immobiliza- 
tion should  be  employed,  together  with  light 
head  traction  (five  pounds)  to  further  de- 
crease mobility  and  for  comfort. 

The  unconscious  patient  should  be  treated 


This  is  the  eleventh  in  a  series  of  articles  submitted 
by  the  North  Carolina  Chapter  of  the  American  College 
of  Surgeons  Committee  on  Traiuna. 


as  though  a  spinal  injury  were  present  until 
studies  to  determine  the  type  of  injury  pre- 
sent or  the  absence  of  spinal  involvement  are 
permissible. 

Accurate  determination  of  damage  to  the 
spinal  cord  or  nerve  roots  at  the  time  of  ad- 
mission cannot  be  overemphasized.  In  the 
conscious  patient,  both  motor  and  sensoiy 
patterns,  as  well  as  status  of  the  reflexes, 
must  be  determined.  Recording  of  the  find- 
ings in  writing  immediately  may  prove  of 
great  value  later  in  guiding  treatment. 

Roentgenologic  examination  of  the  spine 
should  be  dejerred  until  the  general  status 
of  the  patient  has  been  determined  to  be 
such  that  the  necessary  movements  would 
not  be  detrijnental  and  that  injormation  ob- 
tained by  x-ray  examinatioii  would  be  of 
benefit  in  diagnosis  and  treatment.  When  x- 
rays  are  made  it  is  imperative  that  proper 
views  of  good  quality  be  obtained.  Poor 
films  are  worse  than  useless,  as  a  false  sense 
of  security  or  overtreatment  may  result. 
Needless  to  say,  careful  accurate  interpreta- 
tion of  the  x-ray  is  expected. 

Following  an  adequate  history,  physical 
examination,  and  radiological  study,  the 
exact  status  of  the  spinal  injury  can  usually 
be  determined  and  definitive  treatment  in- 
stituted. 

No  physician  should  ever  forget  the  ap- 
prehension of  the  patient  with  a  spinal  in- 
jury. Visions  of  permanent  crippling,  par- 
alysis, and  death  haunt  his  mind.  Any  reas- 
surance that  can  be  afforded  may  save  much 
needless  mental  anguish. 
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WHO  WILL  WATCH  THE 
WATCHMAN? 

Medical  investigators  from  Xorth  Caro- 
lina are  accustomed  to  questions  from  out- 
of-state  colleagues  about  Representative 
Fountain.  While  his  views  have  always  been 
wideh-  reported  in  the  medical  and  lay 
press,  it  was  a  special  pleasure  to  have  him 
address  the  House  of  Delegates  at  the 
Greensboro  meeting.  He  is  a  sincere,  well- 
informed  man  with  good  intentions,  and 
has  the  support  of  many  people  in  and  out 
of  the  profession. 

In  general,  the  work  of  his  subcommittee 
has  been  useful.  There  is  little  quarrel  with 


the  subcommittee's  views  on  fiscal  respon- 
sibilit3^  The  questions  he  raises  about  the 
panels  of  experts  used  for  evaluating  grant 
applications  at  the  National  Institutes  of 
Health  are  perplexing  and  ha\'e  no  simple 
answers.  Any  clever  scoundrel  could  devise 
a  research  project  which  would  find  a  backer 
eventually,  but  that  backer  would  not  likely 
be  the  National  Institutes  of  Health,  whose 
expert  committees  have  successfully  resist- 
ed political  and  other  pressures  to  give 
grants.  No  regulations  yet  devised  are  cap- 
able of  preventing  all  abuses  of  generosity. 
Ultimately  it  is  the  trustworthiness  and  com- 
petence of  the  investigator  which  deter- 
mines whether  or  not  a  research  grant  pro- 
duces information  commensurate  with  the 
money  spent. 

Most  disturbing  about  the  deliberations 
of  Mr.  Fountain's  subcommittee,  although 
perfectl}'  understandable,  is  the  nature  of 
their  concern  with  the  worthiness  of  proj- 
ects. As  he  says,  "...  many  research  proj- 
ects that  have  been  brought  to  my  atten- 
tion are  not  of  the  importance  or  quality 
that  Congress  had  in  mind  when  appropri- 
ating funds  for  this  purpose."  From  such 
feelings  comes  the  perennial  Congressional 
sport  of  poking  fun  at  the  abstruse-sounding 
titles  of  some  research  projects,  yet  those 
who  laugh  might  do  so  out  of  the  other  side 
of  their  mouths  if  they  realized  how  inap- 
propriate their  attitude  is  to  those  who  un- 
derstand the  problems.  Whether  a  ".  .  .  re- 
search proposal  is  of  much  interest  to  the 
rest  of  science"  is  another  poor  criterion. 
Would  the  astronomers  of  the  early  1500's 
have  been  interested  in  Vesalius'  work?  Per- 
haps, for  some  of  them  were  physicians,  a 
sort  of  scientific  cross-over  which  is  rare 
today:  most  contemporaiy  scientists  do  not 
consider  themselves  competent  to  make  the 
sort  of  judgment  which  Dr.  Weinberg  and 
Mr.  Fountain  would  like  to  ha\-e  made. 

In  the  absolute  sense,  all  facts  are  of  equal 
\alue.  Their  applicability  to  current  prob- 
lems \'aries  widely,  and  it  requires  consid- 
erable detachment  and  courage  to  take  the 
long  view.  Man.y  responsible  and  thoughtful 
scientists  have  long  been  concerned  over 
the  disparity  between  applied  research  and 
basic   research,    pointing   out   that   we   are 
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operating  today  from  principles  which  in 
many  cases  were  discovered  in  tlie  last  cen- 
tury. Someone  needs  to  be  discovering  the 
principles  from  which  future  applied  re- 
search will  spring.  The  rest  of  vis  need  to  de- 
velop the  insight  which  will  keep  the  sup- 
port coming  and  diminish  the  ridicule  which 
is  easier  to  give  than  understanding. 
^     $     ^ 

SOCIALIZED  SCHOOLS 

Professor  David  Smiley  of  Wake  Forest 
College  has  pointed  out  that  medicine  might 
well  learn  something  about  governmental 
control  of  a  profession  from  the  history  of 
the  public  schools  of  the  United  States.  Most 
of  us  take  for  granted  the  ownership  of 
schools  by  governmental  bodies,  ranging 
from  small  towns  to  the  federal  government. 
Professor  Smiley  points  out  that  such  own- 
ership was  not  always  the  case.  Horace 
Mann,  in  his  urge  to  make  education  more 
widely  available  to  the  children  of  the  mid- 
1800's,  sought  the  help  of  politicians.  They 
were  receptive  to  his  ideas,  but  made  con- 
trol by  their  appointees  a  condition  of  such 
help.  The  most  effective  instrument  they  de- 
veloped was  regulation  of  the  qualifications 
for  teachers,  and  the  education  of  teachers. 
Control  of  curriculum  and  textbook  choices 
followed  naturally.  It  would  matter  little  if 
all  the  government  did  was  to  pay  the  cost 
of  education,  meanwhile  leaving  the  stand- 
ards of  education  and  the  training  of  teach- 
ers up  to  educators  themselves. 

The  danger  of  government  control  of  med- 
ical education  is  not  overt  at  present,  yet 
it  should  be  feared  by  medical  educators 
and  by  the  profession  at  large.  Government 
research  funds  are  not  part  of  a  long-term 
plot  to  gain  control  of  medical  education, 
but  the  shaping  of  faculties  in  accordance 


with  government  research  policies  is  an  in- 
escapable by-product  of  gradually  evolving 
dependence  on  such  funds  for  faculty  sup- 
port. In  turn,  the  need  for  such  faculties 
reflects  increasing  pressures  by  the  public 
for  more  medical  personnel,  more  medical 
care,  and  more  medical  research.  Funds 
from  private  foundations  and  the  American 
Medical  Association  are  steps  in  the  right 
direction,  but  are  several  orders  of  magni- 
tude too  small  for  the  need.  If  Dr.  Smiley  is 
correct,  as  his  historical  scholarship  would 
lead  one  to  believe,  this  is  the  route  along 
which  governmental  control  of  medicine 
will  come,  although  it  is  not  the  route  most 

heavily  guarded  at  present. 

+    *    * 

RECIPROCAL  SUPPORT 

We  in  the  medical  profession  have  for 
many  years  fought  encroachment  upon  free 
enterprise  in  medical  practice.  In  so  doing 
we  have  asked  support  from  friends  and 
acquaintances  in  many  other  fields  of  en- 
deavor. All  too  often  we  have  reciprocated 
only  by  token  support. 

Free  enterprise  covers  a  broad  front  and 
involves  not  only  other  professions,  but  those 
engaged  in  business  and  industry,  large  or 
small.  Many  of  these  are  faced  with  problems 
of  possible  consequences  no  less  catastrophic 
to  free  enterprise  than  medicine. 

A  current  example  is  the  proposed  legis- 
lation involving  the  investor-owned  utilities 
pending  in  this  state.  If  we  are  to  present  a 
united  opposition  to  the  destruction  of  free 
enterprise,  it  behooves  us  to  expand  our  op- 
position to  areas  other  than  medicine — to  lae- 
come  infonned  and  speak  out  with  authority- 
If  we  cannot  swim  together,  we  will  most 
assuredly  sink  separately. 

Theodore  S.  Raiford,  M.D. 
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Committees  &  Organizations 


Schedule  of  t'oniniittee  and  (Oiniiiission  Appointments,  1964-65 

NOTE:  The  Committees  listed  herein  have  been  authoi'ized  by  President  Theodore  S.  Raiford,  and/or 
are  required  under  the  Constitution  and  By-Laws. 

Particular  note  should  be  taken  of  the  authorization  of  the  House  of  Delegates  of  a  Com- 
mission form  of  organizational  activity  and  that  all  Committees,  excepting  Committee  on 
Nomination.  Committee  on  Negotiation,  and  Committee  on  Grievances,  are  segregated  under 
the  respective  Commission  in  which  the  function  of  the  committee  logically  rests.  This  will 
tend  to  eliminate  overlapping  and  duplication  in  activity  programs  and  result  in  coordina- 
tion of  the  work  of  the  Society  in  a  manner  to  lessen  the  work  of  the  delegates  in  the  Annual 
Meeting  of  the  House  of  Delegates 

(The  President,  Secretary  and  Executive  Director  of  the  Society  are  ex-officio  members 
of  all  Committees  and,  along  with  the  Commission  Chairman,  should  receive  notice  of  meet- 
ings, agenda  and  minutes  of  committee  meetings  during  the  activity  year.) 


I. 


1. 


II. 


1. 


3. 


4. 


8. 


9. 


ADMINISTRATIOX  COMMISSION 

Wayne  J.  Benton,  M.D.,  Chairman 
2320  Battleground  Road,  Committee 

Greensboro,  North  Carolina.  Listing 

Finance,  Committee  on  (I-l)  #18 

Wayne  J.  Benton,  M.D..  CJiainnan 
2320  Battleground  Road, 
Greensboro. 

ADVISORY  AND  STUDY  COMMISSION 
W.  Howard  Wilson,  M.D.,  Chninnan 
403  Professional  Building 
Raleigh,  North  Carolina 
Auxiliary  Advisory  and  Archives  of 
Medical   Society  History,   Committee 
on    (III)  #1 

Roscoe  D.  McMillan,  M.D.,  Chain)}n)i 
Box  232,  Red  Springs. 
American   Medical   Education   &   Re- 
search    Foundation,     C<.mmittee     on 
(II-2)  #2 

H.  B.  Underwood,  M.D.,  Chairman 
709  West  End  Avenue.  Statesville. 
Blue  Shield,  Committee  on  (II-3)  #8 

W.  Z.  Bradford,  M.D.,  Chairman 
1509  Elizabeth  Avenue,  Charlotte. 
Constitution   &   By-Ijaws,  Committee 
on  (II-4)  #1:5 

Roscoe  D.  McMillan,  M.D.,  Chairman 
Box  232,  Red  Springs. 
Industrial  Commission  of  North  Caro- 
lina, Committee  to  Work  with  (II-5)       #21 
Ralph  W.  Coonrad,  M.D.,  Chairman 
Broad  &  Englewood  Sts.,  Durham. 
Medical  Care  of  Dependents  of  Mem- 
bers of  Armed  Forces,  Committee  on 
(MEDICARE)    (II-6)  #2(5 

David  M.  Cogdell,  M.D.,  Chairman 
911   Hay  Street,  Fayetteville. 
Student    A.M.A.,    Chapters,    Commit- 
tee  Advisory   to    (II-7)  #37 
Wm.  P.  J.  Peete,  M.D..  Chairman 
Duke  Hospital.   Durham. 
Relative  Value  Schedule,  Committee  on 
(II-8)                                                                    #39 
Alfred  T.  Hamilton,  M.D..  Chairman 
223  Bryan  Bldg.,  Raleigh 
Marriage  Counselling,  Committee 
Advisory  to  (II-9)  #44 


Rachel  D.  Davis,  M.D.,  Chairman 
111  E.  Gordon  Street,  Kinston 

III.  ANNUAL  CONVENTION  COMMISSION 

Paul  F.  Maness,  M.D.,  Chairman 
328  W.  Davis  Street 
Burlington,  North  Carolina 

1.  Arrangements,  Committee  on    (III-l)        #4 
Charles  W.  Styron,  M.D.,  Ctiairnnni 

015  St.   Mary's  St..   Raleigh. 

2.  Audio-Visual  Scientific  Postgraduate 
Instruction,  Committee  on  (III-2)  #5 
John  C.  Grier,  Jr.,  M.D.,  Chairman 
Carthage  Rd.,  Pinehurst. 

3.  Awards,  Committee  on  (III-3)  #6 
Lester  A.  Crowell,  Jr..  M.D.,  Chairman 
South  Aspen   St.,  Lincolnton. 

4.  Delegates,  Committee  on  Credentials  to 
House  of  Delegates  (III-4)  #14 
Charles  B.  Wilkerson,  Jr.,  M.D.,  Chairman 
100  S.  Boylan  Avenue,  Raleigh. 

t5.        Exhibits,  Committee  on  Scientific 

(III-5)  #16 

D.  Leroy  Crandell,  Chairman 

N.   C.   Baptist   Hospital.   Winston-Salem 

6.        Scientific   Works,  Committee  on 

(III-6)  #7 

Leonard  Palumbo,  M.D.,  Chairman 
N.  C.  Memorial  Hospital 
Chapel  Hill.  North  Carolina 

IV.  PROFESSIONAL  SERVICE  COMMIS- 
SION 

Mark  McD.  Lindsey,  M.  D.,  Chairman 
Hamlet  Hospital 
Hamlet,  North  Carolina 

1.  Disaster  Medical  Care,  Committee 

on    (IV-1)  #1.5 

George  W.  Paschal,  Jr.,  M.D.,  Chairman 
1110  Wake  Forest  Rd. 
Raleigh 

2.  Eye  Care  and  Eye  Bank,  Committee  on 
(IV-2)  #17 
L.  B.  Holt,  M.D.,  Chairman 

2240  Cloverdale  Ave.,  Winston-Salem. 

3.  Professional    Insurance,   Committee 

on  (IV-3)  #22 

Joseph  W.  Hooper,  Jr.,  M.D.,  Chairman 
410  N.   11th  Street,  Wilmington. 
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4. 


6. 


V. 


3. 


5. 


VI. 


2. 


#28 


#31 


#45 


#20 


#23 


#25 


#33 


#35 


Necrology,  Committee  on   (IV-4) 

Charles  H.  Pugh,  M.D.,  Chairman 

Box  1478,  Gastonia 

Nursing,  Committee  of  Physicians  on 

(lV-5) 

Fred  C.  Hubbard,  M.D.,  Chairman 

408  8th  Street,  N.  Wilkesboro. 

Retirement  Savings  Plan  Committee 

(IV-6) 

Jesse  Caldwell,  M.D.,  Chairmaii 

114  W.  Third  Ave,,  Gastonia, 

PUBLIC  REIiATIONS  COMMISSION 

David  G.  Walton,  M,D,,  Chairman 

1012  Kings  Drive,  Charlotte 

Hospital  and  Professional  Relations  and 

Liaison  to  North  Carolina  Hospital 

Association,  Committee  on   (V-1) 

James  S,  Raper,  M,D,,  Chairman 

Doctors  Bldg,,  Asheville 

Legislation,  Committee  on  (V-2) 

Edgar  T,  Beddingfield,  Jr,,  M.D.,  Chairman 

Community  Clinic,  Stantonsburg 

Medical-Legal  Committee    (V-3) 

Julius  A,  Howell,  M.D,,  Chairman 

Bowman  Gray,  Winston-Salem, 

Public  Relations,  Committee  on  (V-4) 

Philip  Naumoff,  M.D.,  Chairman 

1012  Kings  Drive,  Charlotte, 

Rural  Health,   Committee   on    (V-5) 

Edward  L,  Boyette,  M,D.,  Chairman 

P,  O,  Box  65,  Chinquapin 

Insurance  Industry  Liaison  Committee 

(V-6)  #38 

Frank  W,  Jones,  M.D,,  Chairman 

Catawba  Hospital,  Newton, 

N.  C.  Pharmacy  Association, 

Committee  Liaison  to   (V-7)  #40 

James  P,  Hendrix,  M.D,,  Chairman 

Duke  Hospital,  Durham, 

Traffic  Safety,  Committee  Advisory 

to   North   Carolina  Highway  Patrol 

(V-8)  #41 

Simmons  I.  Patrick,  M.D.,  Chairman 

400  Glenwood  Ave,,   Kinston, 

Association  of  Professions,  Committee 

on  (V-9)  #43 

John  R,  Kernodle,  M,D,,  Chairman 

Kernodle  Clinic,  Burlington, 

PUBLIC  SERVICE  COMMISSION 

Thomas  G.  Thurston,  M,D.,  Chairman 

512  Mocksville  Avenue, 

Salisbury,  North  Carolina, 

Anesthesia  Study,  Committee  on  (VI-1)   #3 

Luther  C,  Hollandsworth,  M,D., 

Box  1187,  Lumberton, 

Board   of  Public   Welfare   of  North 

Carolina,  Committee  Advisory  to, 

(VI-2)  #9 

Amos  N,  Johnson,  M,D,,  Chairman 

Garland, 

Cancer,  Committee  on   (VI-3)  #10 

D,  E,  Ward,  Jr.,  M,D,,  Chairman 

2604  North  Elm  St.,  Lumberton. 


4.  Child   Health   &   Poliomyelitis,   Com- 
mittee on,  (VI-4)  #11 

Richard  S,  Kelly,  M,D.,  Chairman 
1606  Morganton  Rd,,  Fayetteville, 

5.  Chronic  Illness,  Tuberculosis  and  Heart 
Disease,  Committee  on    (VI-5)  #12 
Thomas  R,  Nichols,  M,D.,  Chairman 

107  Queen   Street,  Morganton. 

6.  Maternal   Health,    Committee    on 

(VI-6)  #25 

W,  Joseph  May,  M,D,,  Chairmaii 

(and  Secretary) 
121   Professional  Bldg.,  Winston-Salem, 

7.  Mental  Health  and  Medicine  in  Religion 
Committee  on,  (VI-7)  #27 
John  L,  McCain,  M,D,,  Chairman 

Wilson  Clinic,  Wilson, 

8.  Occupational  Health,  Committee  on 
(VI-8)  #32 
Benjamin  W.  Goodman,  M,D,,  Chairman 

12  Second  Avenue,  Hickory 

9.  Rehabilitation  Physical,  Committee  on, 
(VI-9)  #34 
Walter  S,  Hunt,  Jr.,  M.D.,  Chairman 

600  Wade  Avenue,   Raleigh, 

10.  School  Health,  Committee  on,  (VI-10)     #36 
Frank  E.  Barnes,  Jr.,  M.D.,  Chairman 

713  Hancock  St.,  Smithfield. 

11.  Venereal  Disease,  Committee  on 

(VI-11)  #42 

Howard  Paul  Steiger,  M,D.,  Chairman 
1600  E,  5th  Street,  Charlotte 
VIL     NOMINATIONS,  COMMITTEE  ON  (Not 
a  commission  constitutionally 
provided)  #30 

William  F,  Hollister,  M,D,,  Chairman 
Pinehurst  Surgical  Clinic,  Pinehurst 

VIII.  GRIEVANCES,  COMMITTEE  ON  (Not  a 
commission  By-Ijaw  provided)  #19 
John  C,  Reese,  M.D.,  Chairman 

Grace  Hospital,  Morganton 

IX.  NEGOTIATIONS,  COMMITTEE   ON    (Not 
a   commission   By-Law   provided)  #29 
Wiliam  F.  Hollister,  M.D.,  Cha;r)nan 
Pinehurst  Surgical  Clinic,  Pinehurst 

1.        Committee  Advisory  to  the  Auxiliary  and 
Archives   of  Medical  Society   History 
(U)  II-l 
Roscoe  D.  McMillan,  M.D.,  Chairman.  Box 

232,  Red   Springs. 
C,    T,   Wilkinson,    M,D„    Co-Cliairman.    209 

Wilkinson  Bldg,,  Wake  Forest, 
George    M,    Cooper,    Jr,,    M,D.,    201    Bryan 

Bldg.,   Raleigh. 
Doris    B.    Hammett,    M.D.,    104    Broadview 

Road,  Waynesville. 
Amos  N.  Johnson.  M.D.,  Garland. 
Ruth    Leonard,    M.D.,    106    W.    7th    Street, 

Charlotte  2. 
Harvey  C.  May,  M.D.,  1524  Elizabeth  Ave- 
nue, Charlotte  4. 
Rose  Fully,  M.D.,  1007y2  N.  College  Street, 

Kinston. 
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John  C.  Reece,  ]\LD,,  Grace  Hospital,  Mor- 
ganton. 

Ben  F.  Royal,  M.D.,  900  Shepherd  Street. 
Morehead  City 

Warner  Wells,  M.D.,  N.  C.  JMemorial  Hos- 
pital, Chapel  Hill. 

2.  roiiiiiiittee  on  American  >redical  Edncation 
and  Research  Foundation  (5)  II-2 

Harry  B.  Underwood.  M.D..  ClKiinniin.  TOO 
West   End  Avenue,  Statesville. 

William  L.  Fleming,  M.D.,  Univ.  of  N.  C, 
Chapel  Hill. 

John  R.  Hoskins.  HI.  M.D.,  203  Doctors 
Bldg..  Asheville. 

Benjamin  F.  Huntley,  M.D.,  207  S.  Haw- 
thorne Road,  Winston-Salem. 

Wm.  P.  J.  Peete.  M.D..  Duke  Hospital,  Dur- 
ham. 

3.  Committee  on  Anesthesia  Study   (11)   VI-1 
Luther  C.  Hollandsworth,  i\LD..  Clinirnmn. 

Box  1187,  Lumberton. 
Beverly  W.  Armstrong,   M.D..   lOG  W.   7th 

Street,  Charlotte  2. 
Howard   M.   Ausherman,   M.D.,   Box   10157, 

Charlotte. 
Horace  I\L  Baker,  ,lr.,  M.D.,   Medical   Arts 

Bldg.,  Lumberton. 
D.   LeRoy   Crandell.   M.D.,   Bowman   Gray, 

Winston-Salem. 
Helen   E.  Hall,  M.D..   Box   10.502.   Cameron 

Village,  Raleigh. 
Joseph  S.  Hiatt,  Jr.,  M.D.,  208  S.  W.  Broad 

Street,  Southern  Pines. 
John   R.    Hoskins,    III.    M.D.,    203    Doctors 

Bldg..   Asheville. 
Will  Camp  Sealy.  M.D.,  Duke  Hospital,  Dur- 
ham. 
Charles  R.  Stephen.  M.D..  Box  3535,  Duke 

Hospital.   Durham. 
Thomas    B.    Wilson.    M.D,,    Rex    Hospital, 

Raleigh. 

4.  Committee     on     Arrangements     (.'?)     (plus 
consultants)  III-l 

Charles  W.  Styron.  :m.D..  Chairmen}.  ni5 
St.  Mary's  Street,  Raleigh. 

Chalmers  R.  Carr,  M.D.,  Co-Chairman.  1822 
Bnmswdck  Avenue.  Charlotte 

Marvin    N.    Lymberis.    i\I.D.. 
106  W.  7th  Street,  Charlotte  2. 

John  C.  Burwell,  M.D.,  Consultant,  1020 
Professional  Village,  Greensboro 

CONSULTANTS:  (Standing  Committees) 

Leonard  Palumbo,  M.D.,  Chrmn.,  Com.  on 
Scientific  Works,  N.  C.  Memorial  Hospi- 
tal, Chapel  Hill 

D.  LeRoy  Crandell,  M.D.,  Chmm.,  Com.  on 
Scientific  Exhibits,  Bowman  Gray,  Win- 
ston-Salem 

John  C.  Grier,  Jr.,  M.D..  Chrmn.,  Com.  on 
Audio-Visual  PG  Instr.,  Carthage  Road, 
Pinehurst 

Lester  A.  Crowell,  Jr.,  M.D.,  Chrmn.,  Com. 
on  Awards,  South  Aspen  Street.  Lincoln- 
ton 


G. 


Charles  B.  Wilkerson,  Jr.,  M.D.,  Chrmn., 
on  Credentials.  100  S.  Boylan  Ave..  Ral- 
eigh 

CONSULTANTS:  (ad  hoc  local  committees) 

L.  K.  Boggs,  M.D.,  Chrmn.,  Com.  on  Pub- 
licity, 1012  Kings  Drive,  Charlotte 

B.  M.  Boyd,  Jr.,  M.D.,  Chrmn.,  Com.  on 
Housing,  1822  Brunswick  Avenue,  Char- 
lotte 

Mrs.  A.  Ledyard  DeCamp,  Chrmn.,  Com.  on 
Aux.  Activities,  1830  Cassimia  Place, 
Charlotte 

John  A.  Brabson,  M.D.,  Chrmn.,  Com.  on 
Athletic  Contests,  225  Hawthorne  Lane, 
Charlotte 

G.  Aubrey  Hawes,  M.D.,  Chrm.,  Com.  on 
Entertainment,  1333  Romany  Road,  Char- 
lotte 

Committee  on  Scientific  Audio-Visual  Post- 
graduate Instruction    (7)    III-2 

John  C.  Grier,  Jr.,  M.D.,  Cliairnian.  Carth- 
age Road,   Pinehurst. 

Paul  McB.  Abernethy.  M.D.,  Medical  Vil- 
lage, Burlington. 

John  R.  Ashe,  .Ir.,  M.D..  G24-A  Church 
Street,  Concord. 

William  W.  Forrest,  M.D.,  501  N.  Elam  Ave- 
nue, Greensboro 

William  W.  Shingleton.  M.D.,  Duke  Hos- 
pital, Durham. 

Frederick  H.  Taylor,  M.D.,  1012  Kings 
Drive.  Charlotte. 

J.  O.  Williams,  M.D.,  Cabarrus  Memorial 
Hospital.  Concord. 

Committee  on  Scientific  Awards   (9)    (plus 

1  Con.sultant)  111-3 

Lester  A.  Crowell.  Jr..  M.D.,  CliairnHin 
(1967),  South  Aspen  Street.  Lincolnton 

William  H.  Boyce,  M.D.,  (1900),  Bowman 
Gray,  Winston-Salem. 

J.  Desmond  Coughlin,  M.D.,  (1966),  309 
Doctors  Bldg.,  Asheville. 

Alton  J.  Coppridge,  M.  D.,  (1967),  1200 
Broad  Street,  Durham. 

Harry  L.  Johnson,  Jr.,  M.D..  (1965),  East- 
ern Rowan  Medical  Center,  Granite  Quar- 
ry. 

Livingston  Johnson,  M.D.,  (1967),  404  W. 
Warren  Street,  Shelby 

Joseph  M.  Hitch,  M.D.,  (1965),  Professional 
Bldg.,  Raleigh. 

Luther  M.  Talbert,  M.D.,  (1965),  N.  C.  Me- 
morial Hospital.  Chapel  Hill. 

John  K.  Williford.  M.D.,  (1966),  900  9th 
Street,  Lillington. 

Mr.  Emory  S.  Hunt,  (consultant).  Uni- 
versity of  North  Carolina.  Chapel  Hill. 

Committee  on  Scientific  Works  (5)  III-6 

(plus  Section  Chairmen  as  Consultants) 

Leonard  Palumbo.  Jr.,   M.D..   Chairman 

2604  North  Elm  St.,  Lumberton 

N.  C.  Memorial  Hospital 

Chapel  Hill 
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William  J.  Cromartie,  M.D.,  Univ.  of  North 
Carolina,  Chapel  Hill. 

John  F.  Lynch,  Jr.,  M.D.,  62  1  Quaker  Lane, 
High  Point. 

WiUiam  McN.  Nicholson,  M.D.,  Duke  Hos- 
pital, Durham 

Ernest  H.  Yount,  Jr.,  M.D.,  Bowman  Gray, 
Winston-Salem. 

Consultants: 

(GPM)  James  B.  Greenwood,  Jr.,  M.D.,  4101 
Central  Avenue,  Charlotte 

(IM)  William  B.  Young,  M.D.,  103  N.  Pine 
Street,  Wilson 

(O&O)    Ruth   Leonard,    M.D.,    106   W.   7th 
Street,  Charlotte  2 

(Surg)  James  R.  Dunn,  Jr.,  M.D.,  Tarboro 
Clinic,  Tarboro 

(Ped)   George  E.  Prince,   M.D.,  318  South 
Street,  Gastonia 

(Ob-Gyn)  R.  Pinkney  Rankin,  Jr.,  M.D.,  225 
Hawthorne  Lane,  Charlotte  4 

(PH&E)    William    L.    Wilson,    M.D.,    State 
Board  of  Health,  Raleigh 

(N&P)    Thomas   H.   Wright,  Jr.,   M.D.,  207 
Doctors  Bldg.,  Charlotte 

(Rad)  Simmons  I.  Patrick,  M.D.,  400  Glen- 
wood  Avenue,  Kinston 

(Path)  Kenneth  M.  Brinkhous,  M.D.,  Uni- 
versity of  North  Carolina,  Chapel  Hill 

(Anes.)    Michel  Bourgeois-Gavardin,   M.D., 
Watts  Hospital,  Durham 

(O&T)     Charles    Highsmith,    M.D.,    Mont- 
gomery Memorial  Hospital,  Troy 

(SAMA)  Mr.  E.  J.  Hocutt,  N.  C.  Memorial 
Hosp.,  Chapel  Hill 

Committee  on  Blue  Shield  (9)  II-3 

W.  Z.  Bradford,  M.   D.,   Chairman    (1967), 
1509  Elizabeth  Avenue,  Charlotte. 

Roy  S.  Bigham,  Jr.,  M.D.,  (1966),  1709  East 
Fourth  Street,  Charlotte. 

Robert  Perry  Crouch   (1967),  Central  Med- 
ical Bldg.,  Asheville 

Willard  C.  Goley,  M.D.,  (1965),  214  N.  Mar- 
ket Street,  Graham. 

Frederick  C.  Hubbard,  M.D.,  (1967),  408  8th 
Street,   N.  Wilkesboro. 

William    A.    Hoggard,    M.D.,    (1966),    1502 
Carolina  Avenue,  Elizabeth  City. 

George    W.     Holmes,    M.D.,     (1966),    2240 
Cloverdale  Ave.,  Winston-Salem. 

Max  P.   Rogers,   M.D.,    (1965),   624  Quaker 
Lane,  High  Point. 

C.    Ronald    Stephens,    M.D.     (1965),    Duke 
Hospital,  Durham 

Consultants: 
Howard    M.    Ausherman,    M.D.    (Anes.), 

Box  10157,  Charlotte 
George    M.    Cooper,    Jr.,    M.D.,    (OALR), 

2U1  Bryan  Bldg.,  Raleigh. 
Samuel  L.  Elfmon,  M.D.,  (IM),  226  Green 

Street,   Raleigh. 
Richard  S.  Kelly,  M.D.,  (Ped.),  1606  Mor- 
ganton  Rd.,  Fayetteville 


P.  O.  Box  98,  Rose- 
624  Quaker  Lane, 
Box  68,  Moravian 


Louis  L.  Klostermyer,  M.D.,    (Rad),  103 
Doctors  Bldg.,  Asheville 

9.        Committee     Advisory    to     North     Carolina 
Board  of  Public  Welfare  (9)  VI-2 

Amos  N.  Johnson,  M.D.,  Chairman,  Garland. 
Bruce    B.    Blackmon,    M.D.,    P.    O.    Box   8, 

Buies  Creek. 
John  L.  Bond,  Jr.,  M.D.,  Doctors  Bldg.,  N. 

Wilkesboro. 
J.  Street  Brewer,  M.D., 

boro. 
Walter   T.    Tice,    M.D., 

High  Point 
Hal  B.  Hawkins,  M.D., 

Falls. 
John  G.  Kerr,  M.D.,  Box  35,  Leicester 
Ralph  V.  Kidd,  Jr.,  M.D.,  1320  Scott  Avenue, 

Charlotte 
Charles  B.  Wilkerson,  Jr.,  M.D.,  100  S.  Boy- 
Ian  Avenue,  Raleigh. 

10.  Committee  on  Cancer  (11)    (Legal — 1  each 
Congressional  District)    VI-3 

D.  E.  Ward,  Jr.,  M.D.,  Chairman  (7th)  2604 
North  Elm  Street,  Lumberton 

Charles  I.  Harris,  Jr.,  M.D.,  (1st),  Martin 
General  Hospital,  Williamston, 

Samuel  L.  Parker,  M.D.,  (2nd),  Kinston 
Clinic,  Kinston. 

Cornelius  T.  McDonald,  M.D.,  (3rd),  810  E. 
Ash  Street,  Goldsboro. 

Lewis  S.  Thorpe,  M.D.,  (4th),  404  Peach- 
tree  Street,  Rocky  Mount 

Felda  Hightower,  M.D.,  (5th),  Bowman 
Gray,  Winston-Salem. 

Charles  E.  Flowers,  M.D.,  (6th),  N.  C.  Me- 
morial Hospital,  Chapel  Hill. 

Mark  McD.  Lindsey,  M.D.,  (Sth),  Hamlet 
Hospital,  Hamlet. 

David  L.  Pressly,  M.D,,  (9th).  1025  Davie 
Street,  Statesville. 

W.  G.  Byerly,  Jr.,  M.D.,  (10th),  24  2nd 
Avenue,  N.  E.,  Hickory 

Joshua  F.  B.  Camblos,  M.D.,  (11th),  208 
Doctors  Bldg,,  Asheville. 

11.  Committee  on  Child  Health  and  Poliomyel- 
itis  (13)   VI-4 

Richard  S.  Kelly,  M,D,.  Chairman,  1606  Mor- 
ganton  Road,  Fayetteville. 

Katherine  Anderson,  M.D.,  138  N.  Haw- 
thorne Road,  Winston-Salem. 

Frederick  A.  Blount,  M.D.,  2240  Cloverdale 
Ave.,  Winston-Salem 

Dan  P.  Boyette,  Jr.,  M.D.,  217  W.  Main 
Street,  Ahoskie. 

Harrie  R.  Chamberlin.  M,D.,  UNC  School 
of  Medicine,  Chapel  Hill. 

Floyd  W.  Denny,  Jr.,  M.D,,  University  of 
North  Carolina,  Raleigh 

Jacob  Koomen,  M.D,,  State  Board  of 
Health,  Raleigh, 

Arthur  H.  London,  Jr.,  M,D„  306  S.  Greg- 
son  Street,  Durham. 
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Angus  M.   McBryde,   M.D.,  S09  W.   Chapel 

Hill  Street,   Durham. 
Mary  Helen  McConnell,  M.D.,  675  Biltmore 

Ave.,  Asheville 
P.  ,J.   McElrath,   M.D.,   500  St.   Mary's   St., 

Raleigh 
John   W.   Nance,   M.D.,   401   Cooper   Drive. 

Clinton. 
Robert    F.    Young,    M.D.,    Halifax    County 

Health  Dept.,  Halifax. 
Siibcomnilttcc    on    Iinmiinizatioii    and    In- 

noculation  (10) 
Richard    S.    Kelly,    M.D.,    Chairman,    1600 

Morganton  Road,  Fayetteville 
Roy  D.  Daniels,  M.D.,  Eastgate,  Sylva 
E.  H.  Ellinwood,  M.D.,  300  E.  Northwood 

St.,  Greensboro 
Samuel  E.  Forbis,  M.D.,  Ninth  Street,  Lil- 

lington 
Alexander  F.  Goley,  M.D.,  1509  Vaughn  Rd., 

Burlington  13. 

L.   W.   Hamrick,    M.D.,    191   Lake   Concord 

Rd.,  Concord 
J.  D.  Larson,  Jr.,  M.D.,  410  East  Main  Street, 

Sanford 
Fi-ank  H.  Longino,  M.D.,  1800  W.  5th  Street, 

Greenville 
Angus  M.   McBryde,  M.D.,  809  W.   Chapel 

Hill  St.,  Durham 
George  A.  Watson,  M.D.,  306  S.  Gregson  St., 

Durham 

Coninilttoe  on  (lironic  Illnes.s,  Including 
Tuberculosis  and  Heart  Disease  (17)  (10 
consultants)  VI-5 

Thomas  R.  Nichols,  M.D.,  Chairman.  107 
Queen  Street,  Morganton. 

Thomas    P.    Brinn,    M.D.,    118    W.    Market 

Street,   Hertford. 

Robert  H.  Dovenmuehle,  M.D.,  Duke  Hos- 
pital, Durham. 

O.  David  Garvin,  M.D.,  Health  Department, 
Chapel  Hill. 

Emery  T.  Kraycirik,  M.D.,  Box  1153,  Burl- 
ington. 

Thomas  D.  Long,  M.D.,  Box  77,  Roxboro. 

E.  T.  Marshburn,  M.D.,  3008  Oleander 
Drive,  Wilmington. 

Daniel  A.  McLaurin,  M.D.,  Box  267,  Garner. 

John  M.  Mewborn,  M.D.,  108  S.  Green 
Street,  Farmville. 

Forrest  E.  Peeler,  M.D.,  P.  O.  Box  187, 
Maiden. 

John  L.  Shirey,  :\I.D.,  1  Battle  Square, 
Asheville. 

Waldemar  C.  A.  Sternberger,  1400  Scott 
Ave.,  Charlotte 

George  F.  Verdone,  M.D.,  1012  Kings  Drive, 
Charlotte.  IS. 

Frank  P.  Ward,  M.D.,  500  W.  27th  Street, 
Lumberton. 

Donald  D.  Weir,  M.D.,  N.  C.  Memorial  Hos- 
pital, Chapel  Hill. 


14. 


15. 


Consultants: 

Edward  G.  Bond,  M.D.,  Chowan  Medical 
Center,  Edenton 

George  W.  Brown.  M.D.,  102  Brown  Ave- 
nue, Hazelwood. 

John  Dewey  Donsett,  Jr.,  M.D.,  211  Haw- 
thorne Lane,  Charlotte 

Isa  C.   Grant,   M.D.,   Box  651,   Elizabeth 
City 

William   H.    Gentry,   M.D.,    N.    C.    Sana- 
torium, McCain 

Paul    Edward    Hill,    M.D.,    Wells    Bldg., 
Murphy. 

D.  F.  Milam,  M.D.,  State  Board  of  Health, 
Raleigh 

Ralph   S.   Morgan,  M.D.,  Box  668,   Sylva. 

Florian  J.   Ragaz,   M.D.,   S.   Main   Street, 
Marion. 

Lynwood    E.    Williams,    M.D.,    Kinston 
Clinic,   Kinston. 
Committee  on  Constitution  &  By-l^aws  (5) 
11-4 
Roscoe  D.  McMillan,  M.D.,  CIiaiiDian.  ]5ox 

232,  Red  Springs. 
H.   J.    Carr,   Jr.,    M.D.,    405    Cooper    Drive, 

Clinton. 
William  F.  Hollister,  M.D.,  Piiiehurst  Surg- 
ical Clinic,  Pinehurst 
Edward  W.  Schoenheit,  M.D.,   )G  Haywood 

Street,  Asheville. 
Louis    deS.    Shaffner,    M.D.,    300    S.    Haw- 
thorne Road,  Winston-Salem. 
Committee  on  Credentials  of  Delegates  to 
House  of  Delegates  (3)  III-4 
Charles  B.  Wilkerson.  M.D.,  Chairman,  100 

S.  Boy  Ian  Avenue,  Raleigh. 
Horace  W.  Miller,  Jr.,  M.D.,  907  Hay  Street, 

Fayetteville. 
Robert  W.  Whitley,   M.D.,  144   Coast  Line 

Street,  Rocky  Mount. 
Committee    on    Disaster   Medical    Care    (8) 
IV-4 
George   W.    Paschal,   Jr.,    M.D.,   Chairman, 

1110  Wake  Forest  Road,  Raleigh. 
William    G.    Anlyan,    M.D.,    Co-Chairman, 

Duke  Hospital,  Durham. 
Jesse  P.  Chapman,  Jr.,  M.D.,  Medical  Cen- 
ter Bldg.,  Asheville 
Charles    E.    Cloninger,    M.D.,    305    E.    1st 

Street,  Conover. 
Robert    E.    Miller,    M.D.,    1S22    Brunswick 

Avenue,  Charlotte. 
H.   Mack  Pickard,   M.D.,  7  N.   17th   Street, 

Wilmington. 
W.    D.    Rippy,    M.D.,    1610    Vaughn    Road, 

Burlington. 
George   A.   Watson,   M.D.,   306   S.   Gregson 

Street,  Durham. 
Committee  on  Scientific  Exhibits   (.5)   III-5 
D.  LeRoy  Crandell,  M.D.,  Chairman.  Bow- 
man Gray,  Winston-Salem 
William  Thomas  Berkeley,  Jr.,  M.D.,  1012  S. 

Kings  Drive,  Charlotte 


July,  1964 


COMMITTEE  AND   COMMISSION  APPOINTMENTS 


309 


17. 


18. 


19. 


James  F.  Newsome,  M.D.,  N.  C.  Memorial 

Hospital,  Chapel  Hill 
Max    P.    Rogers,    M.D.,   624    Quaker   Lane, 

High  Point 
Fred   H.   Taylor,   M.D.,   1012   Kings   Drive, 

Charlotte 

Committee    on    Eye    Care    and    Eye    Bank 
(8)  IV-2 

L.  B.  Holt,  M.D.,  Chairman,  2240  Cloverdale 

Avenue,  Winston-Salem 
Lloyd  W.  Bailey,  M.D.,  147  N.  E.  Main  St., 

Rocky  Mount. 
Daniel  S.   Currie,  Jr.,   M.D.,   111    Bradford 

Avenue,  Fayetteville 
Wm.    D.   Farmer,   M.D.,    1014    Professional 

Village,  Greensboro. 
E.  W.  Larkin,  Jr.,  M.D.,  211  N.  Market  St., 

Washington 
George  A.  Levi,  M.D.,  P.  O.  Box  3364,  Fay- 
etteville. 
Marvin    N.    Lymberis,    M.D.,    106    W.    7th 

Street,  Charlotte  2. 
Edward  E.  Moore,  M.D.,  706  Flatiron  Bldg., 

Bldg.,  Asheville. 

Committee  on  Finance   (3)   I-l 

Wayne  J.  Benton,  M.D.,  Chairman,  2320 
Battleground  Road,  Greensboro. 

Elias  S.  Faison,  M.D.,  1012  Kings  Drive, 
Charlotte. 

T.  Tilghman  Herring,  M.D.,  Wilson  Clinic, 
Wilson. 


Committee    on    Grievances    (5)     (1st    Five 
Past  Presidents)   VIII-0 

John  C.  Reece,  M.D.,  Chairman,  Grace  Hos- 
pital, Morganton 

John    S.   Rhodes,   M.D.,   Secretary.   700   W. 
Morgan  Street,  Raleigh 

John  R.  Kernodle,   M.D.,  Kernodle   Clinic, 
Burlington 

Claude   B.    Squires,    M.D.,   225    Hawthorne 
Lane,  Charlotte. 

Amos  N.  Johnson,  M.D.,  Garland. 
20.        Committee    on    Hospital    and    Professional 

Relations   and    Liaison   to    North    Carolina 

Hospital  Assn.  (10)   V-1 

James   S.   Raper,  M.D.,   Chairman,    (10th), 
Doctors  Bldg.,  Asheville 

Jack    W.    Wilkerson,    M.D.,    Co-Chairman 
(4th),   Community  Clinic,   Stantonsburg. 

Luther  C.  Hollandsworth,  M.D.,  (5th),  Box 
1187,  Lumberton 

Fred    C.    Hubbard,    M.D.     (8th),    408    8th 
Street,  N.  Wilkesboro. 

Frank    W.    Jones,    M.D.     (9th),    Catawba 
Hospital,  Newton. 

H.    Lee    Large,    Jr.,    M.D.     (7th),    Presby- 
terian Hospital,  Charlotte. 

Glenn    C.    Newman,    M.D.     (3rd),    Cooper 
Drive,  Clinton. 

W.   T.   Parrott,   Jr.,   M.D.    (2nd),    109   East 
Gordon  Street,  Kinston. 

Thomas  C.  Worth,  M.D.   (6th),  Rex  Hospi- 
tal, Raleigh. 


Charles  N.  Wright,  M.D.,  (1st),  Box  126, 
Jarvisburg 

21.  Committee  to  Work  with  North  Carolina 
Industrial  Commission   (9)  II-6 

Ralph  W.  Coonrad,  M.D.,  Chairman,  Broad 

&  Englewood  Sts.,  Durham. 
William  T.  Berkeley,  Jr.,  M.D.,  1012  Kings 

Drive,  Charlotte. 
Thomas  B.  Dameron,  Jr.,  M.D.,  600  Wade 

Avenue,  Raleigh. 
Hubert  B.  Haywood,  Jr.,  M.D.,  201  Bryan 

Bldg.,  Raleigh. 
Felda    Hightower,     M.D.,     Bowman    Gray, 

Winston-Salem 
James   S.   Mitchener,   Jr.,   M.D.,   Box   1599, 

Laurinburg. 
Guy  L.  Odom,  M.D.,  Duke  Hospital,  Dur- 
ham. 
Jack  Powell,  M.D.,   190  W.  Doctors  Bldg., 

Asheville 
Thomas  G.  Thurston,  M.D.,  512  Mocksville 

Ave.,  Salisbury 
Jesse  A.  White,  Jr.,  M.D.,  Box  345,  Newton 

22.  Committee  on  Professional  Insurance  (9) 
IV-3 

Joseph  W.  Hooper,  Jr.,  M.D.,  Chairman, 
410  N.  11th  Street,  Wilmington. 

E.  H.  Alderman,  M.D.,  Drawer  P,  Four 
Oaks. 

H.  Robert  Brashear,  Jr.,  M.D.,  N.  C.  Me- 
morial Hospital,  Chapel  Hill. 

John  C.  Burwell,  Jr.,  M.D.,  1026  Profes- 
sional Village,  Greensboro. 

James  Franklin  Martin,  M.D.,  Box  578, 
Carolina  Beach 

Kenneth  A.  Rodger,  M.D.,  1200  Broad 
Street,  Durham. 

L.  Harvey  Robertson,  M.D,,  101  N.  Main 
Street,  Salisbury. 

S.  Glenn  Wilson,  M.D.,  Box  158,  Angler. 

W.  Howard  Wilson,  M.D.,  403  Professional 
Bldg.,  Raleigh. 

23.  Committee  on  Legislation  (3)  plus  Presi- 
dent and  Secretary  (State  and  National 
consultants)  V-2 

Edgar  T.  Beddingfield,  Jr.,  M.D.,  Chairman, 
Community  Clinic,  Stantonsburg. 

Hubert  McN.  Poteat,  M.D.,  713  Wilkins 
Street,  Smithfield. 

Donald  B.  Koonce,  M.D.,  408  N.  11th  Street, 
Wilmington. 

Theodore  S.  Raiford,  M.D.,  (PRESIDENT) 
(ex  officio),  301  Doctors  Bldg.,  Asheville 

Charles  W.  Styron,  M.D.,  (SECRETARY) 
(ex  officio),  615  St.  Mary's  Street, 
Raleigh. 

DIVISION  on  State  Legislation: 

Edgar  T.  Beddingfield,  Jr.,  M.D.,  Chairman, 
Community  Clinic,  Stantonsburg. 

Lenox  D.  Baker,  M.D.,  Duke  Hospital,  Dur- 
ham. 

Thomas  B.  Dam_eron,  Jr.,  M.D.,  600  Wade 
Avenue,  Raleigh. 
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A.  Ledyard  DeCamp,  M.D.,  1505  Elizabeth 
Avenue,  Charlotte 

Henderson  D.  Mabe,  Jr.,  M.D.,  Erwin 

DIVISION    of    National    Legislation    (with 

Keynien  consultants) 

Donald  B.  Koonce,  M.D.,  Chairman,  408  N. 
11th    Street,   Wilmington. 

Clark  Rodman,  M.D.,  120  Washington 
Street,  Washington. 

Edgar  T.  Beddingfield,  Jr.,  M.D.,  Commu- 
nity Cilnic,  Stantonsburg. 

Amos  N.  Johnson,  M.D.,  P.  O.  Box  158, 
Garland. 

Alfred  T.  Hamilton,  M.D.,  233  Bryan  Bldg., 
Raleigh. 

Louis  deS.  Shaffner,  M.D.,  Bowman  Gray, 
Winston-Salem. 

John  R.  Kernodle,  M.D.,  Kernodle  Clinic, 
Burlington. 

Frank  R.  Reynolds,  M.D.,  1613  Dock 
Street,  Wilmington. 

Mark  McD.  Lindsey,  M.D.,  Hamlet  Hospi- 
tal, Hamlet. 

J.  O.  Williams,  M.D.,  Cabarrus  County 
Hospital,  Concord. 

A.  Ledyard  DeCamp,  M.D.,  1505  Elizabeth 
Ave.,  Charlotte. 

Jesse  Caldwell,  M.D.,  114  W.  Third  Avenue, 
Gastonia. 

Kenneth  E.  Cosgrove,  M.D,,  510  7th  Ave- 
nue, W,  Hendersonville. 

DIVISION  on  Documentary  Presentations: 

Hubert  McN.  Poteat,  Jr.,  M.D.,  713  Wilkins 
Street,  Smithfield. 

('omniittee  on  Maternal  Health  (14)  VI-6 
W.  Joseph  May,  M.D.,  Chairman  &  Secre- 
tary, (8th),  (1970),  121  Professional  Bldg., 

Winston-Salem 
Wm.   A.   Hoggard,  Jr.,   M.D.,    (1st)    (1965), 

1502  Carolina  Avenue,  Elizabeth  City. 
H.    Fleming    Fuller,    M.D.     (2nd)     (1969), 

Kinston  Clinic,  Kinston. 
Glenn    E.    Best,    M.D.    (3rd)    (1966),    Main 

Street,  Clinton. 
William  G.  Spencer,  Jr.,  M.D.  (4th)   (1967), 

Wilson  Clinic,  Wilson. 
Hugh  A.  McAllister,  M.D.  (5th)  (1965),  27th 

at  Bai-ker  Street,  Lumberton. 
P.  J.  McElrath,  M.D.    (6th)    (1967),  500  St. 

Mary's  Street,  Raleigh. 
Jesse  Caldwell,  M.D.  (7th)  (1967),  114  West 

Third  Ave.,  Gastonia. 
Wm.  R.  Wellborn,  Jr.,  M.D.,   (9th),   (1970), 

222  W.  Union  Street,  Morganton 
Fletcher    Sluder,    M.D.    (10th)    (1969),    406 

Flatiron  Bldg..  Asheville. 
James    F.    Donnelly,    AI.D.     (1966),    State 

Board  of  Health,  Raleigh. 
Frank  R.   Lock,  M.D.   (BG)    (1965),  300  S. 

Hawthorne  Rd.,  Winston-Salem. 
Roy  T.   Parker,   M.D.    (Duke)    (1966),   Box 

3517,  Duke  Hospital,  Durham. 
Robert  A.  Ross,  M.D.  (UNO    (1969),  N.  C. 

Memorial   Hospital,   Chapel   Hill. 


ITy.        .Mcdical-lAKal    Coniniittee    (8)    V-S 

Juliu.s  A.  Howell,  M.D.,  Chairman,  Bowman 
Gray,  Winston-Salem 

Allan    B.    Coggeshall,    M.D.,    1025    Madison 
Avenue,  Greensboro 

John  W.  Foster.   M.D.,   Veterans   Adminis- 
tration  Hospital,  Winston-Salem 

Connell  G.  Garrenton,  M.D.,  Bethel  CUnic, 
Bethel 

June    U.    Gunter,     M.D.,    Watts    Hospital, 
Durham 

John  P.  Harloe,  M.D.,  225  Hawthorne  Lane, 
Charlotte 

James    Franklin    Martin,    M.D.,    Box    578, 
Carolina  Beach 

Henry  D.  Severn,  M.D.,  283  Biltmore  Ave- 
nue, Asheville 
2(i.        ("oniniittee  on  >Iedical  ("are  Armed  Forces 

Dependents    (">IED1('AKK")    (:14)    II-6 

David   M.  Cogdell,  M.D.,  Chairman   (ObG), 
911  Hay  Street,  Fayetteville 

Trogler    F.    Adkins.    M.D.,    (ObG),    306    S. 
Gregson  St.,  Durham 

Frank    Edward    AUany,    M.D.,    (PI),    1012 
Kings  Drive,  Charlotte 

Howard  M.  Ausherman,  M.D.,    (Anes),  200 
Hawthorne  Lane,  Charlotte 

Julius  J.  Barefoot,  M.D.,    (GP),  406  Broad 
Street,  New  Bern 

Glenn   E.   Best,   M.D.,    (GP),    Main   Street, 
Clinton 

Dan    P.   Boyette,   Jr.,   M.D.,    (Pd),   217   W. 
Main  Street,  Ahoskie 

Everett   1.  Bugg.  Jr.,  M.D.,    (Or.),  Broad  & 
Englewood,   Durham 

John    C.    Burwell,    Jr.,    M.D.,    (ObG),    102(S 
Professional  Village.  Greensboro 

Jesse   Caldwell,   Jr.,    M.D.,    (ObG),    114    W. 
Third  Avenue,  Gastonia 

Daniel  S.  Currie,  Jr.,  M.D.,  (Oph).  Ill  Brad- 
ford Street.  Fayetteville 

A.    Ledyard    DeCamp.    M.D.,     (ObG),    1505 
Elizabeth  Avenue,  Charlotte 

Samuel  L.  Elfmon,  M.D.,  (1),  225  Green  St., 
Fayetteville 

William  A.  Farmer,  M.D.,    (S),  1617  Owen 
Drive,  Fayetteville 

Powell  G.  Fox,  Sr.,  M.D.,    (U),   1110  Wake 
Forest   Road,   Raleigh 

Joe   Lee   Frank,   Jr.,    M.D..    (R),    Roanoke- 
Chowan   Hospital,   Ahoskie 

James  E.  Hemphill,   M.D.,    (R),   Richmond 
Co.  Memorial  Hospital,  Rockingham 

Charles  Highsmith,  M.D.,  (S),  Montgomery 
Memorial  Hospital.  Troy 

Thomas  G.  Hurdle,  M.D.,  (U),  903  Hay  St., 
Fayetteville 

Donald  B.  Koonce,  M.D.,    IS),  408  N.   11th 
Street,  Wilmington 

William    L.    London,    M.D.,     (Pd),    .306    S. 
Gregson   St.,   Durham 

Robert  B.  McQueen,  M.D..   (GP),  214   Mar- 
shall St.,  Graham 
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J.  Douglas  McRee,  M.D..  (P),  2109  Clark 
Avenue,  Raleigh 

George  R.  Miller,  M.D.,  (Or),  412  Realty 
Bldg.,  Gastonia 

Guy  L.  Odom,  M.D.,  (NS),  Dul^e  Hospital, 
Durham 

Erie  E.  Peacock,  Jr.,  M.D.,  (S),  N.  C.  Me- 
morial Hospital,  Chapel  Hill 

Kenneth  L.  Pickrell,  M.D.,  (PI),  Duke  Hos- 
pital, Durham 

Edwin  L.  Pierce,  M.D.,  (1),  1110  Wake 
Forest  Rd.,  Raleigh 

Robert  F.  Poole,  Jr.,  M.D.,  (Pd),  817  HilLs- 
Ijoro  St.,  Raleigh 

C.  F.  Siewers,  M.D.,  (Or),  1609  Owen  Dr., 
Fayetteville 

W.  R.  Stafford,  Jr.,  M.D.,  (GP),  948  Walker 
Avenue,  Green.sboro 

Wayne  H.  Stockdale,  M.D.,  (S),  703  North 
Street.  Smithfiekl 

Larry  Turner,  M.D.,  (OALR),  1110  W.  Main 
St.,  Durham 

George  A.  Watson,  M.D..  (Pd),  306  S.  Greg- 
son  St.,  Durliam 

Committee  on  Mental  Health  and  Medicine 

and  Religion  (18)  VI-7 

John  L.  McCain,  M.D.,  Chairman,  Wilson 
Clinic,  Wilson. 

William  E.  Bellamy,  Jr.,  M.D.,  State  Hos- 
pital, Raleigh. 

Allyn  B.  Choate,  M.D.,  1012  Kings  Drive, 
Charlotte. 

Joseph  J.  Cutri,  M.D.,  Bowman  Gray,  Win- 
ston-Salem. 

Eugene  A.  Hargrove,  M.D.,  2100  Hillsboro 
Street,  Raleigh 

R.  D.  Higgins,  M.D.,  State  Board  of  Health, 
Raleigh. 

Hans  Lowenbach,  M.D.,  Duke  Hospital, 
Durham. 

H.  H.  McArn,  Jr.,  M.D.,  112  Main  Street, 
Laurinburg. 

Mary  Margaret  McLeod,  M.D.,  114  South 
Gulf  Street,  Sanford. 

Philip  G.  Nelson,  M.D.,  Medical  Pavilion, 
Greenville. 

W.  T.  Parrott,  Jr.,  M.D.,  109  E.  Gordon  St., 
Kinston. 

Walter  A.  Sike.s,  M.D.,  State  Hospital, 
Raleigh. 

David  A.  Young,  M.D.,  714  St.  Mary's 
Street,  Raleigh. 

Thomas  T.  Jones,  M.D.,  Chrmn. — Alcohol- 
ism, 904  Broad  St.,  Durham 

Lloyd  J.  Thompson,  M.D.,  Chrmn. — Chil- 
dren's Services,  Kings  Mill  Rd.,  Chapel 
Hill 

A.  H.  Zealy,  Jr.,  M.D.,  Chrmn.— Public  Edu- 
cation, 206  N.  Herman  St.,  Goldsboro 

Chas.  R.  Vernon,  M.D.,  Chrmn. — Physician 
Education,  2100  Hillsboro  St.,  Raleigh 

Dan  A.  Martin,  M.D.,  Chrmn. — Medicine  in 
Religion,  N.  C.  Memo.  Hosp.,  Chapel  Hill 


28.  Committee  on  Necrology   (4)  IV-4 

Charles  H.  Pugh,  M.D.,  Chairman.  Box  1478, 
Gastonia. 

Ben  F.  Royal,  M.D.,  Box  628,  Morehead  City. 

J.  Street  Brewer,  M.D.,  Box  98,  Roseboro 

William  A.  Sams,  M.D.,  Main  Street,  Mar- 
shall 

29.  Committee  on  Negotiations  (3)  IX-0 
\Villiam     F.     Hollister,     M.D.,     Chairman, 

(1967),  Pinehurst  Surgical  Clinic,  Pine- 
hurst 

Thomas  B.  Dameron,  Jr.,  M.D.  (1969),  600 
Wade  Avenue,  Raleigh. 

Hubert  McN.  Poteat,  Jr.,  M.D.  (1965),  713 
Wilkins  Street,  Smithfield. 

30.  Nominating  Committee 

William  F.  Hollister,  M.D.,  (5th),  Chairman, 
Pinehurst  Surgical  Clinic,  Pinehurst 

Vernon  L.  Andrews,  M.D.,  (7th),  Box  407, 
Mt.  Gilead 

Edward  G.  Bond,  INI.D.  (1st),  Chowan  Medi- 
cal Center,  Edenton. 

John  C.  Burwell,  Jr.,  M.D.,  (8th),  1026  Pro- 
fessional Village,  Greensboro 

H.  Fleming  Fuller,  I\1.D.  (2nd),  Kinston 
Clinic,  Kinston. 

George  G.  Gilbert,  .AI.D.  (10th),  309  Doctors 
Bldg.,  Asheville. 

Joseph  W.  Hooper,  Jr.,  M.D.  (3rd),  410  N. 
11th  Street,  Wilmington. 

L.  Harvey  Robertson,  M.D.,  (9th),  Box  519, 
Salisbury 

Robert  M.  Whitley,  M.D.,  (4th),  144  Coast 
Line  Street,  Rocky  Mount 

Charles  T.  Wilkinson,  M.D.  (6th),  209  Wil- 
kinson Bldg.,  W^ake  Forest. 

31.  Committee    of   Physicians   on   Nursing    (8) 
IV-5 

Frederick  C.  Hubbanrd,  M.D.,  408  8th 
Street,  N.  Wilkesboro 

Harry  L.  Brockman.  M.D.,  624  Quaker 
Lane,  High  Point. 

Robert  R.  Cadmus,  M.D.,  N.  C.  Memorial 
Hospital,  Chapel  Hill. 

Elizabeth  J.  Dotterer,  M.D.,  118  Hawkins 
Avenue,  Sanford. 

J.  Samuel  Holbrook,  M.D.,  Davis  Hospital, 
Statesville. 

W.  D.  James,  M.D.,  Hamlet  Hospital,  Ham- 
let. 

John  L.  McCain,  M.D.,  Wilson  Clinic,  Wil- 
son. 

Thomas  J.  Taylor,  M.D.,  643  Roanoke  Ave- 
nue, Roanoke  Rapids. 

Committee  on  Xur-sing  &  Patient  Care- 
subcommittee: 

John  L.  McCain,  M.D.,  Secretary,  Wilson 
Clinic,  Wilson. 

32.  Committee    on    Occupational    Health     (12) 
VI-8 

Benjamin  W.  Goodman,  M.D.,  Chairman,  12 

Second  Avenue,  Hickory 
William  E.  Adair,  M.D.,  Erwin 
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Wm.  R.  Bosien.  M.D.,  100  Jervey  Rd..  Tryon 
B.    Joseph    Christian,    M.D.,    948    Walker 

Avenue,  Greensboro. 
J.  L.  Fritz,  M.D.,  Box  990,  Asheboro. 
Harry  L.  Johnson,  M.D.,  Box  530,  Elkin. 
Clifton  G.  Payne,  M.D.,  American  Tobacco 

Co.,  Reidsville. 
James  Kent  Rhodes,  M.D.,  .307  Woodburn 

Road,  Raleigh. 
William  P.  Richardson,  M.D.,  Box  758,  N.  C. 

Memorial  Hosp.,  Chapel  Hill. 
Leonidas  Polk  Williams,  Jr.,  M.D.,  Chowan 

Medical  Center,  Edenton 
W.  L.  Wilson,  M.D.,  State  Board  of  Health, 

Raleigh. 

33.  Committee  on  Public  Relations  (4)    (fi  con- 
sultiints)   V-4 

Philip  Naumoff,  M.D.,  Chairman  (7th) 
(1966),   1012  Kings  Drive,  Charlotte. 

Ralph  B.  Garrison,  M.D.,  (5th),  (1967),  Box 
1169,  Hamlet 

Ernest  B.  Page,  M.D,  (0th)  (1966),  2005 
Clark  Avenue,  Raleigh. 

Lewis  S.  Thorpe,  M.D.  (4th)  (19G5),  404 
Peachtree  Street,  Rocky  Mount. 

Consultants: 

Glenn  E.  Best,  M.D.  (3rd),  Main  Street, 
Clinton. 

John  R.  Bender,  M.D.  (8th),  1401  S.  Haw- 
thorne Rd.,  Winston-Salem. 

Paul  McN.  Deaton,  M.D.  (9th),  766  Hart- 
ness  Road,  Statesville. 

George  G.  Gilbert,  M.D.,  (10th),  309  Doctors 
Bldg.,  Asheville 

William  A.  Hoggard,  M.D.  (1st),  1502  Caro- 
lina Avenue.  Elizabeth   City. 

David  T.  Tayloe,  M.D.,  (2nd)",  608  E.  12th 
St.,  Washington 

34.  Committee  on  Physical  Rehabilitation    (8) 
VI-10 

Walter  S.  Hunt,  Jr.,  M.D.,  Chairman,  600 
Wade  Avenue,  Raleigh. 

Stanley  S.  Atkins,  M.D.,  283  Biltmore  Ave- 
nue, Asheville. 

Harry  R.  Brashear,  Jr.,  M.D.,  N.  C.  Me- 
morial Hospital,  Chapel  Hill. 

J.  Leonard  Goldner,  M.D.,  Duke  Hospital, 
Durham. 

George  W.  Holmes,  M.D.,  2240  Cloverdale 
Avenue,  Winston-Salem. 

Charles  E.  Llewellyn,  Jr.,  M.D.,  Duke  Hos- 
pital, Durham 

Thomas  P.  Nash,  HI,  M.D.,  Medical  Bldg., 
Elizabeth  City 

Jacob  H.  Shuford.  M.D.,  1007  14th  Ave.  Dr., 
N.W.,   Hickory 
.35.        Committee   on   Rural   Health    (10)    V-.5 

Edward  L.  Boyette,  M.D.,  Chairman,  P.  0. 
Box  65,  Chinquapin. 

Francis  M.  Carroll,  M.D.,  722  North  Brown 
Street,  Chadbourn. 

Philip  E.  Dewees,  M.D.,  Box  217,  Sylva. 

William  F.  Eckbert,  M.D.,  Box  317,  Cramer- 
ton. 


Lillard  F.  Hart,  M.D.,  Martin  Bldg.,  Apex. 
John  G.  Kerr,  M.D.,  Box  35,  Leicester. 
John  W.  Neal,  M.D.,  Main  Street,  Gibson. 
Eugene   V.   Maynard,   M.D.,  Box   155,  Elm 

City. 
William  Donald  Moore,  M.D.,  Box  337,  Coats 
H.    C.    Whims,    M.D.,    139    N.    Cox    Street, 

Asheboro. 

3(i.        Committee    on    School    Health    and    State 
Coordinating  Service   (7)  VI-11 

D.  A.  McLaurin,  M.D.,  Chairman.  P.  O.  Box 
267,  Garner 

Michael    F.    Kelcher,    M.D.,    Ci)-Chairman. 

311  Doctors  Bldg.,  Asheville 
Bruce  B.  Blackmon,  M.D.,  Buies  Creek. 
Thomas  L.  Gwynn,  M.D.,  Yanceyville 
Wayne  S.  Montgomery,  M.D.,  108  Doctors 

Bldg.,  Asheville 
Robert   A.    Pascal.    1\I.D.,    Valdese   General 

Hospital,  Valdese 
Theodore  D.  Scurletis,  M.D.,  State  Board  of 

Health,  Raleigh 

37.  Committee    Advisory    to    Student    A.M. A. 
Chapters  in   North  Carolina    (11)    11-8 
William     P.     J.     Peete,     M.D.,     Chairman 

(Duke),  Duke  Hospital,  Durham. 
Robert  A.  Ross,  M.D.,  Co-Chairman  (UNO, 

N.  C.  Memorial  Hospital,  Chapel  Hill. 
William     H.     Boyce,     M.D.,     Co-Chairman 

(BG),  Bowman  Gray,  Winston-Salem. 
John    P.    Davis,    M.D.,    821    Nissen    Bldg., 

Winston-Salem. 
Robert   L.   Garrard,   M.D.,   800   North   Elm 

Street,  Greensboro. 
Arthur  H.  London,  Jr.,  M.D.,  306  S.  Greg- 
son  Street,  Durham. 
Robt.    L.    McMillan,    M.D.,    Bowman    Gray, 

Winston-Salem. 
Louis  C.  Roberts,  M.D.,  1200  Broad  Street, 

Durham. 
Frederick  A.  Blount,  M.D.,  2240  Cloverdale 

Avenue,  Winston-Salem. 
Thomas  F.  Williams,  M.D.,  N.  C.  Memorial 

Hospital,  Chapel  Hill. 
Thomas    C.    Worth,    M.D.,    Rex    Hospital, 
Raleigh. 

38.  Insurance  Industry  Tjiaison  Committee  (16) 
V-C, 

Frank  W.  Jones.  M.D.,  Chairman.  Catawba 
Hospital,  Newton. 

Marcus  L.  Aderholdt,  M.D.  (Pd),  624  Quak- 
er Lane,  High  Point. 

E.  D.  Apple,  M.D.,  (R),  1013  Profe.s.sional 
Professional  Village,  Greensboro 

H.  Haynes  Baird,  M.D.  (U),  1012  Kings 
Drive,  Charlotte. 

Gilbert  M.  Billings,  M.D.  (OALR),  405  S. 
Sterling  Street,  Morganton. 

John  C.  Burwell,  Jr.,  M.D.  (ObG),  1026  Pro- 
fessional Village,  Greensboro 

J.  H.   Cutchins,   Jr.,   M.D.,   Sherrills   Ford, 

Andrew  J.  Dickerson,  M.D.  (S),  1600  N. 
Main  Street,  Waynesville. 
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Charles    H.    Duckett,    M.D.    (GP),   Midway 

Medical  Center,  Canton. 
Barry  F.  Hawkins,  Jr.,  M.D.    (I),  Ardsley 

Road.  Concord. 
Hubert  B.   Haywood,  Jr.,  M.D.    (Oph)   201 

Bryan  Bldg.,  Raleigh. 
R.  E.  Lewis,  M.D.  (S),  Box  870,  N.  Wilkes- 

boro 
Lockert  B.  Mason,  M.D.  (S),  James  Walker 

Memo.  Hosp.,  Wilmington 
Jack  E.  Mohr,   M.D.    (ObG),  Medical   Arts 

Bldg.,  Lumberton. 
E.  E.  Menefee,  Jr.,  M.D.  (I),  Duke  Hospital, 

Durham. 
Leon  W.  Robertson,  M.D.,    (GP),  224  Rose 

Street,  Rocky  Mount. 

39.  Committee  on  Relative  Value  Schedule  (6) 
II-8 

Alfred  T.  Hamilton,  M.  D.,  Chairman,  233 

Bryan  Bldg.,  Raleigh 
Everett  I.  Bugg,  Jr.,  M.D.,  Chairman,  Broad 

&  Englewood,  Durham. 
Edward  H.   Camp,   M.D.,   Midway   Medical 

Center,  Canton 
Charles  A.  Speas  Phillips,  M.D.,  Pinehurst 

Surgical  Clinic.  Pinehurst. 
H.  Frank  Starr,  M.D.,  Pilot  Life  Insurance 

Co.,  Greensboro. 
Walter    T.    Tice,    M.D.,    624    Quaker    Lane, 

High  Point. 

40.  Committee  Liaison  to  N.  C.  Pharmacy  As- 
sociation (4)  V-7 

John  T.  Dees,  M.D.,  Chairman.  P.  O.   Box 

248,  Burgaw 
James  P.   Hendrix,  M.D.,   Box  3408,   Duke 

Hospital,  Durham 
John   R.   Kernodle,   M.D.,   Kernodle   Clinic, 

Burlington 
Ralph  G.  Templeton,  M.D.,  P.  0.  Box  431, 

Lenoir. 

41.  Committee    Advi.sory    to    North    Carolina 
Highway  Patrol  on  Traffic  Safety  (.5)  V-8 
Simmons   I.   Patrick,   M.D.,   Chair-man,   400 

Glenwood  Ave.,  Kinston. 

Thomas  E.  Castelloe,  M.D.,  600  Wade  Ave- 
nue, Raleigh 

John  W.  Morris,  M.D.,  1707  Arendell  Street, 
Morehead  City. 

Richard  T.  Myers,  M.D.,  Bowman  Gray, 
Winston-Salem 

James  F.  Newsome,  M.D.,  N.  C.  Memorial 
Hospital,  Chapel  Hill 

42.  Committee  on  Veneral  Disease  (5)  VI-11 

Howard  Paul  Steiger,  M.D.,  Chairman,  1600 

E.  5th  Street,  Charlotte. 
Sherwood  W.  Barefoot,  M.D.,  co-chairman, 

1030  Professional  Village,  Greensboro. 
William  L.  Fleming,  M.D.,  UNC  School  of 

Medicine,  Chapel  Hill 
Jacob  Koomen,  M.D.,  State  Board  of  Health, 

Raleigh 


Charles  M.  Norfleet,  M.D.,  Bowman  Gray, 
Winston-Salem. 

4;}.         Committee   Association   of   Professions    (6) 
V-9 

John  R.  Kernodle,  M.D.,  Chairman,  Ker- 
nodle Clinic,  Burlington. 

George  G.  Gilbert.  M.D.,  309  Doctors  Bldg., 
Asheville. 

Alfred  T.  Hamilton,  M.D.,  233  Bryan  Bldg., 
Raleigh. 

J.  C.  Hamrick,  M.D.,  P.  O.  Box  28,  Shelby. 

John  S.  Rhodes,  M.D.,  700  W.  Morgan 
Street,  Raleigh 

Thomas  G.  Thurston,  M.D.,  512  Mocksville 
Avenue,  Salisbury. 

Consultants: 

Dewey  H.  Bridger,  M.D.,  Bladenboro 

H.  Fleming  Fuller,  M.D.,  Kin.ston  Clinic, 

Kinston 
Jack  E,  Mohr,  M.D.,  Medical  Arts  Bldg., 

Lumberton 
Thomas  P.  Nash,  111,  M.D.,  Medical  Bldg., 

Elizabeth  City 
Fred  Wm.  Payne,  Jr.,  M.D.,  404  Falls  Rd., 

Rocky  Mount 
Walter  T.  Tice,  M.D.,  624  Quaker  Lane, 

High  Point 
David  G.  Welton,  M.D.,  1012  Kings  Drive, 

Charlotte 

44.        Committee  Advisory  to  Marriage   Counsel- 
ling (7)  II-9 

Rachel  D.  Davis,  M.D.,  Chairman,  111  E. 
Gordon  St.,  Kinston 

Eleanor  B.  Easley,  M.D.,  604  W.  Chapel  Hill 
Street,  Durham. 

Charles  E.  Flowers,  M.D.,  N.  C.  Memorial 
Hospital,  Chapel  Hill 

Elizabeth  J.  Gurganus,  M.D.,  202  Warlick 
Street,  Jacksonville. 

Marianne  S.  Breslin,  UNC  School  of  Medi- 
cine, Chapel  Hill 

Eugene  B.  Linton,  Bowman  Gray,  Winston- 
Salem 

William  Donald  Moore,  M.D.,  Box  337,  Coats 

4.5.        Retirement    Saving    Plan    Committee     (7) 
IV-6 

Jesse  Caldwell,  M.D.  (1966),  Chairman.  114 
W.  Third  Ave.,  Gastonia. 

Wayne  J.  Benton,  M.D.  (1965),  2320  Battle- 
ground Road,  Greensboro. 

Elias  S.  Faison,  M.D.,  (1967),  1012  Kings 
Drive,  Charlotte 

Paul  W.  Johnson,  M.D.  (1966),  216  Profes- 
sional Bldg.,  Winston-Salem. 

Leonard  Palumbo,  Jr.,  M.D.  (1966),  N.  C. 
Memorial  Hospital.  Chapel  Hill. 

A.  Hewitt  Rose,  M.D.,  (1967),  2009  Clark 
Avenue,  Raleigh 

Robert  W.  Williams,  M.D,  (1965),  Hanover 
Medical  Bldg.,  Wilmington. 
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COMING  MEETINGS 

Joint  Meeting  of  the  North  Carolina  and  South 
Carolina  Societies  of  Opiithalmology  and  Otol- 
aryngology— Barringer  Hotel,  Charlotte,  Septem- 
)3er  13-15. 

Cape  Fear  Valley  Hospital  Annual  Medical  Sym- 
posium— Klena's  Charcoal  Steak  House,  King 
Shopping  Center,  3434  Bragg  Boulevard,  Fayette- 
ville,  September  24. 

Forsyth  Cotinty  Heart  Association,  15th  Annual 
Symposium  —  Hotel  Robert  E.  Lee,  Winston- 
Salem,  September  2.5. 

Mecklenburg  County  AAGP  Fourth  Charlotte 
Postgraduate  Seminar  —  Presbyterian  Hospital, 
Charlotte,  October  7-8. 

Duke  University  Postgraduate  Medical  Seminar 
Cruise — M.  S.  Kungsholm,  New  York  City,  Nov- 
ember 4-16. 

Tennessee  Valley  Medical  Assembly — Ti\'<ili 
Theater,  Chattanooga  .September  28-29. 

VIII  International  Congi-ess  on  Diseases  of  the 
Chest— Mexico  Citv,  October  11-16,  1964. 


New  Members  of  the  State  Society 
Drs.  Robert  Foster  Castle,  Dd,  208  S.  Hillcrest 
Rd.,  Chapel  Hill;  John  Allen  Crook,  Jr.,  S,  1108 
Green  St.,  Reidsville;  James  Latcher  Rollins,  Box 
895,  Landrum;  Linny  Marshall  Baker,  Pd,  11  De- 
veron  Dr.,  Concord;  William  Barlow  Inabnet, 
Otol,  120S  Briarcliff  Rd.,  Greenslioro;  Jefferson 
Davis  Bulla,  GP,  115  S.  Maple  St.,  Graham;  Rolf 
Hendrik  Fisscher,  P,  4826  College  Dr.,  Wilming- 
ton; Robert  Lloyd  Sing,  Jr.,  Path,  1012  Ivings  Dr., 
Charlotte. 


News  Notes  froim  the 

University  of  North  Carolina 

School  of  Medicine 

The  Reece  Berryhill  Scholarship  Fund  was 
established  by  the  Medical  Parent's  Club  of  the 
University  of  North  Carolina  School  of  Medicine 
at  its  annual  ineeting  on  May  16. 

It  will  honor  Dr.  W.  Reece  Berryhill,  who  steps 
down  from  the  Medical  School  deanship  this  sum- 
mer after  23  years. 

J.  C.  Cowan,  Jr.  of  Greensboro,  newly  elected 
president  of  the  Club,  reported  at  the  fifth  an- 
nual meeting  here  that  more  than  $2,000  already 
has  been  pledged  for  the  scholarship  fund.  He 
said  $12,000  will  be  necessary  to  fund  a  S500 
scholarship. 

*     *     * 

Trustees  of  the  Universitj-  of  North  Carolina 
recently  approved  promotions  for  the  following 
faculty  members  at  the  UNC  School  of  Medicine. 
Promoted   to   full   professors   were   Dr.   Jeffress 


Gary  Palmer,  medicine;  Dr.  James  W.  Woods, 
medicine;  Dr.  John  T.  Sessions,  medicine;  Dr. 
Thomas  B.  Barnett,  medicine;  Dr.  Leonard  Palum- 
bo,  obstetrics  and  gynecology;  and  Dr.  Robert  D. 
Langdell,  pathology. 

Approved  as  associate  professors  were  Dr.  C. 
C.  Fordham,  III,  medicine;  Dr.  J.  Mitchell  Shor- 
row,  medicine;  Dr.  Luther  M.  Talbert,  obstetrics 
and  gynecology;  Dr.  Dan  A.  Martin,  preventive 
medicine  and  medicine;  Dr.  William  D.  Huffines, 
pathology;  Dr.  Nathaniel  F.  Rodman,  Jr.,  patho- 
logy; Dr.  George  Johnson,  Jr.,  surgery;  Dr.  G. 
Thomas  Kiffney,  ophthalmology;  Dr.  James  F. 
Newsome,  surgery;  Dr.  Robert  Zeppa,  surgery; 
Dr.  IMartin  H.  Keeler,  psychiatry;  Dr.  Arthur  J. 
Prange,  Jr.,  psychiatry;  Dr.  Carl  M.  Cochrane,  psy- 
chology; Dr.  Martin  S.  Wallach,  psychology. 

Promotions  to  assistant  professor  were  ap- 
proved for  Dr.  Robert  R.  Huntley,  preventive 
medicine  and  medicine;  Dr.  John  T.  Monroe,  psy- 
chiatry; Dr.  Francis  J.  Kane,  Jr.,  psychiatry;  Dr. 
Donald  M.  Wood,  psychology;  William  Grady 
Thomas,  surgery  (audiology);  Dr.  Francis  D. 
Pepper,  Jr.,  radiology;  Dr.  William  B.  Herring, 
medicine;  Dr.  Thomas  R.  Scott,  medicine;  Dr.  Wil- 
liam B.  Wood,  medicine;  and  Ruth  Falk,  psycho- 
logy. 

A  number  of  awards  were  presented  to  students 
of  the  LTniversity  of  North  Carolina  School  of 
Medicine  at  Student  Faculty  Day  on  May  9. 

Willis  Howard  Williams  of  Robbins  was  named 
the  first  recipient  of  the  Heusner  Pupil  Award, 
established  in  memory  of  the  late  Dr.  A.  Price 
Heusner,  LTNC  professor  of  anatomy.  The  Heusn- 
er Pupil  is  selected  by  a  committee  appointed  by 
the  Medical  School  dean  on  the  basis  of  "a  great 
capacity  to  grasp  the  principles  of  science,  to  heal 
the  sick  and  to  comfort  the  troubled.  He  shall  be 
humble  before  God." 

Dr.  AVilliam  M.  Clarke  of  Fayetteville,  a  resi- 
dent in  pediatrics  at  N.  C.  Memorial  Hospital 
here,  was  named  winner  of  the  coveted  Henry 
C.  Fordham  Award.  This  award  is  presented  by 
the  senior  class  in  recognition  of  the  recipient's 
"qualities  of  patience,  humility  and  devotion  to 
medicine  as  were  possessed  by  the  late  Dr.  Henry 
C.  Fordham,  resident  in  medicine  at  N.  C.  Me- 
morial Hospital  in  1957-58." 

Dr.  Carl  B.  Lyle,  Jr.,  a  native  of  Greenville, 
Tennessee,  was  awarded  the  Professor  Award  by 
the  senior  class  of  the  University  of  North  Caro- 
lina School  of  Medicine,  in  recognition  of  his 
"willingness,  understanding  and  ability"  in  con- 
tributing to  medical  education. 

Robert  Hodges  Bilbro  of  Greenville  received 
the  1964  William  deB.  MacNider  Award. 

The  award  consists  of  a  public  commendation 
of  a  sophomore  medical  student  elected  by  his 
classmates  because  he  possesses  "various  intan- 
gible traits  of  good  character  which  were  tj'pified 


July,  1964 


NORTH  CAROLINA  MEDICAL  JOURNAL 


315 


by  the  late  Dr.  Billy  MacNider  during  his  50  years 
as  teacher  and  physician  at  the  LTniversity  of 
North  Carolina." 

Dr.  Reggie  Mason  of  Henderson  was  recipient 
of  the  William  C.  Coker  Award  for  the  best  dis- 
sertation in  the  natural  sciences  at  the  University 
of  North  Carolina. 

He  is  a  resident  physician  in  pathology  at  N.  C. 
Memorial  Hospital  and  on  June  1  will  receive  the 
first  Ph.D.  degree  in  pathology  ever  awarded  at 
UNC. 

Dr.  William  E.  Lassiter,  assistant  professor  of 
medicine  at  the  University  of  North  Carolina 
School  of  Medicine,  has  been  elected  to  member- 
ship in  the  American  Society  of  Clinical  Inves- 
tigation. 

The  society  limits  the  number  of  new  members 
to  50  each  year.  To  be  eligible  for  inembership,  a 
physician  must  be  less  than  45  years  of  age  and 
must  have  accomplished  meritorious  original  in- 
vestigations in  clinical  and  the  allied  medical 
sciences. 

Named  an  Established  Investigator  by  the 
American  Heart  Association  in  1962,  and  a  Markle 
Scholar  in  Medicine  Science,  Dr.  Lassiter  joined 
the  UNC  medical  faculty  in  1960  after  two  j'ears 
here  as  a  research  fellow. 

*  *     >;= 

Coaches,  trainers,  school  principals  and  team 
physicians  gathered  in  Chapel  Hill  on  May  14 
for  the  fifth  annual  Seminar  on  the  Medical  As- 
pects of  Sports. 

A  special  speaker  was  Dr.  Edmond  J.  McDon- 
nell of  Baltimore,  Md.,  an  orthopedic  surgeon  at 
Johns  Hopkins  University  and  the  team  phys- 
ician for  the  Baltimore  Colts  and  the  Baltimore 
Orioles.  He  spoke  on  "Athletic  Injuries  to  the 
Knee." 

*  *    * 

The  eighth  annual  Adam  T.  Thorp,  III  Me- 
morial Lecture  was  presented  on  May  20  by  Dr. 
George  H.  A.  Clowes,  Jr.,  chairman  of  the  De- 
partment of  Surgery  at  the  Medical  College  of 
South  Carolina. 

He  spoke  on  "Recovery  or  Death:  A  Metabolic 
Balance  Dependent  LTpon  the  Circulation  and 
other  Systems." 

The  Thorp  Memorial  Lecture  is  in  memory  of 
the  son  of  Dr.  and  Mrs.  Adam  T.  Thorp,  Jr., 
formerly  of  Rocky  Mount. 

Dr.  Warner  L.  Wells,  associate  professor  of  sur- 
gery at  the  University  of  North  Carolina  School 
of  Medicine,  has  been  elected  to  the  Executive 
Council  of  the  American  Association  for  the  His- 
tory of  Medicine. 

Noted  for  his  translation  of  "The  Hiroshima 
Diary,"  he  is  working  on  "A  History  of  Pioneer 
Hospitals  in  North  Carolina"  and  is  the  author  of 
a  historical  commentary  entitled  "Surgical  Prac- 
tice in  North  Carolina." 
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News  Notes  from  the 

Bowman  Gray  School  of  Medicine 

OF  Wake  Forest  College 

Dr.  Frank  R.  Lock,  professor  and  chairman  of 
the  Department  of  Obstetrics  and  Gynecology  at 
the  Bowman  Gray  School  of  Medicine,  was  in- 
stalled as  president  of  the  American  College  of 
Obstetricians  and  Gynecologists  during  the  an- 
nual meeting  of  the  organization  in  Bal  Harbour, 
Florida. 

He  succeeded  Dr.  George  E.  Judd  of  Los 
Angeles. 

Three  other  members  of  the  Bowman  Gray 
faculty  are  fellows  of  the  college.  They  are  Dr. 
Richard  L.  Burt,  professor;  Dr.  Frank  C.  Greiss 
Jr.,  assistant  professor;  and  Dr.  Eugene  B.  Lin- 
ton, instructor. 

Dr.  Lock,  who  has  been  chairman  of  the  De- 
partment of  Obstetrics  and  Gynecology  at  the 
Bowman  Gray  School  of  Medicine  since  1941,  is 
a  founding  fellow  and  former  \ice  president  of 
the  American  College  of  Obstetricians  and  Gyne- 
cologists. 

*  +     * 

Two  new  instructors  were  appointed  to  the 
full-time  faculty  of  the  Bowman  Graj-  School  of 
Medicine,  effective  July  1. 

They  are  Dr.  William  G.  Montgomery,  instruc- 
tor in  urology,  and  Dr.  Daniel  N.  Mour3',  instruc- 
tor in  biochemistry. 

Appointed  to  the  part-time  faculty  were  Dr. 
Jack  M.  Rogers,  assistant  in  clinical  psychiatry; 
Dr.  Thomas  B.  Templeton,  instructor  in  clinical 
medicine;  Dr.  James  J.  Thomas,  instructor  in 
clinical  pediatrics;  and  Dr.  Bruce  E.  Walls,  as- 
sistant professor  of  clinical  psychiatry. 

Dr.  Montgomery  completed  residency  training 
in  urology  at  North  Carolina  Baptist  Hospital 
June  30.  A  native  of  Pittsburgh,  Pennsylvina,  he 
is  a  graduate  of  Wake  Forest  College  and  the 
Bowman  Gray  School  of  Medicine. 

Dr.  Moury,  of  Greensboro,  holds  the  B.S.  degree 
from  Wake  Forest  College  and  the  Ph.D.  degree 
from  Purdue  University.  A  former  research  as- 
sistant at  Purdue,  he  has  studied  since  last  Sep- 
tember as  a  postdoctoral  fellow  in  the  Depart- 
ment of  Biochemistry  at  the  medical  school. 

*  +     + 

The  Bowman  Gray  School  of  Medicine  has  ex- 
panded its  graduate  programs  in  two  depart- 
ments. 

The  Department  of  Microbiology  initiated  a 
program  of  graduate  instruction  leading  to  the 
Doctor  of  Philosophy  degree.  Supported  by  a 
$300,000  training  grant  from  the  National  Insti- 
tutes of  Health,  the  program  became  effective 
July  1. 

The  Department  of  Anatomy  enlarged  its  grad- 
uate curriculum  at  both  the  M.S.  and  Ph.D.  levels 
and  plans  to  increase  its  enrollment  of  graduate 
students.  This  expansion,  supported  by  a  $140,583 


training  grant  from   the  National   Institutes   of 
Health,  also  became  effective  July  1. 

Programs  in  l5oth  departments  are  designed  to 
prepare  qualified  students  for  careers  in  teaching 
and  research.  Anatomy  and  microbiology  are  the 
two  fields  in  which  the  greatest  national  short- 
ages of  well-trained  faculty  personnel  exist. 
*     *     * 

The  Atomic  Energy  Commission  has  awarded 
the  Bowman  Gray  School  of  Medicine  a  $13,.500 
grant  to  support  further  development  of  its 
nuclear  science  education  program  in  the  Depart- 
ment of  Biochemistry. 

Dr.  Cornelius  F.  Strittmatter,  Odus  M.  Mull 
professor  of  biochemistry  and  chairman  of  the 
department,  said  grant  funds  would  be  used  to 
purchase  additional  radioisotope  detection  and 
counting  equipment. 

The  new  equipment,  he  explained,  will  enable 
the  department  to  add  to  its  graduate  training 
program  a  new  advanced  course  in  isotopic 
tracer  techniques  and  to  expand  its  nuclear  ed- 
ucation program  in  the  basic  biochemistry  course 
for  both  medical  and  graduate  students.  Since 
radioisotopes  are  becoming  such  an  important 
research  tool,  it  is  essential  that  students  prepar- 
ing for  careers  of  teaching  and  research  be  train- 
ed in  their  use. 
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Dr.  Richard  C.  Proctor,  professor  and  chair- 
man of  the  Department  of  Psychiatry,  has  been 
re-elected  secretary-treasurer  of  the  Southeastern 
Psychiatric  Association. 

*    *    * 

Dr.  Quentin  N.   Myrvik,   professor  and   chair- 
man of  the  Department  of  Microbiology,  was  re- 
cently elected  to  the  Board  of  Directors  of  the 
■M  North  Carolina  Tuberculosis  Association,  Inc. 


Dr.  Carolyn  C.  Huntley,  associate  professor  of 
pediatrics,  was  recentlj'  elected  to  membership  in 
the  Society  for  Pediatric  Research. 

Dr.  Warren  N.  Dannenburg,  research  assistant 
professor  of  biochemistry,  and  Dr.  Carlos  E. 
Rapela,  associate  professor  of  physiology,  have 
been  elected  to  membership  in  organizations 
which  make  up  the  American  Societies  for  Ex- 
perimental Biologj*.  Dr.  Dannenburg  became  a 
member  of  the  American  Institute  of  Nutrition. 
Dr.  Rapela  was  elected  to  membership  in  the  Cir- 
culation Section  of  the  American  Physiology  So- 
ciety. 

Dr.  Thomas  B.  Clarkson,  associate  professor  of 
laboratory  animal  medicine,  presented  a  paper  on 
Naturally  Occurring  Atherosclerosis  in  Birds"  at 
New  York  Academy  of  Sciences'  recent  Confer- 
ence on  Comparative  Cardiology  in  New  York 
City. 

Eugene  R.  Heise,  research  assistant  in  mic- 
robiology, presented  a  paper  on  "Effect  of  BCG 
on  Acid  Hydrolase  Levels  in  Rabbit  Alveolar 
Macrophages;  Seasonal  Variations  in  Normal  Ani- 
mals" at  the  American  Society  for  Microbiology 
meeting  in  Washington,  D.  C. 

Dr.  Jesse  H.  Meredith,  assistant  professor  of 
surgery,  served  as  session  chairman  at  the  second 
National  Biomedical  Sciences  Instrumentation 
Symposium  of  the  Instrument  Society  of  America. 
He  also  presented  a  paper  on  "Present  Problems 
in  Physiological  Monitoring"  at  the  meeting  in 
Albuquerque,  New  Mexico. 
*     *     * 

Dr.  I.  Meschan,  professor  and  chairman  of  the 
Department  of  Radiology,  spoke  at  a  recent 
meeting  of  the  Pacific  Northwest  Radiological 
Society  in  Portland,  Oregon.  His  topic  was 
"Roentgen  Signs  and  Syndromes — Ever-Broad- 
ening Horizons." 

+     *     * 

Dr.  Emery  C.  Miller  Jr.,  associate  professor  of 
medicine,  spoke  on  "Current  Concepts  of  Dia- 
betes" at  a  recent  meeting  of  the  Knoxville 
(Tenn.)  Society  of  Internal  Medicine. 

Dr.  R.  Winston  Roberts,  professor  and  director 
of  the   Section   on   Ophthalmologj',   presented   a 


paper  on  "Handling  of  Glaucoma"  at  a  recent 
meeting  of  the  Pittsburgh  Ophthalmologic  So- 
ciety in  Pittsburgh,  Pennsylvania. 


News  Notes  from  the 
Duke  University  Medical  Center 

President  Emeritus  Deryl  Hart  heads  a  list  of 
three  veteran  Duke  University  faculty  members 
who  will  retire  from  their  teaching  duties  effec- 
tive on  August  31,  according  to  an  announcement 
by  President  Douglas  M.  Knight.  Among  them, 
the  three  have  given  more  than  a  century  and  a 
half  of  service  to  the  University.  In  addition  to 
Dr.  Hart,  who  came  to  Duke  in  1929,  Walter  J. 
Seelej%  James  B.  Duke  Professor  of  Electrical 
Engineering  and  former  dean  of  the  College  of 
Engineering  here  since  1925,  and  Dr.  Wiley  D. 
Forbus,  professor  of  pathologj',  appointed  in  1930, 
will  leave  the  university  faculty. 

After  September  1,  Dr.  Hart  will  continue  to 
serve  the  University  as  consultant  to  the  Depart- 
ment of  Surgery.  He  also  will  hold  the  title  of 
president  emeritus  and  emeritus  professor  of 
surgery. 

Dr.  Hart  was  president  of  the  University  from 
1960  to  1963.  Prior  to  assuming  that  office,  he  had 
served  for  30  years  as  chairman  of  the  Depart- 
ment of  Surgery. 

Dr.  Forbus  is  one  of  the  founding  members  and 
former  head  of  the  Department  of  Pathology  at 
Duke  University  Hospital.  A  graduate  of  Wash- 
ington &  Lee  Universitj'  and  holder  of  an  M.D. 
degree  from  Johns  Hopkins,  he  came  to  Duke  in 
1930  following  seven  3'ears  on  the  Johns  Hopkins 
faculty.  He  has  made  major  contributions  to  med- 
ical education  in  the  Far  East  as  well  as  in  this 
country.  In  recent  years  he  has  served  as  a  con- 
sultant on  projects  in  Indonesia,  Formosa,  and 
Japan. 

Two  physicians  have  been  appointed  as  assis- 
tant deans  of  the  Duke  University  School  of  Med- 
icine. Dr.  E.  Croft  Long  became  assistant  dean  for 
medical  student  affairs  and  Dr.  Herbert  0.  Sieker 
became  assistant  dean  for  coordination  of  educa- 
tional affairs  on  July  1. 
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Dr.  Long  and  Dr.  Sieker  assumed  their  new 
duties  at  the  same  time  that  Dr.  William  G. 
Anlyan  became  new  dean  and  Dr.  Barnes  Wood- 
hall  began  devoting  full  time  to  his  expanding 
duties  as  vice  provost  for  medical  affairs. 

Originally  from  London,  England,  Dr.  Long  has 
been  on  the  Duke  faculty  since  1956.  He  holds  the 
academic  rank  of  associate  professor  of  physio- 
logy and  pharmacologj'  and  associate  in  pedi- 
atrics. 

Dr.  Sieker,  who  holds  the  academic  rank  of  pro- 
fessor of  medicine,  is  a  native  of  Maplewood, 
Missouri.  A  member  of  the  Duke  faculty  since 
1954,  he  also  has  served  as  chief  of  the  Pulmonary 
Disease  Section  and  assistant  chief  of  the  medical 
service  at  the  Durham  Veterans  Admmistration 
(VA)  Hospital  and  presently  is  a  consultant  to 
the  Durham  and  Fayetteville  VA  Hospitals  and 
the  U.  S.  Army  Hospital  at  Fort  Bragg. 
+     *     * 

Ray  E.  Brown,  director  of  the  graduate  pro- 
gram in  hospital  administration  at  Duke  Uni- 
versity, delivered  the  keynote  address  at  the  an- 
nual meeting  of  the  North  Carolina  Hospital  As- 
sociation on  June  10. 


Voluntary  hospitals — regardless  of  their  official 
status — Brown  said,  are  directly  responsible  to 
the  public  and  are  institutions  "whose  freedom 
is  closely  circumscribed."  Voluntary  hospitals  in- 
clude those  that  are  not  directly  controlled  by 
government,  and  Brown  said  that  they  have  a 
responsibilitj'  to  provide  care  for  all  citizens, 
regardless  of  race  or  creed. 

Brown,  a  past  president  of  the  American  Hos- 
pital Association  and  the  American  College  of 
Hospital  Administrators,  was  vice  president  for 
administration  at  the  University  of  Chicago  be- 
fore taking  the  Duke  post  last  March. 
*    *    * 

Twenty-four  medical  scientists  from  the  United 
States  and  several  foreign  countries  arrived  at  the 
Duke  University  Medical  Center  June  22  for  a 
month  of  intensive  study  of  human  diseases 
caused  b.y  fungi. 

The  course,  designed  to  give  participants  a 
working  knowledge  of  disease-producing  fungi 
and  an  understanding  of  the  diseases  they  cause, 
will  be  directed  by  Dr.  Norman  F.  Conant,  James 
B.  Duke  Professor  and  chairman  of  the  Depart- 
ment of  Microbiologj'  and  Immunology. 
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This  will  be  the  eighteenth  consecutive  year 
that  Dr.  Conant  has  conducted  the  course. 

Foreign  countries  represented  in  the  enroll- 
ment this  year  will  include  Canada,  Japan  and  the 
Philippines.  The  course  will  continue  through 
July  18. 

H«     *     * 

Directors  of  the  Hospital  Care  Association  of 
Durham,  have  elected  Elisha  M.  Herndon  as  presi- 
dent, succeeding  B.  R.  Roberts,  who  was  made 
honorary  chairman  of  the  Board.  The  changes, 
which  required  an  amendment  to  the  Associa- 
tion's by-laws,  are  effective  immediately. 

A.  S.  Brower,  Duke  University  finance  officer, 
was  elected  as  the  new  chairman  of  the  Board. 
J.  Street  Brewer,  M.  D.,  of  Roseboro,  and  J.  P. 
Richardson  of  Charlotte,  were  elected  vice-chair- 
men. M.  B.  Allen  was  re-elected  secretary  and 
treasurer  and  all  other  administrative  officers 
were  re-elected. 

Herndon  has  been  with  Hospital  Care  since  it 
was  organized  in  1933  and  has  served  as  executive 
vice  president  since  1939.  The  office  of  executive 
vice  president  which  he  has  held  was  abolished 
bj'  the  Board  action. 


North  Carolina  State  Chairman  Chosen  For 
Deafness  Research  Foundation 

Dr.  B.  W.  Armstrong,  well-known  otolaryngolo- 
gist, of  Charlotte,  has  been  appointed  North  Caro- 
lina state  chairman  of  the  Deafness  Research 
Foundation,  according  to  an  announcement  by 
Gordon  D.  Hoople,  M.D.,  Medical  Adviser  to  the 
Foundation. 

As  North  Carolina  state  chairman,  Dr.  Arm- 
strong will  act  as  spokesman  for  the  Deafness 
Research  Foundation  at  state  and  regional  med- 
ical meetings,  serve  as  liaison  between  the  Foun- 
dation, the  medical  profession  and  the  general 
public,  and  reply  to  inquiries  about  medical  as- 
pects of  ear  disorders  addressed  to  the  Founda- 
tion by  people  in  North  Carolina. 


The  Deafness  Research  Foundation 
The  largest  grant  for  ear  research  ever  made 
from  private  sources  has  been  announced  by  the 
Alfred  P.  Sloan  Foundation  and  the  Deafness  Re- 
search Foundation.  The  grant  was  made  by  the 
Sloan  Foundation.  The  Deafness  Research  Fotmd- 
ation  was  the  recipient. 
Totalling  more  than  a  quarter  of  million  dollars, 
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the  grant  is  regarded  as  making  the  beginning  of 
a  broad,  long-term  otologic  research  program.  The 
funds  in  the  initial  grant  are  to  be  expended  with- 
in the  next  two  years.  They  are  to  be  applied  to 
research  projects  in  otologic  laboratories,  and 
medical  schools  in  the  United  States,  after  evalua- 
tion and  recommendation  by  a  scientific  review 
committee  appointed  by  the  Deafness  Research 
Foundation.  The  committee  consists  of  leading 
researchers  in  otology. 

Dr.  Richard  L.  Masland,  Director  of  the  Nation- 
al Institute  of  Neurological  Diseases  and  Blind- 
ness, said:  "Everyone  interested  in  research  re- 
lating to  disorders  of  hearing  will  be  highly  en- 
couraged that  the  Alfred  P.  Sloan  Foundation  has 
made  this  significant  grant  to  the  Deafness  Re- 
search Foundation.  He  added: 

"It  is  of  particular  importance  that  the  funds 
have  been  made  available  for  this  purpose  from 
a  private  source.  The  Government  has  accepted 
an  increasing  responsibility  for  hearing  research 
and  for  training  scientists  to  conduct  this  re- 
search. However,  there  are  inherent  limitations 
in  the  utilization  of  federal  funds,  especially  in 
the  ability  to  pioneer  in  the  creation  of  new  re- 
sources and  in  the  development  of  new  ap- 
proaches. The  private  sector  must  play  this  es- 
sential role  in  the  healthy  development  of  the 
national  research  effort." 


Edgecombe-Nash  Medical  Society 
The  Edgecombe-Nash  Medical  Society  met  in 
Rocky  Mount   on  June   10.  Dr.  Wirt  W.    Smith 
spoke   on   "Clinical   Applications   of  the   Hyper- 
baric Chamber." 


National  Conference  on  Driver  Safety 
A  National  Conference  on  Medical  Aspects  of 
Driver  Safety  and  Driver  Licensing  will  be  held 
in  Chicago,  November  16-18,  1964. 

More  than  three  years  in  the  planning,  the  con^ 
ference  will  be  sponsored  by  the  American  Med- 
ical Association,  the  American  Association  of 
Motor  Vehicle  Administrators,  and  the  U.  S, 
Public  Health  Service  It  is  expected  to  contribute 
materially  toward  a  better  understanding  of  the 
interrelationship  between  the  mental  and  phys- 
ical condition  of  a  person  and  his  ability  to  drive. 
There  is  also  reason  to  believe  that  it  will  point 
out  research  needs  and  priority  recommendations 
in  the  important  area  of  human  factors  which 
affect  driving  safety. 


Occupational  Health  Institute 
What  every  physician  who  provides  medical 
services  for  an  employee  group  should  know  is 
the  subject  of  a  comprehensive  guide  just  pub- 
lished by  the  Occupational  Health  Institute,  the 
educational  arm   of  the    Industrial    Medical   As- 
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sociation.  The  SO-page  treatise  entitled  "Organi- 
zation and  Operation  of  an  Occupational  Health 
Program"  was  prepared  for  the  OHI  by  J.  S.  Fel- 
ton,  M.D.,  professor  of  occupational  health, 
Schools  of  Medicine  and  Public  Health,  Univers- 
ity of  California,  Los  Angeles. 

Individuals  who  desire  a  copy  of  this  publica- 
tion on  the  ABC's  of  occupational  medicine  should 
send  requests  with  40  cent  in  postage  to  cover 
mailing  and  handling  to  the  Occupational  Health 
Institute,  55  East  Washington  Street,  Chicago, 
Illinois  60602. 


American  Federation  for  Clinical 
Research 

Dr.  Morton  D.  Bogdonoff,  professor  of  medicine 
at  Duke  University  School  of  Medicine,  became 
the  twenty-fourth  president  of  the  American 
Federation  for  Clinical  Research  during  the 
course  of  the  Federation's  annual  national  meet- 
ing held  in  Atlantic  City  May  3. 

Dr.  Bogdonoff  succeeded  Dr.  Alfred  Jay  Bollet 
of  the  University  of  Virginia  School  of  Medicine, 
Charlottesville,  Viriginia. 

Dr.  Stuart  O.  Bondurant,  associate  professor  of 
medicine  at  Indiana  University  has  become  the 
new  Editor  of  Clinical  Research,  the  Federation's 
official  publication,  succeeding  Dr.  Bogdonoff, 
who  has  served  in  that  capacity  during  the  past 
five  years. 


New  Color  Film  Released 
by  P.M.A. 

A  new  15-minute  color  film  which  tells  the 
dramatic  behind-the-scenes  story  of  today's  life- 
saving  prescription  drugs  has  been  released  by 
the  Pharmaceutical  Manufacturers  Association. 

The  16  mm  sound  motion  picture,  entitled  "Pre- 
scription for  Maryanne,"  is  available  on  a  free 
loan  basis  for  showing  to  any  audience  in  the 
United  States. 

Designed  to  give  an  insight  into  the  industry 
which  plays  such  a  vital  role  in  saving  lives  and 
relieving  human  misery,  "Rx  for  Maryanne"  tells 
the  pharmaceutical  story  against  the  background 
of  a  mother's  purchase  of  a  prescription  for  her 
sick  daughter. 

Qualified  speakers  in  the  health  field  are  avail- 


able for  introducing  and  explaining  the  film  as 
well  as  for  answering  questions.  For  further  de- 
tails, contact:  Public  Information  Office,  Phar- 
maceutical Manufacturers  Association,  1411  K 
Street,  N.  W.,  Washington,  D.  C. 


Blue  Cross  Association 

Blue  Cross  achieved  the  most  successful  year  in 
its  history  by  posting  records  in  both  enrollment 
and  benefits  paid  in  behalf  of  subscribers,  Walter 
J.  McNerney  of  Chicago,  president  of  the  Blue 
Cross  Association,  reported  to  governors  of  the 
non-profit  organization  meeting  in  Minneapolis 
recently. 

U.  S.  Blue  Cross  Plans  provided  coverage  for 
59,141,262  persons  in  1963,  McNerney  said,  an  in- 
crease of  approximately  one  million  over  the  pre- 
vious record  attained  in  1962.  Hospitalization 
benefit  payments  in  1963  totaled  .$2,343,781,000, 
an  increase  of  $240,000,000  over  the  previous  year. 
He  added  that  this  amount  was  paid  in  behalf  of 
approximately  8.5  million  persons  throughout  the 
U.  S. 

He  also  reported  Blue  Cross  completed  con- 
tracts with  four  states  during  the  j'ear  to  ad- 
minister benefits  provided  under  the  Kerr-Mills 
Act.  This  brings  to  eight  the  total  number  of 
states  in  which  Blue  Cross  is  participating  in  this 
program,  he  said. 


American  Council  for  Emigres  in  the 
Professions 

The  counselling  and  placement  of  refugee 
physicians  in  the  United  States,  a  service  form- 
erly performed  by  the  National  Committee  for 
the  Resettlement  of  Foreign  Physicians,  is  now 
being  done  by  the  American  Council  for  Emigres 
in  the  Professions,  Inc.,  345  East  46th  Street,  New 
York  17,  New  York.  The  NCRFP  discontinued  its 
operations  as  an  independent  corporation  De- 
cember 31,  1963. 

To  accommodate  the  needs  of  emigrating  phy- 
sicians, a  Physicians  Division  has  been  organiz- 
ed within  ACEP  to  continue  the  work  of  the 
National  Committee.  Plans  to  broaden  the  scope 
of  this  work  are  presently  underway  by  the  new 
division. 
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Tne  Montli  in  Wasnin^ton 

A  new  Food  and  Drug  Administration 
regulation  requires  manufacturers  to  sub- 
mit i^roof  of  effectiveness  of  drugs  cleared 
between  1938  and  June  20,  1963,  and  still 
on  the  market. 

This  retroacti\'e  regulation  was  the  most 
controversial  of  a  group  of  new  drug  regula- 
tions issued  under  the  Kefauver-Harris  FDA 
Act  amendments  enacted  into  law  in  19(12. 

The  Pharmaceutical  Manufacturers  As- 
sociation said  the  government  was  "mak- 
ing a  mistake  in  blanketing  in  drugs  which 
ha\'e  been  regarded  as  old,  safe  and  effec- 
tive." The  PMA  questioned  whether  the 
FDA  "has  put  too  broad  an  interpretation 
on  the  1962  drug  amendments." 

In  protesting  such  a  regulation  before  it 
M^as  issued  in  final  form,  the  PMA  said  a 
retroactive  regulation  would  comprise 
"such  sweeping  recjuests  for  information  as 
to  be  unreasonably  burdensome  on  the  in- 
dustry .  .  .  and  ultimately  on  the  Food  and 
Drug  Administration." 

The  consumption  of  manpower,  particularly 
of  scarce,  highly  trained  scientific  personnel, 
that  would  be  required  to  comply  with  the 
proposed  regulations  is  staggering  and  bears 
no  reasonable  relationship  to  any  possible  bene- 
fit to  the  public,"  the  PMA  said: 

In  fact  the  demand  on  the  time  of  the  scien- 
tific personnel  of  our  member  companies  would 
be  of  such  magnitude  that  it  would  impede 
and  delay  clinical  research  and  the  develop- 
ment of  new  drugs.  Needless  to  saj'  such  a 
result  would  not  be  in  the  public  interest. 

Drug  manufacturers  had  argued  that  so- 
called  "grandfather  rights"  allowed  them 
to  continue  to  make  claims  contained  in  new 
drug  applications  cleared  in  the  past,  and 
that  they  should  not  have  to  produce  med- 
ical e\-idence  to  supi^ort  these  claims. 

The  FDA  disagreed.  It  held  that  Congress, 
in  passing  the  drug  amendments  in  1962, 
specifically  made  it  the  agency's  duty  to  re- 
view all  medical  claims  for  "new  drugs" 
cleared  in  the  past  on  safety  alone,  "with  the 
intention  that  any  claim  unsupported  by 
substantial  medical  evidence  should  be  dis- 
continued after  next  October." 

The  FDA  held  that  the  "grandfather 
clause"  gives  the  right  to  make  unsupported 


claims  for  only  two  classes  of  drugs:  (1) 
those  on  the  market  before  1938  and  there- 
fore exempted  from  new-drug  clearance  by 
the  1938  Act,  and  (2)  those  introduced  after 
1938  which  were  generally  recognized  as 
safe  and  therefore  were  never  cleared  as 
"new  drugs." 

"We  are  glad  that  Congress  has  given  us 
this  unicjue  opportunity  to  review  past  med- 
ical decisions  permitting  several  thousand 
new  drugs  to  go  on  the  market.  The  review 
will  include  not  only  a  new  look  at  the 
safety  of  these  drugs,  but  a  first-time  com- 
parison of  the  actual  promotional  claims 
with  the  medical  evidence  on  which  they 
are  based,"  FDA  Commissioner  Geoi-ge  P. 
Larrick  said. 

The  new  regulations  require  firms  mar- 
keting drugs  approved  since  1938  to  ex- 
amine both  their  promotional  materials  and 
their  clinical  records  to  be  sure  that  all 
claims  being  made  are  justified  by  expe- 
rience and  that  the  promotional  matter  in- 
clude all  necessary  warnings,  contraindica- 
tions, side  effects,  and  untoward  reactions 
which  they  may  have  shown  up  after  the 
drugs  w'ere  originally  placed  on  the  market. 

Under  the  old  law,  new  drugs  were  clear- 
ed on  the  basis  of  safety  alone.  There  was 
no  requirement  that  they  be  shown  to  be 
effective  as  well  as  safe  for  their  intended 
uses,  other  than  that  claims  of  benefits  be 
supported. 

^  ^  ^ 

Boisfeuillet  Jones  resigned  as  Special  As- 
sistant to  the  Secretary  of  Health,  Educa- 
tion and  Welfare  effective  June  30. 

Jones  told  President  Johnson  in  his  letter 
of  resignation  that  when  he  began  the  job 
as  Special  Assistant  for  Health  and  Medical 
Affairs  in  January,  1961,  he  expected  to 
stay  about  two  years,  but  challenges  in  the 
position  kept  him  there  longer. 

"I  shall  return  now  to  private  life  in  At- 
lanta," Jones  said,  "in  a  unique  situation 
which  will  permit  me  to  engage  in  a  wide 
range  of  philanthropic  activity,  including 
health,  education,  and  welfare  with  which 
my  interests  have  long  been  identified." 

Johnson  replied  that  he  acceded  with  re- 
luctance to  Jones'  wish  to  return  to  private 
life. 
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THE   MONTH    IN   WASHINGTON 


Jones  had  been  considered  influential  in 
HEW  policy  matters  and  often  had  been 
spokesman  for  the  department  and  HEW 
Secretary  Anthony  J.  Celebrezze.  There  was 
no  advance  indications  that  Jones  would 
leave  the  department  and  his  resignation 
came  as  a  surprise. 


The  Public  Health  Service  has  reported 
that  the  nation's  birth  rate  has  been  de- 
clining steadily  for  the  past  two  years.  But 
the  PHS  anticipated  a  reversal  of  the  down- 
ward trend. 

There  were  49,000  fewer  births  in  the 
United  States  during  the  3'ear  ended  March 
31,  1964,  than  in  the  previous  12  months. 
The  337,000  births  registered  in  this  March 
was  the  smallest  number  for  the  month 
since  1955. 

An  increase  in  marriages  in  March — to  a 
total  of  109,000 — was  interpreted  as  fore- 
shadowing a  reversal  in  the  decline  in  the 
birth  rate. 

^  ^  ^ 

The  National  Academy  of  Sciences  has  re- 
duced its  recommended  daily  calorie  intake 
for  adults  on  the  ground  that  Americans  are 
living  a  softer  life  with  less  physical  activity. 

The  calorie  requirement  of  the  so-called 
"reference  man" — 25  years  old,  weighs  145 
pounds,  and  moderately  active — was  cut  to 
2,900  calories  daily  from  the  3,200-calorie 
diet  recommended  in  1958. 

The  recommended  diet  of  the  so-called 
"reference  woman" — 25  years  old,  weighs 
128  pounds,  and  moderately  active — was  re- 
duced to  a  2,100  calories  per  day  from  the 
2,300  calories  of  1958. 

The  recommended  daily  consumption  of 
the  nutrients  thiamin,  niacin,  and  riboflavin 
also  were  cut. 

The  new  revision  included  alcohol  for  the 
first  time  in  the  consideration  of  nutrients. 
The  Board  estimated  that  Americans,  on  a 
per  capita  basis,  consume  76  calories  of  al- 
cohol per  day.  This  estimate  includes  chil- 
dren and  other  non-users,  and  the  average 
consumption  of  drinking  adults  is  much 
higher. 

The  PHS  also  has  reported  that  the  de- 
cline in  the  U.  S.  death  rate  has  been  halted. 
This  was  attributed  to  (1)  the  leveling  off 


(jf  infectious  disease  deaths,  and  (2)  in- 
creased death  rates  from  some  chronic  dis- 
eases and  accidents. 

Any  further  decline  in  the  U.   S.  death 
rate  probably  will  be  small,  the  PHS  said. 

Book  Reviews 


Physical  Diagnosis.  The  History  and  Ex- 
amination of  the  Patient:  By  P.  A.  Prior, 
M.D.,  and  J.  S.  Silberstein,  M.D.  Second 
Edition.  432  pages.  Price,  $8.50.  Saint 
Louis:  The  C.  V.  Mosby  Company,  1963. 

This  book  offers  a  sound  approach  to  the  study 
of  physical  diagnosis,  by  placing  great  emphasis 
on  history- taking.  In  this  age  of  innumeral^Ie 
gadgets  and  laboratory  tests,  the  student  of  today 
must  be  armed  with  sound  techniques  of  history- 
taking  and  physical  examination  in  order  to  avoid 
hopeless  confusion. 

After  stating  their  aims,  the  authors  syste- 
matically, in  readable  language,  cover  the-  field  of 
phj'sical  diagnosis.  A  chapter  on  mental  examina- 
tion and  one  on  pediatric  examination  are  valu- 
able additions  not  found  in  some  textbooks  on 
physical  diagnosis.  The  illustrations  are  simple, 
clear,  and  informative. 

As  in  any  textbook,  there  are  a  number  of 
errors  and  inconsistencies.  For  example,  in  the 
chapter  on  pediatric  examination  it  is  incorrectly 
stated  that  sinus  arrhythmia  is  not  present  in 
carditis,  and  also  that  the  pulmonic  and  aortic 
second  sounds  are  of  equal  intensit^y  in  the  second 
year  of  life;  whereas  in  the  chapter  on  cardio- 
vascular system  it  is  stated  that  in  children  and 
young  adults  the  pulmonic  second  sound  usually 
is  greater  than  the  aortic  second  sound.  These 
minor  points  do  not  detract  from  the  over-all  high 
quality  of  the  book,  which  can  be  recommended 
as  a  valuable  aid  in  learning  physical  diagnosis. 

Synopsis  of  Ear,  Nose  and  Throat  Dis- 
eases. B.y  Robert  E.  R3'an,  M.D.,  William 
C.  Thornell,  M.D.,  and  Hans  von  Leden, 
M.D.  Second  Edition.  425  pages.  Price, 
$7.50  Saint  Louis:  The  C.  V.  Mosby  Com- 
pany, 1963. 

This  second  edition  has  been  enlarged  by  ap- 
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proximately  45  pages  and  eight  illustrations.  This 
expansion,  of  course,  reflects  the  advances  in 
otolaryngology  within  the  past  few  years;  it  also 
represents  an  expansion  of  the  material  presented 
in  this  small  volume. 

Frequently  a  book  of  the  synopsis  type  is  so 
small  as  to  be  of  relatively  little  value,  but  one 
finds  an  amazing  amount  of  material  compressed 
in  these  pages.  Still,  the  style  is  quite  clear  and 
pleasing. 

This  synopsis  should  continue  to  be  found  use- 
ful, not  as  textbook,  to  which  it  has  no  preten- 
sions, but  as  a  ready  source  of  information  in  the 
care  of  patients  and  as  a  guide  to  study. 


3n  MBtnarmn 


William  Dewey  Hall,  M.U. 

William  Dewey  Hall  departed  his  terrestrial  life 
after  a  short  Illness  at  Duke  Medical  Center,  on 
April  4,  1964.  Hall,  or  "Joe,"  as  he  was  known  to 
his  host  of  colleagues  and  patients,  was  born  in 
Iva,  South  Carolina.  He  received  his  early  educa- 
tion near  his  home  and  went  to  Presbyterian 
College  at  Clinton,  South  Carolina,  where  he  was 
graduated  in  1924,  Hall  taught  school  in  the 
mountains  of  West  Virginia  for  a  few  years  be- 
fore he  returned  to  the  Medical  College  of  South 
Carolina  at  Charleston.  Here  he  recived  his  med- 
ical education  and  was  graduated  in  1932.  He 
served  his  internship  at  the  Medical  College  of 
South  Carolina.  Upon  completion  of  his  intern- 
ship in  1933,  he  came  to  Dorothea  Dix  Hospital  in 
Raleigh  and  remained  as  staff  physician  until 
1941.  While  in  Raleigh  he  met  Miss  Ruth  Hutte  of 
Gaston,  South  Carolina,  whom  he  married.  To  this 
union  one  child  was  born,  Miss  Jean  Hall,  now 
a  resident  of  New  York  City. 

Following  the  death  of  Dr.  T.  W.  M.  Long,  in 
1941,  Hall  joined  the  Roanoke  Mills  Clinic  (now 
the  Halifax  Clinic)  in  Roanoke  Rapids,  where  he 
engaged  in  general  practice  until  March  19,  1964, 
being  associated  with  Drs.  N.  C.  Maddrey,  T.  J. 
Taylor,  and  A.  I.  Portela. 

Hall  was  interested  in  the  welfare  of  the  com- 
munity, taking  part  in  all  phases  of  its  life.  He 
was  active  in  the  Presbyterian  church,  Union 
Mission,  and  a  devoted  alumnus  of  his  alma 
mater.  He  was  an  active  member  of  the  Kiwanis 
Club  in  Roanoke  Rapids,  and  held  a  number  of 
elective  offices  in  the  club,  locally,  in  the  district, 
and  in  the  state.  He  belonged  to  the  Halifax 
County  Medical  Society,  the  Fourth  District  Med- 
ical Society,  the  State  Medical  Society,  and  the 
American  Medical  Association;  and  he  took  an 
active  part  in  each  of  them. 

To  those  of  us  who  knew  him,  "Joe"  was 
unique.  He  had  his  likes  and  dislikes;  but  if  he 


liked  you,  he  would  do  anything  for  you.  He  gav<l 
generously  of  his  time,  talents,  and  money  to  hiJ 
church,  school,  and  all  worth-while  organizations! 
He  was  devoted  to  his  profession  and  patientsi 
alike.  Hall  had  many  friends  in  the  Carolinas  and! 
\'ii'ginia  who  will  mouin  his  loss  as  physician| 
and  friend. 

Hall  was  prepared  to  meet  his  Maker,  for  he 
was  a  devout  Christian;  and  over  the  years,  he 
had  made  the  necessary  provisions  for  his  wif6| 
and  daughter. 

The  following  poem  describes  Hall's  philosophj 
of  life: 

I  can  but  think  when  I  have  heard  the  summonsj 
And  spirit-free,   I,  too,   have  crossed  the  barj 

It  would  be  mockery  to  drape  in  mourning 
My  doorway — as  so  many  others  are. 

I'd  have,  instead,  a  scarf  of  many  colors, 
All  rainbow-hued,  and  brilliant,  like  the  flow-| 
ers. 

And  tears,  if  there  be    any,  tears  of  gladness, 
Falling  as  gently  as  the  springtime  showers. 

I'd  have  triumphant  music,  deep  and  rolling, 
As  that  grand  harmony  among  the  spheres, 

Divinel.y  joyous,  as  befits  promotion 
To  planes  untouched  by  mourning  and  by  tears. 

Not  crepe  upon  the  door!  Would  you  so  herald 
The  coming  of  the  soul  upon  the  earth? 

Then  why  not  use  the  symbols  of  rejoicing 
To  consecrate  the  soul's  transcendent  birth. 

To  his  immediate  family — brother  and  sisters, 
beloved  wife  and  daughter — we  extend  our  heart- 
felt sympathy  and  condolences. 

May    God's    blessing    be    with    "Joe"    and    his 
family. 
"So  long,  Joe,"  as  he  said  so  many  times  to  us. 

Harry  H.  Weathers,  M.D.  president 
Halifax  County  Medical  Society 
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Hospital  emergency  rooms  or  depart- 
ments have  been  much  in  the  public  as  well 
as  the  professional  eye  in  recent  years. 
Much  has  been  written  on  the  subject.  In 
our  thinking  in  this  field,  we  must  avoid 
fixed  ideas  that  may  become  outdated  by 
changing  circumstances.  On  the  other  hand, 
we  must  not  become  victims  of  public  pres- 
sure, unless  we  agree  that  this  pressure  is 
in  the  public  interest. 

Emergency  room  care  is  medical  care, 
and  if  medical  care  in  this  country  is  to  be 
the  best,  its  control  must  remain  in  the 
hands  of  doctors.  There  is  evidence  to  sug- 
gest that  emergency  room  planning  and 
care  is  escaping  from  the  jurisdiction  of 
the  doctors. 

These  departments  have  shown  a  grow- 
ing tendency  to  deteriorate  into  round-the- 
clock  medical  clinics,  and  many  doctors  are 
surrendering  to  this  concept.  In  doing  so, 
they  are  allowing  the  public  to  set  the 
pattern  of  the  very  freedom  they  claim  to 
cherish. 

Why  is  the  public  doing  this?  Largely 
because  of  convenience  and  sometimes 
through  necessity.  It  is  easier  to  run  to  the 
emergency  room  of  the  nearest  hospital 
than  to  look  for  a  doctor  in  his  office.  Some- 
times there  are  no  doctors  in  their  offices, 
and  the  only  place  to  find  one  is  at  the 
hospital. 

We  must  remember  one  thing:  We  will 
never  be  able  to  control  when  the  patient 
wants  a  doctor;  we  can  only  define  when  he 
needs  one. 

We    must    distinguish    between    medical 
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attention  and  medical  care.  The  patient  will 
seek  medical  attention  on  his  own  time 
schedule;  we  can  control  medical  care  with- 
in certain  limits.  By  a  process  of  education 
we  can  partially  limit  the  search  for  med- 
ical attention  to  the  times  when  medical 
care  is  needed,  but  this  comes  precariously 
close  to  advocating  self-diagnosis,  to  which 
we  are  also  opposed. 

Responsibility  jor  the  Misuse  of  Emergency 
Facilities 

The  physician 

Part  of  the  blame  for  the  misuse  of  em- 
ergency departments  in  hospitals  must  be 
borne  by  the  doctors.  To  correct  this  situa- 
tion we  must  be  available.  Some  of  us  must 
have  evening  office  hours,  and  some  must 
be  available  on  holidays  and  week-ends.  I 
am  afraid  that  sometimes  the  specialist 
thinks  that  out-of-hours  practice  belongs 
only  to  the  general  practitioner.  Does  it?  I 
believe  that  the  specialist  as  well  as  the 
generalist  should  share  this  responsibility. 

If  the  doctors  in  any  community  will 
make  a  concerted  effort  to  provide  the  med- 
ical attention  (and  certainly  the  medical 
care)  that  is  needed,  then,  and  only  then, 
will  they  have  a  right  to  set  emergency 
room  policies.  Then  they  will  be  in  a  posi- 
tion to  educate  the  public  with  regard  to 
the  function  of  the  emergency  department. 
And  they  will  be  in  a  position  to  reverse 
the  trend  toward  the  deterioration  of  the 
emergencj^  room  into  a  round-the-clock  med- 
ical clinic.  I  use  the  word  "deterioration" 
advisedly.  I  will  come  to  that  later. 

The  hospital  administrator 

Resistance  to  the  protection  of  the  em- 
ergency room  from  misuse  may  come  from 
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from  some  hospital  administrators.  As  doc- 
tors we  may  ask,  "What  business  is  it  of 
theirs?"  Well,  frankly,  it  is  very  much  their 
business.  The  resi^onsibility  for  providing 
good  medical  care  in  a  hospital  lies  with  its 
board  of  trustees.  Certainly  we,  the  doctors, 
perform  the  operations,  write  the  oi'ders, 
and  so  forth;  but  our  chief  concern  after 
the  welfare  of  our  patients  is  our  own  im- 
age, not  that  of  the  hospital. 

The  board  of  trustees  is  legally  as  well  as 
morally  responsible  for  the  total  service  to 
the  patient.  This  includes  housing,  food, 
nursing  service,  and  even  medical  and  sur- 
gical care.  Many  trustees  fail  to  realize  this, 
but  more  and  more  are  becoming  aware  of 
it.  The  hospital  administrator  is  their  repre- 
sentative, and  they  must  dejoend  on  him  to 
satisfy  the  public. 

His  job  is  not  easy.  Sometimes  the  nature 
of  the  work  or  the  nature  of  his  personality 
makes  him  obnoxious  to  the  medical  staff. 
Just  as  the  poor  image  of  the  doctor  can 
probably  be  blamed  on  a  few  bad  speci- 
mens. The  same  maj'  be  said  of  adminis- 
tration. 

Hospital  administration  today  is  a  busi- 
ness specialty.  More  and  more  of  these 
specialists  are  university-trained.  They  can 
be  a  great  asset  to  the  medical  staff  if  both 
parties  try  to  understand  and  respect  each 
other. 

It  has  been  my  pri\-ilege  to  speak  before 
several  gioups  of  hospital  administrators  on 
the  subject  of  emergency  rooms,  usually 
with  a  discussion  period  afterward.  Invari- 
ably the  matter  of  the  public  relations  of 
the  hospital  has  been  advanced  when  I  have 
advocated  the  use  of  emergency  departments 
only  for  services  that  cannot  be  supplied 
elsewhere. 

I  have  just  two  things  to  say  in  answer: 
First,  I  ask  the  administrators  to  consult 
the  dictionary  for  the  definition  of  "emer- 
gency" and  consider  whether  they  make  a 
practice  of  mislabeling  other  departments 
of  the  hospital.  Then  I  say — and  I  consider 
this  the  most  important  argument — "I  sub- 
mit that,  if  by  allowing  your  emergency 
department  to  be  cluttered  up  with  chronic 
medical  patients  you  fail  to  render  quick, 
top-grade  care  to  the  victims  of  a  three-car 


accident,  you  will  cancel  out  any  good  will 
you  may  have  created  by  the  misuse  of 
facilities  you  claimed  were  read}'  for  emer- 
gencies." 

A  number  of  hospital  administrators  have 
told  me  that  this  statement  has  given  them 
something  to  think  about.  To  help  them 
with  their  problem,  I  suggest  that  they 
might  set  up  a  facility  near  the  emergency 
department  where  staff  doctors  could  see 
patients  by  appointment,  or  where  interns 
or  residents  might  examine  non-emergency 
patients  in  off  hours,  but  I  strongly  suggest 
that  these  activities  are  not  compatible  with 
the  management  of  real  emergencies.  The 
use  of  the  same  rooms,  the  same  equipment, 
and  the  same  personnel  for  both,  will  result 
in  deterioration  of  the  emergency  service. 

The  application  of  this  philosophy — that 
emergency  departments  are  for  the  treat- 
ment of  emergencies — will  require  exten- 
sive public  education.  The  effort  will  not 
succeed  unless  those  of  us  who  know  what 
is  right  will  speak  out  and  educate  our  own 
associates.  Some  of  my  colleagues  appear  to 
have  given  up  the  fight.  I  am  unwilling  to 
surrender  to  an  uninformed  public  that 
doesn't  know  what  it  needs. 

Physical  Facilities 

A  good  emergency  department  is  a  serv- 
ice, not  just  a  thing.  That  service  requires 
facilities  that  begin  outside  the  hospital.  The 
approach  to  the  emergency  room  should 
be  easy  to  find,  easy  to  enter,  and  easy  to 
leave.  An  easily  read  sign  should  be  posted 
prominently.  It  must  not  be  allowed  to  dis- 
appear behind  growing  shrubbery  as  it  had 
done  at  one  hospital  that  I  inspected.  The 
driveway  must  be  designed  to  allow  easy 
entrance  or  exit,  with  no  bottleneck.  Any 
well  thought-out  disaster  plan  will  include 
this  feature. 

The  department  itself  must  have  adequate 
space.  Cramped  quarters  will  slow  up  pa- 
tient care.  It  should  be  located  near  ade- 
quate x-ray  and  laboratory  facilities.  If  the 
main  hospital  laboratory  is  not  nearby,  a 
small  facility  for  hemoglobin  and  hemato- 
crit determinations  and  urinalyses  is  essen- 
tial. If  the  department  is  large  enough  it 
may  have  its  own  radiology  department. 
The  important  thing  is  that  these  services 
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be  available  on  short  notice  and  not  subject 
to  delays. 

The  layout  of  the  department  should  be 
planned  by  surgeons.  I  have  yet  to  know  of 
a  hospital  architect  whose  opinion  is  of  any 
value  in  this  planning.  I  have  seen  too  many 
of  their  floor  plans  to  put  any  faith  in  them. 

If  I  met  a  hospital  architect  who  had  been 
an  enlisted  man  or  a  medical  administrative 
officer  in  a  busy  evacuation  or  field  hospital 
in  war,  I  think  I  could  explain  to  him  what 
I  wanted  in  an  emergency  department.  A 
collection  of  nice  private  examining  and 
treatment  rooms  is  a  delusion  and  snare.  If 
you  have  a  capable  doctor  and  nurse  for 
every  room,  this  would  be  fine,  but  who 
has? 

What  you  need  is  a  big  working  area  with 
stretcher  tables  along  one  side,  and  cabinets 
and  a  wide  work  shelf  along  the  other.  Cur- 
tains between  stretchers  will  provide  all  the 
privacy  that  is  needed.  Partitions  built  out 
from  the  wall,  dividing  that  side  of  the  work 
area  into  booths  or  three-sided  cubicles, 
are  even  better,  but  the  ends  should  be  open 
except  for  curtains  that  may  be  drawn 
across. 

The  superiority  of  this  arrangement  over 
private  rooms  is  self-evident.  One  or  two 
physicians  can,  almost  at  a  glance,  estimate 
the  whole  situation  when  a  number  of  in- 
jured patients  are  admitted  at  the  same 
time.  When  needed,  privacy  may  be  pro- 
vided by  the  curtains. 

One  or  two  private  treatment  rooms  are, 
of  course,  an  asset  for  isolating  unruly,  pro- 
fane, or  otherwise  objectionable  patients 
whose  actions  might  disturb  others,  but  the 
central  theme  in  planning  should  be  the 
greatest  good  for  the  greatest  number. 

Many  emergency  departments  that  look 
ideal  when  empty  don't  work  out  well  when 
busy.  Fortunately,  many  have  been  proper- 
ly planned.  Four  of  the  best  I  have  seen  in 
visits  to  many  hospitals*  were  all  planned 
by  doctors — not  architects.  Of  course  the 
architect's  advice  in  such  matters  as  floor- 
ing  and   wall   covering   is   invaluable,   but 


*{1)  Chilton  Memorial  Hospital,  Pompton  Plains.  New- 
Jersey;  (2)  Hackensack  Hospital,  Hackensack,  New  Jersey: 
John  Gaston  Hospital,  Memphis.  Tennessee:  (4)  University 
of  West  Virginia  Hospital,  Morgantown,  West  Vivjinia: 
(5)   Montreal  General  Hospital,  Montreal,  Quebec,  Canada. 


when  it  comes  to  layout  he  should  be  told, 
not  asked. 

WHiether  to  provide  operating  rooms  for 
definitive  surgery  is  another  matter  that 
must  be  settled  by  the  doctors.  The  type, 
quality,  and  availability  of  staff  will  in- 
fluence the  decision. 

There  was  at  time,  particularly  soon  after 
World  War  II,  when  experts  in  this  field 
discouraged  surgery  of  any  magnitude  (such 
as  tendon  repairs)  in  emergency  depart- 
ments. The  shortage  of  hospital  beds  and 
the  cost  of  staying  in  the  hospital  has  chang- 
ed some  minds  on  the  question.  If  an  op- 
erating room  is  provided  and  used,  it  should 
be  staffed  and  administered  with  the  same 
care  and  precautions  that  apply  in  the  op- 
erating suite.  Short-cuts  to  asepsis  should 
be  avoided,  and  no  physician  should  enjoy 
surgical  privileges  that  would  not  be  per- 
mitted upstairs. 

A  fracture  room  where  closed  reductions 
can  be  done  is  a  real  asset,  although  one  of 
the  treatment  booths  or  cubicles  will  suffice. 
Also  useful  is  a  separate  room  for  the  ap- 
plication of  plaster  casts.  A  plaster  sink 
should,  of  course,  be  provided. 

Auxiliary  facilities 

A  waiting  room  for  relatives,  toilet  facil- 
ities, a  telephone  booth,  and  other  niceties 
will  not  only  smooth  the  workings  of  the 
department,  but  help  public  relations. 

Facilities  for  taking  and  preserving  rec- 
ords are  essential.  The  extent  of  these  facil- 
ities will  be  influenced  by  the  size  of  the 
department. 

A  room  for  the  police  and  representatives 
of  the  press  might  be  considered  a  luxury, 
but  in  a  large  department  may  pay  divi- 
dends. 

In  a  well-staffed  hospital  where  residents 
or  interns  are  assigned  to  full-time  emer- 
gency duty,  quarters  for  such  personnel 
may  be  needed.  The  same  type  of  room  may 
be  used  by  staff  physicians  covering  the  em- 
ergency room  on  a  rotating  basis.  This  room 
should  have  a  bed,  but  it  may  contain  a  desk 
and  chairs  and  thereby  double  as  a  consulta- 
tion room. 

Other  auxiliar}'  facilities,  such  as  a  small 
diet  kitchen  and  a  room  or  small  ward  for 


328 


NORTH   CAROLINA  MEDICAL  JOURNAL 


August,  1964 


the  detention  of  patients  who  need  observa- 
tion for  a  few  hours  or  overnight,  will  be 
invaluable  if  space  is  available  and  the  work 
load  justifies. 

Eq^dpment 

In  equipping  the  emergency  department, 
its  primary  function  must  be  kept  in  mind. 
The  equipment  must  be  complete,  and  not 
shared  with  other  departments.  Although 
major  operations  may  seldom  be  done  here, 
immediate  surgery  is  often  indicated. 
There  will  not  be  time  to  go  to  other  depart- 
ments for  equipment. 

An  appropriate  number  of  straight  chairs 
and  stools  is  necessary,  as  are  instrument 
stands.  Surgical  instruments  for  any  type 
of  suturing  and  other  emergency  procedures 
are  essential,  as  well  as  a  complete  stock  of 
dressings,  bandages,  and  so  forth. 

Drugs  and  dressings  must  be  selected  by 
the  person  or  committee  in  charge  of  the 
department,  and  all  of  these  expendable 
supplies  must  be  inventoried  periodically. 

No  second-rate  or  outworn  equipment 
should  be  alloted  to  the  emergency  depart- 
ment. The  practice  of  sending  to  this  depart- 
ment surgical  instruments  that  have  been 
discarded  from  the  operating  rooms  is  to  be 
condemned. 

Certain  emergencj^  procedures,  such  as 
tracheostomy  and  tube  thoracostomy,  must 
be  anticipated  and  sterile  trays  kept  in 
readiness  and  immediately  at  hand — not  in 
central  supply  to  be  sent  for  when  needed. 
They  should  be  plainly  labeled  so  that  new 
personnel  will  have  no  difficulty  in  identify- 
ing them. 

A  well  selected  stock  of  splints  with  ap- 
propriate bandages  and  slings  should  be 
available.  In  spite  of  the  widespread  teach- 
ing of  first  aid  and  the  manj'  training  pro- 
grams for  ambulance  attendants,  patients 
with  fractures  are  still  brought  to  the  hos- 
pital unsplinted.  The  first  measure  in  these 
cases  should  be  proper  splinting  to  prevent 
further  damage  to  the  extremity  as  the  pa- 
tient is  moved  to  the  x-raj'  department  or 
elsewhere.  The  necessitj^  for  this  precaution 
should  be  taught  to  all  attendants,  including 
x-ray  technicians. 

Resuscitation  apparatus  and  facilities  for 


the  administration  of  oxj'gen  should  be 
available  at  all  times.  A  decision  must  be 
made,  either  by  an  emergency  department 
committee  or  by  the  anesthesia  department, 
as  to  whether  inhalation  anesthesia  will  be 
used.  Some  departments  limit  anesthesia  to 
local  and  intravenous  methods.  If  the  latter 
is  used,  a  resuscitator  must  of  course  be 
ready. 

All  equipment  must  be  inspected  fre- 
quently and  tanks  kept  full.  In  any  of  the 
procedures,  the  same  precautions  that  are 
appropriate  in  the  operating  room  are  need- 
ed here.  Badly  injured  patients  are  some- 
times poor  risks  and  subject  to  circulatory 
or  respiratory  complications. 

Good  lighting  is  of  course  essential  in  the 
emergency  department,  and  must  be  provid- 
ed over  each  treatment  stretcher.  The 
stretchers  themselves  should  be  designed 
specificall}'  for  emergency  and  recovery 
room  use.  They  may  double  as  stretchers 
and  minor  surgical  tables.  The  best  ones 
pro\'ide  for  the  same  changes  in  level  and 
position  that  are  found  in  operating  tables. 
They  have  arm  boards,  a  rack  for  carrying 
an  oxygen  tank,  poles  for  suspending  in- 
traA'enous  flasks,  and  other  attachments. 
These  stretchers  are  not  cheap;  they  will 
cost  $500  or  more,  but  they  are  worth  it. 

Diagnostic  instruments  such  as  stetho- 
scopes, sphj'gmomanometers,  otoscopes,  and 
ophthalmoscopes  are  also  needed. 

The  storage  of  equipment  and  supplies 
must  be  well  planned,  and  both  nursing  and 
medical  staff  should  participate  in  this  plan- 
ning. A  well  stocked  but  poorly  labeled  de- 
partment is  little  better  than  a  poorly  stock- 
ed one. 

It  must  be  repeated  that  the  emergency 
room  staff  has  little  time  to  lose.  The  cabi- 
nets must  be  large  enough  and  so  built  as  to 
prevent  overcrowding.  Cabinets  must  either 
be  well  labeled  as  to  content  or  numbered 
with  an  easily  read  index  to  show  where 
things  are.  Clearly  printed  labels  on  the 
edge  of  shelves  make  it  easy  to  return 
various  items  to  the  same  place. 

In  spite  of  the  danger  of  pilferage,  it  is 
not  wise  to  lock  the  cabinets  except  those 
containing  narcotics.  These  may  well  be 
under  double  locks. 
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Poison  Center 

The  establishment  of  a  poison  center  in 
the  emergency  department  will  be  a  great 
boon  to  physicians  on  the  hospital  staff  and 
in  the  community.  Of  the  non-surgical  em- 
ergencies, poisoning  is  one  for  which  the 
average  physician  is  likely  to  be  the  least 
prepared  by  training  and  experience.  He 
will  welcome  a  facility  that  provides  not 
only  the  tools  for  dealing  with  these  situa- 
tions, but  guidance  in  their  use. 

The  well  planned  poison  center  provides 
not  only  antidotes  for  most  known  poisons, 
but  an  easily  read  chart  that  directs  their 
use.  The  center  is  also  prepared  to  give  ac- 
curate information  to  physicians  who  tele- 
phone for  it. 

In  many  areas  of  the  country  there  are 
strategically  located  poison  information 
centers  capable  of  supplying  information 
about  lesser  known  poisoning  agents  on  an 
around-the-clock  basis.  A  working  arrange- 
ment with  one  of  these  centers  rounds  out 
the  poison  center  service. 

Records 

There  is  no  department  in  the  hospital 
where  accurate  records  are  more  valuable 
than  in  the  emergency  department.  They 
are  needed  for:  (1)  legal  protection  of  the 
hospital,  doctor  and  patient,  and  sometimes 
the  insurance  carrier:  (2)  aid  in  treatment; 
(3)  review  or  evaluation  of  the  quality  of 
patient  care. 

The  legal  protection  of  hospital  and  doc- 
tor needs  no  discussion  here.  If  liability  is 
involved,  the  patient  may  need  these  rec- 
ords to  establish  his  claim.  On  the  other 
hand,  with  the  growing  magnitude  of 
awards  (sometimes  unjustified),  the  defen- 
dant or  the  insurance  carrier  may  need  an 
accurately  written  record  to  protect  him 
from  an  over-zealous  lawyer. 

Since  the  follow-up  care  of  emergency 
room  patients  may  not  be  carried  out  by  the 
physician  who  renders  the  emergency  care, 
the  history  and  details  of  diagnosis  and 
treatment  must  be  recorded  in  writing  and 
made  available  to  the  follow-up  phj^sician. 

Periodic  evaluation  of  the  type  and  qual- 
ity of  care  in  this  department  is  valuable  to 
the  hospital  administrator  and  nursing  au- 
thorities, as  well  as  to  a  conscientious  med- 


ical staff  eager  to  improve  its  results.  Such 
evaulations  depend  on  good  records.  The 
greatest  boon  to  such  records  are  well-plan- 
ned, concise  record  forms. 

Certain  principles  should  be  followed  in 
planning  emergency  department  recoi'd 
forms.  These  forms  should  be: 


1.  Complete 

2.  Concise,  yet  with  essential 

3.  Easy  to  read 

4.  Easy  to  fill  out 


details 


They  should  contain: 

Essential  Details — Administrative 

1.  Identification 

2.  Parent  or  other  sponsor  (if  a  minor) 

3.  Employer    (if  responsible) 

4.  Witnesses   (to  accident) 

5.  Brought  by 

6.  Financial    responsibility 
Essential    Details — Clinical 

1.  History — short  liut  accurate   (blank  space 
or  lined) 

2.  Physical  examination — brief  but  informa- 
tive 

3.  Diagnoses — detailed 

a.  Lacerations — location  and  length 

b.  Abrasions  or  contusions — location 

c.  Burn.s — location,  size,  degree? 

d.  Fractures  or  dislocations  (Use  accepted 
terminology) 

4.  Treatment — brief 

a.  Fractures — x-ray,  reduction,  cast? 

b.  Sutures — number 

c.  Medication 

d.  Anesthesia 

They  should  establish: 

Financial  Responsibility 

1.  Personal — always 

2.  Insurance — if  covered 

a.  Blue  Cross 

(1)  Name  of  i)lan 

(2)  Policy  numlier 

b.  Blue  Shield 

(1)  Name  of  plan 
(b)   Policy  number 
Insurance    forms    should    be    available. 

They  should  be: 

Color-coded  (at  least  three  copies)  for: 

1.  Emergency   department   file 

2.  Patient's  chart  (if  admitted) 

3.  Treating  physician 

Finally,  they  should: 

Encourase 

1.  Completeness 

2.  Legibility 

4.  Promptness 

5.  Fresh  carbon  paper 
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Discciiiianc 

1.  Abbreviations 

2.  Collo(iuialisms 

3.  Carelessness 

Staffing 

It  seems  self-e^'ident  that  emergency 
room  staff  members  hired  by  the  hospital 
should  be  carefully  selected.  It  is  unfair  to 
all  concerned  to  assign  nurses  who  have  no 
interest  or  training  in  this  type  of  work. 
Fortunately,  there  is  a  type  of  nurse  who  is 
attracted  by  the  excitement,  uncertaintities, 
and  vai'iet}^  of  this  service. 

It  is  the  medical  staffing  that  presents 
the  big  problem.  Hospitals  blessed  with  a 
full  c^uota  of  residents  and  interns  are  well 
on  the  way  to  a  solution  if  they  have  depart- 
ment heads  wise  enough  not  to  assign  here 
the  least  experienced  of  the  resident  staff. 
Such  hospitals,  however,  comprise  a  small 
minority  of  the  total.  The  attending  staff 
will  have  to  provide  coverage  in  most  cases. 
This  may  be  done  on  a  12-  or  24-hour  rotat- 
ing basis,  or  for  longer  periods. 

The  staff  must  face  this  problem,  recog- 
nize its  magnitude,  and  provide  the  answer. 
No  member  should  be  excused  from  his 
share  of  the  responsibility  without  sound 
reasons.  Such  reasons  might  include  age, 
physicial  fitness,  and  such  narrowed  in- 
terest and  abilities  as  to  make  his  services 
of  little  value.  In  large  hospitals  the  major 
departments  may  have  to  take  the  respon- 
sibility for  cases  in  their  specialities,  but  the 
roster  plan  must  be  clear-cut,  with  no  op- 
portunity^ for  misunderstanding,  and  it  must 
be  enforced. 

Some  novel  solutions  to  the  problem  of 
staffing  have  been  devised — for  example, 
turning  over  the  professional  care  in  the  de- 
partment to  physiciaiis  devoting  full  time 
to  this  service.  This  system  has  been  favor- 
ably reported  in  se\'eral  places.  To  work,  it 
must  have  the  support  of  the  attending 
medical  staff,  and  the  specialists  on  the  staff 
must  be  willing  to  supply  skills  that  might 
not  be  possessed  by  the  emergency  room 
doctors. 

Administration 

No  hospital  emergency  department  will 
render  maximum  service  to  the  community 


if  it  lacks  central  authorit}'.  As  in  all  phases 
of  hospital  planning,  we  must  recognize 
authority.  Let  me  repeat:  The  board  of  trus- 
tees, which  is  usually  composed  of  laymen, 
is  legally  responsible  for  the  quality  of  em- 
ergency care.  A  wise  board  will  leave  the 
planning  to  the  doctors,  but  a  con.scientious 
one  will  want  reports  on  what  goes  on.  It 
has  the  right  to  ask  questions,  and  we,  the 
doctors,  must  not  interpret  the  questions  as 
a  reflection  on  our  abilities.  By  the  same 
token,  the  administrator  has  not  only  the 
right  but  the  responsibility  to  review  what 
goes  on  in  the  emergency  department. 

Some  kind  of  working  committee  made 
up  of  representatives  of  the  medical  staff, 
nursing  service,  and  administration  is  an 
ideal  arrangement  for  emergency  room 
planning.  When  it  comes  to  making  new 
policies  effective,  and  particularly  to  the 
expansion  of  services,  such  a  cooperative 
organization  is  essential. 

Actual  patient  care  should,  of  course,  be 
the  result  of  physician  assignment  and  plan- 
ning. We  must  see  that  this  care  is  never 
substandard.  A  substandard  emergency 
service  will  inevitably  result  if  the  medical 
staff  does  not  recognize  this  as  a  major  de- 
partment of  the  hospital  and  act  according- 
ly. 

Conclusion 

yiay  I  repeat  my  original  thesis:  that  we 
must  retain  control  of  medical  care  by  doc- 
tors. Loud  statement  of  our  rights  in  this 
field  will  gain  little;  a  sympathetic  under- 
standing of  the  layman's  point  of  view  will 
gain  much.  This  understanding,  coupled 
with  a  demonstration  of  our  determination 
to  supply  superior  medical  care  to  all  levels 
of  society,  is  the  best  defense  against  lay 
control  of  medicine,  but  we  must  be  willing 
and  prepared  to  make  our  plans  intelligible 
to  intelligent  laymen.  There  is  no  place 
where  we  can  do  this  more  easily  than  in  the 
hospital  emergency  room. 
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The  etiology  of  jjeptic  ulcerations  has 
intrigued  physicians  and  physiologists  for 
centuries  and  has  led  to  many  bizarre 
paths  of  clinical  and  experimental  inves- 
tigation. Still,  in  the  vast  majority  of  cases, 
the  definitive  factors  are  obscure.  Therapy 
has  revolved  around  various  forms  of  med- 
ical and  surgical  manipulation  of  the  target 
organs.  A  step  to  add  clarity,  but  which  in 
fact  has  succeeded  in  increasing  the  opacity 
of  the  problem,  was  the  description  in  1955 
by  Zollinger  and  Ellison^  of  two  cases  of  se- 
vere acid  peptic  ulceration  of  the  upper 
gastrointestinal  tract,  accompanied  by  gas- 
tric hypersecretion  of  gigantic  proportions 
and  a  non-specific  islet-cell  tumor  of  the 
pancreas.  A  proposal-  to  identify  this  diag- 
nostic triad  as  the  Zollinger-Ellison  syn- 
drome has  been  generally  accepted.  In  1957 
Priest^  first  described  intractable  diarrhea 
as  a  fourth  clinical  feature  of  the  syndrome. 
Severe  hypokalemia  and  other  electrolyte 
deficits  may  result  from  this  manifestation 
of  the  problem.  The  syndrome  also  has  been 
extended  to  include  aberrant  tumors  in  the 
wall  of  the  stomach  and  duodenum,  diffuse 
hyperplasia  of  the  islets  without  tumorfac- 
tion,  and  an  occasional  complexity  of  mul- 
tiple endocrinopathies. 

Prior  to  1955  a  number  of  investigators 
had  linked  the  pancreas  with  gastroduoden- 
al  ulcers.  In  1923  Mann  and  Williamson* 
produced  peptic  ulceration  by  diversion  of 
the  pancreatic  secretions  from  the  duo- 
denum. Similar  experiments  were  perform- 
ed in  1931  by  Elman  and  Hartmann"'  and  by 
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Dragstedt"  in  1942.  Poth  and  Framm',  in 
1950,  failed  to  obtain  a  significant  incidence 
of  peptic  ulceration  after  total  pancreatec- 
tomy and  theorized  that  an  intrinsic  ulcer- 
ogenic substance  existed  in  the  pancreas. 

Gregory  and  his  associates^  have  recently 
extracted  a  gastrin-like  substance  from  islet- 
cell  tumors.  Zollinger^  was  able  to  isolate 
a  similar  substance  from  the  atrophied  pan- 
creatic tissue  of  dogs  which  had  been  sub- 
jected to  total  pancreatic  duct  ligation  30 
days  previously,  a  finding  which  seeming- 
ly validates  Poth's  theory.  These  animals 
developed  a  three-  to  four-fold  increase  in 
gastric  acid  production  during  this  30  day 
interval.  An  increase  in  islet  cell  activity 
is  presumed  to  have  taken  place,  suggesting 
that  there  is  a  basal  production  of  the  same 
substance  in  the  normal  dog's  pancreas. 
What  effect  this  finding  might  have  on  the 
pathogenesis  of  peptic  ulcer  in  man  is  not 
yet  known. 

To  date  at  least  176  cases  of  the  Zollinger- 
Ellison  syndrome  have  been  reported^".  Two 
cases  representing  the  experience  at  this  in- 
stitution during  the  last  two  years  are  here- 
in added  to  the  literature. 


Case  Reports 


Case  1 


First  admi.ssion:  The  patient  was  a  36  year  old 
white  man  who  was  first  admitted  here  in  De- 
cember, 1961,  with  a  two-year  history  suggestive 
of  peptic  ulcer  disease.  Within  the  preceding 
four  months  he  had  lost  considerable  weight,  had 
five  episodes  of  hematemesis,  and  on  three  oc- 
casions was  admitted  to  his  local  hospital. 

Physical  examination  on  admission  here  was 
negative,  except  for  moderate  epigastric  tender- 
ness. His  weight  was  142  pounds.  Laboratory  de- 
terminations were  normal   , except  for  a  serum 
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potassium  of  2.7  mg.  per  100  ml.  A  12-hour  over- 
night gastric  aspiration  was  productive  of  2000 
cc.  of  fluid,  with  a  pH  of  1.5  and  94  mEq.  of  free 
acid.  Barium  studies  of  the  stomach  and  dtio- 
denum  revealed  an  ulcer  in  the  duodenal  bull], 
hypertrophy  of  the  gastric  rugae,  edema  of  the 
second  and  third  portions  of  the  duodenum 
and  proximal  jejunum,  and  a  hiatal  hernia. 

The  patient  subsequently  underwent  surgical 
exploration.  A  2-cm.  tumor  was  found  between 
the  posterior  aspect  of  the  first  part  of  the 
duodenum  and  the  head  of  the  pancreas.  There 
was  no  evidence  of  liver  involvement.  The  lesion 
was  resected  together  with  the  first  portion  of 
the  duodenum  and  a  narrow  margin  of  pancreas. 
One  enlarged  lymph  node  was  removed  and  a 
two-thirds  subtotal  gastrectomy  performed.  The 
pathologist  reported  "malignant  carcinoid  with 
metastasis  to  one  lymph  node."  A  urinary  5- 
hydroxyendolacetic  acid  determination  obtained 
during  conx'alescence  was  negative.  The  patient 
had  no  complications  and  was  discharged  on  the 
twentieth  postoperative  day  apparently  in  good 
condition. 

Second  ndinission:  He  was  readmitted  in  April, 
1962,  with  the  chief  complaint  o  fdifficulty  in 
swallowing.  Roentgenogi'ams  revealed  a  stricture 
of  the  lower  third  of  the  esophagus.  This  find- 
ing was  confirmed  by  esophagoscopy.  Gastric  acid 
studies  were  normal,  and  no  evidence  of  marg- 
inal ulcer  could  be  demonstrated.  He  was  treated 
with   dilatations   for   one  week   and  discharged. 

Third  admission:  The  patient  was  again  ad- 
mitted in  April,  1963,  with  the  complaint  of  fre- 
quent waterj'  bowel  movements  of  three  months' 
duration.  Prior  to  this  time  he  had  done  well, 
gaining  14  pounds  of  weight  despite  dietary 
limitations  imposed  by  the  esophageal  stricture. 
Roentgenograms  demonstrated  three  gastro- 
jejunal  ulcers  in  addition  to  esophageal  stenosis. 
Serum  electrolytes  and  a  urinary  5-hydroxyendo- 
lacetic  acid  determination  were  normal.  A  12- 
hour  fasting  gastric  aspiration  was  productive 
of  4000  cc.  of  fluid,  with  a  pH  of  1.4  and  152 
mEq.  of  free  acid. 

At  re-exploration  no  evidence  of  residual 
tumor  was  seen  in  the  duodenum,  liver,  or  pan- 
creas. Seven  resected  lymph  nodes  were  reported 
free  of  tumor. 

The  remainder  of  the  stomach  and  the  stric- 
tured  lower  4  inches  of  the  esophagus  were  re- 
sected. Reconstruction  consisted  of  an  end-to-side 
esophagojejunostomy  adjacent  to  a  jejunal  pouch 
with  a  distal  Roux  Y  jejunojejunostomy.  There 
were  no  significant  complications,  and  the  pa- 
tient was  discharged  on  the  fifteenth  postopera- 
tive day. 

Fourth  admission:  In  FebruarJ^  1964,  the  pa- 
tient was  readmitted  because  of  a  recent  onset 
of  substernal  pain,  frequent  vomiting,  and  loss 
of  appetite.  Examination  revealed  the  liver  to  be 
enlarged   8  cm.  below  the  right  costal  margin. 


Roentgenograms  demonstrated  a  normal  esoph- 
ageal anastomosis.  Filling  defects  in  both  hepatic 
lobes  were  demonstrated  by  a  liver  scan.  A 
urinary  5-hydroxyendolacetic  acid  determination 
was  normal.  A  needle  biopsy  of  a  mass  felt  in 
the  rectal  shelf  was  performed  and  reported  as 
a  malignant  carcinoid.  The  patient  was  dis- 
charged with  orders  for  supportive  medication. 

Fifth  adnii.ssion:  In  April,  1964,  he  was  re- 
admitted, his  condition  having  deteriorated  con- 
siderably. He  weighed  100  pounds.  There  was 
abdominal  distention,  and  a  large  mass,  ap- 
parently originating  in  the  liver,  was  noted.  He 
experienced  several  episods  of  disorientation 
during  his  hospital  course.  After  a  course  of 
chemotherapy  he  was  discharged. 

The  patient  expired  at  home  about  two  weeks 
later.  An  autopsy  was  not  obtained. 

Comment:  Interesting  features  of  this 
case  are  the  aberrant  location  of  the  orig- 
inal tumor  and  the  failure  to  identify  metas- 
tases at  the  second  procedtire,  despite  mas- 
sive hormonal  stimulation  of  the  gastric 
pouch.  The  patient's  rapid  deterioration 
does  not  correspond  to  the  natural  history 
usually  attributed  to  this  type  of  tumor.  In 
reviewing  the  case,  the  Pathology  Depart- 
ment stated  that  the  histologic  features  of 
the  lesion  were  not  inconsistent  with  islet- 
cell  derivation. 

Case  2 

First  admission:  The  patient,  a  53  year  old 
white  man,  was  referred  to  this  institution  in 
April,  1964,  with  a  17-year  history  of  peptic  ul- 
ceration. A  severe,  persistent  epigastric  burning, 
pain,  and  frequent  diarrheal  episodes  were  his 
chief  complaints. 

An  ulcear  was  first  identified  at  his  local  hos- 
pital in  1951,  on  exploration  for  appendectomy. 
In  the  same  year  he  suffered  an  acute  perfora- 
tion. Surgical  closure  and  gastroenterostomy 
were  performed.  He  continued  to  have  symp- 
toms, and  in  1958  two-thirds  of  the  stomach  was 
removed  because  of  marginal  ulceration.  In  May 
of  1962  a  second  exploration  was  undertaken 
because  of  a  recurrence  of  the  marginal  ulcer. 
A  further  gastric  resection  and  vagotomy  were 
performed.  Three  jejunal  ulcers,  one  of  which 
had  penetrated  into  the  liver,  were  identified. 
His  symptoms  promptly  recurred,  and  in  Septem- 
ber, 1962,  a  third  operation  was  performed.  The 
pancreas  was  examined  and  thought  to  be  nor- 
mal; the  duodenal  stump  was  mobilized  and  a 
portion  resected;  and  the  adequacy  of  the  pre- 
vious vagotomy  was  confirmed.  The  stomach 
was  further  resected,  leaving  a  residual  pouch 
estimated  at  10  per  cent.  Since  there  was  no  sig- 
nificant change  in  his  symptoms  after  this  op- 
eration, he  underwent  a  transthoracic  vagotomy 


August,  1964 


ZOLLINGER-ELLISON  SYNDROME— NEWMAN  AND  OTHERS 


333 


in  July,   1963,   still  showing  no  improvement. 

Results  of  the  physical  examination  here  were 
within  normal  limits,  except  for  numerous  surgi- 
cal scars  and  epigastric  tenderness.  The  hemo- 
globin was  15  Gm.  and  the  serum  electrolytes, 
including  potassium,  were  normal.  A  120  hour 
gastric  aspiration  was  productive  of  800  cc.  of 
bile-stained  fluid  containing  35  mEq.  of  free 
acid.  Roentgenograms  of  the  stomach  revealed 
a  small  residual  pouch  with  hypertrophied  rug- 
al  folds.  The  jejunal  mucosa  was  edematous,  and 
there  was  a  5-cm.  ulcer  crater  at  the  gastrojejunal 
anastomosis.  The  roentgen  findings  were  veri- 
fied by  gastroscopy. 

The  patient  subsequently  underwent  total  gas- 
trectomy. A  large  stomal  ulcer  was  firmly  ad- 
herent to  the  left  lobe  of  the  liver  and  trans- 
verse colon.  The  pancreas  was  carefully  searched, 
but  no  abnormality  could  be  found.  The  liver 
appeared  normal,  and  there  was  no  lymphaden- 
opathy.  Reconstruction  consisted  of  any  end-to- 
side  esophagojejuostomy  adjacent  to  a  jejunal 
pouch  with  a  distal  Roux  Y  jejunojejunostomy. 
No  significant  complications  occurred,  and  the 
patient  was  discharged  on  the  thirteenth  post- 
operative day  apparently  in  good  condition. 

Since  the  operation  his  condition  thus  far  has 
been  excellent,  with  progressive  weight  gain, 
absence  of  pain  and  diarrhea,  and  considerable 
gratitude  for  this  most  recent  surgical  pro- 
cedure. 

Comment:  Over  a  13-year  period,  this 
patent  was  subjected  to  six  major  surgical 
attempts  to  control  his  ulcer  diathesis.  The 
expense  of  continuous  supportive  medical 
regimens  was  tremendous.  The  fact  that  he 
still  produced  twice  the  normal  quantity  of 
sydrochloric  acid  from  a  10  per  cent  residual 
gastric  pouch  emphasizes  the  necessity  of 
total  gastrectomy  in  the  treatment  of  the 
Zollinger-Ellison  syndrome.  No  pancreatic 
tumor  could  be  found  at  the  time  of  explor- 
ation However,  distortion  of  structures  from 
previous  surgery  could  have  obscured  a 
small  lesion,  or  islet-cell  hyperplasia  may 
have  existed. 

Pathophysiology 

Under  normal  circumstances  the  secre- 
tion of  the  stomach  and  duodenum  are  regu- 
lated by  a  remarkable  system  of  automatic 
chemical  controls.  Many  gastric  physiol- 
ogists have  asked,  "Why  does  not  the 
stomach  digest  itself?""  The  answer  is  com- 
plex. Peristaltic  activity,  gastric  mucus  and 
anti-enzyme  systems  exert  a  specific  local 


effect  to  enhance  the  basic  resistance  of  gas- 
tric mucosa  against  erosion.  Day  and  Web- 
steri-  first  discovered  that  the  hydrogen- 
ion  concentration  in  the  antrum  influenced 
the  acid  secretion  of  the  parietal  cell  mass 
mass  by  inhibiting  the  production  of  gas- 
trin. A  pH  between  2  and  3.5  is  needed  to 
initiate  this  "shut-off"  process.  The  duo- 
denum responds  to  a  low  pH  by  increasing 
its  production  of  secretin.  This  polyvalent 
hormone  not  only  stimulates  the  produc- 
tion of  pancreatic  secretions  and  biliary 
excretions,  but  also  aids  in  inhibiting  gas- 
trin production.  Thus  there  exists  in  normal 
persons  a  mechanism  tuned  to  regulate  the 
secretion  of  gastric  juice  in  quantities  suf- 
ficient to  digest  foods  but  insufficient  to 
injure  normal  mucosa. 

This  automatic  control  may  be  complete- 
ly by-passed  and  overwhelmed  by  liberation 
into  the  blood  stream  of  a  secretogogue  pro- 
duced exogenous  to  the  gastric  mucosa.  Sev- 
eral hormones  including  serotonin,  gluco- 
gon,  and  insulin  have  been  disproved  as  the 
offending  material.  Gregory's  gastrin-like 
substance  seems  to  be  the  most  likely  agent, 
as  it  is  found  to  have  40  times  the  acid- 
stimulating  property  of  gastrin  extracted 
from  the  mucosa  of  hogs".  Friesen  and  as- 
sociates^^ have  demonstrated  the  same  sub- 
stance in  both  the  primary  lesion  and  the 
metastases  of  a  pancreaticoduodenal  malig- 
nancy. 

This  ill-defined  hormone,  which  may  be 
gastrin,  acts  directly  on  the  parietal  cells 
of  the  stomach  and  not  via  the  gastric  an- 
trum or  vagus  nerves,  since  resection  of  the 
former  and  division  of  the  latter  does  not 
alter  the  massive  production  of  acid.  In  ad- 
dition, a  few  patients  have  been  returned 
to  their  normal  physiological  status  by  local 
excision  of  the  offending  tumor  without 
gastric  resection.  Little  doubt  exists  that 
the  ulcerogenic  agent  which  underlies  the 
major  manifestations  of  the  Zohinger-Elli- 
son  syndrome  is  derived  from  cells  of  the 
primary  tumor  and  their  metastases,  when 
when  present,  and  the  end  organ  is  the 
parietal  cell  mass  of  the  mucosa  of  the 
stomach. 

Pathology 
The  identification  of  a  non-specific  islet- 
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cell  tumor  of  the  pancreas  was  part  of  the 
originally  described  triad.  This  lesion  is 
usually  identified  as  a  non-beta  islet-cell 
tumor,  though  some  have  reported  a  degree 
of  insulin  activity".  Since  a  nvmiber  of  them 
are  located  in  the  area  of  the  duodenum 
and  antrum  ( case  1 1 ,  it  has  been  sug- 
gested^' that  the  neoplasia  may  arise  from 
the  "gastrin-producing"  cell.  Whether  this 
cell  and  one  of  the  non-beta  islet  cells  is  the 
same  is  not  known.  Much  confusion  has  also 
arisen  over  their  histologic  similarity  to 
malignant  carcinoids.  Both  have  similar 
growth  and  metastatic  characteristics^*'. 

Ellison''  states  that  two-thirds  of  the 
tumors  are  located  in  the  body  and  tail  of 
the  pancreas.  Twenty  per  cent  are  found 
in  aberrant  locations,  such  as  the  splenic 
hilum  and  duodenal  wall.  Oberhelman'-'  re- 
ported 6  consecutive  cases  in  the  duodenum. 
The  tumors  range  in  size  from  2  to  10  cm.'** 
One  third  of  the  patients  have  multiple 
tumors;  about  15  per  cent  are  small  and 
cannot  be  palpated,  and  10  per  cent  have 
diffuse  hyperplasia.  Within  the  confines 
of  these  latter  three  groups  lies  a  long  rec- 
ognized syndrome'"  of  multiple  endocrine 
adenopathies  with  involvement  of  the  pi- 
tuitary, thyroid,  parathyroids,  adrenals,  and 
pancreas.  The  two  groups  are  inseparable 
on  clinical  grounds  alone  and  are  present- 
ly considered  for  therapy  under  the  same 
nomenclature. 

About  tiO  per  cent  of  non-beta  islet  cell 
tumors  will  be  pleomorphic,  though  of  a 
low  order  of  malignancy'^.  Untreated,  most 
patients  will  succomb  to  the  unrelenting 
acid  peptic  disease  rather  than  the  effects 
of  the  malignancy.  One  of  Zollinger's  orig- 
inal patients  was  a  19  year  old  female  with 
carcinoma.  Eight  and  one-half  years  after 
gastrectomy  she  was  still  well  and  had  com- 
pleted a  pregnancy'".  Martyn-"  reported  a 
case  of  severe  ulcer  disease  of  15  years'  du- 
ration, requiring  several  surgical  proced- 
ures before  an  accurate  diagnosis  was  made. 
At  the  time  of  total  gastrectomy  the  patient 
was  found  to  have  a  malignant  Zollinger- 
Ellison  tumor  with  hepatic  and  lymph  node 
metastases.  He  was  doing  well  two  years 
following  surgery  and  seemed  unaffected 
by  the  tumor.  Presumably,  this  patient  is 


sur\-iving  17  years  after  the  onset  of  his 
cancer,  unless  some  form  of  malignant  de- 
generation of  a  benign  adenoma  had  taken 
place.  The  rapid  downhill  course  of  the  first 
case  reported  here  emphasizes  that  longev- 
ity characteristic  of  this  tumor. 

Diagnosis 

Relatively  few  cases  of  the  Zollinger-El- 
lison  syndrome  have  been  diagnosed  prior 
to  at  least  one  surgical  procedure.  Many  pa- 
tients have  had  multiple  gastric  resections 
and  other  ulcer  controlling  operations  be- 
fore the  underlying  problem  was  recog- 
nized. It  follows,  therefore,  that  a  careful 
search  of  the  pancreas  should  be  made 
at  any  operation  for  acid  peptic  disease. 

The  most  striking  clinical  manifestation 
is  the  continuous  production  of  voluminous 
quantities  of  gastric  acid.  Twelve-hour  fast- 
ing gastric  secretion  may  exceed  1500  cc. 
and  contain  over  100  mEq.  of  hydrochloric 
acid  ( See  fig.  1 ) .  Acid  production  at  these 
levels  is  pathognomonic  of  the  condition, 
though  levels  somewhat  lower  than  these 
may  be  obtained  after  extensive  subtotal 
gastric  resection.  Quantitative  acid  deter- 
minations should  become  a  routine  preop- 
erative study  in  patients  under  considera- 
tion for  elective  surgical  treatment  of  peptic 
ulcer. 

The  problem  for  which  most  of  these  pa- 
tients are  initially  treated  is  extensive  upper 
gastrointestinal  ulceration.  Atypical  loca- 
tion of  the  ulceration  in  the  second  and 
third  portions  of  the  duodenum,  the  lower 
esophagus,  and  particularly  as  far  distal  in 
the  gastrointestinal  tract  as  the  jejunum 
is  highly  suggestive  of  the  syndrome.  Roent- 
genographic  examination  usually  demon- 
strates the  mucosal  ulcers,  may  show  gas- 
tric rugal  hypertroph}^  and  sometimes  de- 
picts mucosal  edenma  in  the  duodenum  and 
proximal  jejunum. 

Diarrhea  is  an  early  symptom  in  about 
one  third  of  the  reported  cases-'.  Watery 
stools,  which  are  worse  at  night  and  in  the 
early  morning,  are  a  frequent  complaint. 
This  may  be  accompanied  by  severe  electro- 
lyte depletion,  especially  hypokalemia. 
Steatorrhea  is  also  seen  at  times.  The  ex- 
tremely low  pH  in  the  duodenum  resulting 
from  the  massive  and  unrelenting  acid  pro- 
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CASE  I 


CASE  H 


Fig.  1.  Illustrated  is  the  total  mEq.  of  free  HCl  in  12-hour  gastric  aspirations.  In  case  1  deter- 
minations were  done  i)rior  to  the  two  operative  procedures  and  after  total  gastrectomy.  In  case  2 
it  should  be  noted  that  the  total  acid  output  measured  from  the  1  per  cent  gastric  pouch  was 
nearly  twice  the   expected  value   from  a  normal  stomach. 


duction  inactivates  pancreatic  lipase  and 
malabsorption  results.  Chemical  duodenitis 
and  jejunitis  and  alteration  of  the  intestinal 
flora  from  the  excessive  acid  production 
help  in  perpetuating  the  increased  transit 
time. 

Therapy 

The  only  successful  treatment  now 
known  for  the  Zollinger-Ellison  syndrome 
is  surgical.  Characteristically,  these  patients 
are  remarkably  resistant  to  all  forms  of 
medical  therapy.  Unfortunately  most  of 
them  have  suffered  many  miserable  years 
while  following  a  regimen  of  antacids,  diets, 
sedatives,  and  anticholinergic  drugs.  Like- 
wise, many  have  been  subjected  to  numer- 
ous insufficient  surgical  procedures  ( see  fig. 
2). 

Direct  attack  on  the  causative  tumor  has 
been  unsatisfactory.  This  failure  is  attribut- 
able to  the  fact  that  many  are  multiple, 
some  are  too  small  to  be  felt,  and  about 


half  are  malignant  and  have  already  me- 
tastasized. Nevertheless,  in  the  rare  case  of 
the  solitary,  well  circumscribed  adenoma, 
localized  in  the  body  or  tail  of  the  pancreas 
and  found  at  the  time  of  the  primary  opera- 
tion for  ulcer,  simple  excision  is  recom- 
mended and  the  proper  procedure  for  the 
ulcer  is  performed,  based  on  its  individual 
merits--.  Some  cures  have  followed  this 
method,  and  the  malignant  nature  of  many 
of  these  tumors  justifies  this  approach  in 
carefully  selected  cases.  Total  pancreatec- 
tomy is  not  warranted,  as  it  is  associated 
with  greater  morbidity  than  is  total  gastrec- 
tomy, and  does  not  insure  against  recur- 
rences from  metastases. 

If  ulceration  recurs,  then  total  removal 
of  the  stomach  is  indicated.  The  findings 
of  multiple  tumors,  metastases,  diffuse  hy- 
perplasia, or  no  evident  abnormality  of  the 
pancreas  should  be  considered  indications 
for  total  gastrectomy.  Monthly  intramuscu- 
lar administration  of  vitamin  B12  is  the  only 
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A.     195 


B.       1958 


C.  May,  1962 


D.  Sept..  1962 


E   July.  1963 


F.  April.  1964 


Fig.  2.  Schi'inatic  repri'sciitatiou  of  the  surgical  procedures  performed  in  case  2.  A.  Closure  of  a  per- 
forrated  duodenal  ulcer  and  gastrojejunostomy  B.  Two-thirds  gastric  resection  C.  Further  gastric  re- 
section and  vagotomy  D.  Resection  of  the  duodenal  stiimi),  further  gastric  resection,  and  repeat  vago- 
tomy E.  Transthoracic  vagotomy  F.  Total  gastrectomy  Schematic  representation  of  the  reconstruction 
technique  utilized  following  total  gastric  resection  in  the  two  cases  reported.  The  pouch  is  crated  by 
performing  an  eight  inch  side-to-side  Je|)unojejunostomy,  leaving  a  small  section  in  the  fold  to  insure 
against  necrosis  when  the  esophagojejunostomy  is  performed. 


necessary  postoperati\'e  medication.  Wilbur 
and  associates-^  reported  a  patient  witli  me- 
tastatic carcinoma  as  an  illustration  of  long- 
term  survival  following  the  combined  use 
of  subtotal  gastrectomy,  vagotomy,  gastric 
irradiation,  and  the  use  of  radioactive  phos- 
phorous and  chemotherapy.  It  has  alreadj' 
been  emphasized,  however,  that  many  such 
patients  live  symbiotically  with  their  ma- 
ligancy  for  many  years  without  such  exten- 
sive therapy. 

Mention  should  be  made  of  the  method 
of  reconstruction  following  total  gastrec- 
tomy. To  avoid  some  of  the  reported  dis- 
advantages, Wrumble-^  recommended  pres- 
ervation of  the  gastric  antrum  and  interposi- 
tion of  a  segment  of  ileocolon  in  patients 
who  have  had  no  previous  surgery.  Jordan-"' 
observed  that  total  gastrectomy  for  the  Zol- 
linger-Ellison  syndrome  does  not  seem  to 
have  the  morbid  after-effects  seen  asso- 
ciated with  that  done  for  carcinoma  of  the 
stomach.  His  reported  patient  gained  20 
pounds  following  surgery.  This  response 
would  be  expected  in  the  younger,  more 
vital  group  afflicted  with  ulcerogenic  tum- 
ors. 

The  method  recommended  by  Lawrence-" 
was  utilized  in  both  cases  reported  here 
(See  fig.  2F).  The  jejunal  pouch  so  created, 
coupled  with  a  Roux-Y  jejunojejunostomy, 
serves  the  purpose  of  creating  a  reservoir 
for  food,  in  addition  to  obviating  the  prob- 
lems of  alkaline  and  bilious  regurgitations. 


Though  the  number  of  anastomoses  is  the 
same,  the  lengthy  operative  manipulations 
required  with  interposition  procedures  are 
avoided  utilizing  this  method.  Neither  pa- 
tient reported  here  has  had  the  post-pran- 
dial problems  usually  attending  total  ga.s- 
trectomy. 

Sitmmary 

Two  cases  presenting  the  usual  features 
of  the  ZoUinger-Ellison  syndrome  are  added 
to  the  literature.  It  is  emphasized  that  acid 
studies  be  routinely  obtained  for  patients 
under  consideration  for  elective  gastric  sur- 
gery, as  these  will  lead  to  the  correct  diag- 
nosis in  most  cases.  The  pancreas  should  be 
carefully  searched  for  abnormalities  at  op- 
eration. Total  gastrectomy  is  the  treatment 
of  choice  in  most  patients  with  the  Zolling- 
er-Ellison  sjaidrome,  although  a  select  few 
may  be  treated  by  excision  of  the  tumor  if  it 
is  benign  and  well  localized  to  the  body  or 
tail  of  the  pancreas.  Reconstruction  after 
total  gastrectomy  is  best  accomplished  by 
creating  a  jejunal  pouch  and  Roux-Y  anas- 
tomosis, as  illustrated  in  the  text. 
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Wnat  Can  a  Community  Expect  irom  a  Psycniatrist? 


Roger  W.  Howell,  M.D. 
Ann  Arbor,  Michigan 


In  1961  the  Report  of  the  Joint  Commis- 
sion on  Mental  Healtli  and  Illness  was  sub- 
mitteci  to  Congress^.  During  the  following 
year  virtually  every  society  of  psychitary 
an(i  neurology  in  the  United  States,  and  nu- 
merous committees  of  the  American  Psy- 
chiatric Asociation  and  other  professional 
organizations,  studied  the  report.  The  endea- 
vors of  the  Commission  in  the  United  States 
stimulated  a  similar  enterprise  in  Canada, 


Read  before  tlie  North  Carolina  Society  of  Psychiatry 
and    Neurology,    Durham,    November    1,    1963. 

From  the  School  of  Public  Health,  University  of  Michi- 
gan, Ann  Arbor. 


which  resulted  in  their  report  entitled  "More 
for  the  Mind-."  A  year  ago  in  Chicago,  the 
American  Medical  Association  held  a  week- 
long  workshop  on  mental  health. 

In  February  of  1963  President  Johnson 
delivered  his  well  received  message  on  men- 
tal health  to  Congress.  The  extensive  deli- 
berations over  this  message  culminated  in 
passage  of  legislation  providing  funds  for 
the  construction  of  community  mental 
health  centers,  for  centers  for  the  mentally 
retarded,  and  for  the  training  of  special  ed- 
ucators to   work  with   mentally   and   emo- 
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tionally  handicapped  children.  We  all  know 
that  Congress  did  not  appropriate  funds  for 
staffing  the  mental  health  centers.  I  would 
like  to  comment  upon  this  action  a  little 
later. 

The  day  following  the  President's  mes- 
sage to  Congress,  an  advisory  committee 
was  assembled  by  the  Training  Branch  and 
the  Professional  Services  Branch  of  the  Na- 
tional Institute  of  Mental  Health.  This  com- 
mittee was  asked  to  seek  ways  of  broaden- 
ing psj'chiatric  residency  training  programs 
to  include  more  preparation  for  work  in  the 
community.  Four  regional  workshops  were 
planned,  to  which  were  invited  directors  of 
these  programs,  heads  of  departments  where 
residents  are  being  trained,  and  a  sampling 
of  residents  in  training.  The  first  of  these 
workshops  took  place  in  Chicago,  and  repre- 
sentatives of  the  training  programs  based  in 
North  Carolina  participated  in  a  workshop 
at  Dallas,  Texas.  Workshops  will  also  be 
held  in  San  Francisco  and  New  York  City. 
By  the  time  they  are  completed,  it  is  expect- 
ed that  80  departments  of  psychiatry  will 
have  deliberated  together  about  training  for 
work  in  the  community. 

One  other  development  seems  worthy  of 
mention.  The  grants-in-aid  to  the  states,  to 
help  them  work  out  their  individual  plans 
for  the  future  development  of  community 
mental  health  services,  have  stimulated  ac- 
tivity throughout  the  entire  country.  In 
most  states,  psychiatrists  have  played  and 
are  playing  vital  roles  in  shaping  these 
plans,  but  this  has  not  been  true  in  all  the 
states.  This  fact  is  mentioned,  as  it  would 
seem  that  communities  should  have  a  right 
to  expect  some  leadership  from  psychiatrists 
as  plans  are  being  made  to  provide  services 
for  the  mentally  ill.  This,  then,  is  certainly 
one  of  the  things  that  a  community  can  ex- 
pect from  a  psychiatrist. 

While  on  the  subject  of  planning,  a  word 
or  two  about  the  failure  of  Congress  to  sup- 
ply funds  for  the  staffing  of  community 
health  centers  should  be  said.  Although  it 
seems  to  many  of  us  that  this  decision  is 
in  direct  contradiction  to  Dr.  Menninger's 
admonition  against  "Bricks  Before  Brains," 
and  we  all  wonder  where  the  extra  person- 
nel will  come  from,  this  action  mav  have 


some  good  effects.  Certainy  the  professional 
family  an  any  community  will  be  forced  to 
take  a  careful  look  at  itself  in  an  attempt  to 
discover  resources  which  can  make  the  cent- 
ers work.  This  in  itself  will  be  valuable.  The 
need  for  planning  will  involve  persons  from 
many  disciplines,  many  of  which  have  had 
difficulty  in  communicating  with  each  other 
in  the  past.  Some  professions  will  have  to 
re-examine  their  roles  and  functions,  and  to 
collaborate  and  share  with  others.  If,  in  the 
long  run,  it  is  proved  that  the  centers  can- 
not function  without  federal  support  for  per- 
sonnel, the  present  restrictions  can  be  modi- 
fied then.  Real  benefits,  though,  should  de- 
rive from  communities  having  to  figure  out 
for  themselves  how  the  centers  can  be  op- 
erated. 

Services  Involving  the  PsycJiiatrist  as  a 
Physician 

What  else  can  the  community  expect  from 
the  psychiatrist?  Obviously  the  psychiatrist 
is  a  physician,  so  his  community  can  expect 
him  to  diagnose  and  treat  sick  people.  It  has 
been  pointed  out  that  most  physicians  es- 
tablish contracts  with  their  patients  to  pro- 
vide professional  services.  This  is  a  personal 
contract,  between  a  patient  and  his  physi- 
cian. The  responsibilities  assumed  by  each 
of  the  contracting  parties  are  quite  clear. 
The  patient  agrees  to  accept  the  professional 
approaches  used  by  the  physician,  and  he  in 
turn  agrees  to  do  his  best  to  cure  the  patient. 
The  contract  implies  an  acceptance  of  cer- 
tain roles  on  the  part  of  each.  The  patient 
does  his  best  to  present  his  problem,  and 
the  psychiatrist  tries  his  best  to  help  the 
patient  cope  with  it. 

The  community,  therefore,  can  expect  psy- 
chiatrists to  accept  patients  for  treatment 
and  to  make  contracts  with  whomever  pre- 
sents himself  for  this  purpose.  By  inference, 
each  of  the  contractees  has  the  right  to  re- 
ject the  contract  at  any  time  during  the  re- 
lationship, providing  the  reasons  are  justi- 
fied. Such  a  contract  implies  a  mutual  agree- 
ment between  two  persons.  They,  and  they 
alone,  determine  the  course  of  the  relation- 
ship. 

Third  parties 

Spouse  or  relative:  Perhaps  the  first  de- 
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viation  from  this  tradition  occurs  when  a 
person  estabUshes  a  contract  with  a  psychia- 
trist in  the  interest  of  his  or  her  spouse  o^^ 
blood  Icin.  When  a  parent  seeks  help  for  a 
child,  further  differences  prevail.  The  first 
situation  sometimes  results  in  legal  com- 
mitment procedures,  but  more  often  the 
psychiatrist  contracts  with  the  spouse  or  rel- 
ative to  do  his  best  for  the  patient,  even  if 
the  patient  has  not  assented  to  the  relation- 
ship. 

In  many  respects  this  contract  is  similar 
to  that  established  between  the  relative  of 
an  accident  victim  and  a  surgeon.  It  implies 
an  assent  to  the  contract  by  a  person  in  need 
of  help  who  is  incompetent  to  make  the 
agreement  on  his  own  initiative.  Many  of 
us  in  psychiatry  feel  some  discomfort  in  ac- 
cepting this  sort  of  contract,  but  we  have 
done  so,  perhaps  a  little  from  a  sense  of  re- 
sponsibility to  the  community!  Perhaps  the 
earliest  community  psychiatrists  were  those 
called  alienists.  They  often  made  such  agree- 
ments, and  their  contributions  helped  to 
make  psychiatric  history.  Communities  have 
come  to  regard  this  sort  of  contract  as  some- 
thing they  can  logically  expect  from  psychia- 
trists. 

Child  guidance  clinics:  The  phenomenon 
which  makes  up  the  functional  pattern  of 
the  child  guidance  clinics  differs  in  one  im- 
portant respect  from  the  services  of  an  indi- 
vidual psychiatrist.  Here  the  contract  is 
made  not  with  an  individual  physician  but 
with  a  group.  To  be  sure,  it  has  always  been 
the  psychiatrist  directing  the  clinic  who  as- 
sumes the  responsibility  for  the  case,  but  he 
has  to  delegate  responsibility  to  other  pro- 
fessionals, if  he  is  to  meet  community  needs. 
Communities  have  learned  to  expect  inter- 
professional cooperation,  and  psychiatrists 
have  complied.  But  what  has  this  done  to 
psychiatrists?  Sudden  we  are  making  con- 
tracts which  are  not  at  all  like  those  we 
would  have  made  purely  as  physicians.  In 
these  days  of  comprehensive  medical  care, 
all  physicians  are  being  asked  to  contract 
with  a  myriad  of  service-oriented  agencies 
in  order  to  get  the  job  done;  so  we  are  doing 
as  a  great  many  other  physicians  are  doing 
— becoming  a  part  of  the  community. 

Courts:  The  expansion  outward  becomes 


even  more  obvious  when  the  activities  of  a 
psychiatrist  in  relationship  to  the  courts  is 
considered.  The  contract  here  is  "loaded," 
stating  that  the  psychiatrist  can  use  his 
knowledge  only  in  certain  ways.  The  court 
must  perform  its  duties  under  rigid  limita- 
tions and  cannot  allow  its  employees  to  do 
otherwise.  In  cases  involving  mental  com- 
petency, the  court  and  the  psychiatrist  are 
far  removed  from  their  usual  roles.  How  can 
the  psychiatrist  help  the  courts  in  this  di- 
lemma? And  yet  the  community  has  a  per- 
fect right  to  ask  us  for  this  kind  of  help.  We 
need  psychiatrists  in  all  our  communities 
who  are  willing  and  prepared  to  accept  this 
responsibility.  Courts  records  would  suggest 
that  we  don't. 

Social  agencies:  Recently  psychiatrists 
have  been  asked  to  move  even  further  out 
of  their  offices.  The  "battered  child  syn- 
drome" has  become  a  community  problem, 
perhaps  more  dramatically  than  any  other  in 
the  past.  Here  the  injured  child  is  the  pa- 
tient, but  the  disease  is  not  in  the  child. 
Psychiatrists  have  been  asked  to  help  trace 
the  source  of  the  pathological  behavior.  How 
do  we  do  it?  We  look  at  the  school  record 
of  the  child,  and  possibly  that  of  his  brothers 
and  sisters.  We  wonder  about  the  contracts 
between  his  family  and  the  welfare  depart- 
ment, the  health  department,  and  the  police 
department.  Suddenly  we  are  in  the  com- 
munity! Communities  have  a  perfect  right 
to  expect  our  help  with  such  problems,  and 
we  have  no  right  to  beg  ignorance. 

All  these  varieties  of  activity  fall  within 
that  type  of  contract  in  which  the  psychia- 
trist functions  largely  as  a  physician,  even 
though  the  patient  has  now  become  some- 
thing other  than  a  single  person  who  brings 
a  problem  to  his  doctor.  In  fact,  in  the  case 
of  the  "battered  child,"  the  family  which  the 
psychiatrist  is  asked  to  help  often  has  not 
requested  this  help  themselves.  They  may 
not  even  want  the  psychiatrist  to  be  in- 
volved at  all.  A  contract  has  been  establish- 
ed between  the  psychiatrist  and  an  official 
agency  which  is  responsible  for  protecting 
children  in  the  community.  Because  hvmian 
behavior  is  involved,  and  because  this  be- 
havior seems  to  be  pathological,  medical  as- 
sistance is  requested.   It  is  not  surprising 
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that  many  psychiatrists  dislike  making  this 
sore  of  contract;  and  yet,  it  is  entirely  rea- 
sonable for  a  community  to  expect  such  help 
from  psychiatry. 

The  Psychiatrist  As  a  Consultant 

When  the  psychiatrist  functions  as  a  con- 
sultant, still  another  type  of  contract  is  in- 
volved. Consultation  is  not  new  in  medical 
fields.  Doctors  have  long  provided  consul- 
tant services  for  other  physicians.  When  the 
same  services  are  requested  by  someone 
other  than  another  physician,  the  nature  of 
the  situation  changes.  When  public  health 
nurses  seek  consultation  in  order  to  be  bet- 
ter able  to  follow-up  discharged  mental  pa- 
tients, a  different  kind  of  service  is  re- 
quested. The  nurses  are  asking  help  for 
themselves  as  much  as  help  for  the  patient. 

When  schools  ask  a  psychiatrist  for  con- 
sultant services,  he  may  be  retained  to  help 
with  whatever  problem  may  arise.  Everyone 
inovlved  in  the  school,  including  pupils,  par- 
ents, teachers,  administrators,  and  the  gov- 
erning board,  now  make  up  his  "patient." 
The  source  of  the  disturbance  may  well 
exist  not  in  any  one  of  these  groups  but 
rather  in  their  manner  of  interaction.  In 
such  a  situation  the  psychiatrist  has  to  alter 
his  whole  way  of  functioning,  and  this  is 
hard  for  many  of  us.  Yet  every  community 
has  a  right  to  hope  that  this  type  of  service 
will  be  available.  Should  psychiatry  accept 
this  sort  of  responsibility?  It  has  for  many 
years. 

The  Public  Health  Approach 

The  direction  in  which  the  greatest 
changes  will  have  to  be  made,  if  the  psychia- 


trist is  to  be  of  maximum  help  to  the  com- 
munity, is  toward  whatever  application  can 
be  made  of  the  public  health  approach.  Epi- 
demiology, survey  methods,  community  or- 
ganization, program  planning,  and  constant 
evaluation  will  be  needed.  The  use  of  bio- 
statistical  methods  and  the  team  approach 
to  problems  will  be  necessary.  Psychiatrists 
are  used  to  teamwork,  but  in  a  clinical  rath- 
er than  a  public  setting.  The  use  of  the  com- 
munity team,  of  which  the  psychiatrist  is 
only  one  member,  will  be  essential  if  we  are 
to  plan  and  implement  programs  for  com- 
munity action  and  to  evaluate  them  effec- 
tively. It  seems  quite  fair  for  communities 
to  expect  this  of  psychiatrists. 

Although  a  few  psychiatrists  are  prepared 
to  fvniction  in  this  fashion,  there  are  not  now 
enough,  nor  are  a  sufficient  number  being 
trained.  Most  psychiatric  residencies  include 
little,  if  any,  training  in  the.se  skills  and  ap- 
proaches. Heretofore  public  health  methods 
have  been  regarded  as  an  "extra" — of  some 
importance,  but  not  as  important  as  the 
basic  training  in  psj'chiatry.  Now,  as  com- 
munities are  moving  toward  control  pro- 
grams based  in  the  communities  themselves, 
training  in  public  health  methods  will  be 
important,  too.  It  is  to  be  hoped  that  time 
will  be  found  in  training  programs  for  this 
kind  of  preparation. 
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Eastman'  defines  obstetrics  as  that  branch 
of  medicine  whicl:i  deals  with  parturition, 
its  antecedents,  and  its  sequals."  It  is  furtl> 
er  stated  that  "tlie  transcendent  objective  of 
obstetrics  is  that  every  pregnancy  culmi- 
nate in  a  healthy  mother  and  health}-  baby." 
In  this  connection  it  is  noted'  that  before 
1930  the  maternal  death  rate  was  roughly 
60  per  10,000  live  births  in  white  women 
and  117  in  non-white  women.  In  1958  the 
corresponding  figures  were  2.6  and  10.2. 

In  North  Carolina  the  overall  maternal 
death  rate  for  1947  was  17  deaths  per  10,000 
live  births.  In  1957  this  rate  had  dropped  to 
7.2-.  Donnelly^  observes  that  North  Carolina 
has  followed  the  national  trend  of  decreas- 
ing maternal  mortalitj^  and  that  the  position 
of  this  state  has  improved  in  relation  to  the 
nation  as  a  whole. 

This  progress  toward  one  of  the  objectives 
of  obstetrics  can  be  attributed  in  part  to  gen- 
eral medical  advances,  such  as  the  develop- 
ment and  use  of  antibiotics,  improvement 
in  transfusion  methods,  institution  of  blood 
banking,  and  acquisition  of  more  adequate 
hospital  facilities. 

Certainly  of  prime  importance  in  maternal 
welfare  is  the  availability  of  prenatal  care 
and  improved  hospital  facilities  as  signif- 
icant factors  in  the  reduction  of  maternal 
mortality.  Also  cited  is  the  increased  interest 
in  obstetrics,  accompanied  by  more  well 
trained  personnel,  more  postgraduate 
courses  and  seminars,  and  the  participation 
of  public  health  agencies  in  prenatal  care. 

It  is  the  premise  of  this  paper  that  pre- 
natal and  postnatal  care  should  be  under 
the  supervision  of  a  licensed  physician,  and 
that  the  ideal  obstetric  facility  is  an  ade- 
quately eciuipped  hospital  delivery  room. 

The  purpose  of  the  paper  is  to  examine 
some  of  the  attitudes  of  mothers  in  a  pre- 


dominantly rural  population  in  which  the 
physician-hospital  approach  to  maternity 
is  not  a  universal  community  practice.  The 
adequasy  of  prenatal  care  in  this  population 
will  be  examined.  It  is  hoped  that  the  atti- 
tudes of  a  cross  section  of  these  mothers 
toward  prenatal  care  and  delivery  facilities 
will  be  demonstrated. 

Material  and  Method 

This  study  was  undertaken  in  Warren 
County,  in  Northeastern  North  Carolina.  It 
was  conducted  by  means  of  personal  inter- 
views with  a  random  sample  comprising 
half  the  mothers  delivered  within  the  county 
during  the  year  1960.  The  interviews  fol- 
lowed a  standard  questionnaire  form  de- 
signed by  the  Public  Health  Officer  of  War- 
ren County  as  a  source  of  base-line  data 
for  a  projected  system  of  maternal  health 
records  within  the  county.  This  system  is 
being  planned  for  use  in  an  inclusive  long- 
term  follow-up  of  all  mothers  within  the 
county. 

Population,  characteristics 

In  1950  the  population  of  Warren  County 
was  23,539;  by  1960  it  had  fallen  to  19,652— 
a  decline  of  16.5  per  cent.  At  the  time  of 
this  study  the  population  was  approximately 
62  per  cent  Negro;  Caucasians  and  a  group 
of  406  Indians  composed  the  remaining  38 
per  cent. 

Warrenton,  the  county  seat,  is  the  largest 
town,  with  a  population  of  1,124,  and  is  the 
only  town  having  a  population  of  more  than 
1,000.  Norlina  is  next  in  size,  with  a  popu- 
lation of  927. 

The  economy  of  the  county  is  almost  en- 
tirely agricultural,  incomes  being  derived 
from  the  production  of  tobacco,  cotton,  and 
pulpwood.  Tenantry  is  still  prevalent  and 
accounts  for  the   status   of  many  working 
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families".  For  4,112  working  families  listed 
in  the  1960  censvis',  the  median  income  per 
family  was  $1,958,  and  $829  per  person.  In 
the  report,  1,920  from  a  total  of  5,398  em- 
ploj^ed  persons  were  listed  as  having  agri- 
cultural emplo3'ment. 

Medical  care 

At  the  time  of  the  births  studied  in  this 
survey  there  were  nine  physicians  in  the 
county.  Three  were  in  active  general  prac- 
tice, one  in  general  surgery,  and  one  in  oto- 
rhynolaryngology.  Four  physicians  were 
either  retired  or  had  limited  practice.  Hos- 
pital facilities  included  a  35-bed  general 
hospital  ecjuipped  for  surgery  and  obstetrics. 

Public  health  personnel  included  the  di- 
rector, three  nurses,  a  sanitarian,  and  a 
stenographer.  Well-baby  and  prenatal  clinics 
were  maintained  on  a  weekly  basis  by  the 
health  department.  An  active  system  of 
home  visitation  was  maintained  by  the 
nurses  for  mothers  and  children  not  under 
the  care  of  a  private  physician.  Immuniza- 
tions were  pro\ided  for  children  attending 
the  clinic.  Mothers  with  e\'idence  of  com- 
plications of  pregnancy  were  referred  to 
private  physicians  for  treatment. 

Nine  midwi\'es  practicing  within  the 
county  were  responsible  for  approximately 
half  of  the  deliveries.  These  women  were 
required  to  be  certified  by  the  North  Caro- 
lina State  Board  of  Health  and  were  allowed 
to  deliver  only  those  women  who,  by  attend- 
ing prenatal  clinics,  had  obtained  written 
certification  from  the  Health  Department 
for  a  midwife  delivery.  It  was  also  reciuired 
that  women  manifesting  complications  of 
labor  be  referred  to  a  phj^sician  for  delivery. 
Deviations  from  these  regulations  occurred 
in  the  cases  of  mothers  who  summoned  a 
midwife  late  in  labor. 

State  regulations  governing  midwives  are 
carefully  observed.  Licensed  midwives  are 
rec[uired  to  have  a  physical  examination 
every  year,  to  attend  instructional  meetings 
of  the  local  health  department,  and  to  pos- 
sess an  adec[uate  complement  of  ecjuipment. 
For  less  than  complete  compliance  with  the 
regulations  a  midwife  may  be  given  a  lower- 
grade  certificate  or  have  her  license  revoked 
at   the   discretion    of   the   health    officer^-'. 


Midwives  are  required  to  register  li\-e  births 
within  five  days  and  stillbirths  immediately. 

Study  sample  and  technique 

Mothers  to  be  included  in  the  studv  were 
selected  from  those  who  were  delivered 
within  Warren  County  during  1960.  All  live 
births  and  stilbirths  certificates  for  the  year 
were  put  in  alphalaetical  order,  and  by  toss 
of  a  coin  one  of  each  two  was  selected  for 
inclusion  in  the  study. 

I  conducted  most  of  the  interviews,  but 
the  health  director  and  two  trained  persons 
from  the  University  of  North  Carolina  con- 
ducted others.  A  manual  of  instruction  for 
interviewing  was  compiled  and  several  con- 
ferences were  held  to  insure  that  the  tech- 
nicjues  used  were  as  similar  as  possible. 

As  might  be  expected,  a  number  of  the 
mothers  selected  had  moved  away  or  could 
not  be  located.  We  tried  to  have  the  sample 
of  persons  actually  interviewed  resemble  as 
nearly  as  possible  the  sample  selected  for 
study  with  regard  to  delivery  facility,  eco- 
nomic status,  and  race.  It  is  felt,  however, 
that  the  more  molaile  groups,  including  those 
employed  outside  the  home,  have  slightly 
less  than  ideal  representation  in  the  inter- 
viewed sample. 

Results 

Results  were  tabulated  according  to  three 
categories:  (1)  mothers  who  were  delivered 
by  a  physician  in  the  hospital;  (2)  those  de- 
livered by  a  midwife  at  the  mother's  home  or 
some  place  other  than  the  hospital;  and  (3) 
a  small  number  who  were  delivered  by  a 
physician  outside  the  hospital.  The  distri- 
bution of  persons  selected  and  interviewed 
among  these  groups,  and  the  distribution 
according  to  races  are  shown  in  table  1. 

Prenatal  care:  sampling  and  standards 

Concerning  prenatal  care,  the  mothers 
were  asked  how  many  months  they  had  been 
pregnant  when  they  were  first  seen  by  a 
physician,  and  how  many  visits  they  had 
made  to  physicians  or  clinics  before  the  on- 
set of  labor.  No  distinction  between  physi- 
cian and  clinic  visits  was  recorded.  In  the 
case  of  mothers  who  were  seen  more  fre- 
cjuently  because  of  complications  of  preg- 
nancy, the  total  number  of  visits  was  re- 
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Table    1 

Distribution   of   Mothers   According   to    Delivery 

Facility   and   Attendant 

Total    Deliveries    Jan.l,    1960-Dec.    31,    1960 — 455 
Caucasian,   114;   Nonwhite,  341 


Sample  selected  for  study 
Midwife    deliveries 
Number  interviewed 
Percentage  interviewed 
of  number  selected 
Hospital    deliveries 
Number  interviewed 
Percentage  interviewed 
of  number  selected 
M.D.  deliveries  outside 
of  hospital 
Number  interviewed 
Percentage  interviewed 
of  number  selected 


W 

N 

I 

228 

40 

184 

4 

114 

1 

111 

2 

84 

1 

81 

2 

73.7% 

109 

39 

68 

2 

62 

13 

48 

1 

56.9% 

5 

5 

4 

4 

80.0% 


corded,  just  as  was  done  in  the  case  of  nor- 
mal patients. 

The  standard  of  prenatal  care  for  the  pur- 
poses of  this  paper  will  be  the  schedule  de- 
scribed by  Eastman\  which  is  in  general  use 
in  this  area.  He  recommends  that  the  mother 
see  her  physician  as  early  as  she  suspects 
that  she  may  be  pregnant,  preferably  after 
the  second  menstrual  period  is  missed.  Sub- 
sequently, one  visit  every  two  weeks  during 
the  seventh  and  eighth  months,  and  one 
visit  per  week  during  the  ninth  month. 

On  the  basis  of  this  schedule,  the  expected 
total  number  of  visits  during  a  pregnancy 
can  be  determined  for  a  woman  seeing  her 
physician  for  the  first  time  in  any  particular 
month  of  gestation.  To  evaluate  the  amount 
of  care  received  by  a  mother,  the  expected 
number  of  prenatal  visits  can  be  compared 
with  the  actual  number  reported  by  the 
mother. 

Adequacy  of  prenatal  care 

The  adequacy  of  prenatal  care  received 
by  the  mothers  interviewed  will  be  discuss- 
ed with  regard  to  the  month  of  gestation  in 
which  care  was  begun,  and  the  frequency 
of  prenatal  visits.  The  number  of  prenatal 
visits  reported  are  shown  on  graphs  for  com- 
parison with  the  ideal  schedule  of  visits. 

Analysis  by  these  paremeters  would  ap- 
pear to  contain  certain  errors.  Consideration 
of  the  month  of  gestation  at  which  prenatal 
care  was  undertaken  is  only  as  accurate 
as  knowledge  of  the  date  of  conception.  Ac- 


curate comparison  of  the  expected  number 
of  visits  with  the  reported  number  is  con- 
tingent upon  knowledge  of  the  date  of  con- 
ception, the  mother's  recollection  of  the 
number  of  actual  visits,  duration  of  gesta- 
tion, and  the  incidence  of  additional  visits 
for  the  various  complications  of  pregnancy. 
In  spite  of  these  possible  inaccuracies,  it  is 
felt  that  a  useful  concept  of  the  amount  of 
prenatal  care  received  by  these  mothers  can 
be  gained  from  the  data  obtained. 

Table  2 
Month  of  Gestation  During  Which  Prenatal 
Care   was   Undertalien    (Midwife    Deliveries) 


Month  of  Gestation 
1 
2 
3 

4 
5 
6 
7 

8 
9 

No  prenatal  care 
Month  not  known 


Xo.  Mothers 

2 

16 
12 
21 
16 

7 

5 

1 

0 

3 

1 

84 


Midivife    Deliveries 

Table  2  shows  the  number  of  the  mothers 
having  midwife  deliveries  who  began  pre- 
natal care  during  each  of  the  nine  months 
of  a  normal  pregnancy.  This  group  consists 
of  81  Negroes,  2  Indians,  and  1  Caucasian. 

One  patient  was  seen  three  times,  but  did 
not  know  the  month  of  gestation  when  first 
seen.  Three  patients  had  received  no  pre- 
natal care. 

Thirty  mothers,  36  per  cent  of  the  group, 
had  seen  a  doctor  by  the  end  of  the  first 
trimester  of  pregnancy;  44  (52  per  cent  of 
the  group)  began  care  in  the  second  tri- 
mester, and  9  (11  per  cent)  either  had  no 
prenatal  care  or  began  it  in  the  last  tri- 
mester. 

The  number  of  prenatal  visits  is  presented 
in  figure  1.  On  this  graph  the  mothers  who 
had  their  first  prenatal  visit  in  each  month 
respectively  are  represented  according  to  the 
total  number  of  visits  completed.  For  each 
month  the  ideal  number  of  visits  for  a  moth- 
er starting  care  in  that  month  is  indicated 
on  the  vertical  scale.  Also  indicated  for  each 
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month  is  the  median  number  of  visits  for 
that  group  of  mothers. 

Examination  of  tlie  graph  reveals  that 
tlie  median  number  of  visits  for  mothers 
beginning  care  in  eacli  montli  is  approxi- 
mately one  half  or  less  the  ideal  number 
of  visits.  Further  examination  shows  that 
a  mother  beginning  care  in  any  particular 
month  and  having  the  median  number  of 
visits  for  mothers  starting  in  that  month 
could  average  no  better  than  one  prenatal 
visit  per  month  during  pregnancy.  It  is 
noted  that  29  (34  per  cent)  of  the  84  moth- 
ers having  midwife  deliveries  had  less  than 
the  median  number  of  prenatal  visits.  More- 
over, 50  mothers  (60  per  cent  of  the  group) 
averaged  less  than  one  visit  per  month  for 
the  super\'ised  part  of  their  pregnancies. 

In  composing  this  graph  it  was  noted  that 
29  mothers,  or  36  per  cent  of  the  80  women 
included,  had  reported  some  significant 
complication  of  pregnane}'.  Mothers  in  this 
category  would  be  expected  to  exceed  the 
ideal  number  of  prenatal  visits.  This  would 
lead  to  the  conclusion  that,  in  general,  the 


over 


12  - 
11  - 
10 

9 

8 

7     - 


5     - 
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O-^ 


prenatal  care  these  mothers  recei\'ed  was 
less  adequate  than  the  graph  indicates,  a 
probable  bias  that  should  be  kept  in  mind 
when  considering  the  graph. 

One  mother  who  started  prenatal  care 
in  the  third  month  and  made  six  visits  was 
hospitalized  once  during  pregnancy.  An- 
other who  began  in  the  fourth  month  and 
made  two  visits  was  hospitalized  twice  be- 
fore delivery.  One  mother  starting  care  in 
the  fourth  month  completed  10  visits  and 
subsequently  had  an  established  premature 
delivery.  These  three  mothers  would,  there- 
fore, have  had  a  heavier  concentration  of 
prenatal  care  than  is  shown  by  the  table. 

The  mothers  in  this  group  were  also  asked 
if  they  personally  felt  that  they  had  been 
seen  by  a  physician  an  adec^uate  number  of 
times  before  delivery.  Seventy-two  mothers, 
or  approximately  85  per  cent,  felt  that  they 
had;  4  that  their  number  of  visits  was  defi- 
nitely inadequate,  and  7  that  their  care, 
though  not  grossly  inadequate  in  this  re- 
spect, could  have  been  improved;  and  one 
made  no  intelligible  reply  to  this  question. 

Each  dot   represents  one  mother. 

Croesed  arrow  Indicates 
mbciTan  nunber  of  Tlelta   for 
Bothere    starting  care  in   each 
■onth. 

Q ^   Circled  arrow  indicates 

ideal  nuaber  of  visltB  for  mothers 
starting  care  in  each  month. 

o-»- 


O— »- 
O— >- 


1  2  J  4  6  6  7 

Month  of   pregnancy   in   which   prenatal   care      was   started. 
Fig.  1.  Number  of  prenatal  visits  iindeitakeji  by  mothers  having  midwife  deliveries. 
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Each  dot  represents  one  mother. 


-t — ^  Crossed  arrov;  Indicates 
median  nuiiibsr  of  visits  for 
mothers   starting  care   in   each 
month . 

O — *-  Circled  arrovf  indicates 
ideal   number  of  visits   for 
mothers   starting  cure   in   each 
month. 


1  g  3  4  5  6  7 

i'.'.ontii   of  prefCiioncy  in  v.hic'n  pv'\iat-i.l   cars  was  ijtart'jd. 

Fig.  2.  Number  of  prenatal  visits  undertaken  by  mothers  having  hospital  deliveries. 


Hospital  Deliveries 

Table  3  shows  the  number  of  mothers 
having  hospital  deliveries  who  began  pre- 
natal care  during  each  of  the  nine  months 
of  normal  pregnancy.  This  group  consists 
of  48  Negroes,  13  Caucasians,  and  1  Indian. 

It  is  notable  that  all  the  mothers  in  this 
category  received  some  degree  of  prenatal 
care,  and  that  all  had  seen  a  doctor  by  the 
end  of  the  second  trimester.  In  addition,  44 
mothers  (71  per  cent  of  the  group)  came 
for  their  initial  visit  in  the  first  trimester. 

Figure  2  represents  the  number  of  pre- 
natal visits  completed  by  mothers  having 
hospital  deliveries.  This  graph  is  compar- 
able to  figure  1  and  should  be  studied  simi- 
larly. 

Although  9  mothers  in  this  group  had 
more  than  the  ideal  number  of  visits,  the 
overall  frequency  of  complicated  preg- 
nancies in  this  group  was  20  per  cent — 16 
per  cent  less  than  in  mothers  having  mid- 
wife deliveries.  This  graph,  therefore,  would 


Table    3 

Month  of  Gestation   Dui-ing  'Whicli   Prenatal 

Care   Began    (Hospital    Deliveries) 


Month  of  Gestation 
1 
2 
3 
4 
5 
6 
7 
8 
9 

Total 


No.  Mothers 

8 
18 
18 
11 

4 

3 

0 

0 

0 

62 


be  less  subject  to  the  inaccuracy  suggested 
in  connection  with  graph  1. 

One  mother  who  made  28  visits,  begin- 
ning in  the  second  month,  was  hospitalized 
three  times  during  pregnancy;  another  who 
was  seen  in  the  first  months  and  had  a 
total  of  eight  visits  received  part  of  her 
care  in  a  state  hospital.  These  two  mothers 
received  closer  prenatal  supervision  than  is 
indicated  by  the  number  of  visi:;s  recorded 
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on  the  graph. 

Two  mothers  in  this  group  had  premature 
dehveries.  One  had  her  first  prenatal  ex- 
amination in  the  first  month  and  completed 
eight  visits;  the  other  first  reported  in  the 
second  month,  completing  nine  visits.  Ow- 
ing to  the  shorter  duration  of  pregnancy, 
these  two  mothers  were  seen  more  fre- 
cjuently  than  is  shown  on  the  graph. 

With  regard  to  the  median  number  of  pre- 
natal visits,  it  is  seen  that  for  each  of  the 
first  four  months  this  figure  approaches 
two-thirds  or  better  the  ideal  number  of 
visits,  which  would  average  less  than  one 
visit  per  month  during  the  period  of  super- 
vised care.  The  median  number  of  visits  for 
the  fifth  and  sixth  months  are  based  on 
such  small  numbers  of  mothers  as  to  appear 
of  no  value. 

As  in  the  case  of  midwife  deliveries,  the 
mothers  who  had  hospital  deliveries  were 
asked  to  state  their  opinion  of  the  adequacy 
of  the  amount  of  prenatal  care  they  had 
received.  Fifty-nine,  or  95  per  cent,  felt 
they  had  received  adequate  care.  Two 
thought  definitely  that  their  care  had  been 
inadequate,  and  one  that  her  care  was  ade- 
quate but  could  have  been  improved  signif- 
icanth'  by  more  frequent  visits  to  the  doc- 
tor. 

Home  delivery  by  a  physician 

Four  of  the  iive  Negro  mothers  who  were 
delivered  at  home  by  a  physician  were  inter- 
viewed; consequently,  no  table  or  graph 
had  been  prepared.  One  of  these  mothers 
made  her  first  visit  in  the  third  month  of 
pregnancy,  but  was  seen  only  four  times 
in  all.  Since  her  pregnancy  was  complicated 
by  hypertension,  ideally  she  should  have 
been  seen  considerably  more  than  four 
times.  Another  mother  came  under  medical 
supervision  in  the  fourth  month  and  was 
seen  three  times;  this  pregnancy  was  com- 
plicated by  edema  of  the  hands  and  ankles. 
A  third  mother  whose  pregnancy  was  un- 
complicated was  seen  a  total  of  four  times, 
beginning  in  the  sixth  month.  The  fourth 
mother  in  this  group  was  not  seen  by  a  doc- 
tor until  the  ninth  month  of  pregnancy, 
when  she  was  noted  to  have  both  hyper- 
tension and  excessive  weight  gain.  All  four 


of  theses  mothers  expressed  satisfaction 
with  the  number  of  prenatal  visits  they  had 
made. 

Choice  oj  Delivery  Facility 

An  interesting  aspect  of  the  project  was 
the  effort  to  determine  why  each  mother 
chose  a  particular  delivery  facility.  Re- 
sponses, to  this  question  were  necessarily 
recorded  according  to  the  subjective  inter- 
pretation of  the  interviewer.  Efforts  were 
made  to  use  consistent  methods  of  obtaining 
this  information,  and  to  insure  that  different 
interviewers  used  techniques  as  similar  as 
possible.  From  experience  with  the  ques- 
tioning and  evaluation  of  responses,  it  is 
felt  that  a  reasonably  accurate  categoriza- 
tion of  the  responses  can  be  made. 

Hospital 

The  reasons  given  by  mothers  who  chose 
a  hospital  delivery  are  presented  in  table  4. 

Table    4 
Rea.sons   t'oi'   Choicf    of   a    H<).si>ital    Delivery 

Reason  stated  No.  Mothers 

Safety  13 

Better  personal  care  12 

Better  personal  care  and  safety  16 
Better  personal  care  and  rest  after 

delivery  1 
Multiple  reasons  including  elements  of 

personal  care,  safety  and  easier 

course  3 

Practicality  3 

Practicality  and  safety  3 

Easier  perinatal  course  3 
Delivered  in  hospital  but  prefers 

private  clinic  1 
Delivered  in  hospital  against  personal 

preference  5 

Indeterminate  2 


Total 


62 


Some  mothers  simply  replied  that  they  felt 
safer  in  the  hospital.  Others  replied  that 
they  liked  having  access  to  trained  medical 
personnel  and  equipment  for  dealing  with 
complications.  All  replies  of  this  nature 
were  grouped  under  the  category  of  "safe- 
ty," which  includes  21  per  cent  of  the 
mothers  having  hospital  deliveries. 

Many  mothers  indicated  that  they  chose 
the  hospital  because  of  the  amount  of  at- 
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your  patients'  insurance  coverage 
and  takes  the  time  of  your  office 
staff  much  too  often. 

But  with  Blue  Shield,  a  simple  re- 
port is  all  that's  required.  And  Blue 
Cross  pays  the  hospital  direct, 
without  assignment  or  forms  of  any 
kind  for  the  patient  or  doctor  to 
sign. 

The  simplicity  of  Blue  Cross  and 
Blue  Shield  not  only  saves  your 
time,  but  saves  your  patients' 
worry  and  anxiety  about  their  bills, 
thus  contributing  to  their  recovery. 
You  can  help  by  telling  them  that 
there's  no  red  tape  when  they  be- 
long to  non-profit  Blue  Cross  and 
Blue  Shield. 
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HOSPITAL  CARE  ASSOCIATION 
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The  New  Enlarged  Program  of 

DISABILITY  INSURANCE 


AVAILABLE  TO  MEMBERS  OF 


The  Medical  Society  of  the  State  of  North  Carolina 


DESIGNED  TO  MEET   PRESENT  DAY   NEEDS 
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tention  they  received.  Mothers  who  indi- 
cated that  their  choice  was  made  because 
of  the  greater  amount  of  attention  to  their 
personal  hygiene,  comfort,  and  emotional 
tranquility  were  put  in  the  category  of 
"better  personal  care."  The  replies  of  20  per 
cent  of  the  mothers  in  this  group  were  in- 
cluded in  this  category. 

Thirty-seven  per  cent  of  the  mothers  in- 
dicated that  their  choice  was  based  on  two 
or  more  equally  significant  factors.  These 
replies  were  assigned  to  multiple  categories. 
One  of  these  mothers  indicated  that  the 
opportunity  to  have  a  rest  away  from  home 
contributed  to  her  choice.  The  concept  of 
an  "easier"  course  includes  less  discomfort 
during  labor,  faster  recovery,  and  less  ex- 
haustion. Three  mothers  gave  this  as  a  de- 
ciding reason. 

Three  persons  replied  that  they  were  not 
equipped  for  a  delivery  at  home,  or  that  it 
was  less  trouble  to  go  to  the  hospital  than 
obtain  the  necessary  equipment,  or  that  it 
was  "more  practical"  to  go  to  the  hospital. 
Replies  along  these  lines  were  put  in  the 
categories   which    included    "practicality." 

One  mother  who  was  delivered  in  the 
hospital  indicated  that  she  would  have  pre- 
ferred going  to  a  physician's  private  clinic 
which  was  no  longer  in  operation  at  the 
time  of  her  confinement.  Five  mothers  in- 
dicated that  they  had  reluctantly  agreed 
to  a  hospital  delivery  at  the  urging  or  a 
relative  or  their  attending  physician.  Two 
mothers  failed  to  produce  a  satisfactory 
explanation  for  their  choice  of  a  hospital 
delivery. 

Home 

All  84  mothers  who  were  delivered  by 
midwives  outside  the  hospital  were  asked 
to  give  reasons  for  choosing  this  type  of 
delivery.  The  replies  are  categorized  in 
table  5. 

The  largest  category  included  37  mothers 
who  indicated  that  they  were  financially 
unable  to  afford  the  hospital  delivery  they 
definitely  preferred.  An  additional  13 
monthers,  although  actually  preferring  a 
home  delivery,  said  also  that  they  would 
have  gone  to  the  hospital  to  have  their 
babies  had  they  been  able  to  afford  it.  De- 


Table  5 
Reasons  Given   for  Midwife   Deliveries  at   Home 

Reason  Stated  No.  Mothers 

Unable  to  afford  hcspital  delivery  37 

Unable  to  afford   hospital   delivery; 

in  addition  preferred  a  home 

delivery  13 

Custom  6 

Felt  more  comfortable  in  home 

surroundings  3 

Chose  midwife  delivery  because  of  a 

particular    attendant  3 

Preferred  to  be  delivered  at  home  unless 

complications  occurred  4 

Preferred  to  be  delivered  at  home  to  be 

able  to  continue  to  manage 

household  5 

Disliked  hospital  and/or  medical 

personnel  4 

Indeterminate  answer  7 

Delivered  en  route  to  hospital  2 


Total 


84 


spite  their  natural  preference,  they  saw  suf- 
ficient merit  in  the  hospital  delivery  to  have 
chosen  it  if  they  had  been  financially  able. 

Three  mothers  indicated  that  they  felt 
more  comfortable  during  parturition  in  the 
surroundings  of  their  own  homes.  Four 
mothers  indicated  an  active  dislike  of  hos- 
pitals and  medical  personnel  and  therefore 
chose  to  have  their  babies  at  home.  It  is 
appropriate  to  point  out  that  the  questions 
were  so  worded  as  to  avoid  putting  the 
mothers  on  the  defensive.  They  were  asked 
merely  why  they  chose  to  remain  at  home, 
and  any  mention  of  the  hospital  in  their 
replies  was  completely  spontaneous. 

Four  mothers  said  they  would  prefer  a 
home  delivery  but  would  want  to  be  hos- 
pitalized in  the  even  of  complications. 
Three  said  they  chose  a  home  delivery  in 
order  to  have  a  particular  midwife  in  at- 
tendance. Five  reported  that  it  was  neces- 
sary to  remain  at  home  in  order  to  care  for 
other  children  or  maintain  the  household. 

Six  mothers  indicated  that  they  had  nev- 
er considered  being  delivered  at  any  place 
but  home.  Futher  questioning  made  it  ap- 
parent that  they  simply  felt  that  home  was 
the  proper  place  for  delivery:  "It  is  custo- 
mary to  have  babies  at  home."  In  some 
cases  it  was  not  possible  to  avoid  the  im- 
pression that  the  replies  contained  an  ele- 
ment  of   suspicion    of    hospitals.    These    6 
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mothers  are  categorized  under  the  head- 
ing of  "custom." 

Finally,  the  replies  of  7  mothers  were 
such  that  it  was  necessary  to  record  them 
under  the  category'  "indeterminate."  Of  in- 
terest are  two  mothers  who  apparenth^  in- 
advertantly had  midwife  attendants.  Ac- 
cording to  close  relatives,  these  mothers 
were  delivered  while  en  route  to  the  hospi- 
tal. 

The  final  category  included  the  four 
mothers  who  were  delix'ered  by  physicians 
at  home.  Two  said  they  chose  home  be- 
cause it  was  cheaper  than  the  hospital,  one 
adding  that  she  was  more  comfortable  at 
home.  The  third  mother  in  this  group  said 
she  preferred  to  remain  at  home  in  order  to 
tend  to  her  other  children.  The  last  mother, 
who  had  had  no  prenatal  care,  gave  no  rea- 
son for  preferring  delivery  at  home.  None  of 
the  four  explained  why  they  were  attended 
by  a  physician  rather  than  a  midwife. 

Discussion 

In  the  population  studies  included  in  this 
project  it  is  proposed  that  there  is  much 
room  for  improvement  in  maternal  welfare. 
Two  aspects  of  this  problem  have  been  con- 
sidered in  this  paper,  prenatal  care  and  de- 
livery facility.  The  discussion  of  prenatal 
care  purports  to  show  the  relative  size  of 
the  groups  who  recei\-ed  adequate  \-ersus 
inadequate  care. 

Evaluation  of  prenatal  care 

It  is  evident  that  some  mothers  received 
care  which  was  less  than  ideal  but  pos- 
sibly acceptable  under  the  circumstances. 
As  there  is  no  recognized  limit  for  minimal 
acceptable  care,  the  size  of  this  group  can 
only  be  suggested. 

Of  the  three  groups,  those  mothers  who 
were  delivered  in  a  hospital  would  be  ex- 
pected to  be  most  cognizant  of  what  con- 
stitutes good  prenatal  care.  In  keeping  with 
this  expectation,  61  per  cent  of  this  group 
started  prenatal  care  in  the  first  trimester 
of  pregnancy.  The  remaining  39  per  cent 
began  in  the  second  semester.  While  this 
percentage  does  not  seem  appalling,  it 
would  seem  possible  and  desirable  for  a 
much  larger  percentage  to  begin  care  in  the 
first  trimester.  It  is  commendable  that  no 


mother  in  this  group  delayed  seeing  a  doc- 
tor until  the  last  trimester  or  reported  for 
deliver}^  without  the  benefit  of  prenatal 
care. 

Examination  of  figure  2  re\-ealed  that  20 
mothers,  or  32  per  cent  of  the  group  having 
hospital  deliveries,  averaged  less  than  one 
visit  per  month  during  the  supervised  pe- 
riod of  pregnancy.  In  view  of  need  for  closer 
supervision  during  the  last  trimester,  it 
would  seem  appropriate  to  doubt  the  ade- 
quacy of  prenatal  care  in  this  group. 

Six  of  the  mothers  who  had  hospital  de- 
liveries ( 10  per  cent )  had  the  ideal  number 
of  visits.  All  six  had  begun  prenatal  visits 
by  the  end  of  the  third  month,  and  their 
prenatal  care  would  seem  to  have  been 
ciuantitatively  adequate  in  all  respects.  Be- 
cause of  complications,  9  mothers  ( 15  per 
cent)  had  more  than  the  ideal  number 
of  visits.  Four  of  these  mothers  did  not  see 
a  doctor  until  after  the  first  trimester,  leav- 
ing 5  who  began  their  visits  early  enough, 
completed  the  ideal  number  of  visits,  but 
also  made  additional  visits  because  of  com- 
plications. In  summary,  the  total  number  of 
mothers  ha\ing  hospital  deliveries  who  ap- 
pear to  have  had  an  ideal  amount  of  pre- 
natal care  is  11,  or  18  per  cent  of  the  group. 

It  is  difficult  to  define  the  limits  of  what 
would  be  called  minimally  adequate  pre- 
natal care.  If  the  mothers  who  did  not  see  a 
doctor  until  the  second  trimester  and  had 
less  than  the  ideal  total  of  visits,  but  made 
at  least  one  visit  per  month  were  placed  in 
one  group,  it  would  include  31,  or  50  per 
cent  of  the  mothers  having  hospital  deliv- 
eries. It  would  also  include  the  mothers 
whose  total  number  of  visits  reached  or  ex- 
ceeded the  ideal,  but  who  did  not  begin 
care  until  the  second  trimester  of  preg- 
nancy. 

Approximately  95  per  cent  of  this  group 
of  mothers  felt  they  had  received  an  ade- 
quate number  of  prenatal  visits.  Although 
no  attempt  has  been  made  to  define  exactly 
the  number  of  mothers  who  had  an  ade- 
quate number  of  visits  before  hospital  deliv- 
ery, there  would  seem  to  be  a  discrepancy 
between  the  number  who  had  a  question- 
able number  of  visits  and  the  number  who 
considered  their  care  adequate. 
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The  case  of  mothers  having  midwife  de- 
liveries is  more  striking.  Three  received  no 
prenatal  care  and  were  open  to  the  possi- 
bility of  many  types  of  misadventure  by  the 
onset  of  labor.  It  would  seem  that  all  9 
mothers  who  either  had  no  prenatal  care 
or  were  first  seen  in  the  last  trimester  of 
pregnancy  could  present  problems  in  last- 
minute  management.  These  9  constitute  11 
per  cent  of  the  group. 

Of  the  mothers  having  hospital  deliveries, 
32  per  cent  averaged  less  than  one  visit  per 
month.  In  the  group  attended  by  midwives 
the  corresponding  number  is  significantly 
higher — 60  per  cent  of  the  group.  It  would 
appear  doubtful  that  these  50  mothers  re- 
ceived adequate  prenatal   care. 

One  mother  who  had  a  midwife  delivery 
following  an  uncomplicated  pregnancy 
completed  exactly  the  ideal  number  of 
visits,  beginning  in  the  second  month.  An- 
other who  started  in  the  third  month  had  a 
complicated  pregnancy,  causing  her  to  make 
more  than  the  ideal  number  of  visits.  This 
makes  a  total  of  two  mothers  attended  by 
midwives  who  received  an  ideal  amount  of 
prenatal  care. 

Twenty-six  mothers  (31  per  cent)  began 
care  during  the  second  trimester  and  aver- 
aged at  least  one  visit  per  month.  The 
amount  of  prenatal  care  in  these  cases 
would  be  classified  somewhere  in  the  range 
of  adequate  to  moderately  inadequate.  The 
median  number  of  visits  for  mothers  start- 
ing care  in  each  month  is  approximately 
half  the  ideal  number  for  that  month. 

Eighty-five  per  cent  of  the  mothers  at- 
tended by  midwives  felt  that  they  had  been 
seen  an  adequate  number  of  times.  In  view 
of  the  number  of  mothers  who  had  ap- 
parently inadequate  care,  it  would  seem 
that  many  were  ignorant  of  what  consti- 
tutes good  prenatal  care. 

Influences  on  choice  of  delivery 

Reasons  given  by  mothers  for  choosing 
midwife  deliveries  suggest  a  definite  op- 
portunity for  improving  maternal  welfare. 
It  appears  that  of  the  84  women  interview- 
ed, at  least  50  (60  per  cent)  would  have 
been  amenable  to  the  idea  of  a  hospital 
delivery.   These   are   the   50   mothers   who 


reported  a  financial  problem  as  one  reason 
for  having  their  babies  at  home.  It  is  also 
recalled  that  5  mothers  chose  home  deliver- 
ies in  order  to  care  for  children  or  continue 
household  duties.  It  would  seem  that  these 
55  mothers  represent  a  group  in  which  the 
obstacles  to  the  advantages  of  a  hospital 
delivery  might  be  surmounted. 

With  the  exception  of  the  cases  of  precip- 
itous labor  resulting  in  delivery  before  the 
desired  facility  could  be  reached,  the  rea- 
sons for  midwife  delivery  expressed  by  the 
remaining  29  mothers  involve  some  element 
of  personal  feeling.  Financial  problems 
could  be  legislated  out  of  existence  within 
the  space  of  a  year,  but  circumvention  of 
personal  feelings  and  prejudices  would  re- 
quire effort  and  planning. 

To  illustrate:  Many  mothers  mentioned 
rumors  about  the  hospital;  one  cited  stories 
of  neglect,  mistreatment,  and  racial  par- 
tiality. A  27  year  old  Negro  gravida  VI, 
para  IV,  said  she  had  heard  that  hospital 
care  was  no  better  than  that  she  could 
receive  at  home.  A  16  year  old  Negro  para 
I,  gravida  I  objected  to  going  to  the  hos- 
pital because  she  had  heard  "they  get  you 
out  of  bed  fast." 

Social  inertia  or  custom  was  seldom  giv- 
en as  a  motivating  factor  in  the  choice  of 
facility.  The  brief  but  pointed  replies  of  two 
Negro  mothers  illustrate  such  attitudes. 
One  replied  simply,  "Just  always  been  that 
way."  The  other  stated  that  she  had  never 
been  in  the  hospital  and  for  that  reason 
did  not  want  to  be  delivered  there. 

Race  as  a  possible  influencing  factor  was 
not  extensively  discussed.  One  32  year  old 
Negro  mother  with  a  fifth  grade  education 
and  a  history  of  eighi  pregnancies  offered 
some  comments  on  this  subject.  With  re- 
gard to  her  children,  who  had  received  little 
medical  care,  she  said,  "Colored  folks  not 
like  white  folks;  children  don't  get  much 
care."  She  expressed  a  desire  to  be  steril- 
ized, but  said  that  her  husband  was  apath- 
etic and  uncooperative.  She  then  comment- 
ed, "Colored  folks  just  want  to  keep  on  hav- 
ing babies." 

One  couple  discussed  their  financial  im- 
pediment to  better  maternal  care.  The 
mother  had  a  tenth  grade  education,   and 
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there  were  11  children  to  support.  This 
woman  and  her  husband  agreed  that  "poor 
farmers"  couldn't  afford  hospital  care.  Thej^ 
wished  that  the  "price"  was  more  reason- 
able, and  felt  that  twice  as  many  babies 
would  be  delivered  in  the  hospital  if  the 
parents  could  afford  it.  They  approved  of 
the  "research  idea,"  were  happy  to  help, 
and  hoped  that  good  would  come  of  it.  They 
wished  that  "more  people  could  get  in  the 
hospital,  since  more  modern  conveniences 
would  save  more  babies. 

One  mother  indicated  that  pre\'ious  hos- 
pital experiences  had  influenced  her  choice 
of  a  delivery  facility.  This  35  year  old 
mother  of  eight  said  that  she  had  "felt 
lonely  and  upset"  when  previously  ad- 
mitted to  the  hospital  for  delivery. 

Implications  jor  the  Future 

A  large  proportion  of  the  mothers  studied 
in  this  project  were  obviously  victims  of 
socio-economic  depression.  Although  it 
would  be  difficult  to  correct  this  situation, 
the  presence  of  an  active  prenatal  clinic 
in  the  county  would  seem  to  indicate  that 
even  the  most  destitute  could  have  at  least 
adequate  prenatal  care.  Even  more  discour- 
aging is  that  a  significant  number  of  moth- 
ers who  were  delivered  in  the  hospital  and 
were  under  the  care  of  a  physician  also 
received  inadequate  prenatal  care.  Presum- 
ably, this  is  the  group  most  able  to  avail 
themselves  of  good  medical   care. 

The  reasons  for  this  situation  are  beyond 
the  scope  of  this  survey,  but  from  the  inter- 
views I  gained  the  impression  that  apathy. 
ignorance  of  good  health  practices,  and  sus- 
picion of  medical  facilities  were  the  respons- 
ible factors.  Mothers  attended  by  midwives 
appeared  to  have  no  concept  of  prophylac- 
tive  medicine.  An  effort  to  acquaint  them 
with  the  rudiments  of  maternal  physiology 
and  the  advantage  of  early  detection  of  im- 
pending difficulties  might  improve  their  re- 
sponse. Unfortunately,  the  limited  educa- 
tion of  these  mothei's  provides  poor  soil  for 
the  implantation  of  enlightened  concepts. 
However,  even  this  factor  does  not  fully 
account  for  the  low  fund  of  knowledge  and 
awareness  they  evidenced  in  the  interviews. 

Under    the    prevailing    circumstances    it 


would  appear  that  the  diligence  of  the  pub- 
lic health  nurses  in  following  each  preg- 
nancy is  the  most  hopeful  method  of  bring- 
ing adequate  care  to  the  greatest  number  of 
mothers.  In  this  connection  the  oi'iginators 
of  this  project  propose  to  investigate  the 
potential  of  better  liaison  between  the 
private  physician  and  public  health  agen- 
cies as  a  means  of  achieving  more  adequate 
supervision  of  each  pregnancy  in  the  coun- 
ty". 

It  is  unfortunate  that  so  many  of  the 
deliveries  in  this  county  are  performed  by 
midwives  with  minimal  medical  training. 
From  the  interviews  it  would  appear  that 
a  majortv  of  the  mothers  who  had  midwife 
deliveries  would  prefer  better  obstetric  serv- 
ice if  they  could  afford  it.  To  suggest  gov- 
ernment aid  in  such  cases  is  to  enter  a  field 
of  considerable  controversy.  A  more  agree- 
able solution  might  be  a  nurse-midwife  pro- 
gram. Though  far  from  ideal,  it  would  seem 
preferable  to  attendance  by  a  pei-.son  who 
could  do  no  more  than  call  for  help  in  the 
event  of  a  complication. 

It  is  a  tribute  to  the  public  health  direc- 
tor and  nurses  that  so  few  mothers  came  to 
deliver}'  with  no  prenatal  care  at  all.  These 
workers  were  observed  to  be  very  efficient 
in  operating  the  clinics  and  performing 
visiting  services  for  mothers  and  infants 
who  would  not  otherwise  be  followed. 

It  would  be  interesting  to  compare  War- 
ren with  other  rural  North  Carolina  coun- 
ties in  regard  to  the  number  of  medically 
indigent  mothers,  resources  for  health  care 
available  to  them,  and  their  use  of  such 
resources.  Although  the  day  of  the  tenant 
farmer  is  passing,  much  of  rural  North 
Carolina  would  seem  to  be  similar  to  War- 
ren with  regard  to  economy  and  educa- 
tion. Consequently  the  state  of  maternal 
welfare  in  much  of  the  state  would  closely 
resemble  that  described  in  this  paper. 

Summary 

A  group  of  mothers  from  a  rui-al  North 
Carolina  county  has  been  studied  with  re- 
gard to  the  adequacy  of  prenatal  care  and 
delivery  facility.  The  attitudes  of  the  moth- 
ers toward  these  aspects  of  maternal  care 
were  varied,   some  apparently  being  satis- 
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fied  with  less  than  adequate  service  and 
other  preferring  better  service  if  they  could 
afford  it. 

Data  were  collected  by  personal  inter- 
views with  a  random  sample  of  mothers 
who  were  delivered  in  the  county  during 
the  year  1960.  In  order  to  tabulate  the  re- 
sults, the  mothers  were  grouped  according 
to  type  of  obstetric  service:  delivery  by  a 
midwife,  home  delivery  by  a  physician,  and 
hospital  delivery  by  a  physician.  Results 
regarding  the  amount  of  prenatal  care  re- 
ceived were  shown  graphically  for  com- 
parison with  ideal  standards. 

Results  indicated  that  few  mothers  in 
any  of  the  three  groups  received  completely 
ideal  prenatal  care.  It  appeared  that  the 
proportion  of  mothers  who  received  inade- 
quate or  questionably  adequate  care  was 
larger  in  the  group  of  mothers  attended  by 
midwives.  However,  a  significant  number 
who  had  hospital  deliveries  also  received 
questionable  prenatal  care. 

The  reasons  given  for  choosing  a  hospital 
delivery  were  not  unusual  or  unexpected. 
A  majority  of  the  mothers  having  midwife 
deliveries  indicated  that  they  would  have 
gone  to  the  hospital  if  it  had  been  financial- 
ly possible.  A  small  number  indicated  sus- 
picion or  dislike  of  the  hospital. 

Conclusion 

It  was  concluded  that  the  low  level  of 
maternal  medical  care  in  the  county  was 
largely  due  to  financial  depression  and   a 


generally  low  educational  le\-el.  It  was  rec- 
ognized that  the  county  health  department 
has  striven  admirably  to  minimize  this  situ- 
ation. The  work  of  public  health  personnel 
appears  to  offer  the  best  immediate  aid;  the 
long-term  solution  to  the  maternal  health 
problem  in  this  covuity  involves  improving 
the  economic  and  educational  level  of  a 
large  segment  of  the  population. 
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A  Local  Cnronicle  or  tne  Inrluenzia  Epidemic  or  1918 

As  Gleaned  from  Newspaper  Accounts  of  the  Day 


H.  Garrett  Adams,  M.D. 
Winston-Salem 


Between  October  1,  1918,  and  March  1, 
1919,  North  Carolina  lost  13,703  of  its  citi- 
zens by  death  from  influenza.  According  to 
Dr.  W.  S.  Rankini  Director  of  the  State 
Board  of  Health,  the  monthly  death  toll  dur- 
ing the  epidemic  was:  October,  6561;  No- 
vember, 2083;  December,  1920;  January, 
2266;  and  February,  873.  The  rapid  onset 
and  development  of  the  epidemic,  together 
with  the  shortage  of  civilian  physicians  be- 


cause of  the  war,  created  difficult  admini- 
strative problems  on  local,  state,  and  nation- 
al levels.  The  difficulties  were  compounded 
b}'  the  highlj^  contagious  nature  of  the  dis- 
ease. According  to  Dr.  Rankin,  many  of 
the  overworked  physicians  and  nurses  were 
stricken  during  the  first  week  or  two  of  the 
epidemic.  He  stated  that  perhaps  no  com- 
munity in  North  Carolina  received  anything 
like  adequate  medical  and  nursing  care. 
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The  United  States  Public  Health  Service 
and  the  American  Red  Cross  joined  forces  in 
an  attempt  to  meet  the  challenge;  but  "in 
less  than  a  week  both  of  these  great  agen- 
cies, swamped  with  appeals  from  all  parts 
of  the  country  for  doctors  and  nurses,  threw 
up  their  hands  in  despair  and  admitted 
their  inability  to  supply  the  urgent  appeals 
for  help.  In  combatting  the  epidemic,  all  the 
doctors  of  the  state  were  overworked,  their 
vitality  dangerously  drawn  upon,  and  prob- 
ably more  than  half  of  the  profession  con- 
tracted the  disease." 

Dr.  Wingate  Johnson  of  Winston-Salem 
estimated  that  he  worked  30  or  40  hours 
on  a  stretch  at  the  height  of  the  epidemic. 
Most  of  the  patients  were  visited  in  their 
homes  because  they  were  quarantined.  Dr. 
Johnson  might  sleep  about  four  hours,  call 
his  nurse  to  have  a  new  supply  of  tongue 
depressors  and  medicine  ready  when  he 
came  by  the  office,  then  be  off  again. 

Following  is  a  chronicle  of  events  up  to 
and  during  the  epidemic,  in  and  around 
Winston-Salem,  during  the  months  of  Oc- 
tober and  November,  1918.  The  information 
was  gleaned  from  reports  appearing  in  the 
Tivin  City  Sentinel-.  Particular  attention  is 
drawn  to  the  development  of  the  epidemic, 
the  difficulty  presented  by  the  desire  of 
people  to  congregate  for  various  reasons,  and 
the  futile,  almost  ludicrous  attempts  at 
treatment  that  were  resorted  to  by  the  popu- 
lation. 

Tuesday,  October  1 

A  United  States  Public  Health  Official 
passing  through  Wilmington,  North  Caro- 
lina, announces  that  he  will  remain  in  the 
city  to  try  to  curb  the  epidemic.  Announce- 
ments proclaim:  Annual  Piedmont  Fair 
Opens  Today  ....  See  Becker  Brothers 
Pianos  on  Exhibit  just  as  the  disease  is  be- 
ginning to  spread. 

Wednesday,  October  2 

A  front-page  headline  reports:  Immense 
Croivd  Attends  Second  Day  of  Fair.  In  one 
corner  of  the  same  page,  however,  is  an 
ominous  item  from  Washington,  D.  C,  bear- 
ing the  caption,  Spanish  Influenza  Still 
Spreading.  "Conferences  were  held  with 
managers   of  motion   picture   theaters   and 


other  public  places,  looking  toward  improve- 
ment of  conditions  to  check  the  spread  of 
infection." 

Locally  it  is  noted  that  services  are  being 
held  at  the  Salvation  Army  hall  simultan- 
eously with  the  fair. 

Dr.  Bulla,  Director  of  the  Forsyth  County 
Board  of  Health,  asks  physicians  to  report 
all  cases  of  influenza  or  grippe  for  inclusion 
in  his  weekly  report  to  the  United  States 
Public  Health  Service.  Concern  is  expressed 
about  a  possible  epidemic  among  soldiers. 

Thursday,  October  3 

A  front-page  story  is  headed:  Record- 
breaking  Attendance  at  Fair  Wednesday. 
It  goes  on  to  say:  "Early  in  the  afternoon 
the  grounds  were  packed,  and  that  condition 
continued  throughout  the  evening.  From 
eight  o'clock  on,  the  grounds  were  a  spirited 
mass  of  humanity,  everyone  enjoying  him- 
self to  the  limit." 

Friday,  October  4 

In  Roanoke,  Virginia,  less  than  200  miles 
from  Winston-Salem,  it  is  announced  that 
public  schools  are  closed  in  Floyd  County 
owing  to  the  spread  of  Spanish  influenza — 
more  than  500  cases  in  Roanoke  alone. 
Church  services,  the  October  Circuit  Court, 
and  other  scheduled  events  are  cancelled. 
Ministers  are  asked  to  discuss  the  epidemic 
in  their  sermons  to  and  warn  the  people 
against  careless  spitting  and  coughing. 

Officials  of  Davidson  College  report  60 
cases  of  influenza  during  the  opening  days 
of  the  session.  "Fortunately  it  has  been  only 
a  very  mild  type  and  there  have  been  no 
serious  illnesses  other  than  high  fever." 
(This  is  characteristic  of  influenza.) 

In  spite  of  the  epidemic,  Salemites  are  still 
holding  social  functions:  Rally  Social  Held 
at  Trinity  Moravian  Church — Splendid  At- 
tendance. "Everyone  locally  is  looking  for- 
ward to  the  heralded  performances  here  at 
the  auditorium  tomorrow,  matinee  and 
night,  of  the  black-face  organization  Para- 
mount, Gus  Hill's  Big  Ministrels." 

Although  Winston-Salem  is  apparently 
oblivious  of  the  danger,  nearby  Burlington 
is  preparing  for  it.  On  the  same  page  with 
the  foregoing  social  plans  it  is  reported 
that  Burlington  Puts  Ban  on  Public  Gather- 
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ings  jor  14  Days.  (Although  there  were  few 
cases  there  at  the  time,  it  was  hoped  that  the 
measure  would  prevent  entrenchment  of  the 
disease.)  -  ' 

From  Raleigh  comes  the  report:  "The 
State  Board  of  Health,  with  the  advice  of  the 
government  and  State  Superintendent  of 
Schools,  today  called  on  the  authorities  of 
every  town  or  community  where  influenza 
appears,  promptly  to  close  the  school  and 
all  public  meetings  ...  It  [influenza]  is  now 
spreading  from  Wilmington  up  the  Atlantic 
Coast  and  inland  via  the  Atlantic  Coast  Line 
and  Seaboard  railways." 

Nationally,  the  Surgeon  General  recom- 
mends closing  churches,  schools  theaters, 
and  public  institutions  in  every  community 
where  the  epidemic  develops  ....  Phila- 
delphia Reports  Epidemic  ....  The  Surgeon 
General  issues  a  pamphlet  containing  all 
available  information  about  the  disease. 
Simple  methods  relative  to  its  prevention, 
manner  of  spread,  and  care  of  patients  are 
given. 

Saturday,  October  5 

Public  meetings  are  still  being  planned 
in  the  Twin  City.  The  front  page  of  the 
paper  announces:  Mass  Meeting  for  the  Lib- 
erty Loan  Tomorrow,  ....  Maude  Adams  To 
Be  Here  Tuesday  at  Auditorium;  Capacity 
House  for  This  Play  Expected  ....  Special 
Reduced  Rates  of  Rail  to  Virginia  State  Fair 
....  Colored  Fair  Scheduled  Oct.  15-17  .... 
"One  hundred  members  of  the  Board  of 
Churches  of  Salem  congregation  attended 
a  party  held  Friday  night." 

The  Board  of  Aldermen  holds  special  ses- 
sion to  discuss  closing  of  schools  and  other 
public  meeting  places  as  a  result  of  a  State 
Board  ordinance  received  by  Dr.  R.  L.  Carl- 
ton, City  Health  Officer.  Dr.  Carlton  said 
there  have  been  119  mild  cases  of  inflenza 
in  the  city.  Dr.  Bulla  reported  2  cases  at 
Hanes  Station  and  7  at  Walkertown.  (The 
ordinance  was  put  in  force  at  the  special 
session  of  the  Board  of  Aldermen  last  night. ) 

Sunday,  October  6 

Bishop  Edward  Rondthaler,  in  his  Mem- 
orabilia of  Fifty  Years^,  makes  a  sad  com- 
mentary on  the  times:  "On  October  6,  for  the 


first  time  perhaps,  in  the  151  years  of  its 
history,  the  church  was  closed  for  worship, 
with  all  the  other  churches  of  the  commu- 
nity, because  of  a  serious  outbreak  of  Span- 
ish influenza." 

Monday,  October  7 

The  State  Health  Order  is  extended  for  a 
week;  75  new  cases  are  reported  since  Satur- 
day night,  and  some  social  functions  are 
cancelled.  Admiral  McGowan  sends  a  tele- 
gram to  the  people  after  cancellation  of  the 
city-wide  Liberty  Loan  meeting.  Maude 
Adam's  appearance  at  the  auditorium  is 
cancelled. 

Despite  the  early  precautions  taken  by 
Roanoke,  Virginia,  the  city  is  reported  to  be 
hard  hit  by  the  epidemic. 

Tuesday,  October  8 

Fifty  thousand  cases  of  influenza  in  20 
Southern  cities  are  reported  unofficially, 
but  in  Tidewater,  Virginia,  where  the  ma- 
lady first  took  hold,  no  new  cases  are  report- 
ed. Mild  weather  in  the  South  supposedly 
has  contributed  to  the  less  virulent  form  of 
the  disease  encountered  here.  The  Hampton 
Roads  Section  of  Virginia,  comprising  Nor- 
fold,  Newport  News,  and  Portsmouth,  has 
reported  more  than  10,000  cases,  Richmond 
10,000,  and  Jacksonville  3,000. 

Dr.  Carlton  describes  the  situation  here  as 
satisfactory,  but  makes  the  following  recom- 
mendations: Use  individual  paper  cups  for 
drinks  and  paper  saucers  for  ice  cream;  boil 
spoons  or  use  recommended  disinfectant. 
He  also  encourages  children  to  use  play- 
grounds. 

A  teacher  at  Salem  College  conducts  class- 
es by  telephone  through  a  special  hook-up 
arranged  by  the  telephone  company. 

Monday,  October  14 

Spanish  Influenza  Germ  Is  Isolated,  reads 
a  front-page  announcement.  (It  is  hard  to 
determine  what  organism  was  meant  at  this 
time,  but  it  was  probably  Hemophilus  in- 
fuenzae,  which  had  actually  been  isolated 
by  Pfeiffer  in  1892.  It  was  such  a  common 
secondary  invader  in  1918  that  it  was  mis- 
taken for  the  causative  organism.) 

The  mayor  of  High  Point  dies  of  influenza. 
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Tuesday,  October  15 

The  epidemic  in  Winston-Salem  continues 
unabated.  Since  Saturday  more  than  500 
new  cases  have  been  reported. 

Wednesday,  October  16 

Washington,  Oct.  16 — During  the  week 
ending  October  12  there  were  6112  influenza 
deaths  in  30  cities  across  the  nation  in  con- 
trast to  19  in  the  week  ending  September  14, 
when  the  disease  got  its  first  foothold  in 
Boston.  The  same  week  (October  5-12)  there 
were  4409  deaths  from  pneumonia. 

Soda  fountains  in  Winston-Salem  are 
closed. 

Dr.  Carlton  reported  at  10:00  a.m.  that 
during  the  past  48  hours  the  condition  has 
gotten  worse.  There  have  been  more  than 
3000  cases  in  the  city  since  it  started.  He 
advises  against  too  frequent  gargling: 
"Don't  take  aspirin  unless  prescribed  by  a 
doctor  and  don't  gargle  more  than  three  or 
four  times  a  day.  Above  all,  don't  get  hys- 
terical." 

TJiursday,  October  17 

Tobacco  houses  are  closed  in  Winston- 
Salem.  Stores  are  ordered  closed  at  5:00  p.m. 
on  week  days  and  at  7:00  on  Saturdays.  No 
special  sales  will  be  held  and  no  goods  sent 
to  homes  on  approval. 

Associated  charities  took  soup  and  other 
"proper  foods"  to  75  sick  families  yesterday. 
The  organization  will  move  to  the  domestic 
science  department  of  the  high  school  to- 
morrow to  prepare  food  for  families  in  which 
everyone  is  sick  and  for  patients  who  live 
alone. 

Emergency  hospitals  will  be  established 
for  white  and  colored  patients.  Ladies  of  the 
city  will  serve  as  nurses. 

The  United  States  Public  Health  Service 
is  recei\'ing  a  nightly  wire  from  the  city 
and  county  reporting  the  number  of  new 
cases  and  deaths.  Owing  to  the  illness  of 
workers  and  the  load  of  emergencj'  calls, 
people  are  asked  to  use  the  telephone  only 
when  necessary.  Since  October  7,  2365  cases 
and  25  deaths  have  been  reported,  but  it  is 
estimated  that  this  represents  less  than  half 
the  actual  number  of  cases. 


The  Red  Cross,  Associated  Charities,  and 
the  Forsyth  Medical  Society  decide  to  estab- 
lish an  emergency  hospital  for  white  pa- 
tients at  North  Winston  School  and  one  for 
colored  patients  at  Depot  Street  School. 

Friday,  October  IS 

The  Rotary  Club  will  provide  50  beds, 
mattresses,  and  pillows  for  each  of  the  emer- 
gency hospitals.  The  Red  Cross  is  providing 
one  registered  nurse  and  five  untrained 
nurses  for  each  hospital,  in  addition  to  medi- 
cine, bed  linen,  and  other  supplies. 

Mrs.  John  W.  Hanes,  who  has  four  sons  in 
the  Service,  has  offered  her  splendid  house 
on  West  Fourth  Street  as  an  emergency  hos- 
pital. Men  are  being  solicited  to  serve  as 
orderlies.  Many  women  have  volunteered  to 
serve  food,  and  men  are  expected  to  respond 
to  the  call  for  help  "equally  as  well." 

Monday,  October  21 

The  colored  hospital  opens  this  morning  at 
Depot  Street  School.  More  trained  nurses  are 
needed. 

Franklin  D.  Roosevelt,  Secretary  of  the 
Na\'y,  has  been  seriously  ill  with  influenza, 
but  is  back  at  his  desk  now. 

Tuesday,  October  22 

Associated  Charities  carries  milk,  soup, 
and  Brunswick  stew  to  about  200  people 
today. 

Wednesday,  October  23 

Dr.  Carlton  received  a  telegram  yesterday 
from  Daniel  C.  Roper,  Commissioner  of  In- 
ternal Revenue,  stating  that  Collector  Watts 
would  supply  the  necessary  whiskey  for 
relieving  the  influenza  epidemic  in  Win- 
ston-Salem. He  was  directed  to  deliver  seiz- 
ed whiskey,  tax  paid,  where  the  emergen- 
cies exist;  however.  Collector  Watts  said  it 
had  all  been  used  already. 

Thursday,  October  24 

The  County  Health  Department  has  es- 
tablished an  emergency  hospital  at  Hanes 
Station.  Dr.  Carlton  expects  abatement  of 
the  epidemic  at  an  earlj'  date.  Mr.  H.  E. 
Fries,  director  of  the  local  Red  Cross,  has 
enlisted  ministers  for  a  house-to-house  can- 
vass to  determine  the  extent  of  the  problem. 


(To  be  Concluded) 
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NEW  VOICES,  NEW  EMERGENCY 
ROOMS 

Part  of  the  changing  medical  scene,  to- 
gether with  new  patterns  of  practice  and 
new  ways  of  paying  for  medical  care,  is  the 
growing  attention  being  paid  to  the  all-day, 
every-day  outpatient  facility  inaccurately 
referred  to  as  the  emergency  room.  For  a 
while  there  was  a  vague  feeling  that  in- 
creased use  of  the  emergency  room  was  one 
of  the  habits  acquired  during  the  war,  but 
it  is  now  obvious  that  other  factors  are  re- 
sponsible. More  hospitals,  better  transporta- 
tion, the  growing  preference  of  physicians 
to  see  patients  in  well-equipped  facilities 
rather  than  in  homes— all  these  factors  have 
wrought  the  change  in  emergency  rooms. 

It  matters  not  that  many  patients  consid- 


er an  emergency  to  be  that  time  when  they 
want  to  see  the  doctor  right  away,  and  fail 
to  consult  the  dictionary  to  see  if  this  is  the 
correct  definition.  The  fact  is  that  when 
their  doctor  (if  they  have  one)  is  not  im- 
mediately available,  they  get  into  their 
car  and  hie  themselves  off  to  the  nearest 
emergency  room.  What  happens  when  they 
arrive  will  probably  be  a  major  factor  in  de- 
termining their  impressions  of  hospitals  and 
the  medical  profession — and  rightly  so.  De- 
ficiencies in  emergency  room  care,  both 
substantive  in  regard  to  handling  of  mass 
casualties,  and  immaterial  in  regard  to  at- 
titudes, have  been  brought  to  the  attention 
of  the  profession.  Every  physician,  like  it  or 
not,  is  concerned  with  these  matters,  and 
should  profit  from  the  comments  of  Dr. 
James  Spencer  in  this  issue  of  the  Journal. 
*     *     * 

RESPONSIBLE  MEMBERSHIP 

Organization  is  the  accepted  pattern  of 
complex  modern  society.  Individual  intent 
has  come  to  be  increasingly  mediated  as  the 
function  of  group  action.  While  the  prin- 
ciples and  objectives  of  the  group  must 
ideally  represent  the  combined  will  of  those 
who  comprise  its  membership,  enlightened 
individual  opinion  is  essential  to  a  vigorous 
and  effective  organization.  Apathy,  indif- 
ference and  non-participation  inevitably 
detract  from  the  strength  of  the  whole. 

Critical  analysis  of  the  conduct  of  the  af- 
fairs of  the  Medical  Society  is  a  continuing 
responsibility  of  its  members.  Such  evalua- 
tion is  best  derived  from  knowledgeable 
and  creative  participation  in  society  func- 
tions; not  based  upon  remote  and  hearsay 
information.  Personal  involvement  in  the 
program  of  the  Medical  Society  can  develop 
ideas  to  broaden  the  scope  and  enhance  the 
quality  of  society  activities. 

These  comments  are  prompted  by  a  crit- 
ical letter  relating  to  the  program  of  the 
Annual  Meeting  in  May,  written  by  a  mem- 
ber not  in  attendance  and  who,  according 
to  record,  has  registered  at  only  one  annual 
meeting  in  fourteen  years.  Could  it  be, 
"There  are  those  who  expect  to  reach  the 
promised  land  without  going  through  the 
wilderness"? 

J.S.R. 
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HOW  DO  YOU  FEEL,  DOCTOR? 

Watching  the  A.M. A.  members  going 
through  the  physical  examination  and  lab- 
oratory work  offered  them  at  the  San  Fran- 
cisco meeting  prox'oked  many  thoughts.  In 
the  few  instances  when  the  matter  has  been 
studied,  it  seems  that  serious  illness,  such 
as  cancer,  is  diagnosed  later  when  it  occurs 
in  physicians  than  in  the  general  public. 
Perhaps  the  better-equipped  rationalizing 
mechanisms  of  the  physician  can  explain 
away  symptoms  and  signs  which  would 
prompt  a  layman  to  seek  help.  In  any  event, 
the  profession  is  well  aware  of  the  physi- 
cian's delinquency  in  matters  pertaining  to 
his  own  health,  and  has  been  trying  to  do 
something  about  it.  Many  physicians  are  so 
situated  that  it  is  difficult  for  them  to  have 
regular  medical  examinations.  Others  are 
reluctant  to  do  so  for  fear  that  rumors 
about  their  health  will  spread,  to  the  detri- 
ment of  their  practice.  Examinations  re- 
moved from  physician's  home  town  seem  to 
help  the  situation,  although  a  relatively 
small  percentage  of  registrants  at  the 
A.M. A.  meeting  take  advantage  of  their 
opportunity. 

The  Medical  Society  of  the  State  of  North 
Carolina  is  considering  making  physical  ex- 
aminations and  laboratory  studies  avail- 
able at  its  annual  meeting  also.  This  is  a 
major  undertaking,  and  one  which  demands 
a  great  deal  of  thought  and  preparation. 
If  the  members  have  useful  observations 
concerning  the  matter,  a  letter  to  this  Jour- 
nal or  to  the  President  of  the  Society  would 
help. 

THE  FLU 

If  an  epidemic  of  disease  can  be  consid- 
ered to  have  nostalgic  or  antiquarian  value, 
the  flu  epidemic  of  1918-1919  qualifies. 
Terrible  as  it  was,  most  of  those  who  lived 
through  it  have  tales  to  tell  about  it  rang- 
ing from  the  tragic  to  the  comic.  The  in- 
fluenza epidemic  of  1957-1958  has  yet  to 
achieve  such  status,  and  perhaps  it  never 
will.  It  is  interesting  to  note  how  often 
epidemics  of  disease  have  proved  a  stimulus 


to  literature,  ranging  from  the  Decameron 
of  Boccaccio  to  Albert  Camus'  allegorical 
setting  of  the  human  existential  question 
as  an  epidemic  disease  in  "The  Plague." 

The  account  of  the  life  and  times  in  Win- 
ston-Salem during  the  1918  epidemic  has 
no  high  pretensions.  It  does  afford  a  small 
glimpse  of  what  happened  in  a  small  Amer- 
ican town,  and  embodies  in  it  the  status  of 
medical  information  and  folklore  relating 
to  infectious  disease  at  that  time.  The  lesser 
sophistication  of  medical  reporting  at  the 
time  its  noteworthy.  Perhaps  most  surpris- 
ing is  the  similarity  of  what  happened  then 
to  what  happened  in  1957-58,  despite  the 
discovery  in  the  intervening  40  years  of  the 
causative  agent  of  influenza  and  vaccines 
with  at  least  some  utility.  If  the  account 
does  nothing  to  prepare  us  medically  for 
the  next  epidemic,  it  vciay  at  least  prepare 
us  as  members  of  the  community. 


PART-TIME  STRIKES 

In  a  recent  issue  of  the  Saturday  Review, 
the  cynical  comment  is  made  that  Belgian 
doctors  could  learn  a  lot  about  how  to  stage 
a  strike  from  their  brothers  in  the  United 
States.  The  Belgians  made  everyone  angry 
by  stopping  e\-erything  but  emergency  ser- 
vices, suggests  the  Saturday  Review,  while 
American  physicians  go  on  strike  nights  and 
week-ends  only.  This  bit  of  hyperbole  con- 
tains an  opinion  held  by  large  segments 
of  the  public  and  by  some  physicians  as 
well.  Pious  pronouncements  will  not  im- 
prove the  situation.  It  seems  that  society 
has  evolved — if  that  is  the  word — to  the 
point  where  everyone  in  this  country  ex- 
pects a  modest  work  week  as  a  birthright, 
along  with  the  items  contained  in  the  De- 
claration of  Independence.  At  the  risk  of 
seeming  pragmatic,  we  must  admit  that  im- 
provements in  the  situation,  and  in  the  atti- 
tude of  the  Saturday  Revieiv,  are  not  likely 
to  come  about  through  moral  reform,  but 
rather  from  some  system  of  completely 
available  medical  care,  24  hours  a  day, 
seven  days  a  week. 
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COMMUNICATIONS 


One  of  the  major  areas  of  breakdown  in 
professional  relations  is  that  of  communica- 
tions. This  is  especially  vital  in  three  dis- 
tinct fields: 

The  patient:  Communication  with  the  pa- 
tient in  time  of  illness  is  essential  if  one 
is  to  instill  the  confidence  and  peace  of  mind 
so  important  to  recovery.  Too  often  the  dis- 
ease and  its  treatment  are  described  in  the 
briefest  possible  way  and  in  terms  unfami- 
liar to  the  patient  or  his  family.  Questions, 
whether  trivial  or  important,  often  receive 
a  quick  but  unsatisfactory  answer.  An  in- 
formed patient  is  a  cooperative  patient,  and 
the  few  minutes  required  to  explain  to  him 
his  illness,  its  nature,  and  treatment  is  a 
small  price  to  pay  for  his  more  rapid  re- 
covery, his  loyalty,  his  acceptance  of  respon- 
sibility, and  an  increased  respect  for  the 
medical  profession. 

The  public:  One  of  the  carry-overs  from 
the  earlier  days  of  medical  treatment  is  the 
aura  of  mysticism  with  which  we  some- 
times tend  to  enshroud  ourselves.  No  doubt 
this  was  an  effort  on  the  part  of  earlier 
practitioners  to  make  a  good  impression  or 
to  create  an  image  of  importance,  possibly 
to  mask  ignorance  or  inexperience.  With  an 
enlightened  public  and  the  manifestation 
of  increased  interest  and  education  in  all 
things  medical,  this  mystery  is  no  longer 


common.  Certainly  we  should  at  all  times 
protect  the  patient's  confidence,  but  care- 
fully worded  information  to  the  public 
through  the  proper  media  of  communica- 
tion will  unquestionably  engender  better 
cooperation  with  those  who  would  sit  in 
judgment  of  our  profession. 

Colleagues:  Communication  between  phy- 
sicians in  professional  matters  is  notably 
derelict  and  the  patient  is  usually  the  loser. 
This  is  particularly  true  in  the  case  of  con- 
sultations when  the  requesting  doctor  fails 
to  provide  the  necessary  background  in- 
formation. Just  as  important,  however,  is 
communication  in  matters  pertaining  to 
proper  functioning  of  organized  medicine. 

Good  communication  should  be  main- 
tained between  the  officers  of  county,  state, 
and  national  medical  organizations,  and 
physicians  at  the  local  levels.  Only  in  this 
manner  can  the  latter  be  kept  informed 
regarding  economic  and  legislative  matters 
affecting  the  profession,  and  those  in  the 
higher  echelons  informed  of  the  needs  and 
wishes  of  the  practicing  physician. 

It  is  my  privilege  and  responsibility 
through  the  medium  of  the  President's  page 
to  see  that  proper  lines  of  communication 
are   maintained   and  its   readers   informed. 

Theodore   S.   Raiford,   M.D. 


-^nston-Solem      .Greensboro 

•••  CO    •o»         .  • 

•  _  Raleigh       ^       • 


MATERNAL    DEATHS    REPORTED    IN    NORTH   CAROLINA 
SINCE    JANUARY  1,1964 


Each   dot  represents  one  deotti 


358 


NORTH    CAROLINA   MEDICAL   .TOl'RNAL 


August,  1964 


Correspondence 

PSYCHIATRIC  TRAINING  FOR  THE 
PHYSICIAN 
To  the  Editor: 

The  Medical  Society  of  the  State  of  North 
CaroUna  strongly  urges  the  physician  to 
avail  himself  of  further  training  in  psychia- 
try. The  state  mental  hospitals  with  their 
resources,  abundance  of  patients,  and  easy 
accessibility  offer  excellent  study  opportuni- 
ties for  North  Carolina  physicians.  A  few- 
months  ago,  while  attending  a  mental  health 
meeting  in  Raleigh,  I  asked  Dr.  Jack  Black- 
ley  about  the  possibility  of  obtaining  a  sur- 
vey course  in  psychiatry  at  John  Umstead 
Hospital.  He  said  that  there  was  no  such 
course  in  existence  but  that  if  someone 
would  take  the  course  he  would  see  that  it 
was  set  up.  In  April  I  went  to  Umstead  Hos- 
pital and  started  a  two  weeks  general  orien- 
tation and  survey  course.  Dr.  Blackley  and 
Dr.  Zarzar  had  arranged  a  course  which 
proved  to  be  very  interesting  and  informa- 
tive. 

It  is  hoped  that  this  type  program  can  be 
made  available  to  other  physicians  in  the 
state  who  are  interested  in  furthering  their 
training  in  psychiatric  concepts  and  their 
proficiency  in  the  management  of  the  my- 
riads of  patients  they  see  with  emotionally 
manifest  illness.  It  is  felt  by  many  who  are 
closely  associated  with  the  state  mental  in- 
stitutions that  these  hospitals  are  natural 
places  to  provide  excellent  on-the-job  train- 
ing for  physicians. 

My  course  which  covered  two  consecutive 
weeks  consisted  of  four  general  categories 
of  training. 

(1)  Ward  rounds,  case  conferences  and  inter- 
views with  patients. 

(2)  Seminars  and  lectures  by  physicians  such 
as  Dr.  Hans  Lowenbach,  Dr.  John  Rosen 
and  Dr.  Paul  Hoawen. 

(3)  Tours  of  and  familiarization  with  the  work 
of  Murdock  Center  Diagnostic  Clinic,  the 
Alcoholic  Rehabilitation  Center  and  the 
Watts  Hospital  Aftercare  Clinic. 

(4)  Orientation  in  the  work  of  various  ancillary 
departments  within  John  Umstead  Hospital 

-    such  as  nursing  service,  occupational  ther- 
apy and  social  service. 
Far  from  the  least  pleasant  aspect  of  my 
two  weeks  of  work  was  my  association  with 
the  personnel.  From  the  attendants  to  the 


Superintendent,  Dr.  Zarzar,  everyone,  with- 
out exception,  was  friendly,  cordial,  helpful 
and  seemed  genuinety  interested  in  making 
me  feel  welcome  at  John  Umstead  Hospital. 

I  would  like  to  offer  a  suggestion  or  two 
concerning  this  type  of  course  for  physi- 
cians. I  am  certain  that  many  doctors  will  be 
reluctant  to  take  two  weeks  away  from  their 
practice.  It  is  my  opinion  that  the  course  can 
be  concentrated  into  one  week.  The  cate- 
gories of  instruction  seem  excellent;  those 
in  authority  are  eminentlj'  capable  of  allo- 
cating the  proper  amount  of  time  to  each 
category.  It  seems  that  it  would  be  practical 
to  offer  an  optional  second  week  to  anyone 
wishing  to  take  further  work  along  this  line. 

I  want  to  express  my  sincere  appreciation 
to  all  who  had  a  part  in  making  a  very  valu- 
able and  interesting  experience  of  my  two 
weeks  orientation  and  survey  course  in  psy- 
chiatry for  the  nonpsychiatrist  physician  at 
John   Umstead   Hospital. 

C.  0.  Plyler,  Jr.,  M.D. 


Bulletin  Board 


COMING  MEETINGS 

Joint  ^rcctinj"  <>f  <li<'  Noith  and  Soulli  Carolina 
Societies  of  Opiitlialniology  and  Otolar.yngology — 

Barringer  Hotel,   Charlotte,   Septemlaer   13-15. 

Cape  Fear  Valley  Hospital  Annual  >IedicaI 
Synii)o.siuni — Klena's  Charcoal  Steak  House,  King 
Shopping  Center.  3434  Bragg  Boule\-ard,  Fayette- 
ville,  September  24. 

Forsyth  County  Heart  Association,  15th  .\n- 
nual  Syniposiiini — Hotel  Roliei't  E.  Lee.  Winston- 
Salem,  Septemlier  25. 

Conclave  of  State  Society  Officers  and  Coni- 
mittes — Mid  Pines  Cluli,  Southern  Pines,  Sep- 
tember 25-27. 

North  Carolina  Societ.y  for  Crippled  Children 
and  .Adults,  2!»th  .Annual  Meeting — Sheraton-Bai- 
ringer  Hotel,  Charlotte,  Octol)er  2-4. 

:>rerklenburg  County  .A.AGP  Fourth  Charlotte 
Postgraduate  Seminar — Preslivterian  Hosijital. 
Charlotte,  October  7-S. 

Raleigh  .Academy  of  ^ledicine  >lee(ing — Sir 
Walter  Hotel,  Raleigh,  October  8. 

Dnke  University  Postgraduate  Aledical  Sem- 
inar Cruise — M.  S.  Kungsholm,  New  York  City, 
November  4-10. 

North  Carolina  Pediatrics  Societ.y,  Annual 
Meeting — Mid  Pines  Club,  Southern  Pines,  No- 
vember 13. 

Tennessee  Valle.y  ^Icdical  Assembly — Tivoli 
Theater,  Chattanooga,  September  28-29. 

First  National  Congress  on  Strokes — The  Pal- 
mer House,  Chicago,  October  29-31. 
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New  Members  of  the  State  Society 

Drs.  William  Fred  Mayers,  PH,  603  Morgan 
Creek  Road,  Chapel  Hill;  John  Francis  Fitzpat- 
rick,  Path,  Randolph  Hospital,  Asheboro;  Jack 
Donovan  Gift,  R,  136  Woodruff  Street,  Elkin; 
Richard  Woodard  Hudson,  GP,  Bayboro;  Phillip 
Alan  Sellers,  1,  510  7th  Ave.,  W.,  Hendersonville. 

News  Notes  from  the 

Bowman  Gray  School  of  Medicine 

of  Wake  Forest  College 

Mrs.  Ethel  M.  Nash,  assistant  professor  of  pre- 
ventive medicine  at  the  Bowman  Gray  School  of 
Medicine  was  recently  named  president-elect  of 
the  Amrican  Association  of  Marriage  Counselors, 
Inc. 

She  will  become  the  organization's  first  presi- 
dent from  North  Carolina  when  she  is  installed 
at  the  annual  meeting  in  1965. 

Mrs.  Nash,  senior  editor  of  a  recent  book  on 
"Marriage  Counseling  and  Medical  Practice,"  has 
served  as  vice  president  of  the  association  for 
the  past  year.  She  will  succeed  Dr.  Aaron  L. 
Rutledge  of  Detroit,  director  of  the  Merrill- 
Palmer  Institute  of  Marriage  Counseling,  as 
president. 

Mrs.  Nash,  a  family  life  specialist,  was  ap- 
pointed to  the  faculty  of  the  Bowman  Gray 
School  of  Medicine  in  1956.  She  is  one  of  seven 
North  Carolina  members  of  the  American  Asso- 
ciation of  Marriage  Counselors,   Inc. 

Wake  Forest  College,  through  the  Bowman 
Gray  School  of  Medicine,  conferred  its  first  Ph.D. 
degree  in  June. 

It  went  to  Russell  J.  Reiter  of  Cold  Spring, 
Minnesota,  who  completed  requirements  for  the 
degree  in  anatomy. 

Reiter,  a  graduate  of  St.  John's  University, 
studied  for  one  year  at  the  Llniversity  of  North 
Dakota  as  a  graduate  fellow  of  the  National 
Science  Foundation  before  enrolling  in  the  grad- 
uate program  of  the  Bowman  Gray  School  of 
Medicine  in  1960. 

He  received  the  M.S.  degree  in  1961,  the  same 
year  the  medical  school  became  the  first  division 
of  Wake  Forest  College  to  offer  course  work 
leading  to  the  Ph.D.  degree.  The  program  was 
initiated  in  the  Department  of  Anatomy.  Grad- 
uate course  work  at  the  doctoral  level  is  now 
offered  by  five  of  the  medical  school's  basic 
science  departments. 

Reiter  prepared  his  dissertation  on  "A  Study 
of  Vitamin  A  Deficiency  and  Uterine  Keratiniz- 
ing Metaplasia." 

*     *     * 

Miss  Betty  Withrow,  medical  librarian  at  the 
Bowman  Gray  School  of  Medicine,  has  been 
elected  secretary  of  the  Medical  Library  Asso- 
ciation, an  international  organization  with  a 
membership  of  more  than  1,200. 


A  former  librarian  at  the  University  of  Buf- 
falo School  of  Medicine,  she  joined  the  staff  of 
the  Bowman  Graj'  School  of  Medicine  in  Feb- 
ruary,  1963. 

*  *     * 

Richard  L.  Burleson,  the  first  person  from 
his  hometown  of  Badin  to  study  medicine,  is 
the  recipient  of  the  highest  honor  that  can  be 
bestowed  on  a  student  by  the  faculty  of  the 
Bowman  Graj'  School  of  Medicine. 

He  was  presented  the  Faculty  Award  at  the 
annual  student  awards  ceremony  during  com- 
mencement week. 

One  of  six  students  to  receive  recognition 
for  special  achievement  in  scholarship  and  med- 
ical writing,  he  was  one  of  44  members  of  the 
graduating  class  who  received  the  M.D.  degree. 

The  Faculty  Award  is  given  annually  to  a 
senior  student  who  has  demonstrated  outstand- 
ing scholarship  and  character  during  four  years 
of  medical  education. 

He  was  also  presented  the  Obstetrics  and  Gyne- 
cology Merit  Award. 

Burleson,  a  Phi  Beta  Kappa,  a  Reynolds  Schol- 
ar and  a  member  of  Alpha  Omega  Alpha,  is  a 
magna  cum  laude  graduate  of  Wake  Forest 
College.  He  was  presented  the  Eben  J.  Caren 
Award  in  Anatomy  during  his  first  j'ear  of  med- 
ical school  and  the  Roche  Award  at  the  end  of 
his  sophomore  year. 

He  is  now  serving  an  internship  in  surgery 
at  Peter  Bent  Brigham  Hospital  in  Boston. 

*  ^     * 

Work  has  started  at  the  Bowman  Gray  School 
of  Medicine  toward  the  development  of  a  model 
program  for  teaching  neurological  and  behav- 
ioral sciences  to  medical  students. 

Plans  for  the  program  include  the  future  es- 
tablishment of  the  school's  first  closed-circuit 
television   system   for   teaching   purposes. 

The  project,  directed  by  Dr.  John  A.  Gergen, 
assistant  professor  of  physiology,  will  be  sup- 
ported for  a  three-year  period  by  a  $45,000  grant, 
awarded  to  the  medical  school  through  the 
National  Fund  for  Medical  Education's  program 
for   the   improvement   of   medical   teaching. 

Participating  in  intei-disciplinary  study  are 
faculty  members  representing  departments  at 
both  Wake  Forest  College  and  the  Bowman 
Gray    School   of   Medicine. 

Billy  J.  Hammnod  has  been  appointed  director 
of  professional  services  at  the  Graylyn  Psjxhol- 
ogy,  Reading  and  Speech  Center  of  the  Bowman 
Gray  School  of  Medicine.  He  has  served  as  sup- 
ervisor of  reading  services  at  Graylyn  for  the 
past  two  years. 

Hammond  succeeded  Mrs.  Sandra  K.  Carpen- 
ter, who  had  held  the  position  since  1962.  She 
asked  to  be  relieved  of  her  administrative  duties 
to  devote  full  time  to  her  work  as  psj'chologist 
at   the   center. 
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Two  members  of  the  Bowman  Gray  faculty 
participated  in  the  annual  meeting  of  the  Amer- 
ican Medical  Association  in  San  Francisco,  Cali- 
fornia. 

Dr.  Clair  E.  Cox,  instructor  in  urology,  pre- 
sented a  paper  on  "Retention,  Catheterization 
and  Bladder  Defense  Mechanism."  Dr.  Frank  C. 
Greiss  Jr.,  assistant  professor  of  obstetrics  and 
gynecology,  spoke  on  "Therapy  for  Hyperten- 
sion Induced  by  Spinal  Anesthesia  during  Preg- 
nancy." 

Dr.  Cox  also  participated  in  the  Second  In- 
ternational Symposium  on  Pyelonephritis  in 
Boston,  Massachusetts.  He  presented  a  paper 
on  "The  Eradication  of  Bacteria  by  Vesicle 
Emptying   and    Intrinsic    Defense    Mechanisms." 

*  *     * 

Dr.  Howard  H.  Bradshaw,  professor  and  chair- 
man of  the  Department  of  Surgery,  spoke  on 
"Hyperparathyroidism"  at  a  recent  Residents' 
Reunion  at  Myer  Memorial  Hospital,  Buffalo, 
New  York. 

*  *     + 

Dr.  Donald  M.  Hayes,  assistant  professor  of 
medicine,  served  recently  as  visiting  professor  of 
medicine  at  St.  Joseph's  Infirmary  in  Atlanta. 
He  lectured  on  "Myeloproliferative  Disturbances" 
and  conducted  a  clinico-pathological  conference. 

*  ♦    * 

Dr.  Ernest  H.  Yount,  professor  and  chairman 
of  the  Department  of  Medicine,  was  a  member 
of  the  visiting  faculty  for  the  eleventh  annual 
Mountain  Top  Medical  Assembly  in  Waynesville. 
He  lectured  on  "Non-Toxic  Goiter"  and  "Dia- 
betes  Mellitus — Current   Concepts." 

News  Notes  from  the  University  of 
North  Carolina   Scohol   of   Medicine 

The  National  Institutes  of  Health  has  awarded 
$301,320  to  the  University  of  North  Carolina  for 
construction  of  a  new  clinical  research  unit  at 
N.  C.  Memorial  Hospital. 

The  grant  will  be  matched  by  state  funds  and 
private  donations  to  bring  the  total  cost  to  more 
than  $600,000. 

The  new  unit  will  provide  slightly  more  than 
twice  the  present  space  and  will  have  20  one-bed 
private  rooms  for  patients. 

*  *     * 

Dr.  John  Iverson  Boswell,  Jr.,  a  psychiatric 
resident  and  a  fellow  in  child  psychiatry  here 
from  1958  to  1963  and  for  a  brief  period  the  di- 
rector of  the  Adolescent  Treatment  Unit  at 
John  Umstead  Hospital  in  Butner,  will  become 
an  instructor  in  psychiatry  on  July  1.  He  is  a 
native  of  South  Hill,  Virginia,  and  received  his 
medical  degree  from  the  University  of  Virginia 
in  1957.  His  research  interests  have  been  tran- 
quilizing  drugs  and  children  with  overactive 
thyroid  glands  (thjrrotoxicosis). 
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The  National  Institutes  of  Health  has  ap- 
proved a  revised  research  grant  of  $10,350  at 
the  University  of  North  Carolina  School  of  Medi- 
cine for  an  electron  microscopy  study  of  the 
hypothalamus  and  pituitary  gland. 

r.  Gordon  S.  Dugger,  U.N.C.  surgeon  and 
principal  investigator,  said  normal  animals  and 
animals  in  which  the  hormone-producing  sys- 
tems have  been  altered  are  being  studied. 

A  37  year  old  specialist  in  children's  diseases 
at  U.N.C.  has  been  awarded  one  of  the  15  Lederle 
Medical  Faculty  awards  for  1964-65.  Dr.  Camp- 
bell White  McMillan  becomes  the  sixth  pedia- 
trician to  receive  one  of  the  awards  since  the 
program  was  established  10  j'ears  ago.  He  is 
an  assistant  professor  of  pediatrics. 

Bacteria  grown  in  test  tubes  will  be  given 
antibiotics  in  the  research  laboratory  at  the 
U.N.C.  School  of  Medicine  in  an  effort  to  learn 
how  these  drugs  hinder  the  bacteria's  normal 
process  of  making  their  all-important  proteins. 

To  carry  out  this  basic  research  project,  the 
National  Institutes  of  Health  has  approved  a 
three-year,  $100,000  grant  to  Dr.  James  R.  White, 
biochemist,  to  study  the  mechanisms  of  anti- 
biotic action. 

Dr.  White  said  the  project  has  two  objects: 
to  learn  more  about  protein  synthesis;  and  to 
learn  how  antibiotics  react  in  a  living  bacterial 
cell. 

As  a  practical  result  of  the  project,  the  knowl- 
edge gained  could  lead  to  the  development  of 
better  antibiotics  and  to  better  ways  of  using 
antibiotics   already  available. 

Dr.  Harvy  Edward  Mayberry,  a  native  of  Fen- 
tress County,  Tenessee,  has  been  appointed  an 
instructor  in  anatomy  at  the  U.N.C.  School  of 
Medicine.  The  appointment  was  effective  June 
1. 

Dr.  Mayberry  is  a  graduate  of  Tennessee  Poly- 
technic Institute  at  Cookeville,  Tennessee,  and 
received  his  doctor  of  philosophy  degree  this 
year  from  the  University  of  Mississippi.  For  one 
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year  (1958-59),  he  was  a  research  technician  in 
the  Department  of  Anatomy  at  Vanderbilt  Uni- 
versity. 

Can  a  patient  who  is  deathly  ill  with  poorly 
functioning  kidneys  have  his  life  comfortably 
prolonged  by  repeated  treatments  with  an  arti- 
ficial  kidney  machine? 

To  seek  an  answer  to  the  question,  the  NIH 
recently  awarded  about  $700,000  over  the  next 
five  years  for  a  research  project  at  the  U.N.C. 
School  of   Medicine. 

Dr.  Louis  G.  Welt,  professor  of  medicine  and 
director  of  the  project,  said  a  team  of  special- 
ists, including  Dr.  W.  B.  Blythe  and  Dr.  Robert 
Zeppa,  will  study  the  use  of  the  blood-purifying 
kidney  machine  on  patients  who  have  had  severe 
kidney  disorders  for  a  long  time. 

The  research  team  also  will  try  to  learn  some- 
thing about  the  exact  consequences  of  uremia, 
a  serious  illness  caused  when  the  kidneys  are 
unable  to  eliminate  waste  products  from  the 
body.  Unless  the  kidneys  are  restored  to  useful- 
ness, death  from  uremic  poisoning  ultimately 
results. 

+     *     * 

N.  C.  Memorial  Hospital  recently  became  the 
first  hospital  in  the  state  to  sign  a  contract  for 
on-the-job  training  of  operating  room  and  central 
supply  technicians. 

A  one-year  contract  totaling  $21,622  was  signed 
with  the  U.  S.  Labor  Department  under  the 
Manpower  Development  and  Training  Act,  The 
training  program  is  designed  for  the  unemployed 
and  the  so-called  underemployed. 

The  first  group  of  trainees  is  scheduled  to  be- 
gin a   16-week  training  period  on  July   1.   Five 
other  groups,  each  with  about  six  trainees,  will 
be  scheduled  at  8-week  intervals. 
*    *    + 

Three  psychiatrists  on  the  staff  of  N.  C.  Me- 
morial Hospital  were  recognized  recently  for  out- 
standing work  on  theses  submitted  as  part  of 
their  three-year  residency  training  program. 

Winners  of  the  annual  Anclote  Manor  Resident 
Thesis  Awards  for  1964,  presented  by  Dr.  Lorant 
Forizs,  medical  director  of  Anclote  Manor  in 
Tarpon  Springs,  Florida,  were  announced  by 
Dr.  Martin  Keeler,  chairman  of  the  Residency 
Training  Committee  at  the  U.N.C.  Psychiatric 
Center. 

The  first  place  winner  was  Dr.  Donald  E. 
Widmann  of  Brooklyn,  New  York,   for  a  thesis 
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on  "Patterns  of  Sleep  Change  and  Symptom 
Change  in   Depression." 

The  second  place  winner  was  Dr.  R.  Layton 
McCurdy  of  Florence,  South  Carolina,  for  his 
work  on  "The  Effect  of  Alpha-Methyldihydroxy- 
phenyllalanine,  Reserpine  and  Dihydroxyphenyl- 
lalanine  on  Pressor  Responses  to  Norepinephrine 
and  Tyramine  in  Humans." 

The  winner  of  the  third  place  award  was  Dr. 
John  R.  Curtis  of  Bessemer  City  for  "A  Study 
of  Drop-Outs  at  the  University  of  North  Caro- 
lina." 

Life  Insurance  Medical  Research  Fund 

A  record  $1.4  million  in  grants  for  basic  med- 
ical research  and  for  training  of  medical  scien- 
tist will  be  paid  by  the  Life  Insurance  Medical 
Research  Fund  during  the  coming  year,  accord- 
ing to  Dr.  William  A.  Jeffers,  scientific  director 
of  the  fund. 

A  grant  of  $3,600  was  made  to  Duke  University 
fcr  research  by  Dr.  Frank  G.  Hall  on  the  pul- 
monary circulation  dvuing  hypothermia  and 
hemorrhage. 

At  the  same  time  a  medical  scientist  fellow- 
sliip  was  awarded  David  W.  Allen  of  Tampa, 
Florida,  also  at  Duke. 

North  Carolina  Heart  Association 

The  thirty-seventh  annual  scientific  sessions  of 
the  American  Heart  Association  will  be  held  in 
Atlantic  City,  New  Jersey,  on  October  23-25, 
1964.  Scientific  papers  by  several  North  Carolina 
scientists  M'ill  be  included  on  the  three-day  car- 
diovascular program  which  is  expected  to  draw 
some  5.000  physicians. 

*     +     * 

How  many  people  today  have  heart  and  blood 
vessel   disease? 

Exact  figures  are  not  available  but  estimates 
range  upwards  from  ten  million  Americans,  says 
the  North  Carolina  Heart  Association — and,  the 
state  heart  group  points  out,  a  New  York  heart 
specialist,  who  spoke  in  this  state  a  few  weeks 
ago.  Dr.  Arthur  Master,  thinks  at  least  five  mil- 
lion more  persons  in  the  United  States  have 
"silent"   heart  disease  and  do  not  know  it. 

A  small  number  of  Rocky  Mount  persons  may 
help  in  better  information  about  the  medically 


defined  prevalence  of  certain  chronic  diseases 
and,  generally,  the  health  of  the  population  of 
the   United  States. 

The  nationwide  survey  included  interviews 
with  a  selected  sample  of  7,526  households  and 
health  examinations  of  6,672  persons.  Selected 
sample  area  in  North  Carolina  was  Rocky  Mount 
where  168  households  were  interviewed  and  153 
persons  examined. 

First  survey  results,  reported  by  the  National 
Center  for  Health  Statistics,  have  just  been  pub- 
lished by  the  U.  S.  Department  of  Health,  Edu- 
cation, and  Welfare. 

American  Board  of  Pathology 

North     Carolinians    Certified 

Of  a  total  of  310  pathologists  certified  this 
spring  as  diplomates  by  the  American  Board  of 
Pathology,   nine  were  from   North   Carolina. 

The  American  Board  of  Pathology,  in  addition 
to  examining  and  certifying  pathologists  semi- 
annually, collaborates  with  the  Council  of  Med- 
ical Education  and  Hospitals  of  the  American 
Medical  Association  in  approving  hospitals  and 
institutions  for  training  in  pathology. 

Names  of  the  new  North  Carolina  diplomates 
in  pathology  follow:  Drs.  John  Billy  Gentry  and 
Charles  F.  Gilbert,  Chapel  Hill;  Frederick  G. 
Germuth  and  John  H.  Lane,  Jr.,  Charlotte;  Sarah 
S.  Polt,  Durham;  Manuel  Campano.  Greensboro; 
Joseph  B.  Dudley  and  Modesto  Scharyj,  Win- 
ston-Salem. 


North   Carolina   State   Board   of   Health 

The  fact  that  smallpox  has  been  rare  in  the 
United  States  for  some  time  has  led  to  neglect 
of  vaccination  in  many  instances.  It  is  estimated 
that  at  least  three-fourths  of  our  population  do 
not  have  adequate  protection  against  the  disease. 

According  to  Dr.  J.  W.  R.  Norton,  State  Health 
Director,  there  were  3845  cases  of  smallpox  in 
North  Carolina  in  1924.  The  disease  disappeared 
from  the  State  in  the  1940's.  The  last  outbreak 
for  the  whole  of  the  United  States  was  in  the 
late  1940's  with  two  deaths.  This  outbreak,  cen- 
tered in  New  York,  was  introduced  from  Mexico. 

An  ever-present  problem  is  that  the  virus 
can  be  transmitted  from  an  infected  individual 
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to  others  before  any  signs  of  the  disease  ap- 
pear. As  an  official  of  the  American  Medical 
Association  recently  warned,  "The  danger  that 
smallpox  will  be  brought  in  Ijy  an  international 
traveler  is  ever  present.  One  infected  person 
could  touch  off  a  hundred  cases  before  it's  even 
know  the  disease  is  in  the  country." 

Physicians  recommend  that  children  be  vacci- 
nated during  their  first  year  of  life.  In  addi- 
tion, many  states  require  that  children  be  vac- 
cinated before  entering  kindergarten  or  first 
grade.  Further,  because  the  individual  duration 
of  protection  varies,  it  is  recommended  that  re- 
vaccination  be  done  at  least  everv  five  vars. 


American  College  of  Physicl\ns 

The  Second  Annual  Fall  Meeting  of  the  Amer- 
ican College  of  Physicians  (ACP)  will  be  held 
October  8-10  at  the  Hotel  Biltmore  in  Los  An- 
geles, Calif.  It  will  be  the  second  major  scien- 
tific meeting  this  year  for  the  medical  specialty 
society. 

^     ^    ^ 

Advice  on  keeping  families  healthy  is  con- 
tained in  a  booklet  published  recently  l\v  the 
American  College  of  Physicians. 

Entitled  "Your  Physician  Looks  at  Family 
Health,"  the  publication  features  reports  by  ex- 
perts in  the  fields  of  public  health,  adolescent 
medicine,  alcoholism  and  nutrition.  Material  is 
based  on  presentations  at  a  public  information 
forum  presented  by  the  ACP  in  conjunction 
with  its  forthy-fifth  annual  session  in  Atlantic 
City. 

Single  copies  of  the  booklet  can  be  obtained 
without  charge  from  the  American  College  of 
Physicians,  4200  Pine  Street,  Philadelphia,  Penn- 
sylvania 19104. 


American   Medical   Association 

The  cost  of  medical  care  has  Ijeen  the  subject 
of  much  discussion  during  the  past  several  years. 
Now,  a  broad  three  and  a  half  year  study  has 
been  completed  by  the  Commission  on  the  Cost 
of  Medical  Care  of  the  American  Medical  Asso- 
ciation. Its  findings  have  been  published  in  four 
volumes  intended  to  serve  as  a  basis  for  Ijetter 
understanding  of  this  complex  subject. 

Volume  I  includes  chapters  on  "The  Econom- 
ics of  Medical  Care,"  "Medical  Care  Price  In- 
dex," "Demand  for  Medical  Care,"  and  "Solo 
and  Group  Practice."  In  addition,  this  volume 
contains  summaries  of  projects  described  in 
Volumes  II,  III,  and  IV. 

Volume  II  reports  the  study  of  "Professional 
Review  Mechanisms"  (which  seek  to  insure  the 
wisest  use  of  voluntary  health  insurance  and 
prepayment  plans);  Volume  III  covers  "Signif- 
icant   Medical   Advances"    (and    their    economic 


and  social  impact).  "Changing  Patterns  of  Hos- 
pital Care"  are  reported  in  Volume  IV. 

Prices  are  as  follows:  Volume  I,  $4.00;  Volume 
II,  $2.00;  Volume  III,  $2.00;  Volume  IV,  $4.00; 
complete  set,  $12.00. 

Copies  of  Volumes  II  through  IV  and  addi- 
tional copies  of  Volume  I  are  available  from 
the  Order  Department  of  the  American  Medical 
Association,  535  North  Dearborn  Street,  Chicago, 
Illinois,   60610. 

American  Board  of  Obstetrics  and 
Gynecology 

The  next  scheduled  Part  I  (written)  examina- 
tion of  the  American  Board  of  Obstetrics  and 
Gynecology  will  be  held  at  various  examining 
centers  in  the  United  States,  Canada,  and  mili- 
tary bases  outside  of  the  continental  LTnited 
States  on  Friday,  December  11,  1964,  at  2:00  p.m. 
Candidates  eligible  to  take  this  examination  will 
be  notified  on  or  about  November  the  first  where 
to  appear  for  examination. 

Beginning  in  1965,  the  Part  I  (written)  exami- 
nation will  be  given  early  in  ,Iuly.  All  candidates 
(including  new  and  renewed  applicants  as  well 
as  re-examinees)  having  completed  an  approved 
and  progressive  residency  program  on  or  before 
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July,  19G5  will  he  eligilile  tcj  reciuest  admission 
to  the  Part  I  examination  in  1965. 

The  1964  Bulletin  containing  detailed  informa- 
tion on  the  requirements  and  procedure  of  appli- 
cation relative  to  the  new  schedule  of  examina- 
tions beginning  in  1965  is  now  available  for 
mail  distribution. 

Bulletins  may  be  olitained  by  writing  to  the 
office  of  the  Secretary— Clyde  L.  Randall,  M.D., 
American  Board  of  Olistetrics  and  Gynecology, 
100  Meadow  Road,  Buffalo,  New  York  14216. 

Diplomates  of  this  Board  are  requested  to  in- 
form the  Secretary's  office  of  any  change  in 
address. 

American  Hospital  Association 

A  new  motion  picture  sh<iwing  the  drama  that 
enfolds  during  a  typical  24  hours  in  a  commu- 
nity hospital  is  available  on  free  loan  frotii 
the  American  Hospital  Association,  840  N.  Lake 
Shore  Drive,  Chicago,  it  has  been  announced. 

The  half-hour  documentary,  "The  Cost  of 
Hope,"  was  produced  at  Hackensack  (N.  J.)  Hos- 
pital by  the  AHA  and  the  Hospital  Research  and 
and  Educational  Trust  under  a  grant  by  .John- 
son  &    Johnson. 

More  than  100  prints  will  be  available  to  com- 
munity and  professional  organizations  and  an- 
other 40  to  television  stations.  "The  Cost  of 
Hope"  is  timed  to  fit  TV's  requirement  for  half- 
hour  public  service  programs. 

Requests  for  the  film  should  be  addressed  to 
Association  Films,  Inc.,  347  Madison  Avenue, 
New  York  17,  New  York. 
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AND  Welfare 


The  retirement  of  Dr.  Robert  H.  Felix,  Di- 
rector of  the  National  Institute  of  Mental  Health, 
Public  Health  Service,  U.  S.  Department  of 
Health,  Education,  and  Welfare,  has  been  an- 
nounced by  Dr.  Luther  L.  Terry,  Surgeon  Gen- 
eral, effective   October  1. 

Dr.  Felix  has  served  as  Director  of  the  NIMH 
since  its  establishment  in  1949.  He  is  retiring 
from  government  service  to  accept  appointment 
as  Dean  of  the  School  of  Medicine,  St.  Louis 
University  at  St.  Louis,  Missouri. 

AVhat'.s   The   Score? 

The  score  is  very  hish!  According  to  data  re- 
leased recently  by  the  State  Board  of  Health's 
Public  Health  Statistics  Section,  accidents  claim- 
ed the  lives  of  1025  individuals  in  North  Carolina 
during  the  first  four  months  of  1964.  This  is  an 
increase  of  178  deaths  due  to  accidents  over  the 
toll  during  the  corresponding  four  months  in 
1963. 

In  April  1964,  motor  vehicle  accidents  caused 
132  deaths;  home  and  farm  accidents,  72  deaths; 


uxiiiary 

INAUGURAL  REMARKS 
Mrs.  Amos  Johnson,  President 

You  have  besto-wed  upon  me  the  highest 
honor  I  could  ever  hope  to  receive — that  of 
leading  the  AuxiUarj'  of  my  husband's  pro- 
fession. I  am  proud  to  be  a  part  of  that  pro- 
fession, with  its  dedicated  service  to  man- 
kind. 

Our  husbands,  the  doctors,  present  three 
distinct  images:  First,  there  is  the  collective 
or  group  image,  which  at  present  is  at  a 
very  low  ebb.  The  medical  profession  in 
America  is  carrying  on  its  practice  of  heal- 
ing in  an  atmosphere  of  public  criticism  and 
hostility.  Almost  every  popular  magazine 
periodically  has  an  article  on  the  subject  of 
health  and  medicine,  whether  on  the  high 
cost  of  medical  care  or  the  doctor's  total 
disregard  for  the  welfare  of  the  senior 
citizen.  Whatever  the  reason,  the  image  of 
the  medical  profession  as  a  whole — that  is, 
of  the  American  Medical  Association — is  not 
favorable.  This  image  and  these  opinions  of 
the  public  must  be  viewed  realistically  and 
met  honestly. 

Second,  there  is  the  personal  image  of  the 
doctor,  which  fluctuates  between  God-like 
veneration  and  man-like  condemnation.  On 
the  whole,  however,  the  individual  doctor 
presently  enjoys  high  esteem  from  his  own 
patients,  in  contradistinction  to  the  opinion 
held  of  the  medical  profession  as  a  whole. 
Thus  it  is  not  his  personal  image  that  needs 
improvement. 

The  third  image,  and  the  one  I  shall  dwell 
upon  throughout  my  tenure  of  office,  is  the 
doctor's  reflected  image — you,  the  doctor's 
wife.  By  the  simple  act  of  marrying  a  doctor 
you  lost  your  identity  as  a  person  and  be- 
came "the  doctor's  wife."  You  automatically 
became  a  distinguished  member  of  the  com- 
munity and  forever  must  walk  straight,  hold 
your  head  high,  and  remain  in  the  spotlight. 
Public  relations  for  a  doctor's  wife  must  be 
lived  every  day,  not  only  abroad,  but  in  the 
home  and  community:  in  the  grocery  store, 
over  the  bridge  table,  at  club  meetings,  and, 
truly,  wherever  there  are  people.  The  ex- 
pectations held  for  her  are  double  those  of 
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any  other  wife;  for  not  only  must  she  keep 
an  attractive,  well  run,  efficient  household, 
and  single-handed  rear  disciplined,  well  ad- 
justed children  who  know  their  father  only 
as  a  fleeting  image,  but  she  must  also  main- 
tain the  life  of  the  family  on  a  scale  that 
looks  prosperous,  so  the  public  will  know 
that  her  husband  is  a  good  doctor,  but  not 
too  prosperous,  lest  it  appear  that  he  fattens 
on  human  misery  and  charges  outrageous 
fees. 

The  Doctor's  Reflected  Image 

Although  few  doctors'  wives  are  profes- 
sionals, in  the  eyes  of  the  public  they  oc- 
cupy a  sort  of  half-world  of  medical  author- 
ity, most  likely  acquired  by  marital  osmosis. 
The  fact  remains  that  whatever  she  says — or 
does  not  say,  as  the  case  may  be — in  rela- 
tion to  medicine,  is  immediately  interpreted 
as  coming  straight  from  the  doctor's  mouth. 
For  she  is  his  reflected  image,  and  every 
thought,  every  word,  and  every  deed  must 
surely  have  come  from  him. 

Here,  then,  is  where  lies  our  opportunity 
to  improve  the  group  or  collective  image  of 
the  doctor.  Just  as  personally  we  are  the  re- 
flected image  of  the  individual,  as  an  Aux- 
iliary we  are  a  group  that  reflects  the  un- 
favorable image  of  our  counterpart.  We 
must  do  things  in  a  continuous  and  organ- 
ized way  which  will  brin^  public  under- 
standing, approval,  and  support,  based  on 
good  performance  and  effective  interpreta- 
tion. This  is  my  challenge  to  each  individual 
doctor's  wife. 

I  would  close  by  quoting  an  anonymous 
poem  which  has  been  used  on  many  oc- 
casions by  Dr.  Edward  R.  Annis,  president 
of  the  American  Medical  Association. 

HELP  ONE  ANOTHER 

Help  one  another,  a  snowflake  said 
As  it  nestled  down  in  its  fleecy  bed. 
One  of  us  here  would  not  be  felt; 
One  of  us  here  would  quickly  melt. 
But  I'll  help  you  and  you'll  help  me, 
Then  what  a  great  white  drift  there'll  be! 

Help  one  another,  a  maple  spray 
Said  to  its  fellow  leaf  one  day. 
The  wind  would  dry  me  up  here  alone 
And  I'd  be  gone  ere  day  is  done. 
But  I'll  help  you  and  you'll  help  me 
Then  what  a  glorious  shade  there'll  be! 


Help  one  another,  a  dewdrop  cried, 
Seeing  another  drop  close  by  its  side. 
The  sun  would  dry  me  up  here  alone 
And  I'd  be  gone  ere  day  is  done. 
But  I'll  help  you  and  you'll  help  me 
We'll  build  a  river  and  run  to  the  sea! 

Help  one  another,  a  grain  of  sand 

Said  to  another  grain  close  at  hand. 

The  wind  would  carry  me  over  the  sea 

And  then,  Oh,  what  would  become  of  me? 

But  come,  my  brother,  give  me  your  hand; 

We'll   build  a  mountain   and  there  we'll  stand! 

And  so  the  snowflakes  grew  to  drifts. 
Grains  of  sand  to  mountains; 
The  leaves  became  a  pleasant  shade. 
And  dewdrops  fed  the  fountains! 


BookR 
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Physiology     of    the     Kidney     and     Body 

Fluid.s.  By  Robert  F.  Pitts,  M.D.  24:5 
pages.  Price,  $8.50.  Chicago:  Year  Book, 
Medical   Publishers,   Inc.,   1963. 

A  Guide  to  Learning  Fluid  Therai)y.  By 

Daniel  Cady  Darrow,  M.D.  280  pages. 
Price,  $9.75.  Springfield,  Illinois:  Charles 
C.  Thomas,  Publisher,  1964. 

An  Introduction  to  Body  Fluid  Metabol- 
ism. By  Arnold  V.  Wolf,  M.D.,  and  N.  A. 
Crowder,  M.D.  (paper  back)  263  pages. 
Price,  $4.95.  Baltimore:  The  Williams 
and  Wilkins  Company,  1964. 
Among  the  mj'steries  most  confusing  to  stu- 
dents, house  officers,  and  apparently  to  practi- 
tioners, fluid  balance  can  lay  some  claim  to  being 
the  most  obscure.  Usually  a  house  officer  stops 
the  staff  man,  interested  in  the  management  of 
fluid  electrolyte  in  renal  problems,  in  the  hall 
and  says,  "Somtimes  I  want  you  to  tell  me  all 
about  fluid  balance."  A  clinician  so  approached 
can  feel  honored  by  such  a  tribute  to  his  intel- 
lectual subtlety  or  he  may  be  aghast  that  initia- 
tion rites  had  been  so  longed  postponed.  If  he 
has  time  and  tolerance  he  tries  to  give  a  few 
definitions,  a  reference  or  two  and  some  encour- 
agement, a  well  meaning  but  usually  fruitless 
effort.  Remembering  his  own  rather  stumbling 
progress  he  realizes  that  experience,  judgment, 
a  sound  knowledge  of  renal  function  and  good 
fortune  are  of  the  essence  and  that  clinical  un- 
derstanding is  best  re-enforced  by  repeated  re- 
view of  the  literature  and  careful  analysis  of  his 
difficult  cases.  If  he  is  more  perspicacious  than 
most  he  comes  to  realize  that  some  books  on 
fluid  balance  have  been  published  onlj^  to  meet 
competition;  that  excellence  in  presentation  has 
not  always   been   an   objective;   and   that    many 
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books  replete  with  formulae  and  calculations 
are  short  on  clinical  understanding  and  an 
opaque  and  repetitious  in  style. 

Occasionally,  there  is  an  excellent,  well-writ- 
ten, superbly  but  not  exhaustively  documented 
book  that  satisfies  the  worst  medical  grouch. 
At  present  there  is  such  a  \'olume  which  can 
be  recommended  unreservedly:  Physiology  of  the 
Kidney  and  Body  Fluids.  Fioin  his  encyclopedic 
knowledge  Dr.  Pitts  has  extracted  the  best,  pol- 
ished it  well,  and  presented  a  delightful,  stimu- 
lating and  comprehensive  discussion  attractive 
to  student,  basic  scientist  or  to  subspecialist  in 
nephrology. 

Another  recent  offering,  A  Guide  to  Learning 
Fluid  Therapy,  cannot  bear  comparison  with  it. 
While  both  books  cover  similar  material.  Dr. 
Darrow's  writing  lacks  precision  and  lucidity; 
the  early  chapters  are  particularly  heavy  going, 
while  somie  of  the  later  ones  lack  point  of  view. 
With  many  similar  books  available,  a  clotted, 
clogged  style  is  poorly  tolerated  in  the  market. 
An  author  cannot  afford,  in  a  book  published  in 
1964,  to  stint  his  treatment  of  the  juxtaglomer- 
ular apparatus,  the  effect  of  calcium  on  the  kid- 
ney, and  the  use  of  cation  exchange  resins  in 
the  control  of  hyperkalemia.  Nor  should  he  vir- 
tually ignore  the  increasing  prominence  of  os- 
motic diuretic  agents  in  the  management  of  in- 
toxication, the  ramifications  of  renal  tubular 
acidosis  in  adults,  and  the  value  of  vitamin  D 
in  the  treatment  of  azotemic  osteodystrophy,  par- 
ticularly when  so  much  space  is  devoted  to  less 
mundane  topics. 

For  those  interested  in  something  different. 
Wolf  and  Crowder,  a  physiologist  and  an  edu- 
cator, have  put  together  a  thoroughly  satisfac- 
tory paperback,  An  Introduction  to  Fluid  Meta- 
bolism. Designed  as  an  exercise  in  programmed 
instruction  for  students  of  physiology  at  the  LTni- 
versity  of  Illinois  College  of  Medicine,  the  text 
by  judicious  exposition  and  sound  questioning 
leads  the  reader  almost  painlessly  through  phy- 
sical chemistry,  biochemistry,  and  physiology  to 
a  sounder  grasp  of  its  subject.  Instead  of  pre- 
senting data  as  a  mass  of  raw  material  and 
dubious  clinical  impressions,  concepts  are  care- 
fully developed  and  students  challenged  to  grasp 
the  clarities  of  the  meticulous  harmoney  of  the 
internal  environment.  For  the  student  of  any  age 
with  the  ritual  urge  to  penetrate  the  mysteries 
of  th  body  fluids,  he  can  do  no  better  than  con- 
sult the  works  of  Pitts  and  of  Wolf  and  Crowder. 


Atla.s  of  General  Surgery;  By  .loseph  R. 
Wilder,  M.D.,  F.A.C.S..  Illustrated  by 
Shirley  Baty.  Ed.  2.  32,5  pages.  Price, 
$23.50.  Saint  Louis:  The  C.  V.  Mosby 
Company.    1964. 

The  1964  edition  of  this  excellent  atlas  of  gen- 
eral surgical  procedures  cover  the  subject  well, 


is  easily  understood,  and  presents  few  contro- 
versial, but  many  time-tested  and  tried  proced- 
ures. With  the  drawings  of  each  procedure  there 
are  excellent  and  concise  comments  on  impor- 
tant points  and  pitfalls. 

Moi-e  detail  in  describing  tendon  repair  might 
have  been  helpful. 

Recent  developments  which  are  now  standard 
procedures  and  which  were  omitted  from  the 
volume  are  D.  C.  defibrillation  of  the  heart, 
transversalis  (Zimmerman)  repair  of  inguinal 
hernia,  and  pyloroplasty. 

W.  B.  SAUNDERS  COMPANY  features  the  fol- 
lowing new  books  and  new  editions  in  their  full 
page  advertisement  appearing  elsewhere  in  this 
issue: 

MOORE— GIVE  AND  TAKE 
New! — An  intriguing  volume  relating  the   in-  " 
spirng  story  of  tissue  transplantation,  from  its  y 
beginnings  to  modern-day  successes.  I 

NELSON— TEXTBOOK  OF  PEDIATRICS  ' 

New  (8th)  Edition! — Up-to-date  help  on  how  to 
treat  the  ill  child  and  how  to  keep  the  well 
child  healthy. 
ELLIOTT— CLINICAL  NEUROLOGY 
New! — The  latest  help,  ranging  from  material 
on  the  mechanics  and  physics  of  brain  injuries 
to  advice  on  the  interpretation  of  somatic  pain. 


Classified  Advertisments 


OFFICE  FOR  RENT,  fully  equipped  and  in  good 
location.  Recently  vacated  on  account  of  my 
disability.  Bryan  C.  West,  M.D.,  113  East  Gor- 
don Street,  Kinston,  N.  C. 

Ke.sidency  in  Psychiatry;  Dynamically-oriented 
three  year  approved  program  affiliated  with 
I'niver.sity  of  Kentucky  ."Medical  School.  In- 
cludes compi'ehensive  instruction  and  super- 
vised hospital  and  outpatient  training  with 
children,  adolescents  and  adults.  Stipend  .$420.5 
to  $11,72.5  annually.  I'.  S.  citizenship  required. 
Contact  Chief  of  Staff,  V.  .A.  Hospital,  I.exing- 
ton,  Kentucky. 

Pedis  office  built  1957,  unit  of  Medical  Village, 
Inc.,  l<il(»  Vaughn  Road,  Burlington,  N.  C,  Dr. 
J.  W.  Lynn,  Jr. 

FOR  SALE  AT  LESS  THAN  VE.ARLV  IN- 
COME. Five  room  brick  office  recently  con- 
structed with  active  general  practice.  One  mile 
south  of  Asheville  on  Hendersonville  Road,  in 
strictly,  zoned  Biltmore  Forest.  Barnwell  H. 
Baker,   M.D. 

Physician  Wanted:  Physician  interested  in  gen- 
eral practice;  excellent  opportunity.  Piedmont 
section.  Reply  in  care  of  the  Journal.  84-122-6. 
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stores nasal  ventilation  and  stops  mouth 
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utes later,  improves  sinus  ventilation  and 
drainage.  Excessive  rhinorrhea  is  reduced. 
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tive  relief  for  head  colds,  perennial  rhinitis 
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nTz  is  well  tolerated  and  does  not  harm 
respiratory  tissues. 
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Clinical  anJ  Surgical  Considerations  of  Renal   Malignancy 


James  F.  Glenn,  M.D,  F.A.C.S. 
Durham 


Renal  carcinoma  is  increasing  in  tlie  gen- 
eral population,  a  fact  perhaps  attributable 
to  the  increase  in  longevity  since  most  renal 

I  tumors  occur  in  the  older  age  groups.  In 
1940  the  death  rate  from  all  renal  malig- 
nancies was  1.8  per  100,000  per  year,  but 
within  20  years  the  rate  had  risen  to  2.76 
per  100,000  annually. ^  The  death  rate  from 

;  renal  tumors  is  slightly  higher  in  the  white 
population  than  among  Negroes.  The  peak 
incidence  of  renal  tumors  is  in  the  fifth  and 

!  sixth  decades  of  life,  but  approximately  15 
per  cent  of  kidney  tumors  (primarily  Wilms' 
tumors)  occur  before  the  age  of  10  years. 
Renal  cancer  is  rare  among  young  adults-. 
In  addition  to  the  slight  variation  in  the 
incidence  between  the  white  and  the  Negro 
populations,  there  is  a  rather  pronounced 
difference  in  sex  distribution  of  tumors.  In 
some  series  males  outnumber  females  by  2 
to  1,  and  in  all  studies  of  renal  tumors  there 
is  a  greater  incidence  among  males,  some 
authors  citing  a  ratio  of  7  to  5''.  It  may  be 
speculated  that  this  difference  in  sex  distri- 
bution is  based  upon  hormonal  influences, 
and  indeed  some  support  can  be  given  to 
this  theory  by  the  fact  that  cure  and  survi- 
val rates  are  greater  among  females,  and 
that  in  general  renal  cancer  adopts  a  more 
benign  course  in  women.  To  date,  no  stu- 
dies of  possible  hormonal  influences  have 
been  made*. 

As  with  other  types  of  malignancy,  the 
etiologic  factors  involved  in  renal  cancer 
remain  obscure.  A  higher  familial  incidence 
of  kidnejr  tumors  is  statisticallj'  substantiat- 
ed,  indicating   that   hereditary   factors  are 


Read  before  the  Section  on  General  Practice  of  ^^ecli- 
cine.  Medical  Society  of  the  State  of  North  Carolina, 
Greensboro,  May  4,  1964. 

From  the  Division  of  Urologic  Surgery,  Duke  Uni- 
versity I\redical  Center,  Dm-ham  North   Carolina. 


certainly  involved.  Prenatal  influences  can 
probably  also  be  incriminated.  Trauma, 
though  often  calling  attention  to  pre-exist- 
ing lesions,  cannot  be  considered  an  etiologic 
factor.  Viruses  and  various  carcinogens,  in- 
cluding tobacco  tars,  have  been  implicated, 
but  a  considerable  amount  of  experimental 
work  is  demanded  before  these  questionable 
etiologic  factors  can  be  substantiated'. 

Classification 

Tumors  of  the  kidney  may  be  classified  as 
benign  and  malignant,  with  simple  cysts  of 
the  kidney  comprising  the  vast  majority  of 
the  benign  growths.  Fibromas  and  adeno- 
mas are  seen  with  moderate  frequency 
among  benign  solid  tumors,  but  95  per  cent 
of  all  solid  neoplasms  of  the  kidney  are 
malignant.  Hence,  all  solid  tumors  of  the 
kidney  must  be  considered  malignant  until 
proved  otherwise. 

Renal  malignancies  have  been  classified 
histopathologically  in  a  variety  of  ways", 
but  for  the  sake  of  simplicity  an  uncom- 
plicated division  into  four  major  categories 
may  be  made:  nephroblastoma  (nephroma 
or  Wilms'  tumor),  nephrocarcinoma  (a  gen- 
eric term  for  all  adult  tumors  of  the  renal 
parenchyma),  tumors  of  the  renal  pelvis 
(and  ureter),  and  unusual  tumors  of  renal 
and  perirenal  origin. 

Nephroblastoma  or  Wilms'  tumor  is  pre- 
dominantly a  neoplasm  of  childhood,  though 
it  has  been  reported  as  late  as  the  ninth  de- 
cade of  life".  These  tumors  consist  of  both 
epithelial  and  mesodermal  elements,  and 
seem  to  arise  from  embryonal  nephrogenic 
tissue.  Well-differentiated  elements  of  renal 
parenchymal  structures  as  well  as  bone,  car- 
tilage, connective  tissue,  and  muscle  may  be 
seen.  Epidemiologic  study  of  Wilms'  tumor 
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indicates  an  incidence  of  about  2  to  3  new 
cases  per  million  population  per  year,  with 
the  peak  occurring  between  the  ages  of  2 
and  4  years. 

Nephrocarcinoma  is  a  generic  term  which 
we  have  adopted  to  embrace  the  broad  spec- 
trum of  histologic  variations  in  tumors  of 
the  renal  parenchyma.  The  several  renal 
cell  carcinomas  (hypernephroma,  Grawitz' 
tumor,  hypernephroid  carcinoma,  and  ad- 
enocarcinoma), alveolar  carcinoma,  embry- 
onic carcinoma,  and  the  mesoepithelial  neo- 
plasm (sarcoma,  liposarcoma.  leiomyosar- 
coma, and  neuroblastoma)  may  all  be  in- 
cluded in  this  category*.  The  predominant 
cell  type  in  tumors  of  the  adult  renal  paren- 
chyma is  renal  cell  carcinoma,  comprising 
85  to  90  per  cent  of  such  tumors. 

Tumors  of  the  renal  pelvis  and  ureter  are 
much  less  common.  Benign  papillomas,  pa- 
pillary transitional  cell  carcinoma,  and 
squamous  or  epidermoid  carcinoma  may  be 
seen.  Such  tumors  constitute  only  about  5 
per  cent  of  renal  tumors  in  general,  but 
seem  to  occur  in  a  slightly  younger  age 
group.  There  is  a  tendency  for  the  epithelial 
tumors  of  the  renal  pelvis  to  occur  in  con- 
genitally  malformed  kidnej^s  and  to  occur 
multicentrically,  perhaps  due  to  an  uniden- 
tified urinary  carcinogen  with  the  potential 
of  inducing  multifocal  origin.  Tumors  may 
begin  as  simple  papillary  growths  which 
progress  to  overt  malignancy.  Since  they 
grow  rapidly,  necrosis  and  bleeding  may 
give  occasion  for  early  diagnosis.  Similar 
tvmiors,  of  course,  arise  from  the  mucosa  of 
the  urinary  bladder  as  welP. 

Other  renal  tumors  may  be  of  vascular 
origin  (hemangioma,  hamartoma),  mesothe- 
lial  origin  (the  sarcomas  and  neurogenic 
tumors),  origin  in  the  renal  capsule  (fibro- 
sarcoma, chondroma),  or  perirenal  origin 
(teratoma,  dermoid).  These  tumors  are  gen- 
erally poorty  differentiated,  though  they 
may  be  quite  well  organized  (teratoma). 
Involvement  of  the  kidney  is  by  invasion 
and  compression.  Tumors  in  this  category 
are  seldom  seen. 

Signs  and  Symptoms 
The  classic  triad  of  sj^mptoms  of  renal 
tumor   consists   of   pain,   mass,   and   hema- 
turia.    Unfortunatelv     these     are     usually 


relatively  late  symptoms  and  indicate  an 
advanced  process'".  The  earlier  diagnosis  of 
lenal  tumor  maj'  be  based  upon  the  inciden- 
tal discovery  of  an  abnormalit}^  in  renal  con- 
tour, on  radiographic  examination  of  the 
abdomen.  Fever  of  unknown  origin  may  be 
the  presenting  sj-mptom  in  as  many  as  25 
per  cent  of  renal  tumors,  and  other  patients 
may  complain  only  of  generalized  weak- 
ness and  lassitude.  Systemic  features  as- 
.■^^ociated  with  renal  tumor  include  anemia, 
eosinophilia,  leukemoid  reactions,  throm- 
bocytosis, and  occasionally  polycythemia. 
There  may  be  an  unidentified  hematopoietic 
factor  in  renal  tumors  accounting  for  this 
occurrence,  or  it  may  be  that  a  relative 
hypoxia  of  the  rapidh-  growing  parenchymal 
tumor  may  induce  polycythemia.  Vascular 
disturbances  may  include  hypertension" 
( frequentlj^  indicating  involvement  of  the 
i-enal  pedicle),  thrombophlebitis  (often  of  a 
migratory  type),  vena  cava  obstruction, 
and  varicocele.  Nonspecific  gastrointestinal 
s5'mptoms,  occurring  with  moderate  fre- 
quency, may  be  observed  in  20  to  .30  per 
cent  of  patients  with  renal  tumors.  These 
symptoms  may  consist  of  nausea,  vomiting, 
epigastric  distress,  or  abdominal  masses. 
Considerable  confusion  can  arise  with  re- 
gard to  the  possible  origin  of  such  masses. 
Hypercalcemia  and  hyponatremia  have  been 
observed  in  some  instances.  Appreciation  of 
the  various  possible  systemic  manifestation^ 
of  renal  tumor  can  and  will  lead  to  earlier 
diagnosis  and  better  prognosis  in  manage- 
ment. 

Neiv  Concepts 
Preliminary  experimental  evidence  and 
biochemical  characterization  suggest  that  a 
hypersensitivity  reaction  or  immune  me- 
chanism may  be  involved  in  the  origin  of 
tumors  of  the  renal  parenchyma*-.  Hyper- 
gammaglobulinemia and  elevation  of  the 
erythrocyte  sedimentation  rate  are  frequent- 
ly observed  in  nephrocarcinoma,  and  it  may 
be  that  the  prolonged  course  of  the  renal 
tumor  may  predispose  to  aggregation  of  an- 
tibody to  form  amyloid".  Elevated  alphai 
and  alphao  globulins  have  been  noted  in 
correlation  with  clear  cell  carcinoma  of  the 
kidney,  and  Bence  Jones  proteinuria  has 
been  reported  in  association  with  nephrocar- 
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cinoma  in  the  absence  of  amyloidosis  or  mul- 
tiple myeloma".  While  evidence  is  scanty, 
an  immune  mechanism  is  suspected. 

Diagnosis 

The  early  diagnosis  of  renal  tumors  must 
be  based  upon  an  index  of  suspicion  gener- 
ated by  either  the  specific  triad  of  symp- 
toms, by  generalized  sj^stemic  manifesta- 
tions, or  by  detection  of  a  renal  mass  on 
simple  radiographic  examination  of  the 
abdomen.  The  primary  diagnostic  study 
is  pyelographic  examination.  Intraven- 
ous pyelograms  will  suggest  or  confirm 
the  diagnosis  in  approximately  75  per  cent 
of  renal  tumors,  while  cystoscopy  with  retro- 
grade pyelography  will  increase  diagnostic 
accuracy  to  approximately  90  per  cent. 

Additional  diagnostic  studies  are  often 
indicated.  Tumors  of  the  renal  pelvis  or 
parenchymal  tumors  which  have  eroded  in- 
to the  collecting  system  may  be  diagnosed 
on  the  basis  of  urinary  cj^tologic  abnormali- 
ties and  cytologic  examination  of  the  uri- 
nary sediment  should  be  a  routine  part  of 
evaluation  of  suspected  renal  tumors^^.  The 
delineation  of  a  renal  or  perirenal  mass  may 
b^  facilitated  by  the  use  of  retroperitoneal 
carbon  dioxide  insufflation,  either  by  the 
presacral  or  the  perirenal  route^".  Nephro- 
tomography (planograms),  preferably  in 
conjunction  with  excretory  urography  or 
retroperitoneal  gas  insufflation,  may  further 
elaborate  the  presence  of  a  renal  mass.  Dif- 
ferentiation between  solid  tumors  and  cysts 
of  the  kidney  may  be  difficult,  and  renal 
angiography  (aortography)  may  be  useful; 
the  usual  renal  parenchymal  tumor  is  high- 
ly vascular  and  a  smudge  of  contrast  ma- 
terial is  suggestive  of  solid  tumor,  while  cy- 
stic tumors  of  the  kidney  are  usually  avas- 
cular in  character.  The  radioactive  reno- 
gram  is  of  little  value  in  the  diagnosis  of 
renal  tumors,  but  the  radioactive  mercury 
renal  scan  may  be  quite  helpful,  since  nor- 
mally functioning  renal  tubular  elements 
will  absorb  radioactive  mercury,  while  cysts 
and  solid  tumors  will  fail  to  retain  radioac- 
tivity, thereby  producing  a  negative  defect 
in  the  scan. 

Treatment 
The  treatment  of  all  forms  of  renal  ma- 
lignancy remains  primarily  surgical.  New- 


er modalities  of  therapy,  including  ir- 
radiation and  chemotherapy,  offer  promise 
as  adjuvants  in  the  management  of  kidney 
tvimors,  but  early  surgical  removal  of  malig- 
nant growths  affords  the  only  opportunity 
for  cure  at  the  present  time.  While  in  the 
past  there  has  been  some  hesitancy  to  ex- 
plore for  suspected  renal  malignancy,  mod- 
ern urologic  surgeons  have  adopted  a  much 
more  aggressive  approach  and  earlier  surg- 
ical intervention  is  reflected  in  the  enhanced 
survival  rates  among  these  patients.  Thirty 
years  ago  five-year  survival  rates  of  10  to 
15  per  cent  were  commonly  quoted,  but  we 
can  now  anticipate  survival  rates  of  approxi- 
mately 40  per  cent  for  the  entire  gamut  of 
renal  malignancies. 

Though  the  surgical  approach  to  renal 
tumor  may  vary,  the  principles  of  surgery 
are  constant:  wide  exposure,  early  ligation 
of  the  renal  pedicle  preceding  extensive 
manipulation,  and  removal  of  all  perirenal 
structures  in  a  wide  dissection  of  fat,  fascia, 
nodes,  and  appurtenant  structures. 

The  surgical  approach  to  renal  tumors 
may  be  dictated  by  their  size  and  location 
and  the  preference  of  the  surgeon.  Small  and 
well-defined  tumors  of  the  lower  pole  of  the 
kidney  may  be  managed  satisfactorily  by  the 
usual  subcostal  flank  incision  for  nephrec- 
tomy. Larger  tumors  and  upper  pole  tumors 
may  be  best  approached  by  mobilizing  the 
lower  rib  cage  subdiaphragmatically  in  the 
modified  Nagamatsu  maneuver".  When  ex- 
tensive involvement  of  the  suprarenal  area 
is  suspected,  the  wide  exposure  of  the  thora- 
columbar approach  through  the  chest  and 
diaphragm  may  be  desirable'*.  Many  sur- 
geons prefer  a  transperitoneal  approach  to 
renal  tumors,  and  we  commonly  employ  this 
in  children  and  when  extensive  involve- 
ment of  the  great  vessels  and  lymphatics  is 
anticipated. 1'-'  Finally,  in  the  special  case 
of  tumors  of  the  renal  pelvis  and  ureter, 
nephroureterectomy  with  removal  of  a  cuff 
of  bladder  is  demanded,  for  these  tumors 
have  the  propensity  of  multifocal  origin  and 
spread  along  the  mucosa  of  the  upper  uri- 
nary tract.  Careful  follow-up  cystoscopic  ex- 
amination at  regular  intervals  is  also  de- 
manded, since  recurrence  within  the  bladder 
can  be  anticipated  in  some  instances. 
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Irradiation  theraj^y  is  a  valuable  adjunct 
to  surgical  management  of  renal  tumors. 
Tumors  which  are  highly  differentiated  tend 
to  be  less  responsive  to  irradiation  measures, 
but  poorly  differentiated  tumors  tend  to  re- 
spond favorably,  and  therapy  to  the  opera- 
tive site,  local  nodes,  and  metastatic  areas 
may  induce  gratifying  regression  of  dis- 
ease-". No  permanent  cures  have  been 
achie\'ed  with  radiotherapy,  however.  Neph- 
roblastoma (Wilms'  tumor)  is  fortunately 
ciuite  responsive  to  irradiation  therapy,  and 
we  routinely  employ  high-dosage,  high-volt- 
age irradiation  of  the  operative  site  and  any 
known  metastatic  lesions.  It  should  also  be 
noted  that  removal  of  the  primary  lesion 
may  facilitate  the  response  to  irradiation  of 
metastatic  lesions,  and  indeed  spontaneous 
regression  of  metastasis  has  been  noted  fol- 
lowing remo\'al  of  the  primary  renal  tumor 
in  some  rare  instances-'.  Cobalt  or  high 
voltage  (one  or  two  million  volt)  therapy  is 
desirable. 

The  presence  of  metastatic  disease  does 
not  contraindicate  removal  of  the  primary 
tumor.  Surgical  excision  of  a  rapidly  expand- 
ing renal  mass,  jaarticularly  one  associated 
with  bleeding  and  anemia,  may  improve  the 
prognosis  and  comfort  of  the  patient  im- 
measurably. Further,  the  regression  of  me- 
tastases has  been  noted  above.  In  addition, 
secondary'  removal  of  metastatic  tumors  has 
been  effective,  particularly  when  confined 
to  one  lobe  or  segment  of  the  lung,  affording 
an  opportunity  for  pulmonary  resection. 
Cures  following  such  surgery  have  also  been 
recorded. 

Chemotherapy 

The  advent  of  chemotherapy  provides  yet 
another  adju\'ant  to  the  surgical  manage- 
ment of  renal  tumors--.  Actinomycin  D,  an 
antitumor  antibiotic,  has  been  demonstrated 
to  reduce  the  number  of  circulating  tumor 
cells  preoperatively  and  during  the  oi^era- 
tive  and  postoperative  periods.  It  is  of  par- 
ticular usefulness  as  an  adjuvant  to  the  sur- 
gical management  of  Wilms'  tumors,  and 
present  evidence  indicates  that  the  conco- 
mitant use  of  Antinomycin  D  enhances  the 
effect  of  jpostoperative  irradiation.   In   the 


adult  parenchymal  tumors  (nephrocarcino 
mas),  certain  of  the  alkylating  agents  are 
useful  in  palliation.  Cytoxan  has  provided 
marked  clinical  improx'ement  and  regression 
of  one  extensi\'e  renal  tumor  treated  in  our 
clinics,  and  we  have  achie\'ed  satisfactory 
clinical  palliation  of  a  hemorrhagic  clear-cell 
carcinoma  with  the  use  of  .5-fluorouracil,  an 
antimetabolite.  It  should  be  noted  that  the 
effective  chemotherapeutic  agents  are  high 
ly  toxic  and  their  use  may  be  accompanied 
by  high  morbidity  and  moderate  mortality 
rates.  However,  judicious  selection  of  pa- 
tients for  combination  surgical-irradiation 
chemotherapeutic  measures  will  unquestion- 
ably result  in  statistical  impi-ovement  in  the 
prognosis  of  renal  cancer-''. 

Summary 

In  the  clinical  and  surgical  consideration 
of  renal  malignancies  as  well  as  other  forms 
of  neoplastic  disease,  earlier  diagnosis — 
largely  in  the  hands  of  the  primary  physi- 
cian— remains  the  key  to  improved  cure  and 
survivals.  Recognition  of  the  peculiar  and 
protean  systemic  manifestations  of  renal 
tumor  which  frequently  antedate  the  classi- 
cal symptomatology  will  create  a  higher 
index  of  suspicion,  and  prompt  execution 
of  the  accurate  diagnostic  studies  at  our  dis- 
posal promises  to  afford  an  improved  prog- 
nosis for  the  increasing  numbers  of  patients 
who  will  be  affected  by  renal  malignancies. 
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Drud  Programs  of  tne  American  Medical  Association 


Hugh  H.  Hussey,  M.D. 
Chicago,  Illinois 


The  organizational  pattern  of  the  Amer- 
ican Medical  Association's  drug  program  is 
shown  in  the  accompan3dng  outline. 

L     AMA     Missions:     Derivation     from     Prime 
Mission 

Promotion  of  art  and  science  of  medicine 
public  health 

A.  Education  of  physicians — information 

B.  Support  of  attitudes  and  activities 
that  will  speed  advancement  of  know- 
ledge through  research 

Corollary:  Prevention  of  actions  that 
impede  advancement  of  knowledge 

C.  Protection  of  the  public 

II.     Instrument  for  First  Mission  (Information) 

A.  Council  on  Drugs    (Council  on  Phar- 
macy and  Chemistry — 1905) 

1.  Committee  for  USAN 

B.  Committee  on  Cutaneous  Health  and 
Cosmetics 

C.  Department  of  Drugs 

1.  Number  of  Scientists:  18 

2.  Research  Assistants:  14 

3.  Budget:  $600,000 

4.  Space 

III.     Programs  Related  to  the   First  Mission 

IV.     Instruments  for  Second  and  Third  Missions 

A.  Council  on  Drugs 

B.  Council  on  Legislative  Activities 

C.  Other  Resources  of  A.M.A. 


Read  before  the  Second  General  Session,  Medical  Society 
of  the  State  of  North  Carolina,  Greensboro,  May  5. 

"Director,  Division  of  Scientific  Actiivties,  American 
Medical  Association,  Chicago. 


V.     Programs    Related    to    Second    and    Third 
>Iisslons 

A.  Legislative  Efforts 

1.  Support  repeatedly  for  laws  that 
would  insure  protection  of  the  pub- 
lic 

2.  Opposition  to  various  parts  of  leg- 
islative proposal  sponsored  by  Sena- 
tor Kefauver — from  conviction  that 
advancement  of  knowledge  would 
be  impeded.  (Kefauver-Harris  Drug 
Amendments,  1962  —  new  regula- 
tions) 

B.  Overview  of  Amended  Law  and  New 
Regulations 

1.  Over-regulation?     Evidence     from: 
Kirby — Conference,   Chicago,  June, 
1963;  AAMC,  Chicago,  October,  1963; 
Wintrobe  —  Humphrey     hearings, 
June,  1963;  Schreiner — "Legal  Lim- 
bo to  Legal  Limb,"  Florida,  March, 
1963;  Rumblings  from  drug  manu- 
facturers 
The   physician   today   needs,   more   than 
ever  before,  a  source  of  authoritative,  un- 
biased,   and    current    information — readily 
available — on    new   developments    in   drug 
therapy.  The  drug  information  program  of 
the  American  Medical  Association  is  intend- 
ed for  that  purpose. 

Information  and  Education 

Nomenclature 

Even  at  an  early  stage,  when  the  results 
of  early  clinical  trials  of  a  nevv^  compound 
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appear  to  warrant  more  extensi\'e  trials,  but 
when  it  is  not  yet  known  whether  the  pre- 
paration will  become  a  new  product,  the 
American  Medical  Association  has  an  in- 
terest in  it,  and  a  responsibiltiy.  This  in- 
volves the  need  to  avoid  future  confusion 
about  identification  of  the  compound  if  it 
becomes  a  therapeutic  agent.  It  is  of  the  ut- 
most importance  that  a  potential  drug  not 
become  known  by  an  inappropriate  name, 
or,  even  worse,  by  several  names,  since  this 
makes  it  extremely  difficult  to  correlate  the 
information  from  various  sources  and  may 
create  an  almost  hopeless  situation  for  the 
practicing  physician.  Early  efforts  of  the 
Council  on  Drugs  to  cope  with  this  problem 
were  frustrated. 

In  1961,  however,  a  cooperative  A.M.A.- 
U.S.P.  Nomenclature  Committee,  staffed  by 
the  A.M. A.  was  established.  This  Committee 
also  collaborates  with  the  World  Health  Or- 
ganization, British  Pharmacopoeia,  French 
Codex,  and  the  Nordica  Pharmacopoeia  in 
an  attempt  to  adopt  names  acceptable  to  all. 
The  Committee  proceeds  on  the  premise 
that  an  appropriate  name  should  be  as  short 
as  possible,  but  should  still  give  some  in- 
dication of  the  drug's  chemical  composition. 
In  addition,  classes  of  drugs  should  be 
identifiable  as  such,  and  care  should  be 
taken  to  avoid  names  that  may  lead  to  con- 
fusion with  other  names.  As  an  aid,  the 
Committee  formulated  a  set  of  "Guiding 
Principles  for  Coining  Nonproprietary 
Names."  The  U.S. P.  has  agreed  to  use  the 
names  adopted  through  the  services  of  this 
Committee,  and,  with  the  entry  of  the  Amer- 
ican Pharmaceutical  Association  into  mem- 
bership of  the  Committee  in  1963,  the  Na- 
tional Formulary  will  also  do  so. 

USAN 

The  objective  of  the  Nomenclature  Com- 
mittee is  to  select  such  suitable  nonpropriet- 
ary designations,  known  as  United  States 
Adopted  Names  (USAN),  chemical  com- 
pounds or  other  identifiable  substances  of 
potential  therapeutic  usefulness  at  an  early 
date,  and  to  encourage  their  use  thereafter 
in  all  medical  and  other  scientific  literature. 

This  program  has  had  noteworthy  suc- 
cess;   in    its   first   two   years    of    operation. 


more  than  250  nonproprietary'  names 
(USAN)  were  formally  adopted.  Perhaps 
of  e\-en  greater  importance  is  that  these 
adopted  names  have  tended  to  be  more  ap- 
propriate than  those  of  earlier  vintage.  They 
receive  rapid  and  widespread  dissemination 
through  the  monthly  NEW  NAMES  column 
which  appears  in  the  Journal  of  the  A.M. A. 
and  which  is  now  reproduced  in  about  12 
cooperating  medical  and  pharmaceutical 
journals.  In  addition,  the  American  Phar- 
maceutical Association  has  published  file 
cards  for  all  of  the  individual  nomenclature 
statements  which  have  appeared  in  the 
NEW  NAMES  column,  and  the  United 
States  Pharmacopoeia  has  published  a  cu- 
mulative list  of  USAN  through  1962. 

Review  and  evaluation  of  data 

The  A.M. A.  has  a  second  interest  in  the 
newl>'  de\"eloped  compound  as  soon  as  the 
manufacturer  submits  to  the  Food  and  Drug 
Administration  a  new  drug  application.  At 
that  time  the  Council  on  Drugs  requests 
the  same  data  ( pharmocologic  and  clinical 
studies!  from  the  manufacturer  for  its 
re\'iew  and  evaluation.  The  most  critical 
moment  in  a  new  drug's  history  occurs  after 
the  Food  and  Drug  Administration  has  ap- 
proved a  new  drug  application,  for  only 
when  the  manufacturer  introduces  it  on  the 
market  will  this  new  drug  really  be  tested 
in  all  types  of  patients,  and  in  a  wide  variety 
of  clinical  situations.  Only  when  physicians 
so  use  a  drug  over  a  period  of  time  will  the 
true  dimensions  of  its  effects,  both  good  and 
bad,  be  revealed. 

When  a  physician  chooses  to  prescribe  a 
new  drug,  he  makes  his  selection  from 
among  all  the  older  drugs  that  he  knows 
well  and,  on  the  basis  of  claims  for  its  pos- 
sible superiority,  with  the  hope  that  his  pa- 
tient will  be  benefited.  But  that  hope  should 
be  based  on  a  rational  choice,  which  in  turn 
should  be  based  on  proper  and  deliberate 
evaluation  of  the  available  infoi-mation.  In- 
asmuch as  the  iDhysician  lacks  the  time  to 
evaluate  all  information  about  new  drugs, 
the  Council  on  Drugs  bridges  the  gap  be- 
tween the  legal  permission  granted  by  the 
Food  and  Drug  Administration  to  a  manu- 
facturer to  market  a  new  product  and  the 
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individual  moments   of   choice   when   phy- 
sicians prescribe  it. 

Experts  who  have  been  selected  by  the 
Council  on  Drugs  review  the  data,  con- 
sider and  appraise  the  available  evidence, 
and  submit  their  opinion  concerning  the 
adequacy  of  the  data  and  the  effectiveness 
and  safety  of  the  drug.  This  opinion  serves 
as  a  basis  for  a  Council  statement,  which  is 
published  to  assist  the  physician  in  deciding 
about  use  of  the  new  drug.  Although  the 
evidence  available  to  the  Council  is  es- 
sentially the  same  as  that  submitted  to  the 
Food  and  Drug  Administration,  the  Council 
examines  it  from  a  different  point  of  view. 

Preliminary  statements  based  on  the 
Council's  evaluation  of  the  data  received 
from  the  manufacturer,  as  well  as  on  other 
published  and  unpublished  reports  avail- 
able at  that  time,  are  published  in  the 
Jounal  of  the  A.M.A.They  are  published  as 
soon  as  practicable  after  a  drug  first  be- 
comes available  commercially  and  when  it 
is  being  detailed  to  physicians  and  pharmac- 
ists. Through  a  process  of  continual  and 
reasonably  complete  accumulation  and  utili- 
zation of  the  additional  information  which 
inevitably  becomes  available  during  the  first 
several  months  of  general  use  of  a  new  drug, 
a  "continuing  process  of  education"  is  im- 
plemented by  the  publication  of  additional 
Council  statements  containing  pertinent 
facts  and  results  of  continuing  evaluations 
of  new  drugs. 

The  Council's  statements  of  opinions  are 
transmitted  to  the  physician  also  in  the 
Council's  annual  publication. 

Registry   of  Adverse  Reactions 
Blood  dyscrasias 

An  important  part  of  the  Council's  over- 
all Drug  Information  Program  is  its  activi- 
ties in  the  area  of  adverse  reactions  to 
drugs.  After  several  hematologists  in  late 
1952  observed  that  damage  to  the  blood  and 
blood-forming  organs  was  associated  in 
some  cases  with  the  administration  of  chlo- 
ramphenicol, the  Council  established  a  Com- 
mittee on  Blood  Dyscrasias.  Its  purpose  was 
to  create  a  Registry  to  receive  reports  of 
drug-induced  blood  dyscrasias,  and  alert 
physicians   to   the   potenital   hematopoietic 


toxicity  of  drugs.  Reports  are  submitted 
voluntarily  by  interested  physicians,  and  in 
addition  a  systematic  attempt  has  been 
made  to  include  reports  abstracted  from  the 
foreign  literature. 

The  Registry  has  had  a  steady  growth, 
and  by  the  end  of  1962  it  contained  1,387 
domestic  rej^orts  and  526  reports  from  the 
foreign  medical  literature  in  which  a  total 
of  465  drugs  and  other  chemical  substances 
were  associated  with  the  development  of 
blood  dyscrasias.  The  reports  are  trans- 
mitted to  the  members  of  a  study  group  con- 
sisting of  hematologists  who  consider  the 
possible  causal  relationship  between  the 
dyscrasia  and  the  use  of  the  drug.  The  study 
group  also  decides  whether  there  is  need  for 
publication  of  a  cautionary  statement.  Cum- 
ulative tabulations  of  all  reports  have  been 
made  semi-annually  and  are  distributed  to 
interested  individuals  and  institutions. 

The  Registry  accepts  reports  based  on 
circumstantial  evidence,  but  such  reports 
do  not  prove  that  the  drug  in  question  and 
the  associated  blood  changes  are  causally 
related.  Obviously,  the  fact  that  the  name  of 
a  drug  appears  in  the  tabulation  does  not 
necessarily  mean  that  the  drug  is  harmful 
or  that  it  was  responsible  for  the  dyscrasia 
reported.  Furthermore,  the  reports  received 
by  the  Registry  may  represent  only  a  small 
part  of  the  potential  total  number  of  drug- 
related  blood  dyscrasias  which  might  occur, 
and  the  fact  that  the  name  of  a  drug  does 
not  appear  in  the  tabulation  does  not  neces- 
sarily mean  that  the  drug  is  devoid  of  the 
potential  for  hematotoxicity. 

Other-  drug  reactions 

More  recently  the  Council  recognized  that 
this  system  should  not  be  limited  to  reports 
on  blood  dyscrasias  only,  but  that  it  should 
be  expanded  to  include  all  serious  adverse 
reactions  to  drugs,  pesticides,  household  and 
economic  chemicals.  Accordingly,  late  in 
1962,  a  preliminary  meeting  was  held  to  ex- 
plore the  problems  involved  in  organizing 
and  operating  a  central  registry  on  adverse 
reactions.  As  a  result  of  that  meeting,  the 
Registry  was  formed.  By  May  of  1963, 
panels  of  experts  were  selected  from  the 
various  disciplines  of  medicine  to  encompass 


374 


NORTH    CAROLINA    MEDICAL    JOURNAL 


September,  1964 


the  following  areas:  allergy,  dermatology, 
gastroenterology,  hematology,  household 
and  economic  chemicals,  nephrology,  neu- 
rology-psychiatry, and  pediatrics. 

Since  the  organization  of  the  panels  a  re- 
port form  has  been  devised,  and  in  an  effort 
to  expand  its  program,  the  Registry  is  en- 
listing the  help  of  physicians  in  reporting 
cases.  The  proposed  report  form  is  a  self- 
mailer  and  pro\-ides  an  original  report  for 
the  Registry  and  a  duplicate  which  maj^  be 
retained  with  the  physician's  records.  On 
the  reverse  side  of  the  duplicate  is  a  sug- 
gested list  of  some  of  the  more  common 
drug-associated  reactions  which  is  intended 
to  serve  simply  as  a  guide  and  not  as  a 
comprehensive  reference. 

The  Registry  is  interested  in  reports  of  all 
reactions  which  are  not  ordinaril}'  associat- 
ed with  a  specific  therapy  or  which  may  be 
considered  unusual  or  serious,  but  it  does 
not  ask  for  reports  where  the  reactions  may 
be  considered  an  extension  of  the  effect  for 
which  the  drug  was  given — for  example, 
insulin  shock  or  bone  marrow  depression 
following  treatment  with  alkylating  agents. 

Through  cooperative  arrangements  with 
other  agencies  and  organizations,  attempts 
will  be  made  to  coordinate  the  reporting  by 
physicians  of  adverse  reactions  in  order  that 
the  A.M. A.  may  serve  as  the  clearing  house 
for  such  information. 

The  Prevailing  Picture 

In  the  complexities  of  the  prevailing  pic- 
ture of  activities  under  the  new  drug  reg- 
ulations, it  has  become  more  important  than 
ever  that  the  Amei-ican  Medical  Association 
establish  liaison  and  maintain  contact  with 
all  interested  parties,  particularly  with  the 
Pharmaceutical  Manufacturers  Association, 
the  Food  and  Drug  Administration,  and  the 
Congress  of  the  United  States.   In  the  in- 


stance of  the  P.M. A.,  through  the  Medical 
Section,  we  have  had  notable  success,  and 
there  are  indications  that  with  greater  ef- 
fort there  will  be  equivalent  success  with 
the  Food  and  Drug  Administration. 

It  is  evident  that  all  four  parties — A.M. A., 
P.M.A.,  F.D.A.,  and  Congress— are  interest- 
ed in  (1)  ha\ing  safe,  effective  new  drugs 
reach  the  market;  (2)  in.suring  an  effective 
flow  of  information  about  the  pharmacologic 
and  therapeutic  properties  of  drugs;  and  (3) 
detecting,  evaluating,  and  publishing  the 
facts  about  adverse  reactions  to  drugs.  A 
variety  of  motives  are  involved  in  these 
interests,  including  the  desire  for  scientific 
truth,  protection  of  the  public,  and  fi- 
nancial profit. 

All  four  parties  are  involved  in  one  way 
or  other  with  all  motives,  but  not  to  the 
same  extent  with  each  motive.  Consecjuent- 
ly,  the  attitude  of  each  of  the  parties  dif- 
fers somewhat  from  that  of  the  others. 

If  an  attempt  is  made  to  discern  the 
motive  that  is  most  influential  for  each 
party,  the  results  appear  as  follows:  A.M. A. 
— scientific  truth;  P.M. A. — financial  profit; 
F.D.A.  and  Congress — protection  of  the  pub- 
lic. 

For  F.D.A. ,  because  of  its  responsibilities 
as  a  regulatory  agency,  there  has  been  a 
tendency  for  the  prime  motive  (protection 
of  the  public)  to  be  transmuted  into  self- 
protection.  And  in  the  case  of  Congress, 
there  may  sometimes  be  other  motives  than 
the  three  I  have  chosen  to  examine. 

I  have  described  the  prevailing  picture  as 
complex.  Nevertheless,  judgments  have  to 
be  made  and  actions  result  therefrom.  Under 
the  circumstances,  it  is  urgent  that  manu- 
facturers, the  medical  pi'ofession,  and  the 
go\'ernment  be  mindful  of  the  lesson  learned 
from  painting  a  toy  soldier — The  task  is 
easier  with  a  smaller  brush. 
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Getting  tLie  Alconolic  into  Treatment 

Norman  A.  Desrosiers,  M.D.* 

BUTNER 


Increasing  awareness  of  the  size  and  com- 
plexity of  tiie  problem  of  alcoholism  calls 
for  a  reconsideration  of  the  situation  as  well 
as  a  re-evaluation  of  our  present  attitudes 
and  approaches  to  treatment.  This  paper 
outlines  ( 1 )  some  of  the  major  problems  in 
understanding  the  illness — for  example  the 
use  of  denial  mechanisms;  (2)  some  of  the 
difficulties  involved  in  getting  the  patient 
into  treatment,  with  emphasis  on  the  volun- 
tary principle  and  the  completely  sober 
state;  (3)  the  medical  problems  presented 
and  the  need  for  adequate  treatment  and 
convalescence;  (4)  the  proper  timing  and 
method  of  referral  for  psychiatric  care;  and 
(5)  an  explanation  of  the  intent  and  pur- 
pose of  the  new  law,  with  a  description  of 
the  points  to  be  considered  in  the  judicial 
hospitalization  of  the  alcoholic. 

Understanding  the  Illness 

One  of  the  major  philosophical  bases  of 
the  treatment  of  alcoholism  is  the  principle 
of  voluntarism.  In  short,  this  principle 
states,  as  does  Alcoholics  Anonymous,  that 
the  alcoholic  is  most  amenable  to  help  when 
he  realizes  the  need  himself.  It  must  be 
pointed  out,  however,  that  the  concept  is 
highly  conditional.  It  is  important  also  to 
understand  the  great  difficulty  he  faces 
within  himself  before  he  can  ask  for  help. 

The  mechanism  of  denial 

One  of  the  major  difficulties  the  alcoholic 
faces  is  the  continued,  unconscious  use  of 
the  mechanism  of  denial  until  he  can  deny 
he  is  drunk  even  while  so  intoxicated  he  can 
barely  stand.  Clinically,  this  unfortunate 
behavioral  characteristic  has  resulted  in 
much  censure  by  the  moralist  and  rejection 
by  medical  personnel.  As  one  personal  ac- 
quaintance bluntly  put  it:  "All  alcoholics 
I  are  liars.  They'll  tell  you  one  thing,  and  do 
just  the  opposite  while  they're  telling  you." 
As  a  clinical  description  alone,  the  epithet 


•Medical  Director,  Alcoholic  Rehabilitation  Center,  But- 
ner,  North  Carolina. 


is  cjuite  accurate.  It  does,  however,  reveal  a 
fundamental  lack  of  understanding  as  to 
why  alcoholics  use  this  ego-protecting  psy- 
chopathologic  device  of  denial. 

The  mechanism  of  denial  is  a  mental  trick 
that  serves  the  developing  alcoholic  well. 
Most  of  the  patients  who  eventually  come  to 
this  center  have  been  using  it  for  15  to  20 
years.  The  alcoholic  lives  for  many  years 
under  the  delusion  that  he  is  still  in  control 
of  his  drinking.  The  truly  tragic  culmina- 
tion of  the  use  of  denial  can  be  seen  in  the 
delusions  of  the  paranoid  and  Korsakoff 
states,  the  latter  often  being  the  end  result 
of  prolonged  excessive  drinking.  By  under- 
standing the  denial  mechanism  one  also  un- 
derstands why  such  a  long  period  of  time 
elapses  before  the  alcoholic  realizes  that  he 
is  in  trouble.  Most  often  this  knowledge  is 
driven  into  him  by  the  twin  forces  of  direct 
confrontation  of  his  denial  by  family,  job 
and  health  problems,  and  his  oicn  percep- 
tions of  his  inner  deterioration. 

His  decision  to  ask  for  help,  however,  is 
not  purely  voluntary.  Rather  it  is  a  decision 
highly  colored  with  a  mass  of  ambivalent 
feelings.  As  a  wag  once  said,  "He  is  as  afraid 
of  heal  as  he  is  of  hell."  Or  as  Dr.  Tiebout 
said,  "There  are  two  problems  in  the  ther- 
apy of  the  alcohohc:  one  problem  is  to  get 
them  to  come,  and  the  other  is  to  keep  them 
coming."'  Everyone  realizes  how  difficult 
it  is  to  get  an  alcoholic  to  accept  treatment 
at  a  center  like  Butner.  The  miracle  is  that 
they  come  at  all,  and  that  fully  75  per  cent 
of  them  stay  the  four-week  period. 

Admission  Reciuirements 
In  general,  those  who  present  themselves 
for  admission  to  the  Center  do  so  as  a  re- 
sult of  having  agreed  with  someone  else's 
decision  that  they  come.  Usually,  it  is  the 
threat  of  the  clerk  of  the  court,  "You  go  or 
else";  or  the  pressure  of  an  employer  to 
"straighten  up  or  lose  your  job."  Or  again, 
it  may  be  the  last  ditch  stand  of  a  distraught 
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spouse  who  says,  "You  do  something  about 
your  drinking  or  I'm  through  with  you!" 
Even  in  the  case  of  one  who  insists  that  he 
came  voluntarily,  it  soon  becomes  obvious 
that  a  covert  threat  was  a  motivating  factor 
in  his  decision  to  seek  treatment. 

It  is  important  to  be  well  aware  of  these 
pressures  upon  the  alcoholic  so  as  to  be  able 
to  work  with  him  on  a  realistic  basis.  For 
example,  in  the  initial  relationship  with  the 
patient,  it  is  better  to  focus  on  the  positive 
and  ego-strengthening  idea  that  in  having 
participated  in  the  decision  to  seek  treat- 
ment, he  has  already  come  a  long  way  to- 
ward sobriety.  It  is  a  participant  decision, 
certainly;  however  he  }ias  participated.  The 
act  should  be  taken  note  of  and  verbally 
rewarded. 

The  admission  policies  of  the  Center 
further  reflect  realistic  consideration  of  the 
alcoholic's  extreme  ambivalence  toward 
treatment  by  rec]uiring  that  he  be  entirely 
free  of  alcohol  when  he  is  admitted.  Beyond 
the  fact  that  the  Center  is  not  equipped  to 
treat  withdrawal  reactions  is  the  considera- 
tion that  so  long  as  the  alcoholic  has  free  cir- 
culating alcohol  in  his  blood  stream,  he  can- 
not be  considered  capable  of  making  a  de- 
cision in  full  possession  of  his  faculties.  It 
is  well  known  that  the  acutely  intoxicated 
patient,  and  especially  the  one  afflicted  with 
withdrawal  symptoms,  will  promise  any- 
thing to  get  the  immediate  help  he  needs. 
As  soon  as  he  begins  to  feel  human  again, 
however,  he  seems  to  forget  his  promises 
and  to  behave  as  before.  A  reflection  of  this 
experience  can  be  seen  in  the  admission  sta- 
tistics of  the  Center.  Only  50  per  cent  of 
those  who  apjDly  actually  appear  for  admis- 
sion. 

The  point  must  be  stressed  again  and 
again  that  statements  or  decisions  made 
by  an  intoxicated  person  are  made  under 
the  influence  of  an  anesthetic.  In  such  a 
state  he  cannot  be  considered  to  be  acting 
with  the  full  possession  of  his  faculties.  It  is 
a  curious  inconsistency  that  medical  per- 
sonnel, who  realize  that  a  patient's  signa- 
ture on  an  operative  permit  is  worthless 
once  anesthesia  is  begun,  will  accept  the 
word  of  an  individual  whose  brain  function 
is  impaired  by  prolonged,  self-administered 


anesthesia  as  well  as  starvation  and  dehy- 
dration. It  must  be  emphasized  that  ethyl 
alcohol  is  an  anesthetic  agent,  and  that  in 
the  alcoholic  in  particular  it  is  a  potent 
drug  to  which  his  beleaguered  brain  is  less 
resistant  than  the  non-alcoholic's.  He  will 
often  remark  in  the  sober  state  that  "it 
doesn't  take  as  much  to  get  drunk  as  it  used 
to." 

The  requirement  of  complete  sobriety 
at  the  time  of  admission,  then,  is  based 
upon  an  understanding  of  the  alcoholic's 
ambivalence  toward  treatment  and  the 
basic  physiologic  facts  about  the  effects 
of  alcohol  upon  the  brain.  Failure  to  realize 
these  two  factors  has  resulted  in  the  dis- 
heartening experience  of  those  treatment 
centers  which  accept  the  inebriated  patient 
for  treatment  on  a  voluntary  basis.  As  soon 
as  he  is  sufficiently  withdrawn,  not  suffer- 
ing, and  beginning  to  feel  human  again,  he 
is  gone  until  next  time.  Not  only  is  such  a 
program  unrewarding  in  terms  of  interven- 
ing in  the  chronic  process,  but  it  also  un- 
wittingly plays  right  into  the  neurotic  de- 
\'ices  of  the  alcoholic — namely,  the  satisfac- 
tion of  his  intense  regressive  and  oral  needs 
to  be  taken  care  of  and  fed.  Moreover,  it 
beautifully  illustrates  the  horns  of  the  di- 
lemma that  the  alcoholic  succeeds  in  hang- 
ing any  would-be  helper  upon — namely,  the 
necessity  of  treating  his  serious  medical 
condition  while  leaving  him  free  of  psycho- 
logic intervention.  He  walks  off  as  soon  as 
he  is  able,  because  it  is  this  latter  interven- 
tion that  he  most  desperately  fears. 

Propel-  Medical  Referral 

Acute  vs.  chronic  cases 

A  note  about  the  referral  process  is  in 
order  here,  with  special  reference  to  the 
acute  medical  needs  of  the  alcoholic.  The 
majority  of  inebriates  who  ha\'e  been  drink- 
ing during  a  weekend  usually  can  be  dried 
out  at  home  or,  as  in  many  cases,  in  the  lo- 
cal jail.  Such  an  individual  has  been  drink- 
ing only  a  short  time  and  his  physical  state 
is  not  too  seriousl}-  disturbed.  With  the 
chronic  alcoholic,  however,  the  situation 
can  be  entirely  different.  Usually  he  has 
been  drinking  excessively  over  a  long  pe- 
riod. Characteristically  he  has  not  been  eat- 
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ting  property.  The  process  of  starvation  has 
begun,  and  often  he  has  lost  considerable 
weight.  He  is  usually  markedly  dehydrated, 
owing  to  the  blocking  action  of  alcohol 
on  the  production  of  antidiuretic  hormone 
by  the  pituitary.  His  nervous  system  has 
been  under  the  anesthetic  action  of  alcohol 
for  as  long  as  he  has  been  drinking,  and 
the  ever-present  threats  of  alcoholic  halluci- 
nosis, delirium  tremens,  and  possible  seizure 
are  to  be  considered.  If  he  has  suffered  ex- 
posure it  is  probable  that  opportunistic 
pneumococci  are  already  at  work  in  his 
lungs.  The  incidence  of  tuberculosis  is  said 
to  be  higher  in  the  alcoholic  than  in  the 
general  population-.  These  two  factors  alone 
warrant  a  chest  film  as  soon  as  possible.  In 
short,  his  condition  may  be  analogous  to 
that  of  the  patient  coming  out  of  the  operat- 
ing room — -only  much  worse! 

I  feel  that  the  acute  medical  problems  of 
the  intoxicated  and  withdrawing  alcoholic 
should  be  handled  on  the  spot — in  the  lo- 
cal community  hospital,  by  the  local  physi- 
cian. The  physician  who  is  willing  to  render 
this  service,  however,  is  often  stymied  by 
the  unwritten  codes  of  many  communitj' 
hospitals  which  will  not  admit  acutely  in- 
toxicated patients.  Fortunately  a  few  do 
admit  acutely  ill  alcoholics  and  handle  them 
as  any  other  medical  patient.  Those  hospi- 
tals are  to  be  highly  commended  for  their 
identification  with  the  true  spirit  of  medi- 
cine— that  is,  to  provide  such  medical  care 
as  they  are  capable  of  rendering  without 
making  moral  judgments  upon  those  whom 
they  treat.  Hospitals  which  still  refuse  to  ad- 
mit the  acutely  ill  alcoholic  ought  to  recon- 
sider their  position. 

Convalescence 

A  further  note  on  the  medical  condition 
of  the  alcoholic  is  indicated.  He  needs  a 
period  of  convalescence  following  any  pro- 
longed drinking  spree.  It  has  been  our  ex- 
perience at  this  Center  that  after  a  prolong- 
ed spree  the  alcoholic  needs  two  weeks  or 
longer  before  he  truly  begins  to  function 
as  his  former  self.  It  will  take  this  long  for 
his  unaided  sleep  pattern  to  return;  nearly 
all  convalescing  alcoholics  have  sleep  dif- 
ficulties.  In   two  weeks  or  so   he   will   be 


regaining  some  of  his  lost  weight.  Anorexia 
will  be  gone.  His  recent  memory  function 
will  be  returning,  and  he  will  be  able  to 
shift  his  attention  from  his  somatic  con- 
cerns long  enough  to  be  able  to  consider  the 
psychological  side  of  this  body-mind  prob- 
lem. 

It  is  precisely  at  this  point  that  the  alco- 
holic can  best  be  approached  psychological- 
ly— when  he  is  beginning  to  function  fully — 
and  this  is  the  optimum  time  to  refer  him 
for  the  intensive  psychotherapy  that  the 
Center  provides.  It  is  also  the  time  when  the 
alcoholic  begins  to  feel  so  well  that  he 
doesn't  think  he  needs  any  help.  His  denial 
mechanisms  are  working  well  again.  To 
accept  the  denial,  now  as  in  the  beginning, 
is  to  lose  him. 

The  New  North   Carolina  Lata 

The  State  of  North  Carolina,  as  repre- 
sented by  the  1963  Legislature,  has  begun 
to  deal  with  the  enormous  problem  of  alco- 
holism with  true  seriousness.  In  revising 
the  statutes  that  apply  to  the  inebriate,  it 
has  regarded  him  as  a  person  who  is  just 
as  sick  as  the  mental  patient.  This  new  law 
makes  it  possible  to  judicially  commit  the 
alcoholic  to  any  of  the  state  psychiatric  hos- 
pitals for  a  period  of  observation  and  treat- 
ment on  the  same  basis  as  any  other  mental 
patient.  The  procedure  is  exactly  the  same. 

It  is  unfortunate,  however,  that  this  very 
forward-looking  law  has  been  misinterpret- 
ed by  the  community  to  mean  that  the  state 
intends  to  go  into  the  "drying-out"  business. 
Several  months  of  experience  has  disclosed 
dramatically  that  this  is  precisely  what  has 
happened.  One  hospital  with  one  physician 
assigned  to  the  section  has  been  so  inun- 
dated by  admissions  of  acutely  intoxicated 
patients  that  he  has  time  to  do  little  more 
than  attend  to  their  acute  medical  needs. 

This  community  demand  for  state-sup- 
ported "drying-out"  facilities  points  both  to 
the  great  need  for  this  service  and  to  the 
avoidance  by  the  community  of  its  respon- 
sibility in  this  area.  The  acute  medical  prob- 
lems of  the  alcoholic  can  be  managed  in  the 
local  hospital  if  it  will  accept  its  responsi- 
bility to  do  so.  In  most  instances,  the  more 
intensive  psychiatric  treatment  which  the 
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mental  hospital  staff  is  trained  to  provide 
is  not  available  in  the  local  community.  In 
view  of  the  considerable  size  of  the  problem, 
therefore,  it  appears  that  to  ask  a  severely 
limited  psychiatric  hospital  staff  to  handle 
it  alone  is  unfeasible  and  unfair.  The  prob- 
lem must  be  shared  by  the  local  community, 
especially  in  the  acute  medical  phase,  the 
psychiatric  treatment  being  effected 
through  the  developing  mental  health 
clinics  or,  in  more  serious  cases,  the  in- 
patient services  of  the  psychiatric  hospital. 

When  to   Einploy  Legal   Commitment 

Ideally  the  legal  arm  of  remanding  a 
chronic  alcoholic  for  treatment  should  be 
employed  only  when  it  appears  to  the  at- 
tending physician  that  the  patient's  be- 
havior is  a  threat  to  his  own  safety  or  that 
of  others.  On  the  whole  the  verbal  threats 
made  by  inebriated  persons  are  not  taken 
seriously  enough.  They  do  commit  suicide 
as  well  as  homicide  and  other  acts  of  vio- 
lence under  the  influence  of  alcohol.  It 
should  be  remembered  that  ethyl  alcohol 
exerts  a  disinhibiting  effect  upon  the  brain, 
and  at  the  same  time  works  to  facilitate  the 
expression  of  underlying  urges  in  the 
psyche.  For  this  reason,  any  evidence  of 
dangerous  acting-out  behavior  in  an  ineb- 
riated patient  should  alert  the  responsible 
physician  to  use  the  legal  means  of  judical 
hospitalization  to  protect  either  the  patient, 
his  family,  or  society  at  large.  Procrastina- 
tion by  everyone  concerned,  often  for  many 
years,  is  the  worst  enemy  of  securing  treat- 
ment for  the  alcoholic. 

Local  outpatient  agencies  such  as  Alco- 
holics Anonymous,  alcohol  information  cen- 
ters, and  the  growing  number  of  mental 
health  clinics  should  be  used  first.  They  all 
provide  excellent  consultants  with  respect 
to  referrals,  sources  of  treatment,  hospitali- 
zation procedures,  and  other  matters  per- 
taining to  alcoholism.  It  is  known  that  a 
great  many  alcoholics  are  being  helped  on 
an  outpatient  basis  and  ideally  are  so 
handled-^  It  is  when  these  facilities  fail  that 
the  physician  can  suspect  that  the  vmder- 
lying  compulsion  to  drink  springs  from 
strong  underlying  psychopathology,  and 
that  the  individual  requires  hospitalization 


and  psychiatric  attention.  Judicial  hospital- 
ization then  may  be  called  for. 

Vohintary  Treatvient  is  Best 
Although  judicial  hospitalization  is  indi- 
cated when  the  alcoholic  persistently  re- 
fuses to  seek  help  when  he  is  fully  sober,  it 
is  still  better  to  exercise  as  mvich  persuasion 
as  possible  to  get  him  to  elect  voluntary 
treatment.  Those  who  set  up  the  voluntary 
treatment  center  at  Butner  wisely  foresaw 
that  a  sizeable  percentage  of  the  alcoholic 
population,  with  the  encouragement  of  their 
friends,  families,  employers,  pastors  and 
physicians,  would  elect  to  seek  treatment 
on  a  voluntary  basis.  They  also  foresaw  that 
because  of  participating  in  the  decision  to 
seek  treatment,  the  patients  would  be  better 
motivated  and  more  ready  to  accept  the 
comparatively  intensive  therapeutic  ap- 
proach of  the  center. 

It  is  better  from  a  therapeutic  viewpoint 
to  allow  the  alcoholic  to  participate  in  the 
decision  to  seek  voluntary  treatment  than 
to  have  to  use  legal  means  to  force  him 
into  treatment.  The  latter  appears  to  cause 
him  to  strengthen  his  denial  defense  sys- 
tem. One  should  realize,  however,  that  when 
an  indixidual's  drinking  has  carried  him  to 
the  point  where  his  physical  condition  is  be- 
ing destroyed,  or  where  self-destructi\'e  ten- 
dencies in  the  form  of  suicidal  threats  or 
gestures  are  made  under  the  influence  of 
alcohol,  he  must  be  restrained  from  doing 
permanent  damage  to  himself  or  society  at 
large.  Legal  means  must  then  be  employed. 

Summary 
Some  of  the  factors  to  be  considered  in 
getting  the  alcoholic  into  treatment  are  pre- 
sented. Much  of  the  current  literatvu^e  has 
stressed  the  essentially  valid  principle  of 
voluntarism,  a  principle  which  is  felt  to  be 
highly  conditional  and  not  the  real  factor 
underlying  the  alcoholic's  sober  appeal  for 
help.  The  concept  of  a  "participating  deci- 
sion" on  the  alcoholic's  part  and  the  reasons 
in  support  of  this  concept  are  discussed, 
among  them  the  use  of  denial.  Butner  Alco- 
holic Rehabilitation  Center's  admission  re- 
quirements of  the  completely  sober  state, 
voluntarism,  and  a  proper  medical  referral 
are  explained. 
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The  three  phases  of  the  medico-psychia- 
tric treatment  of  acvite  medical  care,  con- 
valescence, and  psychological  intervention 
are  outlined.  Finally,  a  discussion  of  the 
intent  and  purpose  of  the  new  North  Caro- 
lina law  is  presented,  and  a  few  criteria  are 
offered  for  determining  when  to  employ  ju- 
dicial hospitalization  for  the  alcoholic. 
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Tne  Cost  or  Medical  Care 

Russell  B.  Roth,  M.D. 
Erie,  Pennsylvania 


Last  fall  your  President,  Dr.  John  Rhodes, 
attended  an  A.M.A.  institute  during  which 
I  and  three  others  gave  a  preview  of  what 
might  be  expected  from  the  report  of  the 
Commission  on  the  Cost  of  Medical  Care. 
One  reason  for  this,  I  am  sure,  was  a  su- 
spicion that  many  A.M.A.  members  had  for- 
gotten that  this  project,  started  in  June  of 
1960,  was  still  in  progress.  Many  others  had 
never  been  aware  of  it  in  the  first  place.  In 
any  event,  at  that  meeting  we  lifted  the 
wraps  from  a  few  segments  of  the  study, 
and  Dr.  Rhodes  asked  me  if  I  would  discuss 
this  report  with  you  in  terms  of  its  scope 
and  general  import. 

The  entire  concept  of  an  A.M.A.  study  of 
the  cost  of  medical  care  was  developed  in 
the  mind  of  the  late  Dr.  Louis  M.  Orr  of 
Orlando,  Florida,  during  his  tenure  as  Presi- 
dent of  the  A.M.A.  Louis  Orr  sold  this  idea 
to  the  Board  of  Trustees,  to  the  House  of 
Delegates,  and  to  a  group  of  compliant 
friends.  They  became  the  Commission. 

As  a  Commission  member  I  must  freely 
admit  that  I  have  little  concept  of  the  true 
value  of  our  product.  It  will  perhaps  take 
some  historical  perspective  to  evaluate  that. 
But  there  were  great  rewards  for  me  per- 
sonally, not  only  in  terms  of  an  economic 
education,  but  in  the  opportunity  to  work 
with  and  get  to  know  the  other  members  of 
the  group  and  the  magnificent  staff  assemb- 
led for  the  project. 


Read  before  the  Third  General  Session    Medical  Society 
of  the  State  of  Xorth  Carolina,  Greensboro,  May  6.  1964. 


You  may  ask  what  ordinary  doctors  like 
Russ  Roth  and  John  Reece  have  to  qualify 
them  as  experts  in  the  economics  of  medical 
care.  The  answer  is,  very  little  indeed.  But 
at  least  we  have  evinced  some  inlellecutal 
curiosity  in  the  subject,  and  we  were  willing 
to  become  locked  in  a  struggle  with  econo- 
mists, statisticians,  hospital  people,  insur- 
ance men,  pharmaceutical  manufacturers, 
computer  operators,  and  others,  to  deter- 
mine what  would  constitute  a  meaningful 
analysis  of  the  costs  of  the  care  which  we 
physicians  provide.  We  also  served  some 
us'eful  purpose,  I  trust,  in  contending  that 
if  the  economists,  statisticians,  and  script 
writers  couldn't  make  things  intelligible  to 
us,  they  had  best  try  it  again  and  again  and 
again. 

The  formal  report  of  the  Commission  is 
finished — to  be  presented  officially  to  the 
House  of  Delegates  in  San  Francisco  in  June 
as  a  four-volume  work.  Among  busy  prac- 
ticing physicians  it  is  certain  to  remain 
largely  unread.  In  respect  to  certain  por- 
tions of  the  report  this  is  too  bad;  and  it  is 
my  principal  justification  for  telling  you 
something  about  it. 

Among  the  four  volumes,  Volume  One  is 
by  all  odds  the  most  likely  to  be  read,  since, 
in  addition  to  original  material  of  its  own,  it 
contains  summaries  of  the  material  in  the 
remaining  three  \-olumes.  Volume  Two  is 
probably  the  most  practical  and  useful. 
Volume  Three  is  the  most  interesting — at 
least  to  the  general  public.  Volume  Four  is 
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the  most  significant  from  the  i^oint  of  view 
of  economic  research. 

Focusing  upon  ^'olume  One  is  not  exact- 
ly hke  reachng  the  summary  and  conckisions 
of  a  scientific  article  and  skipping  the  body 
of  the  paper.  It  describes  the  organization 
of  the  Commission,  its  staffing,  its  objec- 
tives, and  its  methodology.  In  addition,  it 
contains  three  formidable  chapters  likely  to 
discourage  the  casual  reader.  The  first  of 
these,  Chapter  Two,  is  entitled  "The  Eco- 
nomics of  Medical  Care."  This  chapter  is  the 
end-result  of  many  frustrating  clashes  be- 
tween the  economists,  on  one  hand,  attempt- 
ing to  apply  familiar  yardsticks  or  fabricate 
new  ones  in  order  to  assess  the  output  of 
something  called  the  "medical  care  indus- 
try," and  the  phj'sicians  on  the  other,  resist- 
ing any  attempt  to  ec]uate  their  profession- 
al services  with  sacks  of  wheat  or  standard 
kitchen  appliances. 

In  these  contests  over  the  economics  of 
medical  care,  the  economists  emerged  some- 
what ahead,  presumably  because  they  were 
playing  in  their  own  ballpark.  We  came  out 
with  a  primer  on  the  elements  of  economic 
analysis  of  an  industry — with  the  appliance 
industry  used  as  the  illustration. 

A  new  measure  oj  niedicul  "output" 

Using  the  economic  tools  or  weapons  ex- 
plained in  the  primer,  assault  is  then  made 
on  the  medical  care  industry.  The  major 
item  here  is  the  development  of  a  new  con- 
cept of  the  output  unit  of  the  medical  care 
industry — not  the  hospital  day  nor  the  of- 
fice visit  nor  the  appendectomy,  but  the 
control  and/or  management  of  disease  or 
other  unwanted  jjhysicial  or  mental  condi- 
tions, whether  actual  or  potential.  To  illu- 
strate: A  person  with  medical  convention 
hangover  undergoes  a  series  of  consulta- 
tions, laboratory  analj^ses,  treatments,  op- 
erations and  takes  drugs — all  for  the  pur- 
pose of  controlling  that  disease.  The  entire 
collection  of  these  goods  and  ser\'ices,  under 
this  definition,  constitutes  the  basic  unit  of 
medical  output.  Presumably,  if  after  all  this 
the  patient  dies  or  remains  ill,  the  transac- 
tion is  akin  to  buying  an  automobile  that 
won't  run.  This  concept  does,  howe\'er. 
provide  a  framework  A\'ithin  which  to  ex- 


amine the  units  of  input  from  which  this 
output  is  constructed,  and  to  study  the  \ari- 
ables  in  each. 

Physicians,  for  example,  are  the  prime 
suppliers  of  medical  care,  functioning  solo 
or  in  groups  or  in  salaried  hospital  positions 
or  otherwise.  Other  input  components  are 
hospital  and  nursing  home  services,  labora- 
tory ser\-ices,  drugs,  vaccines,  appliances, 
and  the  like.  Each  may  be  studied  for  its 
component  role  in  the  structure  of  the  out- 
put unit  of  the  medical  care  industry.  Let 
me  leave  it  at  that.  It  is,  at  the  very  least, 
a  radical  and  highly  defensible  new  concept 
of  how  economic  anah'sis  may  be  applied 
to  medical  care. 

Critique  of  presefit  yardsticks 

We  then  progress  to  Chapter  Three — a 
searching  criticjue  of  present  day  yardsticks 
as  exemplified  by  the  sanctified  Consumers' 
Price  Index  and  its  medical  care  component. 
This  is  the  source  of  those  figures  with 
which  we  are  perpetually  barraged.  You 
recognize  them.  Between  1946  and  1963  the 
index  for  all  items  increased  57  per  cent,  but 
the  medical  care  index  rose  92  per  cent. 
Within  this,  prescriptions  and  drugs  rose 
32  per  cent,  physician's  fees  72  per  cent, 
and  the  hosjDital  daily  service  charges  273 
per  cent. 

Our  analysis  seriously  challenges  the 
validity  of  the  picture  projected  by  this  in- 
dex, constructed,  as  it  was  a  year  ago,  from 
16  items — the  physicians's  office  visit,  home 
visit,  obstetric  care,  the  appendectomy,  the 
tonsillectomy,  dental  filling  and  extraction, 
the  optometrist's  eyeglasses,  hospital  ward 
and  pri\ate  room  rates,  group  hospitaliza- 
tion policies,  prescription  drugs,  penicillin, 
multiple  vitamin  concentrates,  milk  of  mag- 
nesia, and  aspirin.  Did  you  realize  that  our 
profession  frecjuenth'  stands  condemned  on 
the  basis  of  price  changes  in  just  those  16 
items? 

Apparently  there  are  many  other  short- 
comings in  this  measuring  stick — no  allow- 
ances for  improvement  in  quality  and  so  on. 
Here  again  a  rather  bold  new  approach  is 
suggested.  Instead  of  measuring  the  aver- 
age changes  in  an  average  market  basket  of 
goods  and  ser\'iGes,   it  is  proposed  that  it 
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would  be  far  better  to  measure  the  average 
changes  in  the  costs  of  management  of  a 
representative  collection  of  diseases.  For 
economists  in  the  Bureau  of  Labor  Statistics 
this  proposal  may  increase  the  demand  for 
aspirin,  which  of  course  will  make  its  price 
go  up. 

As  a  matter  of  fact,  Chapter  Four  goes 
extensively  into  this  matter  of  demand,  with 
an  analysis  of  the  many  factors  influencing 
the  demand  for  medical  care.  I  am  going  to 
pass  by  this  material  as  relatively  familiar 
to  a  medical  audience. 

Research  in  physician  costs 

I  have  mentioned  the  physician  as  a  fac- 
tor in  the  output  unit  of  the  medical  care 
industry.  In  assessing  the  physician  as  a 
variable  component  we  wanted  to  find  out  if 
it  was  feasible  to  measure  the  differences,  if 
any,  in  the  cost  of  an  illness  to  persons  at- 
tended by  physicians  working  under  two 
prevalent  systems — solo  or  group  practice. 
There  had  been  many  allegations  in  this 
area,  but  little  proof.  A  grant  had  been  made 
to  the  Commission  by  the  State  Medical 
Society  of  Wisconsin;  and,  with  the  approv- 
al of  the  state  and  county  medical  societies, 
cooperation  in  the  study  was  obtained  from 
group  and  solo  practitioners  in  Madison, 
Wisconsin.  Ten  selected  diagnoses  were 
studied,  including  appendicitis  with  appen- 
dectomy, tonsillitis  with  tonsillectomy, 
cholecystitis  with  cholecystectomy,  preg- 
nancy with  normal  delivery  at  term,  coron- 
ary thrombosis,  duodenal  ulcer,  and  the  like. 
Appropriate  cases  in  each  category  were 
chosen  from  the  files  of  physicians  in  group 
practice,  and  a  like  number  from  solo  prac- 
titioners. More  than  100  physicians  made 
available  their  medical  and  business  records. 

Since  this  was  truly  a  pilot  study  in  a 
previously  untested  area,  no  great  weight 
can  be  attached  to  its  results,  but  it  has 
shown  that  economic  research  is  feasible  in 
this  field,  and  that  further  refinements  of 
methodology  can  be  devised.  Interestingly, 
there  was  a  remarkable  degree  of  identity 
in  the  overall  costs  of  medical  care  under 
the  two  systems — in  Madison,  Wisconsin. 
Should  anyone  be  interested  in  studying  this 
matter  elsewhere,  or  in  extending  the  obser- 


vations, or  even  in  making  kindred  com- 
parisons between,  for  example,  closed  panel 
practice  and  open  practice,  or  between 
specialist  and  generalist  care,  he  will  find 
in  this  study  a  wealth  of  economic  ground- 
work and  field  experience. 

Professional  review  mechanisms 

A^olume  One,  Chapter  Six,  then  proceeds 
to  a  summary  of  a  Study  of  Professional  Re- 
view Mechanisms.  The  full  body  of  this  ex- 
tensive survey  constitutes  Volume  Two  of 
the  series.  It  was  selected  by  the  Commis- 
sion as  an  area  of  intensive  analysis  in 
recognition  of  fact  that  the  physician  exer- 
cises almost  sole  control  over  the  number 
of  items  of  medical  care  in  the  management 
of  a  given  case — that  is,  the  number  of  hos- 
pital days,  x-rays,  laboratory  tests  and  drugs 
ordered — and  so  on.  A  direct  corollary  to 
this  is  the  fact  that  the  success  of  voluntary 
health  insurance,  or  for  that  matter  any 
other  payment  mechanism,  depends  heavily 
on  an  exercise  of  judment  and  restraint  so 
that  superfluities,  excesses,  and  abuses  may 
not  drain  the  coffers. 

It  is  well  known  that  much  ingenious  ex- 
perimentation has  been  done  in  the  estab- 
lishment of  review  mechanisms  with  vary- 
ing implications  of  control,  by  medical  so- 
cieties, hospitals,  and  others.  Groups  wish- 
ing to  institute  such  measures,  moreover, 
have  found  that  it  has  been  difficult  to 
secure  competent  appraisals  of  the  widely 
varying  approaches  used.  I  have  referred  to 
Volume  Two  as  being  perhaps  of  the  most 
practical  value,  since  it  brings  together  in 
one  place  data  concerning  12  major  pro- 
grams of  this  t3'pe.  In  it  any  enterprising 
individual  or  committee  proposing  to  in- 
stitute such  an  effort  will  find  a  wealth  if 
information.  The  twelve  programs  studied 
were : 

1.  The  Voluntary  Health  Insurance  Review 
Committee  of  the  Broward  County  Medical 
Society,  Fort  Lauderdale,  Florida. 

2.  The  Nassau  County  Medical  Society's  Pro- 
gram to  conserve  the  Public's  Health  Dollar, 
Nassau  County,  New  York. 

3.  Special  Review  Committee  of  the  New  York 
County  Meciical  Society. 

4.  Committee  on  Third  Party  Complaints  of  the 
Academy  of  Medicine,  Cincinnati,  Ohio. 
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5.  Pennsyhania  Medical  Care  Program  of  the 
Pennsylvania  Medical  Society. 

6.  Committee  on  the  Distribution  of  Medical 
Care  of  the  Alameda-Centra  Costa  Medical  As- 
sociation, California. 

7.  The  San  Joaquin  Foundation  for  Medical  Care, 
Stockton,  California. 

S.  The    Santa    Clara    Foundation    for    JMedical 

Care,  San  Jose,  California. 
9.  The  ■•Riverside  Plan"  of  the  Riverside  County 

Medical  Association  of  California. 

10.  The  Pierce  County  Industrial  Medical  Bureau, 
Inc.  of  Tacoma,  Washington. 

11.  Whatcom  County  Physicians  Service,  Belling- 
ham,  Washington. 

12.  Medical     Service     Corporation     of     Spokane 
County,  Washington. 

Significant  Medical  Advances 

Volume  III,  summarized  in  Chapter  7  of 
Volume  I.  is  what  I  characterized  as  likely 
to  prove  the  most  interesting  to  the  general 
public,  and  probably  to  most  physicians.  It 
is  the  Report  on  Significant  Medical  Ad- 
vances, and  I  am  biased  about  it  because 
this  is  the  area  in  which  I  did  most  of  my 
work.  Everyone  knows  that  the  surge  of 
medical  progress  has  been  great  in  our 
times.  A  fair  share  of  our  rocketing  medical 
care  costs  stems  from  the  fact  that  things 
impossible  to  do  in  the  past  are  now  done  as 
a  matter  of  course — and  at  a  cost.  Things 
unknown  in  the  jjast  have  been  learned — 
at  a  price.  And  yet  immense  credits,  direct 
and  indirect,  have  been  achieved  by  pre- 
venting costly  morbidity,  shortening  dis- 
ability, and  curing  the  previously'  incurable. 

We  began  by  defining  significant  ad- 
vances in  a  medical  field  as  those  items  or 
techniciues  which  today's  practitioners 
would  be  most  reluctant  to  do  without.  We 
narrowed  our  time  span  to  the  period  from 
1936  to  1962.  In  each  of  22  subdivisions  of 
medicine,  and  in  general  practice,  we  select- 
ed 20  physicians,  carefully  chosen  for  com- 
petence. We  gave  them  the  ground  rules 
and  asked  them  to  submit  a  list  for  their 
field. 

Cooperation  was  magnificent,  but  we 
finally  dropped  the  category  of  Experi- 
mental Medicine  and  Therapeutics,  princip- 
ally because  its  very  nature  implicated  it  in 
future  developments  rather  than  past  ac- 
complishments, and  also  because  these 
chaps  seemed  to  be  too  wrapped  up  in  their 


experiments  to  make  out  a  list.  The  replies 
were  all  tabulated,  rated  in  terms  of  the 
percentage  of  responding  experts  who  voted 
for  each  given  ad\ance,  and  we  have  come 
out  with  22  separate  lists  indicating  what 
physicians  of  the  early  1960's  consider  to  be 
the  most  significant  advances  of  the  past 
quarter  century. 

Combining  the  22  into  one  master  list 
would  be  misleading.  For  example,  the  de- 
velopment of  antibiotics  was  at,  or  close  to, 
the  top  of  the  list  for  dermatolog}',  diseases 
of  the  chest,  gastroenterology,  general  prac- 
tice, internal  medicine,  obstetrics  and  gyne- 
cology, ophthalmolog}-,  orthopedics,  otolary- 
ngology, pediatrics,  physical  medicine,  gen- 
eral surgery,  thoracic  surgerj-  and  urology. 
This  advance  was  low  on  the  list  in  neuro- 
surgery, plastic  surgery  and  psychiatry. 
Antibiotics  failed  to  make  the  list  at  all  in 
anesthesiology,  nuclear  medicine,  pathology, 
preventive  medicine,  and  radiology.  By  the 
same  token  the  number  one  item  of  agree- 
ment among  the  ophthalmologists — the  dis- 
covery of  the  role  of  excessive  oxygen  as  a 
cause  of  retrolental  fibroplasia  when  ad- 
ministered to  premature  infants — appeared 
on  no  other  list.  I  feel  sure  that  each  of  you 
will  be  interested  in  checking  the  list  in 
your  area  of  special  interest,  just  to  see  how 
close  this  opinion  poll  came  to  being  right. 

A  similar  treatment  was  given  to  phar- 
macologic developments.  Three  hundred 
and  twenty  experts  returned  ratings  of  the 
significance  of  89  drugs  or  derivatives  of  a 
single  chemical  entity  developed  between 
1935  and  1962.  The  ten  basic  penicillins 
with  their  salts  and  esters  came  in  as  win- 
ner. Adrenocorticosteroids  placed,  and  the 
vaccines  for  polio,  influenza,  and  so  forth, 
showed. 

Economic  aiialysis 

We  then  studied  these  various  "advances" 
to  see  which  of  the  important  ones  might  be 
susceptible  to  meaningful  economic  analy- 
sis. We  selected  five  advances,  and  as  a  re- 
sult there  are  five  truly  fascinating  chapters 
in  Volume  III.  The  poliomyelitis  vaccines, 
cytologic  detection  of  uterine  and  cervical 
carcinoma,  surgical  correction  of  congenital 
heart   disease,    the    antituberculosis    drugs. 
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and  the  development  of  disposable  single- 
use  products  for  hospitals  and  physicians 
offices. 

In  the  polio  vaccine  analysis,  for  example, 
it  has  been  calculated  that  through  19G1  the 
development  of  the  Salk  vaccine,  its  produc- 
tion costs,  physicians  fees,  administration, 
etc.,  totalled  to  an  overall  cost  of  653  million 
dollars.  To  offset  this,  some  6.4  billion  dol- 
lars stand  to  be  saved  in  the  avoidance  of 
disability,  death  and  loss  of  production, 
which  would  have  occurred  had  the  vac- 
cines not  been  developed.  We  may  now 
offer  it  as  a  well  educated  guess  that  some- 
thing like  a  10  dollar  return  is  forthcoming 
for  every  dollar  invested  in  this  particular 
project. 

Kindred  data  have  been  gathered  in  the 
study  on  carcinoma  of  the  uterus  and  the 
role  of  the  cytologic  smear  examination  as  a 
factor  in  early  diagnosis.  Costs  for  the  med- 
ical care  of  early  carcinoma  averaged  1,081 
dollars  less  per  case  than  advanced  car- 
cinoma, which  is  a  distinct  economic  ad- 
vantage even  without  taking  into  account 
the  avoidance  of  deaths  or  prolonged  dis- 
ability. 

Tlie  stud}'  on  the  surgical  correction  of 
congenital  heart  defects  contains  a  wealth  of 
material  on  the  cost  of  ecjuipping  diagnostic 
heart  laboratories  and  operating  rooms  for 
open  heart  surgery,  and  the  average  costs 
to  the  patient  for  open  and  closed  heart  op- 
erations. These  costs  are  set  off  against  esti- 
mates of  average  lifetime  earnings  of  the 
successfully  rehabilitated  patients  who 
otherwise  would  never  have  become  pro- 
ductive members  of  the  labor  force. 

In  assessing  the  economic  effects  of  the 
development  of  the  antituberculosis  drugs,  I 
will  quote  one  statement: 

The  over-all  increase  in  the  Gross  National 
Product  attributable  to  the  total  of  all  working 
survivors  can  be  computed  from  the  data  avail- 
able. For  tuberculosis  this  amounts  to  1.9  bil- 
lion dollars  as  the  contribution  of  such  workers 
in  1960  due  to  the  increase  in  the  working  age 
population  from  1935  to  1960.  This  addition  to 
the  national  output  would  not  otherwise  have 
been  available  to  the  national  economy  had  the 
tuberculosis  death  rate  remained  the  same 
throughout  the  period. 
Other  economic  data   are  offered  in   re- 


spect to  the  impact  of  the  reduction  of 
known  active  cases  of  tuberculosis  under 
treatment  from  137,000  in  1948  to  .54,000  for 
the  most  recent  available  figure. 

The  study  of  disposable  products  is  of  a 
different  sort.  You  may  be  interested  to 
know  that  in  1963  more  than  one-half  bil- 
lion procedures  requiring  the  use  of  a  sterile 
hypodermic  needle  were  performed  in  the 
nation's  hospitals,  and  more  than  60  per 
cent  of  them  involved  disposable  needles. 
The  acceptance  rate  of  the  disposable  con- 
cept has  been  high,  so  that  today  nearly  all 
of  5.5  million  blood  transfusions  and  40  mil- 
lion units  of  intravenous  solutions  are  given 
with  disposable  sets.  Patient  safety,  patient 
comfort,  efficiency,  and  economy  have  been 
the  fundamental  needs  satisfied  by  this  de- 
velopment. The  direct  savings  to  hospitals 
through  the  use  of  disposables  is  given  for 
recent  years  and  projected  for  future  years. 
For  example,  to  go  back  to  disposable 
syringe-needle  sets,  the  annual  savings  for 
hospitals  projected  for  1970  is  18  million 
dollars.  Cumulative  savings  between  1963 
and  1970  are  estimated  at  about  87  million 
dollars,  or  almost  13  million  dollars  per 
year. 

Changing  Patterns  of  Hospital  Care 

Volume  IV — "Changing  Patterns  of  Hos- 
pital Care" — is  summarized  as  Chapter  8  in 
the  first  volume.  This  study  was  based  on 
the  thought  that,  in  response  to  the  ad- 
vances in  medical  science  and  technology, 
together  with  changing  patterns  in  morbid- 
ity, there  have  been  significant  measurable 
changes  in  the  uses  of,  and  therefore  ex- 
penditures for,  hopsital  service. 

Actual  medical  care  histories  from  1946, 
1954  and  1961  provided  the  raw  data — some 
34,000  medical  records  from  64  hospitals 
selected  by  rigid  criteria  for  scientific  samp- 
ling. Special  attention  was  devoted  to  15 
representative  diagnoses  ranking  high  as 
causes  for  hospitalization:  uncomplicated 
delivery,  inguinal  hernia,  cholelithiasis, 
acute  coronary  occlusion,  hemorrhoids,  ar- 
teriosclerotic heart  disease,  bronchopneu- 
monia, acute  appendicitis,  acute  bronchitis, 
duodenal    ulcer,    diabetes   mellitus,    benign 
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prostatic  hypertrophy,  uterine  fibromyo- 
mata,  pyeUtis,  and  gastrointestinal  tract 
malignancy. 

The  data  collected  and  processed  for  these 
cases  include  age,  sex,  I'ace,  location,  dis- 
charge status,  length  of  stay,  laboratory 
procedures,  x-ray  studies,  drugs  employed, 
consultations  requested,  among  others.  The 
immense  volume  of  information  obtained 
was  coded,  subjected  to  all  manner  of  elec- 
tronic data  processing,  and  more  important, 
filtered  through  the  perceptive  minds  of  the 
research  team,  some  of  whom  were  physic- 
ians well  able  to  correlate  mathematical  re- 
sults with  the  facts  of  medical  practice. 

I  cannot  attempt  to  summarize  this 
material  for  you.  Here  is  extensive  docu- 
mentation of  the  nature  of  the  over-all  de- 
crease in  the  length  of  hospital  stay — the 
increase  in  medical  as  against  surgical  ad- 
missions, the  increase  in  the  use  of  generic 
drugs,  of  x-ray  examinations,  laboratory 
procedures,  and  so  on  through  the  list,  with 
pertinent  variations  according  to  geograph- 
ical region,  size  of  hospital,  and  the  like. 
All  this  is  accompanied  by  detailed  cost 
data — source  of  payment,  and  so  forth.  The 
material  is  here  for  dozens  of  significant 
analytical  papers.  Not  only  are  some  un- 
supported assumptions  documented,  there 
is  evidence  that  others  were  incorrect. 


Many  fascinating  cjuestions  are  raised. 
Whv,  for  example,  in  spite  of  greatly  im- 
proved agencies  for  control,  are  hospital 
rates  increasing  for  bronchitis,  pneumonia, 
and  pyelitis?  Why  was  the  admission  rate 
for  strains  and  sprains  stable  from  1940  to 
1954,  but  increased  103  per  cent  by  1961?  Is 
the  public  growing  less  flexible,  or  does  this 
have  some  relationship  to  third  party  pay- 
ments, workmen's  compensation,  or  a  wary 
eye  on  the  part  of  the  physician  for  potential 
litigation? 

Conclusion.<^  and  Reco))i)nendatiouf! 

Based  on  the  material  included  in  these 
four  \'olumes  the  Commission  is  transmit- 
ting a  nvmiber  of  conclusions  and  recom- 
mendations to  the  Board  of  Trustees.  The 
report  as  a  whole  seems  likely  to  attract 
considerable  attention.  Despite  all  attempts 
at  objectivity  there  will  be  those  who  dis- 
credit it — at  least  in  part.  Many  aspects  of 
it  will  surely  serve  as  springboards  for  fur- 
ther investigations.  It  must  be  regretfully 
admitted  that  it  is  likely  to  do  woefully  little 
to  alter  the  changes  in  the  costs  of  medical 
care,  but  we  are  entitled  to  hope  that  it  will 
contribute  substantially  to  an  understand- 
ing of  the  nature  of  these  changes  and  the 
forces  bringing  them  about.  In  spots  you 
may  even  find  it  good  reading. 
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In  1958  when  the  Sears-Roebuck  Founda- 
tion, in  cooperation  with  the  American  Med- 
ical Association,  first  entered  the  medical 
field  with  its  Community  Medical  Assistance 
Plan,  the  major  contention  was  that  a  doctor 
shortage  existed.  Our  training  hospitals  had 
room  for  11,000  interns  and  residents.  Our 
schools  graduated  7,000  students  a  year. 
The  remaining  4,000  were  foreign  grad- 
uates. At  that  time  our  population  was  ex- 
panding by  leaps  and  bounds,  and  the  major 
fear  was  not  for  today  but  for  1970  and  be- 
yond. Since  then  we  have  increased  the 
number  of  four-year  medical  schools  from 
79  to  84  plus  three  two-year  medical  schools, 
which  will  eventually  increase  the  number 
of  medical  graduates.  There  is,  however,  a 
woeful  imbalance  between  specialists  and 
generalists. 

Percentages  and  ratios  belong  to  auditors. 
Numbers  are  impersonal  and  mean  nothing 
so  far  as  meeting  the  medical  needs  of 
people  are  concerned.  For  instance,  it  is  said 
that  the  United  States  has  one  doctor  for 
every  750  persons.  But  this  figure  is  mis- 
leading. It  includes  every  living  doctor  re- 
gardless of  whether  he  is  actually  engaged 
in  research,  is  a  specialist,  or  a  general  prac- 
titioner. Since  this  figure  is  a  national  aver- 
age, it  may  well  mean  that  some  areas  have 
a  surplus  while  others  suffer  a  dearth. 

The  problem  of  medical  care  can  be  traced 
to  the  tremendous  imbalance  in  the  number 
of  medical  students  who  go  into  specialized 
medicine.  In  1960  the  American  Association 
of  Medical  Colleges  conducted  a  survey  of 
the  graduating  classes  of  all  our  medical 
colleges  and  found  that  78  per  cent  speciali- 
zed, 18  per  cent  entered  general  practice, 
and  4  per  cent  went  into  research.  This  type 
of  imbalance  will  not  meet  the  needs  of  the 
people. 

The  knowledge  of  medicine  is  far  greater 
today  than  it  was  ten  years  ago.  Certainly  a 


•Director,    Medical    Programs,    Sears    Roebuck    Founda- 
tion, Chicago,  Illinois, 


dean  or  a  professor  would  feel  that  no  one 
person  could  possibly  know  all  there  is  to 
know  in  medicine,  and  hence  one  must  limit 
his  field — indeed  specialize  within  a  special- 
ty. Many  of  the  cases  stressed  in  medical 
schools  and  large  teacher-training  hospitals 
are  so  unusual  that  one  might  ne\'er  en- 
counter similar  ones  in  actual  practice.  The 
student  in  this  environment  quite  naturally 
feels  his  inadequacy.  He  feels  that  medicine 
is  too  vast  a  subject  to  understand  in  its  en- 
tirety, and  so  he  narrows  it  to  one  specialty. 
But  does  this  degree  of  specialization  enable 
a  prospective  doctor,  at  least  generally,  to 
know  enough  to  treat  the  whole  man?  Will 
such  training  meet  the  needs  of  the  people 
in  the  everyday  medical  world? 

Medicine  is  the  art  of  treating  the  ill.  To 
be  trained  in  a  limited  specialized  field  auto- 
matically limits  one's  ability  to  serve  the 
sick.  It  forces  a  patient  to  be  bounced 
around  like  a  ping-pong  ball  from  one  doctor 
to  another  before  the  whole  man  has  been 
served.  Does  this  degree  of  specialization 
serve  the  best  interest  of  people?  Actually 
it  presents  a  problem  to  the  doctor  who  is 
so  trained.  He  can  help  only  those  who  are 
ill  in  his  particular  specialty.  Unless  such  a 
doctor  joins  a  large  group  of  physicians 
covering  all  the  specialties,  he  will  be  in  for 
tough  sledding.  Current  medical  education 
developing  specialists  will  lead,  of  necessity, 
to  the  only  solution  possible  for  doctors — 
group  practice.  Unfortunately  doctors,  in- 
dividualistic as  they  are,  do  not  all  blend 
well  in  groups. 

Today  our  medical  education  produces 
technicians  who  are  too  scientific,  too  im- 
personal, and  who  are  not  meeting  the  needs 
of  many  people.  Certainly  there  is  a  need 
for  specialization.  But  there  is  also  a  crying 
need  for  general  practitioners  who  know 
their  limitations  and  who  refer  patients  to 
specialists.  This  need  is  not  just  for  rural 
areas,  but  also  for  our  cities  and  suburbs. 

The    composition    of    our    population    is 
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changing  from  a  rural  to  an  urban  society. 
Nevertheless,  many  of  our  states  are  still 
controlled  legislatively  by  rural  areas.  Some 
of  our  states  still  have  a  rural  complexion. 
Many  rural  areas  do  not  have  physicians. 
Taxpayers  will  not  long  tolerate  paying  for 
state  education  for  physicians  who  leave  the 
state,  or  whose  training  does  not  allow  them 
to  practice  in  areas  of  need.  Our  state  med- 
ical schools  are  certainly  susceptible  to  this 
pressure.  The  time  to  recognize  this  need  is 
now.  Let  the  dean  or  professor  discourage 
general  practice  and  thus  fail  to  train  young 
men  and  women  to  meet  the  medical  needs 
of  their  state,  and  you  will  find  direct 
political  action.  The  medical  profession  has 
long  been  sensitive  to  government  action, 


state  and  federal.  The  failure  now  on  the 
part  of  medicine  to  correct  this  imbalance 
will  inevitably  find  medicine's  "friend"- — 
government — acting. 

There  is  no  substitute  for  balance,  be  it  in 
the  body,  in  economics,  in  politics,  or  in 
medicine.  We  have  the  medical  needs.  We 
have  the  schools  and  the  students  to  meet 
these  needs.  Let  the  deans  and  professors 
of  medicine  step  out  from  the  cloistered 
halls  of  learning  and  critically  analyze  the 
product  of  their  labor.  Perhaps  a  program 
whereby  they  could  work  for  a  month  with 
some  general  practitioner  would  open  their 
eyes  to  what  one  finds  medically  in  private 
practice.  It  could  do  muc'h  to  stress  the  need 
for  balance. 


H 


emorr 


liable  Pul 


uimonary 

William  P.  Jordan,  Jr.,  M.D. 
Washington,  D.  C. 


J^enal  Syndrome 


Goodpasture',  in  reporting  on  the  etiology 
of  the  influenza  pandemic  following  World 
War  I,  described  a  case  of  pulmonary  hem- 
orrhage associated  with  glomerulonephritis 
in  a  19  year  old  male.  A  similar  case  was  re- 
ported at  the  Massachusetts  General  Hos- 
pital in  1948-.  Seven  cases  reported  by  Par- 
kin and  others-'  in  19.55  comprised  the  first 
series.  These  reports  represented  the  begin- 
ning of  increased  interest  in  a  disease  term- 
ed variously  as  Goodpasture's  syndrome^, 
hemorrhage  pneumonitis  with  nephritis^, 
fatal  nephritis  complicating  idiopathic  pul- 
monary hemosiderosis  in  young  adults', 
hemorrhagic  pulmonary-renal  syndrome''\ 
and  lung  purpura  with  nephritis".  These 
terms  have  been  applied  to  pulmonary  hem- 
orrhage associated  with  glomerulonephritis 
because,  while  its  clinical  feature  seem  to 
set  it  aside  as  a  separate  disease,  its  path- 
ologic features  resemble  the  autopsy  find- 
ings in  idiopathic  pulmonary  hemosidero- 
sis''' and  collagen  or  so-called  hypersensi- 
tivitj'  diseases  ■'■ '-'"'. 

The  frequently  used  eponym  "Goodpas- 
ture's svndrome"  is  confusing.  Arteritis  was 


Walter   Reed   Genera!    Hospital,   Washington,   D.    C. 


described  in  association  with  the  first  re- 
ported case';  subseciuent  cases  were  associ- 
ated with  an  alveolar-glomerular  capillary 
lesion  only,  and  others  exhibited  arteritis 
and  necrotizing  alveolitis  in  addition  to  the 
capillary  involvement.  Thus  this  eponym 
has  become  less  useful,  owing  to  the  con- 
troversy over  which  cases  represent  "Good- 
pasture's syndrome""'  ^^-^''. 

Clinical  Features 

The  clinical  picture  of  this  syndrome  in- 
cludes the  combination  of  intermittent  pul- 
monaiy  hemorrhage  characterized  by  iron- 
laden  macrophages  in  the  sputum,  followed 
by  rapidly  progressive  glomerulonephritis 
with  near-normal  blood  pressure.  Other 
features  are  its  nearly  uniformly  fatal  course 
and  its  preponderance  in  young  males. 

Although  pulmonary  hemorrhage  and  re- 
sultant hemosiderosis  can  occur  in  patients 
in  terminal  uremia,  patients  with  "Good- 
pasture's syndrome"  may  present  with  a 
respiratory  illness,  having  gross  hemoptysis 
and  the  anemia  of  chronic  blood  loss,  before 
there  is  e\-idence  of  urinary  abnormalities 
or  impaired  renal  function'''  '■  '!•  *"■  ". 

Frequent  findings  on  physical  examina- 
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tion  are  pallor,  fever,  "hemic"  murmur,  bi- 
lateral crepitant  rales,  and  dullness  to  per- 
cussion over  the  lower  lobes  of  the  lungs. 
These  tend  to  be  associated  with  recent 
hemotypsis  and  respiratory  distress.  The 
only  other  abnormalities  are  leukocytosis, 
elevation  of  the  sedimentation  rate,  and 
hilar  and  basilar  densities  on  the  chest  film. 
Sputum  stained  for  iron-laden  macrophages 
can  be  positive.  The  appearance  of  renal  dis- 
ease and  findings  associated  with  terminal 
uremia  may  be  superimposed  on  the  respira- 
tory disorder.  Renal  failure  is  considared  to 
be  the  most  frequent  cause  of  death,  but 
pulmonary  hemorrhage  occasionally   kills-*' 

18-20 

■  s 

Pathology 

The  anatomic  changes  that  typify  pul- 
monary hemorrhage  associated  with  glome- 
rulonephritis are  intra-alveolar  hemorrhage 
and,  or  hemosiderosis,  together  with  glome- 
rulonephritis which  varies  in  type  and 
severity.  Similar  features  are  found  in  idio- 
pathic pulmonary  hemosiderosis  and  liyper- 
sensitivitj'  diseases-^'  ''■  -^  In  addition,  some 
cases  of  pulmonary  hemorrhage  associated 
with  glomerulonephritis  present  pulmonary 
arteritis  (or  arteriolitis)  and  necrotizing  al- 
veolitis, which  are  thought  to  be  character- 
istics of  collagen  or  hypersensitivity  dis- 
eases^'  '■'°. 

It  has  been  suggested  that  cases  of  pul- 
monary hemorrhage  associated  with  glome- 
rulonephritis which  present  either  or  both 
intra-alveolar  hemorrhage  and  hemosidero- 
sis with  glomerulonephritis  as  anatomic  but 
not  clinical  features,  represent  a  separate 
entity"'  ^^-  ".  Recent  reviews  of  the  litera- 
ture have  included  patients  found  at  autopsy 
to  have  arteritis  or  necrotizing  alveolitis  in 
addition  to  the  typical  pathologic  and  clin- 
ical features*'-  --.  This  fact,  and  the  impres- 
sion that  those  patients  with  arteritis  and 
alveolitis  were  older  than  those  lacking  such 
changes,  suggests  to  me  that  there  might  be 
two  disease  entities  with  similar  clinical 
courses,  signs,  and  symptoms.  The  purpose 
of  the  present  study  is  to  compare  patients 
with  and  those  without  arteritis  and/or 
necrotizing  alveolitis,  and  to  demonstrate 
that  they  differ  statistically  both  in  age  and 


in  the  frequency  of  certain  clinical   char- 
acteristics. 

Material  and  Methods 
Cases  of  pulmonary  hemorrhage  ( hemo- 
siderosis) with  glomerulonephritis  as  the 
chief  pathologic  finding  reported  from  1919 
to  the  present  were  collected;  those  cases 
with  adequate  descriptions  of  the  clinical 
course  and  autopsy  findings  were  classified 
into  groups  A  and  B.  Cases  placed  in  group 
A  were  those  showing  no  evidence  of  arteri- 
tis (arteriolitis)  and  necrotizing  alveolitis: 
cases  placed  in  group  B  were  those  having 
arteritis  (arteriolitis)  and  necrotizing  alveo- 
litis. 

Results 

Of  the  104  cases  i-"-  '«-"  obtained  from  the 
literature,  65  cases  with  an  adequate  clinical 
history  and  autopsy  data  were  included  in 
the  present  study.  Thirty-one  cases  report- 
ed by  McCaughey  and  Thomases  were  ex- 
cluded because  their  data  could  not  be  ap- 
plied to  individual  patients.  The  other  de- 
leted cases  included  4  survivors''  -'■*'  ^i'  ^-,  2 
fatal  cases  with  incomplete  or  no  available 
autopsy  data''  =<",  and  Coil's  2  cases  lacking 
detailed  descriptions.  The  survivors  were 
not  included  because,  although  biopsy  re- 
ports on  kidneys,  lungs,  or  both  were  given, 
pathologic  changes  in  other  organs  which 
might  affect  placement  in  group  A  or  B  can- 
not be  evaluated. 

Forty  cases  were  assigned  to  group  A 
because  intra-alveolar  hemorrhage  and/or 
hemosiderosis  with  glomerulonephritis  were 
described  alone.  The  ages,  sexes,  and  clin- 
ical courses  of  these  patients  are  summariz- 
ed in  table  1.  Table  2  represents  the  25  cases 
of  group  B,  characterized  by  arteritis  and/ 
or  necrotizing  alveolitis  as  additional  path- 
ologic findings. 

Age  incidence 

The  syndrome  of  pulmonarj-  hemorrhage 
and  glomerulonephritis  generally  affects  the 
young  adult  male"-  --.  It  can  be  seen  from 
table  3  (age  distribution)  that  this  state- 
ment applies  to  group  A  but  not  group  B 
patients.  The  mean  age  of  subjects  in  group 
A  was  27.1  years,  while  that  of  group  B  was 
35.6  years.  The  difference  between  the  mean 


388 


NORTH   CAROLINA   MEDICAL   JOURNAL 


September,  1964 


Tabk"    1 
Piiliiioiiiiry   Heinoriiiase    Associated   \vitli    Gliiiiii'riiIoiU'))hi'itis 
of  Aitciitis  and/or  Net  lolizinj;  Alvcolilis 


\villioiit    Kvidcnco 


Clinical* 

Hyper- 

Pul- 

.'\rteritis 

Case 

Age  at 

onset  to 

Presenting 

tension 

monary 

Author 

No. 

Sex 

Onset 

death  (mo. 

complaints 

Anemia 

hemo- 
siderosis 

Remarks 

Stantun  & 

Tange  (-1) 

1 

M 

21 

1 

Hemoptysis 

A 

P 

P 

A 

2 

M 

41 

4 

Hemoptysis 

A 

P 

P 

A 

3 

M 

25 

2 

Hemoptysis 

A 

P 

P 

A 

4 

M 

18 

6 

Hemoptysis 

A 

P 

P 

A 

5 

M 

18 

12 

Hemoptysis 

Ai 

P 

P 

A 

6 

F 

22 

2 

Malaise, 
dyspnea 

A 

P 

P 

A 

7 

F 

16 

1 

Edema 
before 
hemoptysis 

P 

P 

A 

A 

CPC    (2) 

8 

M 

46 

2 

G.  I.  hema- 
turia purpu 

A 
ra 

P 

P 

A 

Purpura 

Scadding 
1  o~\\ 

9 

M 

29 

11 

Hemoptysis 

A 

P 

P 

A 

Oldham 

10 

M 

17 

1 

Hemtjptysis 

A 

P 

P 

A 

(16) 

Jones  (18) 

11 

M 

28 

1 

Hemoptysis 

A 

P 

P 

A 

Died    of    sul)ar 

12 

F 

63 

IDS 

Hemoptysis 

A 

P 

P 

A 

achnoid  hem- 

Skelly  (20) 

13 

F 

17 

5 

Hemoptysis 

A 

P 

P 

A 

morrhage 

Rusby  & 

Wilson   (7) 

14 

M 

20 

8 

Hmoptysis 

T 

P 

P 

A 

Sei-ial  biopsy  of 

Hepinslall  & 

15 

M 

23 

2 

Hemoptysis, 

A 

P 

P 

A 

kidney 

Salmon  (21) 

16 

M 

41 

5 

Dyspnea 

P 

P 

P 

A 

Lexow  & 

Sigstad   (23) 

17 

M 

30 

4 

Hemoptysis 

T 

P 

P 

A 

Macgregor 

IS 

M 

16 

5 

Hemoptysis 

M 

P 

P 

A 

et  al   (5) 

19 

M 

19 

7 

Hemoptysis 

A 

P 

P 

A 

Cruickshank 

20 

F 

17 

2 

Hemoptysis 

A 

P 

P 

A 

et    Parker 

(17) 
Lehman  & 

21 

JM 

28 

1 

Hemopt.vsis 

A 

P 

P 

A 

22 

M 

29 

1 

Hemoptysis 

M 

P 

P 

A 

Cross    (19) 

23 

M 

61 

36 

cough, 

P 

P 

P 

A 

Ruptured 

dyspnea 

P 

P 

P 

A 

diverticulum 

Saltzman 

24 

M 

23 

4 

Hemoptysis 

A 

P 

P 

A 

et  al  (22) 

25 

M 

20 

12 

Hemoptysis 

A 

P 

P 

A 

26 

M 

26 

1 

Hemoptysis 

A 

P 

P 

A 

Soergel  & 

Sommer 

27 

M 

24 

4 

Hemoptj'sis 

A 

P 

P 

A 

(26) 

Johnson  & 

28 

M 

31 

1 

Respiratory 

A 

P 

P 

A 

McGovern 

29 

M 

23 

14 

Respiratory 

A 

P 

P 

A 

(29) 

30 

M 

18 

4 

Respiratory 

A 

P 

P 

A 

31 

M 

20 

6 

Respiratory 

A 

P 

P 

A 

Canfield 

32 

M 

26 

5 

Hemoptysis 

T 

P 

P 

A 

et  al  (6) 

33 

M 

22 

12 

Hemoptysis, 
cough 

NA 

P 

P 

A 

34 

M 

19 

8 

Hemoptysis 

A 

P 

P 

A 

Limdberg 

35 

M 

21 

12 

Cough,  sore 

A 

P 

P 

A 

(11) 

throat 

Torin  et  al 

36 

M 

33 

12 

Hemoptysis 

M 

P 

P 

A 

(13) 

CPC  (12) 

37 

M 

19 

5 

Hemoptysis 

M 

P 

P 

A 

Powell 

38 

M 

71 

15 

Hemoptysis, 

T 

P 

P 

A 

et  al   (15) 

39 

M 

24 

13 

cough 

T 

P 

P 

A 

Loftus 

40 

F 

19 

12 

A 

P 

P 

A 

et  al  (14) 

* — Average  duration 

9.2  mos 

33  cases  1  year  or 

less. 

P=present;  A= 

:absent 

M=minimal:  T=terminal;  NA 

=not  available. 
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Table  2 
Reported  Cases  of  Pulinoiiary  Hemorrhage  and  Glomerulonephritis  with  Arte 

and/or  Necrotizing  Alveolitis 

Anemia 
Presenting 
complaints 


■itis 


Case 

Age  at 

Author 

No. 

Sex 

Onset 

Goodpastur 

e 

(1) 

1 

M 

19 

Parkin 

et   al    (3) 

2 

M 

24 

3 

F 

25 

CPC    (24) 


Zollinger 
(35) 


25 


Clinical* 

onset  to 

death  (mo.) 


Hyper- 
tension 


Pul- 


M 

M 

M 


M 


M 


M 


60 


39 
19 

57 


62 


24 


Stanton   & 

10 

M 

21 

Tange  (4) 

11 

M 

45 

MacMahon 

12 

M 

55 

(33) 

Bruwer 

13 

M 

12 

et  al   (28) 

CPC  (27) 

14 

F 

16 

Rusby  & 

15 

M 

17 

Wilson   (7) 

16 

M 

20 

Hepinstall  <S 

Salmon  (21) 

17 

P 

68 

Cruickshank 

&  Parker 

19 

M 

57 

(17) 

19 

M 

57 

Leff  and 

20 

M 

38 

Fazekas  (8) 

DeGowin 

el  al  (10) 

21 

M 

58 

Powell 

22 

F 

12 

et  al  (15) 

Johnson  & 

23 

M 

29 

McGovern 

(29) 

CPC    (34) 

24 

M 

33 

33 


10 


1 

1 

21 


66 


12 


12 


Influenza 
Hemoptysis  NA 
Hemoptysis     A 


Hemoptj'sis 
arthralgia 
hematuria 
Nasal  dis- 
charge, 
epistaxis 
Hemoptysis 
G.  I.  hema- 
turia 

Hemoptysis 
myalgia 
fever 

Arthralgia 
arthritis 
Hemoptysis 
dyspnea 
Hemoptysis 
Hemoptysis 
Hemoptysis 
fever,  joint 
pains 
Hemoptysis 

Joint  pains, 
fever 

Hemoptysis 
Hemoptysis 


G.  I. 
Breathless- 

ness 
dyspnea, 
hemoptysis 
Epigastric 
pain,  joint 
pains 

Flank  pain, 
G.  I. 

cough,  fever, 
shortness  of 
breath 
Hemoptysis, 
joint  pains 

Hemoptysis, 
joint  pain, 
petechial 
rash 

Dysphagia, 
sore  throat, 
joint  pain, 
purpura 


A 


A 

A 
P 


A 


A 

M 
A 


A 
A 


P 

A 


P 
T 


NA 


NA 
P 


P 
P 


P 
P 
P 


P 
P 


P 

A 


P 
P 


monary 
hemo- 
siderosis Arteritis  Remarks 


A 
P 


A 


P 
P 


P 
P 

P 


P 
P 


P 
P 


P 

P 


P 

A 


A 

A 
P 


)     All 


( 

)     had 

( 

)     necro- 

( 

)     tizing 

( 

)     alveo- 

( 

)     litis 

( 

) 

( 

) 

Diagnosed  as 

polyarteritis 


Diagnosed  as  a 
variant  of 
polyarteritis 

P      Diagnosed  as 
polyarteritis 

P      Diagnosed  as 
polyarteritis 

M 
Ques- 
tionable 

P 
P 

Ques- 
tionable 

A      Necrotizing 
alveolitis 


M 
M 
P 


P 
P 


Necrotizing 
alveolitis 


Cutaneous 
vasculitis 


Cutaneous 
vasculitis 


•Average  duration  7.6  mos.:  22  cases  1  year  or  less 

P=present;  A=absent;   M=rainimal;  T=termlnal  NA=not  available 
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Table  :! 

Comparative  Age    Distribution    of   Cases 

in  (;ioui)s  A  and  B 

Age  (yi-s.)                        Group  A  Group  B 

10-'l9                                 12  6 

20-29                                 19  6 

30-39                                  3  -1 

40-49                                  3  2 

50-59                                  0  4 

60-fi9                                  2  3 

70-79                                   1  0 

iij  =  40  n.  =  25 

X,  =  27.10  yr:s. 
X.,  =  35.64  yrs. 

Test  of  variances,  F  =  1.89,  P<0.05. 
Fisher  Behrens  test  of  difference  between  mean, 
P<0.05. 


ages  was  significant  at  the  5  per  cent  level. 
The  age  range  is  also  significantly  less  for 
group  A  than  for  group  B  (F  =  L89,  P  0.05). 
The  inclusion  of  cases  12  and  23  in  table  1 
produces  a  disproportionately  large  effect 
on  both  the  mean  age  and  \-ariance  of  group 
A.  but  they  met  the  pathologic  criteria. 
These  patients  are  distinguishable  from  the 
remainder  of  group  A  both  on  the  basis  of 
their  ages,  which  are  significantly  higher 
than  the  mean  for  the  group  (case  12,  aged 
63:  case  23,  aged  61),  and  by  the  fact  that 
they  survived  significantly  longer  than  all 
other  patients  in  group  A,  9+  and  3  years 
respectively;  both  patients  died  from  causes 


unrelated  to  the  natural  course  of  the  dis- 
ease as  presently  known.  Had  these  cases 
been  omitted,  the  mean  ages  of  the  two 
groups  would  have  differed  significantly  at 
the  1  per  cent  level  (x  2.5. 2()  vears  for  group 
A). 

Scr  ratio 

Lundberg"  and  Torin  and  others'-'  have 
observed  that  patients  with  this  syndrome 
who  evidenced  arteritis  at  autopsy  (group 
B )  were  generally  older  than  those  who  did 
not,  and  nearly  half  the  patients  with  arter- 
itis were  women.  Males  predominate  in  both 
groups  of  cases  presented  here,  comprising 
85  per  cent  of  the  cases  in  table  1  and  70  per 
cent  of  the  cases  in  table  2.  The  difference 
between  the  sex  ratio  in  these  two  groups 
is  not  significant. 

Clinicul  ))ianifestations 

The  respiratory  complaints  of  hemoptysis, 
cough,  dyspnea,  and  breathlessness  were 
considered,  because  they  are  the  earliest 
clinical  findings  and  continue  to  play  an  im- 
portant part  in  the  clinical  course.  Row  1  of 
table  4  shows  that  "respiratory  complaints 
initially"  occur  more  frequently  in  group  A 
patients  than  group  B;  this  difference  is 
significant  at  the  1  per  cent  level. 

Hemoptysis  was  also  considered  separate- 
ly, since  it  is  an  objective  sign  and  the  most 


Group  A 

Group  B 

•esent         Absent 

Total 

Present 

Absent 

Tofa 

38                  2 

40 

IS 

7 

25 

Table  4 

Distribution  of  Clinical  Manifestations  in  Tables  1  and  2 

Sign  or 
Symptom 

Respirator3' 

complaints 

initiallj' 
Hemoptysis, 

initial  or  part 

of  initial 

complaint 
Arthritis, 

arthralgia  or 

myalgia  as  part 

of  the  early 

clinical  course 
Hemoptysis 

during  course 

of  illness 
*Cases  28-31  in  lable  1  were  reported  as  "Respiratory"  complaints  initially. 
i-Yates  correction  for  continuity  was  employed. 
iCase  No.  8  in  Table  1  was  reported  as  having  had  reheumatoid  arthritis  8  years  perior  to  admission. 


30 


1$ 


39 


6 


35 


36* 


38t 


40 


15 


9 


23 


10 


16 


X-' 

6.82 

4.13 

9.58 
0.05 


P 

<0.01 

<0.05 

<  .Olt 
>0.5 
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common  of  the  respiratory  complaints.  The 
results  of  the  comparison  demonstrated  that 
hemoptysis  is  the  initial  or  part  of  the  in- 
itial complaint  in  more  group  A  than  group 
B  patients,  and  this  difference  is  statistical- 
ly significant  (row  2,  table  4). 

Johnson  and  McGovern-''  reported  5  cases 
representing  Goodpasture's  syndrome, 
which  they  distinguished  from  their  cases 
of  Wegener's  granulomatosis.  Four  of  these 
5  cases  are  included  in  group  A,  and  the  re- 
maining case  was  placed  in  group  B  because 
of  arteritis  noted  at  autopsy.  In  the  latter, 
which  thej'  described  in  more  detail,  "hem- 
optysis" was  one  of  the  initial  complaints; 
however,  the  4  other  patients  presented 
"respiratory  complaints"  initially.  I  did  not 
assume  that  hemoptysis  was  one  of  these 
complaints,  although  it  was  implied  in  the 
report,  and  I  excluded  these  4  cases  in  group 
A  from  the  comparisons  in  rows  2  and  3  of 
table  4.  Their  inclusion  would  have  resulted 
in  a  greater  statistical  difference.  Group  B 
patients  more  often  have  complaints  outside 
the  pulmonary  system  or  in  conjunction 
with  those  in  the  system,  early  in  the 
course  of  the  disease.  Signs  and  symptoms 
in  the  extremities  described  as  arthralgia — 
most  frequently  arthritis — and  marked  my- 
algia, are  present  in  slightly  more  than  50 
per  cent  of  the  cases  in  group  B;  groups  A 
and  B  differ  significantly  in  this  respect  (P 
0.01). 

As  the  disease  progresses  beyond  the  ear- 
ly respiratory  stage,  differences  between 
these  two  groups  apparently  disappear,  as 
the  remaining  row  in  table  4  demonstrates. 
The  later  course  is  typical  of  the  usual  de- 
scription of  the  disorder.  Tables  1  and  2  in- 
dicate the  presence  of  anemia  and  pulmon- 
ary hemosiderosis  in  both  A  and  B  groups. 
Hypertension  is  usually  absent,  but  both 
groups  demonstrate  that  elevation  of  blood 
pressure  occurs  in  the  terminal  stage  of  the 
illness.  Although  some  cases  are  exceptions 
to  these  findings,  there  are  no  significant 
differences  within  or  between  the  two 
groups.  Laboratory  data  are  not  presented 
in  this  paper,  but  no  significant  differences 
between  groups  A  and  B  were  demonstrat- 
ed. 


Discussion 
Prognosis  and  therapy 

The  increased  reporting  of  pulmonary 
hemorrhage  associated  with  glomerulone- 
phritis during  the  past  nine  years  indicates 
that  this  syndrome  is  now  recognized  more 
frequently.  There  is  also  evidence  that  mild- 
er forms  of  the  process  occur.  Despite  the  4 
reported  survivors  cited  earlier,  the  general 
prognosis  is  grave  according  to  the  cases  re- 
viewed here.  The  average  survival  time  of 
patients  in  both  groups  is  less  than  one  year. 

Aside  from  supportive  measures  taken  to 
correct  the  effects  of  pulmonary  hemorrhage 
and  renal  failure,  the  only  treatment  direct- 
ed against  the  disease  process  is  the  trial  use 
of  corticosteroids.  Fairley  and  Kincaid- 
Smith^''  are  currently  following  3  patients, 
from  a  total  of  10,  who  were  treated  with 
steroids  early  in  the  course  of  the  disease. 
They  have  been  followed  for  two  to  three 
years  since  the  onset  of  the  syndrome.  At 
last  report  the  steroids  had  been  discontinu- 
ed with  no  recurrence  of  symptoms.  The 
presence  of  one  survivor  in  the  series  of 
Rusby  and  Wilson"  suggests  that  the  institu- 
tion of  steroid  therapy  may  be  beneficial  in 
the  early  respiratory  phase,  before  there  is 
laboratory  evidence  of  impaired  renal  func- 
tion. 

It  should  be  pointed  out  that  steroids 
were  used  in  more  than  30  of  the  65  cases 
represented  in  these  tables.  A  patient  re- 
ported by  Stoker-*-,  and  2  surviving  patients 
cited  elsewhere"-  -■'',  were  not  treated  with 
steroids.  This  would  represent  one-third  of 
total  survivors,  assuming  that  all  actually 
had  the  syndrome  in  question. 

Differential  diagnosis 

The  unique  and  rapid  clinical  course  of 
the  disease  distinguishes  it  from  other  rec- 
ognized processes  affecting  the  lung  and 
kidneys.  Idiopathic  pulmonary  hemoside- 
rosis, polyarteritis  nodosa,  Henoch-Shonlein 
purpura,  and  Wegener's  granulomatosis 
have  been  compared  to  cases  in  both  A  and 
B  groups.  Despite  some  similarities,  there 
are  distinctive  clinical  and  pathologic  fea- 
tures in  the  cases  presented. 

The  alveolar  lesion  in  group  A  cases  can 
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be  compared  to  that  of  idiopathic  pulmonary 
hemosiderosis  (IPH),  and  the  initial  res- 
piratory illness  is  indistinguishable  from 
that  of  IPH.  However,  the  presence  of 
glomerulonephritis,  a  rapidly  downhill 
course,  and  differences  in  the  age  and  sex 
distribution  distinguish  the  patients  in 
group  A  from  those  with  IPH.  Thus  far 
Soergal  and  Sommers-"  are  the  only  investi- 
gators to  describe  pathologic  differences  be- 
tween the  alveolar  lesions  of  group  A  cases 
and  IPH. 

Because  patients  in  group  B  manifested 
periarteritis  and  alveolitis,  they  have  often 
been  described  as  representing  a  variant  of 
polyarteritis-^'  -*■-'■  -"•■  ■■'■^  or  possibly  a  hyper- 
sensitivity reaction  in  the  form  of  an  allergic 
vasculitis-^'  '^^  "'■  ■■".  The  history  of  allergy  in 
group  B  patients  was  not  striking,  although 
in  several  cases  (3,  6,  8,  20,  table  2),  the 
possibility  of  sensitivity  to  penicillin  exist- 
ed. Table  1  includes  patients  with  histories 
of  asthma,  sinusitis,  and  seasonal  hay  fever 
(27,  22,  38,  table  1).  Joint  pains,  gastro- 
intestinal distress,  and  purpura  were  earlj' 
clinical  manifestations  in  group  B  patients, 
and  suggest  a  systemic  x-ascular  response. 
These  early  symptoms  appear  to  be  compar- 
able to  the  clinical  manifestations  of  poly- 
arteritis nodosa  or  allergic  vasculitis-"-  •"'. 

Necrotizing  glomerulonephritis,  usually 
focal,  has  been  described  as  the  predominant 
glomerular  lesion  in  polyarteritis-i^  This 
lesion  is  described  in  cases  in  both  groups. 
Stanton  and  Tange^  suggest  that  necrotizing 
glomerulonephritis  may  indicate  the  sever- 
ity of  the  disease  process  and  not  necessarily 
a  specific,  separate  disorder.  Rose  and  Spen- 
cer^-, in  reviewing  polyarteritis,  selected  30 
patients  with  prominent  pulmonary  symp- 
toms. In  these  patients,  extensive  pulmon- 
ary hemorrhage  was  not  mentioned  and 
hemosiderosis  was  not  a  feature'--  -'. 

Necrotizing  alveolitis  was  present  in  9 
cases  in  group  B,  five  of  which  were  associ- 
ated with  arteritis.  Several  authors  have  felt 
that  the  alveolar  process  was  probably  a  re- 
sponse to  pulmonary  hemorrhage  rather 
than  its  cause^-  '.  Parkin-'  said  that  this  pro- 
cess can  be  resolved,  leaving  little  evidence 
of  the  original  necrotizing  alveolitis.  With 
both  of  these  possibilities  in  mind,  the  re- 


maining 4  cases  (Nos.  2,  5,  6,  20)  without 
arteritis  were  transferred  to  table  1,  and  the 
statistical  calculations  repeated.  The  cal- 
culations for  age  and  joint  symptomatologA' 
were  reinforced;  the  values  for  the  remain- 
ing clinical  features  demonstrated  probabil- 
ities that  remained  significant. 

It  is  my  opinion  that  two  disease  entities 
can  present  as  a  pulmonarj^-renal  syndrome. 
The  term  "hemorrhagic  pulmonary-renal 
syndrome"''  used  to  describe  3  cases  in 
group  A  (Nos.  32,  33,  34,  table  1)  could  be 
applied  to  all  cases  presenting  this  clinical 
picture.  The  present  findings  would  indicate 
that  under  the  designation  of  pulmonary- 
renal  syndrome  there  are  two  diseases:  the 
first,  an  alveolar-glomerular  cajDillary  dis- 
order alone,  characterized  by  uniformity  of 
signs  and  symptoms  and  affecting  young 
males;  the  second,  a  separate  disease  process 
marked  by  pathologic  changes  representing 
a  systemic  \'ascular  disorder,  often  referred 
to  as  collagen  or  "allergic"  diseases.  Patients 
with  these  findings  represent  a  much  wider 
age  range  than  those  in  the  first  category. 
Their  signs  and  symptoms  are  more  sys- 
temic by  comparison  with  the  group  repre- 
senting a  capillary  defect  of  the  lung  and 
kidney  only. 

The  involvement  of  capillaries  of  the  al- 
veoli and  glomeruli  in  group  A  cases  also 
suggests  an  allergic  reaction,  particularly  in 
the  light  of  experimental  evidence  indicat- 
ing antigenic  similarities,  as  well  as  similar- 
ity of  the  lesion,  in  the  alveolus  and  glom- 
erulus^'- -".  The  disease  affecting  group  A 
patients  may  represent  a  different  etiology, 
sharing  a  basic  mechanism  of  response  with 
group  B  and/or  a  constitutional  difference 
peculiar  to  certain  3'oung  adult  males. 
Suynmary 

One  hundred  four  cases  of  either  or  both 
pulmonary  hemorrhage  and  hemosiderosis 
associated  with  glomerulonephritis  were 
collected  from  the  literature.  The  term 
"hemorrhagic  pulmonary-renal  syndrome" 
best  describes  these  cases. 

It  seems  evident,  however,  that  two  dis- 
tinct disease  entities  can  present  this  clinical 
syndrome.  One  is  represented  by  cases  with- 
out necrotizing  vascular  or  alveolar  changes, 
and    the    other    by    cases    exhibiting    such 
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changes.  This  difference  was  demonstrated 
by  dividing  the  cases,  where  possible,  ac- 
cording to  the  presence  or  absence  of  ar- 
teritis and/or  necrotizing  alveoHtis.  The 
cUnical  features  were  then  reviewed  for  sig- 
nificant differences  in  age,  sex,  and  symp- 
tomatology. The  ages  of  patients  who  did 
not  have  necrotizing  arteritis  or  alveolitis 
were  uniformly  lower  as  contrasted  to  the 
more  variable  age  distribution  of  patients 
exhibiting  these  lesions.  Respiratory  com- 
plaints, hemoptysis  in  particular,  were  char- 
acteristic of  the  initial  onset  of  illness  in 
patients  without  arteritis  or  alveolitis, 
whereas  in  the  other  cases  the  early  signs 
and  symptoms  were  more  variable  and  in- 
cluded significantly  more  complaints  in- 
volving the  extremities. 
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ProDlenis  or  tne  Compensation  Bad?  Injury 


EVERETTE  I.   BUGG,  Jr.,   M.D. 

Durham 


Since  1911,  when  Wisconsin  adopted  the 
first  workmen's  compensation  act  in  this 
country,  the  physician  treating  so-called 
"compensation  cases"  has  been  intimately 
involved  with  the  administration  of  the  act, 
as  well  as  with  the  care  of  the  injured  em- 
ployee. At  times  tlie  involvement  may  be 
minimal;  at  other  times  the  opinion  of  the 
physician  may  be  of  great  financial  impor- 
tance to  the  employee  and  the  insurance 
carrier. 

This  may  be  better  understood  if  it  is 
remembered  that  to  be  compensable,  a 
worker's  injury  must  be  incurred  in  "an 
accident  arising  out  of  and  in  the  course  of 
his  employment."  So  simple,  isn't  it?  But 
you  and  1  know  that  in  too  many  cases  the 
law  is  neither  simple  nor  easy  to  interpret. 

In  no  single  anatomic  area  has  fair  in- 
terpretation of  the  provisions  of  the  In- 
dustrial Act,  insofar  as  they  relate  to  in- 
jury and  final  permanent  physical  impair- 
ment, been  more  difficult  than  in  the  low 
part  of  the  back.  The  diagnosis  and  treat- 
ment of  low  back  disorders  may  tax  the  in- 
genuity of  the  physician  in  cases  uncom- 
plicated by  administrati\'e  problems.  When 
litigation  or  compensation  is  invoh-ed,  the 
difficulties  may  be  multiplied. 

This  is  not  to  imply  that  the  average 
workman  treated  for  a  low  back  disorder  is 
a  source  of  difficultJ^  We  must  not  forget 
that  he  usually  wants  only  to  be  cured  and 
to  return  to  work  as  soon  as  possible.  It  is 
only  the  few  who  make  us  feel  a  sense  of 
frustration. 

Many  factors  tend  to  make  the  goal  of 
rapid  and  complete  rehabilitation  from  back 
injury  elusive.  The  prolonged  convales- 
cence, the  fear  of  permanent  impairment, 
the  loss  of  income  during  treatment — all 
understandably  produce  a  state  of  anxiety. 
The  combined  efforts  of  medical  personnel, 
the  insurance  carrier,  and  the  employer  are 
needed  to  reassure  the  injured  workman 
that  all  are  concerned  with  his  present  and 
future  welfare. 


Types  of  Bcick  Injury 

Patients  with  back  injuries  can  be  divid- 
ed into  four  categories,  and  each  must  be 
treated  in  a  different  manner  since  the  prog- 
nosis for  eventual  rehabilitation  varies  with 
the  type. 

First  is  the  patient  with  simple  back 
strain,  usually  brought  on  by  such  move- 
ments as  twisting  and  lifting.  Accurate  diag- 
nosis and  treatment  compatible  with  the  in- 
jury, varying  from  minor  limitation  of  ac- 
tivity on  the  job  to  bed  rest  for  a  week  or 
ten  days,  usually  bring  ciuick  and  complete 
recovery  with  no  permanent  disability. 

Second  is  the  workman  who  incurs  a  frac- 
ture of  the  spine,  which  may  vary  from  the 
relatively  minor  vertebral  fracture  to  severe 
fractures  associated  with  neurologic  dam- 
age. The  period  of  disability  varies  with  the 
injury,  as  does  the  final  degree  of  physical 
impairment.  Disability  may  range  from  two 
weeks  to  many  months,  and  permanent  im- 
pairment from  none  to  total.  Here,  too,  the 
same  basic  problem  exists:  that  of  predict- 
ing the  end  result,  under  ordinary  circum- 
stances, and  of  using  all  resources  to  reach 
that  final  stage  as  rapidly  as  possible.  For 
example,  the  patient  with  an  uncomplicat- 
ed fracture  of  a  lumbar  trans\'erse  process 
can  be  expected  to  return  to  light  work  in 
two  to  four  weeks  and  full  work  in  four  to 
six  weeks,  while  the  victim  of  a  compres- 
sion fracture  with  paraplegia  will  require 
months  of  treatment,  followed  usually  by  a 
change  in  type  of  work. 

Third  is  the  patient  with  an  intervertebral 
disc  injury,  often  confused  with  the  first 
group  and  often  misunderstood  by  phys- 
ician, emploj'er,  insurance  carrier,  and  even 
the  patient  himself.  This  is  the  patient  with 
the  disease  we  cannot  cure;  the  one  who  has 
a  condition  that  too  often  neither  the  phy- 
sician nor  the  insurance  carrier  can  be  sure 
is  the  result  of  injury  or  the  manifestation 
of  a  chronic  disorder. 
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We  have  learned  from  experience  that, 
fair  or  not,  these  cases  must  be  considered 
under  the  ambiguous  label,  "traumatic  ag- 
gravation of  an  underlying  condition,"  and 
assumed  compensable.  The  headaches  and 
financial  loss  they  impose  on  the  insurance 
carrier  are  too  familiar  for  long  comment.  I 
personally  think,  however,  that  in  fairness 
to  the  worker,  such  cases  should  be  con- 
sidered compensable,  but  should  be  closed 
promptly  after  treatment  has  produced  as 
much  restoration  of  function  as  possible. 
All  of  you  are  familiar  with  the  recurrent 
attacks  of  back  pain  suffered  by  patients 
with  degenerative  intervertebral  disc  dis- 
ease, recurrent  protrusion  of  disc  fragments, 
and  so  forth.  Some  of  these  cases  have  re- 
mained administratively  active  for  years, 
being  closed  and  reopened  many  times.  This 
seems  hardly  fair  to  the  insurance  carrier 
and  employer. 

The  last  group  of  patients  are  those  who 
have  injuries  superimposed  on  underlying 
disease  of  a  definite  and  accepted  nature. 
Into  this  category  may  fall  a  portion  of  the 
patients  in  each  of  the  other  classes;  such  as 
the  patient  with  a  back  injury  superimposed 
on  an  old  fracture  of  the  spine,  the  older 
patient  with  an  injury  superimposed  on  an 
arthritic  spine,  and  even  the  patient  who 
has  had  previous  back  surgery.  These  pa- 
tients are,  of  course,  deemed  compensable 
and  are  treated  until  maximum  improve- 
ment is  obtained,  although  this  goal  may 
be  appreciably  delayed  by  the  pre-existing 
condition.  The  responsibility  of  the  phy- 
sician is  to  classify  as  permanent  impair- 
ment only  that  secondary  to  the  injury, 
making  this  distinction  to  the  best  of  his 
ability,  with  due  allowance  for  pre-existing 
impairment.  It  should  be  realized  that  the 
physician  estimating'  the  impairment  of 
function  produced  by  the  compensable  in- 
jury has  not  had  an  opportunity  to  examine 
the  patient  before  the  injury  and  conse- 
quently can  make  only  an  educated  guess 
as  to  his  previous  impairment.  The  phys- 
ician should  make  use  of  a  careful  history 
and  other  available  information  before 
formulating  the  final  disability  rating,  how- 
ever,   since    occasionally    a    patient    may, 


knowingly  or  unknowlingly,  mislead  him  as 
to  prior  disability. 

Evaluation  of  Permanent  Impairment 

Sooner  or  later  each  patient  with  a  back 
injury  incurred  on  the  job  must  be  given  a 
permanent  disability  rating.  From  the  phy- 
sician's standpoint,  this  rating  should  refer 
to  permanent  im.pairment  of  junction.  This 
is  the  only  evaluation  that  the  physician  is 
entitled  to  make.  The  disability  of  the  pa- 
tient is  a  combination  of  physical  impair- 
ment and  job  capability,  the  latter  being 
beyond  the  province  of  the  doctor.  In  our 
state,  only  physical  impairment  is  evaluat- 
ed, and  so  it  is  on  this  rating,  expressed  in 
the  affected  percentage  of  the  part  involved, 
or  of  the  individual  as  a  whole,  that  financi- 
al compensation  is  based. 

Because  of  the  difficulty  in  evaluating  the 
residua  of  specific  injuries,  a  guide  was  de- 
veloped in  this  state  that  has  been  of  con- 
siderable help  in  standardizing  the  percent- 
age rating  for  common  disabilities.  While 
the  rating  is  based  on  the  judgment  of  the 
physician  evaluating  the  patient,  the  guide 
has  helped  correct  some  of  the  startling 
variations  previously  encountered.  One  may 
disagree  with  specific  details  in  the  sched- 
ule, but  it  has  served  to  give  the  same  phys- 
ical impairment  approximately  the  same 
rating  throughout  the  state,  and  it  is  hoped 
that  with  additional  experience,  discrepan- 
cies in  the  guide  can  be  corrected. 

Again  let  me  stress  that  physical  impair- 
ment and  disability  are  not  the  same.  The 
loss  of  a  leg  does  not  constitute  the  same  de- 
gree of  disability  to  the  computer  program- 
mer as  it  does  to  the  structural  steel  work- 
er. 

Rehabilitation 

The  patient  who  has  sustained  a  back  in- 
jury undergoes  essentially  the  same  rehabil- 
itive  procedures  as  one  who  has  injured  an 
extremity,  but  the  problems  encountered 
may  be  considerably  greater  with  the  form- 
er. This  has  resulted  from  a  combination 
of  factors. 

First,  the  physician  often  treats  the  in- 
jury rather  than  an  individual  who  is  wor- 
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ried  about  his  job,  his  family  responsibil- 
ities, and  his  own  physicial  well-being. 
Rapid  evaluation  of  the  injury,  education  of 
the  patient  in  the  role  he  must  assume  in  his 
treatment,  careful  evaluation  of  the  prob- 
able end  result,  and  preparation  of  the  pa- 
tient to  expect  a  given  degree  of  impairment 
or  complete  recovery  are  all  most  impor- 
tant. The  physician  must  assume  that  his 
responsibility  is  not  only  to  treat  the  speci- 
fic injury,  but  also  to  return  the  patient 
to  a  job  compatible  with  his  physical  abili- 
ties. 

Second,  there  is  the  reluctance  of  employ- 
ers to  permit  an  injured  workman  to  return 
to  limited  work.  For  no  other  patient  is 
even  limited  work  so  important  as  to  the 
victim  of  a  back  injury.  The  patient  needs 
to  realize  that  he  can  work,  that  the  grad- 
uated resumption  of  activity  speeds  recov- 
ery; and  he  needs  assurance  that  his  em- 
ployer wants  him  back  on  the  job.  Like  all 
of  us,  he  needs  to  feel  that  he  and  the  work 
he  does  are  important.  All  of  us  appreciate 
the  reluctance  of  an  employer  to  pay  the 
worker  for  less  than  full  production,  and  to 
assume  the  responsibility  of  aggra\'ating  the 
injury  or  possible  reinjvuy.  We  do  feel,  how- 
ever, that  the  cooperation  of  the  employer 
means  more  rapid  rehabilitation  and  a  more 
satisfied  employee.  I  have  been  quite  sur- 
prised at  the  ease  of  rehabilitation,  and  the 
loyalty,  of  those  employed  by  the  companies 
that  follow  this  policy. 

Third,  the  patient  commonly  pictures 
himself  as  permanently  disabled  from  a  back 
injury,  particularly   if  he   has  sustained   a 


"broken  back."  Too  often  this  attitude  is 
encouraged  by  his  family,  friends,  employ- 
er, and  unfortunately,  by  his  physician. 
Yet  in  the  usual  spinal  fracture  without 
neurologic  involvement,  complete  rehabil- 
itation should  be  expected,  and  it  is  the  task 
of  all  concerned  to  impress  this  upon  the 
victim.  This  goal  is  best  accomplished  by 
rapid  mobilization,  a  gi'aduated  program  of 
exercise,  and  rapid  return  to  gainful  em- 
plojmient  before  the  "disability  pattern,"  as 
I  like  to  call  it,  can  be  established. 

The  Problem  Case 

It  should  be  recognized  that  a  small  per- 
centage of  back  injury  cases  in\'ol\'ed  more 
than  physicial  impairment.  These  patients 
will  always  be  problems,  for  u.sually  they 
were  problems  before  the  injury  took  place. 
Occasionally  a  patient  complaining  of  t^ack 
pain  secondary  to  injury  has  a  poor  work 
record  of  manj^  .years'  duration.  It  is  too 
much  to  expect  the  physician  to  rehabilitate 
the  indi\'idual  who  has  never  been  habilitat- 
ed in  the  first  place.  We  usually  have  no 
real  succes  with  these  patients,  but  we  must 
do  the  best  we  can,  recognize  the  problem, 
and  close  the  case  as  rapidly  as  possible,  at- 
tempting to  be  fair  to  both  the  patient  and 
the  injured  employee. 

Finalh',  it  should  be  emphasized  that  in 
treating  patients  with  back  injuries  incur- 
red while  employed,  the  close  cooperation  of 
the  physician,  the  employer,  and  the  insur- 
ance carrier  is  imperative,  if  the  most  com- 
plete and  rapid  rehabilitation  is  to  be  ac- 
complished. 
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A  Local  Cnronicle  ot  the  IntluenTia  Epiaemic  of  1918 

As  Gleaned  jrom  Neiospaper  Accounts  of  the  Day 


H.  Garrett  Adams,  M.D. 
Winston-Salem 


Conclusion 


Friday,  October  25 

Epidemic  in  North  Carolina  Reported  To 
Be  In  Steady  Decline. 

The  following  methods  are  recommended 
for  using  "flu"  masks:  Mark  the  outside  of 
the  masks  so  that  if  they  are  removed  and 
put  back  on,  the  contaminated  side  will  not 
be  accidentally  put  against  the  mouth  and 
nose.  Masks  should  be  worn  for  only  two 
hours  at  a  time,  and  should  be  sterilized — 
with  dry  heat  if  possible — or  boiled  for  20 
minutes. 

The  situation  at  Greensboro  is  better  and 
Hickory  greatly  improved.  Charlotte  schools 
are  still  closed. 

Dr.  W.  S.  Rankin,  of  the  State  Board  of 
Health,  has  refused  to  approve  an  order  for 
two  cases  of  rum  to  be  used  in  connection 
with  the  treatment  of  patients  at  the  emer- 
gency hospitals  here.  He  states  that  there  is 
no  scientific  basis  for  the  use  of  whiskey 
as  a  drug,  and  its  use  should  be  discouraged. 

Dr.  Carlton  states  that  he,  too,  does  not 
advocate  alcohol  as  a  drug  for  general  use, 
but  after  days  of  contact  with  the  suffering 
influenza  patients  he  is  convinced  that  it 
does  give  relief  and  should  not  be  discour- 
aged when  prescribed  by  a  physician  for 
influenza.  Insisting  that  personal  opinions 
in  this  matter  must,  in  the  emergency,  be 
put  aside,  he  promises  that  in  the  perform- 
ance of  his  duty  as  city  health  officer,  he 
will  make  an  effort  to  put  at  the  disposal  of 
the  physicians  eveiy  means  possible  to  com- 
bat the  disease. 

Hanes  Emergency  Hospital  calls  for  un- 
trained volunteers  ....  South  Carolina  pa- 
tients improve. 

Saturday,  October  26 

Dr.  Bulla  requests  a  report  from  all  school 
committeemen  on  conditions  in  their  dis- 
tricts relative  to  the  reopening  of  school. 

City  Health  Committee  orders  stores  to 
close  at  4:00  p.m.,  grocery  stores,  meat  mar- 


kets, and  news  stands  excepted;  these  will 
close  at  7:00  p.m. 

Monday,  October  28 

Dr.  Carlton  estimates  at  2000  the  present 
number  of  cases  of  influenza  in  the  city  .... 
Dr.  E.  K.  Graham,  president  of  the  Univer- 
sity of  North  Carolina,  dies  of  pneumonia 
following  influenza  ....  Dr.  Carlton  reports 
notable  improvement  in  the  city  last  week. 

Tuesday,  October  29 

A  vaccine  purported  to  prevent  pneu- 
monia after  influenza  will  be  made  available 
to  Army  personnel,  Surgeon  General  Brais- 
ted  announces. 

Dr.  Bulla  says  there  is  no  change  in  the 
epidemic  here:  100  new  cases  were  reported 
yesterday.  He  orders  all  stores  with  the  ex- 
ception of  grocery  and  meat  stores  to  close 
at  5:00  p.m.;  the  latter  will  be  allowed  to  re- 
main open  until  7:00. 

Wednesday,  October  30 

All  stores  within  3  miles  of  the  city  limits 
ordered  closed  completely. 

A  recommended  diet  for  influenza  victims 
is  reported  as  follows:  beef  broth,  chicken 
broth,  and  broth  albumin.  (What  is  broth 
albumin? ) 

Thursday,  October  31 

A  dispatch  from  London  announces  the 
arrival  of  a  transport  carrying  6000  Ameri- 
can soldiers  at  a  British  port.  During  the 
voyage  there  were  only  50  cases  of  influenza 
and  one  death  recorded.  Every  man  wore  a 
cloth  mask  during  the  voyage.  (Opinion  re- 
garding the  use  of  the  masks  was  divided. 
In  situations  such  as  this  they  appeared  to 
be  useful.  Some  of  the  larger  cities  of  the 
nation  imposed  fines  for  failure  to  wear  the 
masks,  as  well  as  for  spitting  in  the  streets. 
Later  the  masks  were  abandoned,  however. ) 

Conditions  in  Winston-Salem  continue  to 
improve.  One  11:00  a.m.  worship  service 
will   be   allowed   on    Sunday.    Schools   will 
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probably  reopen  on  Monday,  November  11, 
if  the  public  continues  its  splendid  coopera- 
tion. The  emergency  hospitals,  however,  will 
remain  open.  The  State  Board  of  Health 
says  that  it  will  be  safe  to  go  to  the  polls 
next  Tuesday  if  congregating  around  the 
voting  place  is  limited. 

The  Tire  Service  Company  of  Winston- 
Salem  is  sponsoring  a  scheme  for  raising 
funds  for  the  Hanes  Emergency  Hospital.  It 
will  collect  and  sell  old  tires,  giving  the 
profits  to  the  hospital. 

The  Gilmer  Specialty  Sample  Store  coop- 
erates with  the  Winston-Salem  Health  De- 
partment by  pajing  for  a  full-page  advertise- 
ment about  the  treatment  and  prevention  of 
influenza. 

Social  and  business  life  is  beginning  to 
pick  up.  Department  stores  may  remain 
open  until  7:00  p.m.,  grocery  and  meat 
stores  until  8:00.  Barbershops  will  be  allow- 
ed to  resume  business  as  usual.  Eleven 
o'clock  worship  services  will  be  permitted 
November  1.  The  appearance  of  Mavide 
Adams  has  been  rescheduled  for  November 
19;  however,  the  North  Carolina  Teachers 
Assembly  for  this  year  has  been  cancelled. 

The  sum  of  $688.92,  collected  from  en- 
forcement of  government-fixed  fuel  regula- 
tions, was  given  to  the  Red  Cross  today. 

Monday,  November  4 

The  Public  Library  will  reopen  Thursday. 
Charlotte's  quarantine  will  also  be  lifted  on 
that  day. 

Tuesday,  November  5 

The  local  theater  will  reopen  on  Monday. 
Soda  fountains  will  be  open  tomorrow. 
Schools  will  reopen  next  Monday  as  was 
hoped. 

Friday,  November  8 

The  Depot  Street  School  Emergencj^  Hos- 
pital is  being  disbanded  and  fumigated  in 
preparation  for  school  Monday.  The  Tire 
Service  Company's  old  tire  sale  netted 
S109.13:  the  money  was  turned  over  to  the 
Red  Cross. 

"Victory  Monday",  November  11 

Armistice  Day  is  observed  by  a  public 
celebration  at  5:00  p.m. 


Tuesday,  November  12 

The  well  known  revivalist,  Gypsy  Smith, 
is  holding  a  meeting  at  the  auditorium. 

Monday,  November  IS 

An  interesting  new  item  concerns  crowd- 
ed conditions  at  the  high  school:  In  order  to 
accommodate  500  pupils  in  a  building  in- 
tended to  house  250,  an  all-day  schedule  is 
instituted  recj[uiring  children  to  report  only 
when  on  recitation.  Thus  the  same  room  is 
used  b}^  several  groups  of  students. 

Thursday,  November  21 

Dr.  Bulla  announces  that  the  epidemic  is 
past  except  for  a  few  scattered  cases. 

Friday,  November  22 

The  epidemic  has  revived  in  Oak  Ridge. 
There  have  been  seven  deaths  in  that  town- 
ship. Dr.  Bulla  announces:  "It  is  established 
that  since  September  1  we  have  had  350,000 
cases  of  influenza  in  North  Carolina,  and 
that  250,000  of  these  cases  were  contracted 
from  well  people."  He  advocates  staying 
away  from  public  meetings  when  disease  is 
epidemic  in  the  community,  and  reiterates 
the  classic  preventive  measures:  Always 
use  separate  drinking  cups,  dishes,  and 
towels,  or  have  them  boiled  before  using 
after  another.  People  are  urged  once  more 
to  hold  a  handkerchief  over  the  mouth  when 
sneezing  or  coughing. 

Thursday,  November  28 

New  outbreaks  of  the  epidemic  have  oc- 
curred in  many  sections  of  the  state,  in  some 
instances  to  such  an  extent  that  all  former 
restrictions  had  to  be  reimposed.  The  gen- 
eral celebration  held  in  virtually  every  com- 
munit}'  on  Victory  Monday  brought  crowds 
together  and  rendered  futile  even  those  pre- 
cautionar}^  measures  that  were  still  in  force. 

And  thus  ends  our  chronicle  of  "The 
Great  Epidemic,"  as  A.  A.  Hoehling-*  has 
called  it  in  his  recent  book.  The  city  ex- 
perienced another  rather  severe  wave  of  the 
disease  in  December,  1918,  and  another  in 
February,  1919.  There  were  500  cases  in  the 
city  from  January  25  to  February  28,  and 
two  emergency  hospitals — one  for  white  and 
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one  for  Negro  patients — were  again  pressed 
into  service. 

In  reviewing  the  epidemic  for  the  Annual 
Report  of  the  Department  of  Health^,  Dr. 
Carlton  called  attention  to  the  age  distribu- 
tion of  the  159  deaths  recorded  in  the  city. 
Few  young  children  or  very  old  persons 
died.  The  age  groups  stricken  most  severely 
were  15  to  25  years  (49  deaths)  and  25  to  40 
(45  deaths). 

Northeast,  Winston  and  Southwest  Salem 
suffered  more  deaths  than  all  other  sections 
of  the  city  combined.  It  was  in  these  sec- 
tions that  workers  from  the  Health  Depart- 
ment most  often  found  all  members  of  a 
family  ill,  and  nearly  always  in  ill-venti- 
lated, poorly  lighted,  unsanitary  homes. 

Treatment 

The  State  Board  of  Health  urged  "sun- 
shine and  open  air"  for  the  treatment  of 
both  influenza  and  pneumonia.  The  treat- 
ment received  support  from  experience  at 
the  Baptist  Orphanage  in  Thomasville, 
where  it  wag  used  successfully.  Four  hun- 
dred ten  out  of  460  children  in  that  institu- 
tion had  influenza,  and  some  had  pneu- 
monia; yet  there  were  no  deaths.  The  treat- 
ment involved  simply  moving  patients  out  of 
doors,  where  they  were  directly  exposed 
to  sunlight  and  open  air.  The  windows  on 
public  conveyances  were  ordered  to  be  kept 
open  during  the  epidemic,  in  line  with  this 
principle. 

Calomel  was  commonly  prescribed  during 
the  epidemic.  A  manufacturer  advertised: 

Why  do  all  doctors  prescribe  Calomel?  Of 
all  the  medicine  in  the  world  doctors  prescribe 
Calomel  most  often  and  depend  upon  it  almost 
universally  ...  If  you  will  study  the  doctor's 
books  you  will  find  that  the  medical  authori- 
ties prescribe  Calomel  for  almost  every  dis- 
ease. The  reason  is  that  Calomel  is  the  greatest 
and  only  thorough  system  purifier.  It  makes 
the  liver  active,  drives  out  the  poisons  from 
the  stomach,  bowels,  and  kidneys,  and  there- 
by purifies  the  blood.  Calomel  puts  the  entire 
system  in  the  most  favorable  condition  for 
Nature  to  exercise  her  recuperative  power. 
Your  doctor  will  tell  you  that  drugs  merely 
assist  Nature.  That  is  why  he  prescribes  Calo- 
mel so  often. 

Many  "sure  cure"  treatments  for  influ- 


enza were  advised  by  various  people.  One 
doctor  in  New  Orleans  recommended  the 
following:  "Put  a  small  amount  of  sulfur  in 
each  shoe  each  morning,  and  goodby  in- 
fluenza." He  said  he  went  through  the  New 
Orleans  yellow  fever  epidemic  of  1897  un- 
scathed because  of  this  measure,  and  in- 
sisted that  it  "kills  the  germ."  He  said  that 
if  you  carried  a  half-dollar  "in  your  poc- 
ket", it  would  change  color  as  evidence  of 
the  spread  of  sulfur  throughout  the  system. 
Another  typical  advertisement  on  "How 
to  Avoid  Spanish  Influenza"  reads: 

Nothing  you  can  do  will  so  effectively  pro- 
tect you  against  the  influenza  or  grippe  epi- 
demic as  keeping  your  organs  of  digestion  and 
elimination  active  and  your  system  free  from 
poisonous  accumulations.  Thoroughly  loosen 
the  bowels  with  some  such  mild  and  non-irri- 
tating physic  as  Dr.  Pierce's  Pleasant  Pellets. 
Drink  plenty  of  hot  lemonade  and  then  cover 
up  with  plenty  of  clothes  in  bed  so  as  to  get 
a  good  sweat.  When  sweating  is  fiee  and  the 
fever  reduced,  take  a  dose  of  2  Anuric  tablets 
every  4  hours,  followed  by  drinking  a  glass  or 
two  of  hot  water.  Anuric  tablets  help  quickly 
to  relieve  the  soreness  of  the  muscles  and 
bones  from  which  most  patients  complain  and 
help  the  kidney  flush  out  the  poisons.  To  re- 
lieve nasal  obstructions  and  excessive  dis- 
charge from  the  nose,  probably  nothing  is 
better  than  such  a  mild,  soothing,  antiseptic 
wash  as  Dr.  Sage's  Catarrh  Remedy.  For 
strengthening  the  patient — an  iron  tonic  tablet 
called  Irontic  or  the  well  known  herbal  tonic, 
Dr.  Pierce's  Golden  Medical  Discovery. 

Discussion 

Several  remarks  about  the  general  nature 
of  the  1918  influenza  epidemic  are  in  order. 
Dr.  Carlton's  observation  on  the  prime  of 
life  age  range  of  the  victims  in  Winston- 
Salem  is  corroborated  by  several  authorities. 
Dr.  Vaughn,  the  Acting  Surgeon  General  of 
the  Army  after  Dr.  Gorgas  sailed  for  France, 
said  that  the  "husky  male  either  made  a 
speedy  and  rather  abrupt  recovery  or  was 
likely  to  die  .  .  .  the  stronger  the  man, 
seemingly  the  more  rapid  his  total  physical 
collapse.""  He  supported  this  by  citing  the 
high  mortality  in  Army  camps  and  the 
equally  high  mortality  among  civilians  in 
the  same  age  range  as  the  soldiers. 

Pearl  estimates  that  not  less  than  550,000 
persons   died   of   influenza    in    the    United 
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States  alone.  This  is  approximately  five 
times  the  number  (111,179)  of  American 
soldiers  officially  said  to  have  lost  their  lives 
from  all  causes  in  the  War.  Eighty-two  per 
cent  of  all  Army  deaths  were  attributed  to 
respiratory  diseases. 

Entry  into  the  United  States 

The  question  of  how  the  disease  got  into 
the  United  States  and  why  it  was  called 
Spanish  influenza  should  be  answered.  The 
only  reason  I  can  find  for  its  being  called 
Spanish  influenza  is  that  the  disease  was 
prevalent  in  Spain  when  it  received  the  first 
public  notice  in  America. 

It  did  not  come  to  America  from  Spain. 
There  was  an  increase  in  deaths  from  res- 
piratory diseases  in  New  York  and  Cleveland 
in  December  1915,  and  January,  1916.  In 
January,  1916,  influenza  was  reported  in  22 
cities  of  the  Union.  These  epidemics  were 
mild  and  attracted  little  attention.  During 
the  winter  of  1917  many  so-called  cases  of 
influenza  occurred  in  Europe  among  French 
and  British  troops.  The  same  winter  similar 
cases,  supposedly  influenza,  occurred  in 
many  American  camps.  The  disease  appear- 
ed without  question  at  Camp  Oglethorpe, 
Georgia,  in  March,  1918,  a  month  before  it 
was  recognized  to  any  significant  extent  in 
Europe,  almost  at  the  same  time  that  it 
seems  to  have  appeared  in  Spain,  according 
to  Zinsser.'  He  believed  that  it  started  in 
a  great  many  different  places  at  almost  the 
same  time.  The  disease  was  prevalent  in 
China  in  March  1918,  and  it  was  reported  on 
a  Japanese  ship  in  a  Chinese  port  in  April. 

Dr.  R.  I.  Lee^,  professor  of  hygiene  at 
Harvard  University  and  a  visiting  physician 
at  Massachusetts  General  Hospital  made  a 
comment  about  the  origin  of  influenza  epi- 
demics that  would  likely  find  widespread 
approval  in  the  United  States  today.  He 
said:  ".  .  .  it  usually  starts  in  Russia  and 
works  westward  through  the  continent  and 
thence  to  the  United  States." 

Causation  organism 

The  causative  organism  of  the  disease  was 
by  no  means  believed  by  all  authorities  to 
be  Pfeiffer's  bacillus   {Hemophilus  injluen- 


zae).  Many  reliable  authorities  ascribed  it 
to  a  filterable  \-irus.  although  it  had  not  been 
isolated.  Dr.  Henry  J.  Nichols",  instructor  in 
bacteriolog}^  and  preventive  medicine.  Army 
Medical  School,  Washington,  D.  C,  said  that 
the  diagnosis  was  purely  bacteriologic.  He 
said  further: 

The  possibility  of  a  primary  filterable  virus 
must  be  disposed  of  before  any  advance  is 
made.  As  Metchnikoff  says,  this  possibility  is  a 
"sort  of  ghost  preventing  all  definite  conclu- 
sions in  problems  connected  with  the  absence 
or  presence  cf  microbes  .  .  ."  There  is  no  better 
illustration  in  medicine  for  the  necessity  of 
scientific  knowledge  as  a  basis  for  practical 
work.  Our  good  intentions  and  organizations 
are  helpless  without  it. 

Conclusion 

Today,  although  the  virus  has  been  iso- 
lated and  vaccines  have  even  been  made 
available,  it  is  ciuestionable  that  we  have 
conquered  influenza.  Many  authorities  be- 
lieve that  we  might  remain  helpless,  as  Dr. 
Nichols  was,  in  the  face  of  an  organism  of 
the  virulence  of  that  of  1918. 

In  closing,  I  quote  Bishop  Edward  Rond- 
thaler  of  the  Moravian  Church  in  Winston- 
Salem:  "With  the  latter  part  of  the  year 
heavier  shadows  than  we  can  understand 
settled  upon  our  community  with  the  out- 
break of  the  influenza.  May  our  Heavenly 
Father  grant  us  speedy  and  complete  relief 
from  this  sickness." 
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MANY  YEARS  BUT  LITTLE  AGED 

Medical  World  Neius  for  July  3L  1964, 
devotes  its  cover  and  an  article  to  the  life 
and  times  of  its  editor,  Morris  Fishbein, 
M.D.,  on  the  occasion  of  his  seventy-fifth 
birthday.  Mr.  Geffen,  the  publisher,  ob- 
serves in  his  note  that  the  publication  was 
started  "pretty  late  in  life  for  either  of  us" — ■ 
he  was  63  and  Dr.  Fishbein  70  at  the  time. 
While  congratulating  both  of  them  for  main- 
taining their  youthful  spirit  over  many 
years,  we  are  also  struck  with  Mr.  Geffen's 
apt  choice  of  words.  It  was  indeed  "pretty 
late  in  life,"  but  neither  of  them  seems  to  be 
getting  old. 

The  continuing  creative  ability  of  people 
like  Morris  Fishbein,  and  many  others  who 
could  be  named,  points  up  again  the  prob- 


lems connected  with  "retirement."  Several 
studies  have  shown  that  maximum  contri- 
butions are  made  in  different  fields  at  dif- 
ferent age  periods.  The  mathematically- 
oriented  sciences  and  professions  seem  to 
produce  their  geniuses  at  an  earlier  age  than 
do  literature,  law,  and  politics.  Yet  age  alone 
is  taken  as  the  measure  of  when  people  must 
relinquish  certain  posts  and  privileges. 

The  pessimist  may  think  that  increasing 
relegation  of  statistical  tasks  to  machines 
will  lead  to  increasing  rigidity  about  mat- 
ters like  retirement.  Let  us  hope  that  the 
opposite  happens;  that  the  statistical  labors 
which  go  with  more  flexibility  about  retire- 
ment can  now  be  more  easily  overcome, 
helping  the  men  behind  and  in  front  of  the 
computer  to  keep  working  as  long  as  they 
wish  and  their  contributions  warrant.  A 
good  man  is  hard  to  find,  early  or  late  in 
hfe. 


CANCER  OF  THE  KIDNEY 

Tumors  attract  interest  roughly  in  pro- 
portion to  two  aspects  of  their  natural  his- 
tory. First  is  the  frequency  of  their  occur- 
rence. On  this  score,  renal  cancer  would  rate 
low  on  the  list.  Second  is  general  informa- 
tion about  normal  or  abnormal  physiology 
which  can  be  obtained  from  a  study  of  their 
properties.  A  recent  example  is  the  marked 
interest  in  serotonin,  due  at  least  in  part  to 
the  observation  of  its  effects  in  the  carcinoid 
syndrome.  Renal  cancers  rate  high  on  the 
list  for  this  phase  of  their  activity.  Prolong- 
ed, unexplained  fever  has  in  some  cases  been 
traced  to  renal  cancers,  serving  to  remind 
us  that  the  immediate  cause  of  fever  is  still 
a  subject  for  research,  because  its  mechan- 
isms are  poorly  understood.  Erythrocytosis, 
the  presence  of  excessive  numbers  of  red 
cells,  is  related  to  some  renal  cancers,  a 
finding  which  eventually  provides  helpful 
information  on  the  control  of  red-cell  forma- 
tion, or  even  on  a  new  diagnostic  procedure 
for  the  tumor.  Finally,  there  is  no  tumor  so 
rare  that  it  does  not  represent  the  most  im- 
portant tumor  in  the  world  for  the  person 
who  harbors  it,  a  fact  which  the  physician 
can  never  forget  no  matter  how  mindful  he 
may  be  of  statistics. 
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TEACHING  BY  TWO-WAY  RADIO 

One  of  the  major  problems  facing  the 
practicing  physician  today  is  finding  time  to 
keep  himself  abreast  of  tlie  rapid  advances 
in  medicine.  Among  the  plans  developed  to 
meet  this  problem,  one  of  the  more  promis- 
ing is  the  program  of  two-way  radio  con- 
ferences first  developed  in  1955  by  the  Al- 
bany (N.Y.)  Medical  College,  and  inaugurat- 
ed in  1961  by  the  University  of  North  Caro- 
lina School  of  Medicine  over  the  Univers- 
ity's FM  station,  WUNC.  Beginning  this  fall, 
the  cooperation  of  several  commercial  sta- 
tions has  been  secured,  which  will  greatly 
expand  the  area  of  coverage,  bringing  the 
programs  within  reach  of  physicians  from 
the  western  piedmont  eastward  to  the  coast. 

The  two-way  technique  enables  phys- 
icians meeting  as  organized  groups  in  their 
own  commvmities  to  listen  to  the  presenta- 
tions and  to  participate  with  questions  and 
comments  by  means  of  a  leased  telephone 
line.  This  two-way  feature  is  limited  to  the 
organized  grovips,  but  any  physician  may 
listen  and  submit  his  comments  or  questions 
by  mail  to  the  medical  school.  Also,  the  pro- 
grams are  taped  in  their  entirety  and  are 
available  for  re-play  at  hospital  staff  meet- 
ings or  by  individual  practitioners. 

The  content  of  the  programs  is  designed 
not  only  to  cover  a  broad  range  of  subject 
material,  but  to  explore  certain  subjects  in 
depth  as  well.  It  is  obviously  important  that 
physicians  be  informed  of  advances  in  the 
various  fields  of  medicine  and  surgery,  but 
it  is  probably  even  more  important  that  they 
be  given  the  opportunity  to  review  thor- 
oughly certain  aspects  of  physiology-  and 
biochemistry.  In  line  with  this  latter  con- 
cept, there  should  be  special  interest  in  a 


series  of  programs  to  be  given  during  this 
year,  concerned  with  fluid  and  electrolyte 
relationships  in  health  and  disease. 

The  use  of  radio  communication  in  post- 
graduate medical  education  has  proven  to  be 
an  effective  and  efficient  means  of  teaching. 
This  medium  allows  the  physician  to  learn 
while  in  his  home,  office,  or  with  his  as- 
sociates in  the  local  hospital.  In  effect,  the 
medical  center  is  coming  to  him  rather  than 
requiring  him  to  come  to  it.  It  is  conceivable 
that  with  further  expansion  of  this  tech- 
niciue,  with  the  ultimate  incorporation  of 
television,  we  will  produce  the  "University 
without  walls"  that  postgraduate  medical 
education  so  badly  needs. 

J.B.G. 

*      *      * 

THE  NON-COW  COW 

There  are  cows  more  difficult  to  conceive 
of  than  purple  ones.  This  truth  was  borne 
home  by  the  title  of  an  article  in  the  June, 
1964  Journal  of  Nuclear  Medicine —  "A 
Gallium  08  Positron  Cow  for  Medical  Use." 
Coming  after  a  reading  of  the  reprint  of 
Jules  Verne's  classic,  "Off  to  the  Moon." 
dealing  with  the  fictional  comet  Gallia,  the 
appearance  of  a  Gallium  68  Positron  Cow 
came  as  a  pleasant  surprise,  presumably 
proving  Verne  prescient  again.  Seeking  an 
explanation  of  this  wondrous  beast,  a  friend 
learned  in  the  jargon  of  "nuclear  medicine" 
explained  that  a  "cow,"  in  nuclear  med- 
icinese,  is  a  vessel  containing  an  isotope 
which  decays  to  furnish  another,  different 
isotope.  Thus  the  gallium  cow  is  really  a 
mess  of  germanium  68  which  decays  to  pro- 
duce a  continuous  supply  of  gallium  68.  No 
butter,  no  milk,  and  no  moo  can  be  expect- 
ed. 
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Scientific  Membership 

On  May  2  the  Executive  Council  took  in- 
itial steps  to  eliminate  all  facets  of  racial 
discrimination  in  the  Medical  Society  of  the 
State  of  North  Carolina.  It  passed,  by  a 
vote  of  10  to  5,  a  motion  recommending  that 
the  House  of  Delegates  amend  the  Consti- 
tution to  eliminate  the  category  of  scientific 
membership.  On  May  3  this  motion  was  pre- 
sented on  the  floor  of  the  House.  By  con- 
stitutional requirement,  the  question  must 
lie  on  the  table  for  one  year  before  final 
action  can  be  taken.  It  will  therefore  be 
brought  to  the  House  of  Delegates  in  May, 
1965,  for  ratification.  It  is  incumbent  upon 
all  members  of  the  Society  to  give  this  mat- 
ter serious  consideration  and  instruct  their 
delegates  as  to  their  wishes. 

Simply  stated,  this  amendment,  if  passed 
by  a  two-thirds  majority  of  delegates  pres- 
ent, would  accord  the  privilege  of  full,  ac- 
tive membership  to  any  Negro  physician 
who  meets  the  same  standards  of  eligibility 
applying  to  white  physicians.  This  question 
has  for  many  years  been  a  source  of  con- 
troversy within  the  membership  and  will 
no  doubt  continue  to  be  so  regardless  of  the 
action  taken.  It  is  pertinent  to  note  in  pass- 
ing that  the  House  of  Delegates  of  the  Amer- 
ican Medical  Association,  after  considering 
many  resolutions,  called  upon  all  state  socie- 
ties and  individual  members  to  "exert  every 
effort  to  end  every  instance  in  which  equal 
rights,  privileges,  or  responsibilities  are 
denied."  It  is  a  decision  which  should  be 
based  upon  what  is  best  for  medical  care 
of  the  people  in  this  state,  and  not  upon 
federal,  personal,  or  religious  connotations. 
Theodore  S.  Raiford,  M.D. 

The  Rel.ative  Value  Fee  Schedule 

The  Relative  Value  Fee  Schedule  as  it 
now  exists  does  little  more  than  confuse 
those  who  would  use  it,  and  has  caused 
misunderstanding  and  dissatisfaction.  Its 
purpose  and  application  are  basically  sound. 


When  used  as  a  comparative  yardstick,  it 
is  helpful  in  establishing  relative  values  for 
professional  services  in  an  inexact  science 
where  cost  disaripty  incites  criticism. 

The  North  Carolina  schedule  adopted  in 
1961  was  based  on  the  first  schedule 
brought  out  in  California,  and  contains 
many  inequities.  It  is  already  obsolete  and, 
as  demonstrated  by  California,  needs  con- 
stant revision.  The  cost  of  this  revision  by 
computer  studies  on  a  state  basis  would  be 
prohibitive  from  the  standpoint  of  both  time 
and  expense.  We  have  requested  and  re- 
ceived the  cooperation  of  the  California 
Medical  Association,  which  will  make  avail- 
able its  latest  revision  this  fall  for  adapta- 
tion to  our  particular  needs.  It  would  be 
well  in  the  meantime  to  familiarize  our- 
selves with  the  inadequacies  of  the  present 
schedule  and  transmit  any  suggestions  or 
criticisms  to  the  committee  to  help  them  in 
their  task  of  revision. 

^  ^  Hs 

The  Kerr-Mills  Bill 

On  July  1  the  Kerr-Mills  Act  became  a 
reality  in  North  Carolina.  The  provisions  of 
the  act  as  originally  intended  have  been 
implemented  to  provide  financial  assistance 
for  medical  care  where  it  is  needed.  The 
wheels  of  legislative  implementation  have 
turned  slowly,  but  this  delay  was  the  re- 
sult of  sincere  effort  to  avoid  the  errors 
arising  too  frequently  from  impulsive  ac- 
tion. Minor  details  have  not  been  worked 
out  and  will  require  time  and  experience. 
The  estimated  cost  of  the  program  for  1964- 
1965  is  $2,507,000,  of  which  $1,800,000  will 
be  provided  by  federal  funds.  As  yet  few 
practicing  physicians  are  familiar  with  the 
eligibility  requirements,  but  these  can  be 
obtained  from  the  local  welfare  department. 
At  least  a  start  has  been  made,  and  our  full 
cooperation  is  necessaiy  to  demonstrate  the 
superiority  of  the  Kerr-Mills  Act  over  the 
King-Anderson  Bill  and  similar  legislation. 
Theodore  S.  Raiford,  M.D. 
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from 
Tempest 


to 
Tranquility 

in  the  prolonged  control 
of  gastric  hyperacidity 

spasmasorb 

antacid— antispasmodic 

SPASMASORB  combats  gastric  discomfort  and  pain  by  forming  a  protective 
coating  over  mucosa,  reducing  acidity  and  inhibiting  spasm.  Indicated  in  the 
treatment  of  peptic  ulcer,  gastritis,  cholecystitis,  biliary  dyskenesia,  spastic 
colitis  and  gastrointestinal  spasm.  Contains  ADIPHENINE  HYDROCHLORIDE,  a 
parasympatholytic  agent  and  highly  effective  antispasmodic  that  acts  directly 
on  the  smooth  muscle,  with  local  anesthetic  effect  on  gastric  mucosa;  PHARMA- 
SORB,  known  for  its  distinctively  high  adsorptive  and  marked  acid  neutralization 
properties;  and  PENTOBARBITAL  SODIUM,  an  efficient  mild  sedative  and  spasmo- 
lytic that  is  of  particular  value  in  the  relief  of  pain  due  to  smooth  muscle  spasm 
accompanied  by  "nervous  tension."  CAUTION:  Federal  law  prohibits  dispensing 
without  prescription. 


^ 


DOSAGE:  Two  to  four  tablets  30  minutes  after  meals  and  at 
bedtime  (or  prn).  Should  be  swallowed  without  chewing,  as 
SPASMASORB  has  local  anesthetic  effect  on  mucosa  of  the 
mouth. 
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Coming  IMeetiiigs 

Mecklenburg  County  AAGP  Fourth  Charlotte 
Postgraduate  Seminar  —  Presbyterian  Hospital, 
Charlotte,  October  7-S. 

Raleigh  Academy  of  Medicine  Meeting — Sir 
Walter  Hotel,  Raleigh,  October  8. 

Fifth  District  Medical  Society — Mid  Pines  Club, 
Southern  Pines,  October  14. 

American  Cancer  Society,  North  Carolina  Di- 
vision—Sir Walter  Hotel,  Raleigh,  October  14. 

North  Carolina  Academy  of  General  Practice, 
Annual  Meeting — Hotel  Jack  Tar,  Durham,  Octo- 
ber 29-30. 

Duke  L'niversity  Postgraduate  Medical  Seminar 
Cruise  to  the  Caribbean — M.  S.  Kungsholm,  New 
York  City,  November  4-16. 

Bowman  Gray  School  of  Medicine  Postgraduate 
Coarse  in  Neurology — Winston-Salem,  November 
5-6;  Medical  Alumni  Day,  November  6. 

North  Carolina  Pediatrics  Society,  Annual 
Meeting — Mid  Pines  Clulj,  Southern  Pines.  No- 
vember 1.3-14. 

University  of  North  Carolina  School  of  Med- 
icine Eighth  Annual  Symposium — Chapel  Hill, 
November  19-20. 

Association  of  Military  Siii-geons,  71st  Annual 
Meeting— \\'ashington,  D.  C,  October  20-22. 

First  National  Congress  on  Strokes — The  Palm- 
er House,  Chicago.  October  29-31. 

Second  National  Conference  on  Cardiovascular 
Diseases — ^^'ashington,  D.  C,  November  22-24. 


New  Members  of  the  State  Society 

Drs.  Charles  Matthews  Hassell,  Jr.,  Path,  Cone 
Memorial  Hospital,  Greensboro;  Charles  Albert 
Wilkinson,  S,  2604  N.  Elm  Street.  Lumberton; 
Wm.  Herbert  Kouri,  GP,  2028  Woodland  Drive, 
Charlotte;  Robert  Benj.  Payne,  I,  309  S.  Laurel 
Avenue,  Charlotte;  Fredric  Arlen  Burney,  GP,  217 
Woodside  Drive,  Wadesboro;  Pedro  Jose  Irigaray, 
P,  609  Central  Avenue,  Butner;  Oliver  James 
Hart,  Jr.,  U,  301  Miller  Street,  Winston-Salem; 
David  Lincoln  Jarrett,  2  Bonner  Street,  Clyde; 
Dorothy  Ethel  Naumann,  Box  6635,  College  Sta- 
tion, Durham:  Jay  Fred  Stimson  Saunders,  GP, 
Commerce  Street,  Aulander;  Charles  Philip 
Scheil,  GP,  Vista  Lane,  Lenoir;  Walter  Claudius 
Hollingsworth,  ObG,  1530  Elizabeth  Avenue, 
Charlotte;  Robert  James  Kemper,  Anes.,  3232 
Robinhood  Road.  Winston-Salem. 


News  Notes  from  the 

University  of  North  Carolina 

School  of  Medicine 

The  Eighth  Annual  University  of  North  Caro- 
lina School  of  Medicine  Symposium  will  be  held 
Thursday  and  Friday,  November  19  and  20,  with 
physicians  from  throughout  the  state  attending 


along  with  doctors  from  Virginia  and  South 
Carolina. 

This  year's  s\-mposium  is  devoted  to  hematol- 
ogy, with  emphasis  on  clinical  aspects  of  diag- 
nosis and  treatment  of  anemias  and  white  cell 
and  lileeding  disorders. 

The  symposium  will  be  staffed  by  the  Depart- 
ments of  Medicine,  Pediatrics  and  Pathology  at 
the  U.N.C.  School  of  Medicine,  with  Dr.  Wallace 
N.  Jensen,  professor  of  medicine,  University  of 
Pittsburgh  School  of  Medicine,  and  Dr.  Howard 
A.  Pearson,  assistant  professor  of  pediatrics, 
University  of  Florida,  as  guest  participants. 

^         =!=         * 

Two  postgraduate  courses  in  medicine,  spon- 
sored by  the  University  of  North  Carolina  School 
of  Medicine,  will  begin  in  September  in  Asheville 
and  Morganton. 

The  courses  will  consist  of  two  lectures  one 
day  a  week  over  a  six-week  period.  The  Asheville 
course,  which  begins  September  15,  is  co-spon- 
sored In-  the  Buncomlje  County  Medical  Society 
and  the  Alorganton  course,  which  begins  Septem- 
ber 16,  is  co-sponsored  by  the  Burke  County  Med- 
ical Society. 

All  Asheville  lectures  will  be  given  in  the  Bun- 
combe County  Medical  Society  Library  at  Me- 
morial Mission  Hospital  at  5:30  p.m.  and  7:15  p.m. 

The  afternoon  Morganton  lectures  will  be 
given  at  the  Nurses'  Home  of  Grace  Hospital  at 
4:00  p.m.  The  7:00  p.m.  lectures  will  be  given 
at  the  Rainbow  Grill. 

The  University  of  North  Carolina  Board  of 
Trustees  Executive  Committee  approved  on  July 
10  new  appointments,  promotions,  and  resigna- 
tions from  the  University  in  Chapel  Hill.  An- 
nouncement was  made  by  Chancellor  William  B. 
Aycock. 

Dr.  William  E.  Easterling,  Raleigh  nati\-e,  who 
recei\-ed  his  M.D.  degree  at  Chapel  Hill,  was 
appointed  to  be  an  assistant  professor  in  the 
School  of  Medicine. 

The  following  promotions  were  announced:  Dr. 
Isaac  Taylor  to  professor  in  the  School  of  Medi- 
cine; Dr.  Harold  R.  Roberts,  to  assistant  pro- 
fessor. Department  of  Pathology;  and  Dr.  Robert 
Zeppa  to  be  associate  professor,  Department  of 
Surgery. 

Chancellor  Aycock  announced  resignations,  as 
follows;  Ramon  B.  Jenkins,  assistant  professor. 
Medical  School;  Rodney  L.  McKnight,  assistant 
professor,  IMedical  School. 

A  leave  of  absence  was  granted  to  Dr.  Charles 
H.  Burnett.  Chairman  of  the  Department  of 
Medicine  in  the  Medical  School,  due  to  illness. 

Miss  Margaret  L.  Moore,  director  of  the  physi- 
cal therapy  curriculum  at  the  L'niversity  of 
North  Carolina  School  of  Medicine  since  1957. 
has  been  elected  to  a  three-year  term  as  vice 
president  of  the  American  Physical  Therapy 
Association.  The  elections  were  held  in  Denver, 
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Colorado,  at  the  association's  annual  conference 
which  was  held  during  the  middle  of  July. 

Miss  JMoore  is  a  native  of  Greensboro  and  re- 
of  science  degree  in  physical 
Medical    College    of   Virginia 


.  ^^.«.«<i*«*«Bfl 


ceived  her  master 
therajjy  from  the 
in  Richmond. 


Medical  laboratory  technicians  —  the  people 
who  staff  what  is  considered  the  most  rapidly 
expanding  link  in  the  chain  of  hospital  services 
and  who  represent  one  of  the  most  crucial  man- 
power shortages  in  the  health  field — will  be 
under  scrutiny  during  a  15-month  pilot  study 
in  North  Carolina. 

Dr.  Robert  R.  Cadmus,  chairman  of  the  De- 
partment of  Hospital  Administration  at  the  Uni- 
versity of  North  Carolina  School  of  Medicine, 
announced  recently  that  a  S63.000  contract  has 
been  signed  with  the  U.  S.  Labor  Department 
for  a  manpower  study  of  clinical  laboratory  per- 
sonnel. 

He  expects  the  study  to  include  between  60  and 
100  laboratory  technicians  in  at  least  20  hospitals 
in  the  state.  Participating  hospitals  will  be  se- 
lected in  the  near  future. 

The  immediate  goal  of  the  research  project 
is  to  find  out  the  job  requirements  and  the  man- 
power needs  of  hospital  lal^oratories  in  the  hope 
that  such  findings  will  lead  to  better  recruiting, 
training,  and  performance. 

Dr.  Cadmus  said  the  long-range  objecti\"e  is 
"to  attempt,  in  the  one  area  of  laboratory  service, 
to  help  close  the  gap  between  people  needing  jobs 
and  hospitals  and  other  health  agencies  needing 
workers.  The  overall  purpose  is  to  upgrade  and 
guarantee  continuity  of  this  essential  facet  of 
health  care." 

*     *     * 

Fl\e  members  of  the  faculty  at  the  University 
of  North  Carolina  School  of  Medicine  are  re- 
turning from  leaves  of  absence. 

Dr.  Donald  C.  Abele  returns  this  month  from 
two  years  with  the  National  Institutes  of  Health 
in  Bethesda,  Maryland.  He  is  an  assistant  pro- 
fessor of  medicine. 

Dr.  Ernest  Craig,  professor  of  medicine,  will  re- 
turn August  1  after  a  year  working  with  Dr. 
Aubrey  Leathan  at  St.  George's  Hospital  in  Lon- 
don, England.  He  was  awarded  a  fellowship  by 
the  Commonwealth  Fund. 

Dr.  David  R.  Hawkins,  professor  of  psychiatry, 
will  return  September  1  after  a  year  of  studying 
with  Dr.  S.  H.  Foulkes  at  the  Institute  of  Psy- 
chiatry at  the  University  of  London,  England. 

Returning  September  1  will  be  Dr.  Harold 
Fallon,  an  assistant  professor  of  medicine,  who 
has  spent  a  year  in  biochemistry  at  Duke  Univer- 
sity. 

Also  returning  is  Dr.  G.  Phillip  Manire,  pro- 
fessor of  bacteriology,  who  spent  a  year  at  the 
Institute  for  Virus  Research  at  Kj'oto  University, 
Kyoto,  Japan. 


Carolina  Castle 

We  can't  remember  a  visiting 
family  that  tlidn't  fintl  our  .-sub- 
tropic  sea  island  a  dream  for  luiild- 
ing  sand  castles.  An  increasing 
number  of  these  families  build 
full-size  "castles"'  on  pine-forested 
honiesites  just  a  chip  shot  away 
from  oLir  championship  golf  course. 
Fall's  fine  here  for  swimming,  fish- 
ing, riding,  playing  tennis  or  e.\- 
ploring  natural  trails.  During 
September  at  the  Iini  we  even  pro- 
vide free  baby-sitters  for  pre-school 
children. 


For  inforntntiou   or  reservations 
call  or  tirile 
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News  Notes  from  the 

Bowman  Gray  School  of  Medicine 

OF  Wake  Forest  College 

An  assistant  professor  and  three  insti'uctors 
were  added  to  the  full-time  facult.v  of  the  Bow- 
man Gray  School  of  Medicine,  effective  July  1. 

They  are  Dr.  Edward  S.  Carr,  assistant  profes- 
sor of  psj'chiatry;  Dr.  Jean  D.  Acton,  instructor 
in  microbiology;  Dr.  WilUam  J.  Reeves,  instruc- 
tor in  pathology;  and  Dr.  George  H.  Wall,  in- 
structor in  medicine. 

Dr.  Carr,  a  member  of  the  part-time  faculty  for 
the  past  three  j'ears,  became  director  of  the 
teaching  program  in  psychiatry  for  medical  stu- 
dents and  postdoctoral  trainees. 

A  native  of  Midland,  Michigan,  he  has  main- 
tained a  psychiatry  practice  in  Greensboro  since 
1952  and  is  former  director  of  the  Greensboro 
Child  and  Adult  Guidance  Clinic. 

Dr.  Acton  recently  completed  a  postdoctoral 
research  fellowship  in  virology  at  the  LTniver- 
sity  of  Southern  California  School  of  Medicine. 
She  holds  the  B.S.,  M.A.,  and  Ph.D.  degrees  from 
the  University  of  Mrginia  and  is  a  former  in- 
structor in  microbiology  at  San  Francisco  State 
College. 

Drs.  Reeves  and  Wall  are  both  graduates  of 
Wake  Forest  College  and  the  Bowman  Gray 
School    of    Medicine.    Reeves,    who    has    served 


for  the  past  two  years  as  pathologist  at  the  U.  S. 
Army  Hospital,  Fort  Polk,  Louisiana,  completed 
internship  and  residency  programs  in  pathology 
at  North  Carolina  Baptist  Hospital. 

Wall  recently  completed  a  postdoctoral  fellow- 
ship in  gastroenterology  at  North  Carolina  Bap- 
tist Hospital  where  he  previously  took  resi- 
dency training.  He  interned  at  the  U.  S.  Army 
Hospital,  Fort  Benning,  Georgia. 
*     *     * 

A  four-man  research  team  from  the  Bowman 
Gray  School  of  Medicine  is  spending  part  of  this 
summer  on  a  scientific  expedition  in  the  jungles 
of  South  America.  They  are  searching  for  the 
ideal  laboratory  model  for  future  studies  on 
atherosclerosis. 

Dr.  Thomas  B.  Clarkson  Jr.,  associate  profes- 
sor and  director  of  the  Department  of  Labora- 
tory Animal  Medicine,  heads  the  project,  which 
is  being  conducted  in  collaboration  with  scien- 
tists from  Louisiana  State  University  School  of 
Medicine. 

The  project  is  supported  by  a  $9,800  grant  from 
the  LTnited  Health  Foundations,  Inc.  Funds  were 
awarded  through  the  United  Medical  Research 
Foundation  of  North  Carolina. 

Other  members  of  the  Bowman  Gray  faculty 
participating  in  the  work  are  Dr.  Charles  C. 
Middleton.  assistant  professor  of  laboratory  ani- 
mal  medicine;   Dr.    Hugh    B.    Lofland   Jr.,    asso- 
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This  handsome  desk  model  has  a 
simulated  brass  finish  case.  Its  3'/4" 
ivory  finish  dial  sets  in  a  recessed 
panel  covered  with  ornamental 
brown  leatherette.  TYCOS  cuffs  are 
available  with  either  hook  or  new 
Velcro  80  fasteners.  Arm  bag,  with 
six  feet  of  rubber  tubing,  can  be 
quickly  detached  and  stored  in  desk 
drawer  when  instrument  is  not  in 
use.  It's  an  ideal  gift  for  a  doctor 
opening  his  new  office. 


706  TUCKER  STREET 


CAROLINA  SURGICAL  SUPPLY  COMPANY 

"The  House  of  Friendly  and  Dependable  Service" 

RALEIGH,  NORTH  CAROLINA  TEL:  TEMPLE  3-8631 
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ciate  professor  of  biochemistry;  and  Dr.  Roljert 
W.  Prichard,  professor  of  pathology. 

A  field  laboratory  has  been  set  up  at  the 
Tarpon  Zoo  Compound  at  Leticia,  Colombia, 
where  the  team  is  studying  five  species  of  sul> 
human  primates — marmosets  and  cebus,  spider, 
squirrel  and  woolly  monkeys. 

If  the  project  is  successful,  it  will  be  the  third 
time  in  five  years  that  scientists  from  the  med- 
ical school  have  discovered  animals  that  have 
influenced  the  course  of  research  on  atheroscler- 
osis— pigeons  in  1959  and  squirrel  monkeys  last 
year. 

While  the  pigeon  has  proved  to  be  a  valuable 
research  model,  an  animal  with  a  biological 
system  more  similar  to  that  of  man  is  now  con- 
sidered necessary  to  broaden  the  scope  of  the 
work. 

*     *    * 

Plans  have  been  announced  for  the  establish- 
ment of  an  orthopedic  library  at  the  Bowman 
Gray  School  of  Medicine. 

The  new  facility  will  be  known  as  the  Dr. 
Robert  A.  Moore  Orthopedic  Residents'  Library 
in  honor  of  the  former  director  of  the  Section 
on  Orthopedics  who  retired  recently  after  23 
years  at  the  medical  center. 

Dr.  Moore,  associate  professor  emeritus  of 
orthopedic  surgery,  has  donated  his  collection  of 
orthopedic  books  and  journals  to  form  the  nu- 


cleus for  the  liljrary  which  will  l)e  located  in  the 
area  now  occupied  by  the  Section  on  Ortho- 
pedics. 

With  his  retirement.  Dr.  Moore  ended  45  years 
of  orthopedic  practice  in  Winston-Salem.  He 
opened  his  offices  in  the  city  in  1919  and  joined 
the  faculty  of  the  medical  school  in  1941.  He 
Ijecame  director  of  the  Section  on  Orthopedics  in 
1945,  a  position  he  held  until  1953  when  he  was 
named  to  emeritus  status.  He  was  succeeded 
by  Dr.  H.  Frank  Forsyth  as  director. 

The  first  president  of  the  North  Carolina 
Orthopedic  Society,  Dr.  Moore  was  named  North 
Carolina's   "Physician   of  the  Year"   in   1954  for 

his  work  with   the  physically   handicapped. 

*  *     * 

Dr.  Hugh  B.  Lofland  Jr.,  associate  professor 
of  biochemistry,  participated  in  the  Third  Col- 
loquy on  Coronary  Artery  Disease  Aug.  11-14  in 
Brussels,  Belgium.  He  presented  a  paper  on 
"Lipid  Metabolism  in  the  Arteries  of  Athero- 
sclerotic Pigeons."  The  conference  was  spon- 
sored by  the  Belgium  Center  for  Study  of  Dis- 
eases of  the  Coronary  Arteries  and  by  the  Uni- 
versity of  Brussels. 

*  *     * 

Dr.  Cornelius  F.  Strittmatter,  professor  and 
chairman  of  the  Department  of  Biochemistry, 
presented  a  paper  on  "Differentiation  of  Electron 
Transport  Enzymes  during  Embryonic  Develop- 


Bring  us  your 

TRAVEL    PROBLEMS 

Let  us  eliminate  the  headache  of  planning  and  making 
reservations  and  picking  up  tickets.  Let  us  wrap  it  all 
into  a  neat  package.  Take  advantage  of  the  experience 
of  our  travel  experts,  who  will  be  happy  to  give  you 
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ment"   at   a   meeting   of   the    International    Con- 
gress  of   Biochemistry   July   26-Aug.    1    in    New 

York  City. 

*  *     * 

Dr.  James  F.  Toole,  professor  and  chairman  of 
the  Department  of  Neurology,  was  a  speaker  for 
a  recent  Postgraduate  Medical  Assembly  of  South 
Texas  in  Houston,  Texas.  He  spoke  on  "Sub- 
clavian Steal." 

*  *    * 

Dr.  J.  Stanton  King  Jr.,  research  assistant  pro- 
fessor of  biochemistry  in  the  Section  on  Urology, 
presented  a  paper  on  "Etiologic  Factors  Involved 
in  Kidney  Stones"  at  a  meeting  of  the  W-41  Tech- 
nical Committee  in  Pullman,  Washington. 

Raleigh  Academy  of  Medicine 
The  Raleigh  Academy  of  Medicine  meeting  will 
be  held  in  the  Sir  Walter  Hotel  in  Raleigh,  Thurs- 
day, October  8,  1964.  The  topic  of  the  symposium 
will  be  "Endocrinology  and  Infertility." 

Program  participants  will  include  Drs.  J.  T. 
Bradbury,  professor  of  obstetrics  and  gynecology; 
R.  G.  Bunge,  professor  of  urology;  and  J.  P. 
Jacobs,  assistant  professor  of  obstetrics  and  gyne 
cology — all  from  the  University  of  Iowa  in  low? 
City. 

The  day  long  program  will  begin  at  9;30  a.m. 
and  continue  through  a  dinner  session,  with 
visiting  physicians  attending  the  meeting  as 
guests  of  the  Raleigh  Academy  of  Medicine. 

News  Notes  from  the  North  Carolina 
Heart  Association 

Nine  North  Carolina  scientists  are  among  500 
experts  in  the  field  of  heart  and  blood  vessel 
diseases  invited  to  participate  in  the  Second 
National  Conference  on  Cardiovascular  Diseases. 
The  conference  will  be  held  in  Washington, 
D.  C,  on  November  22-24. 

The  National  Heart  Institute,  the  American 
Heart  Association,  and  the  Heart  Disease  Control 
Program  of  the  U.  S.  Public  Health  Service  are 
co-sponsors   of   the  national   meeting. 

Among  those  persons  from  North  Carolina 
attending  the  parley  are  Drs.  Morton  D.  Bogdon- 
off,  Albert  Heyman,  Eugene  A.  Stead,  Jr.,  and 
Herbert  O.  Sieker,  all  of  Duke  University  Med- 
ical  Center,   Durham. 

Also,  Drs.  T.  B.  Clarkson  and  C.  Nash  Herndon, 
both  of  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem; Dr.  E.  A.  Hines,  Jr.,  Veterans  Ad- 
ministration Hospital,  Oteen;  and  Drs.  John  C. 
Cassel  and  John  McDonough,  UNC  School  of 
Public  Health,  Chapel  Hill. 

The  Conference  was  originally  scheduled  to 
be  held  January  25-28.  It  was  rescheduled  in 
order  to  permit  its  results  to  be  coordinated  with 
the  recentlj'  announced  President's  Commission 
on  Heart  Disease,  Cancer  and  Stroke,  in  prepar- 
ing a  report  requested  by  President  Lyndon  B. 
Johnson. 
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Dr.  Henry  S.  Miller,  Jr.,  assistant  professor 
of  medicine  at  Bowman  Gray  School  of  Medicine, 
has  been  named  chairman  of  the  North  Carolina 
Heart  Association's  community  service  and  edu- 
cation committee. 

The  Twin  City  cardiologist  succeeds  Dr.  E. 
Harvey  Estes,  Jr.,  of  Duke  University  Medical 
Center.  Dr.  Miller  has  conducted  heart  research 
with  Heart  Association  financial  support  at  the 
Bowman  Gray  medical  center  for  several  years. 
*     *     * 

A  Declaration  of  Support  for  the  American 
Heart  Association,  being  spearheaded  nationally 
by  Dr.  Paul  Dudley  White  is  being  circulated 
among  North  Carolina  physicians  for  their  signa- 
tures. The  declaration  will  be  formally  presented 
at  a  special  observance  of  the  Heart  Associa- 
tion's Fortieth  anniversary  at  the  forthcoming 
Annual  Meeting  and  Scientific  Sessions  in  At- 
lantic City  in  October. 

First  North  Carolina  signers  of  the  document 
are  Dr.  Eugene  A.  Stead,  Duke  University  Med- 
ical Center,  Durham;  Dr.  Edward  P.  Benbow, 
pediatrician,  Greensboro,  and  member,  American 
Heart  Association's  board  of  directors;  Dr.  John 
G.  Smith,  internist.  Rocky  Mount,  and  vice-presi- 
dent, American  Heart  Association;  and  Dr.  Har- 
old D.  Green,  Bowman  Gray  School  of  Medicine, 
Winston-Salem. 

Hospital  Care  Association 
W.  A.  Weed,  Jr.,  of  Durham  and  Robert  M. 
Ward  of  Salisbury  have  been  added  to  the  staff 
of  the  Benefits  Department  of  Hospital  Care  As- 
sociation in  Durham.  Weed,  a  native  of  Kinston, 
will  be  located  in  the  home  office  building  on 
South  Duke  Street,  assisting  with  the  increasing 
volume  of  Blue  Cross  and  Blue  Shield  claims 
work  lirought  on  by  enrollment  growth  and  ex- 
tended benefits  and  major  medical  endorsements. 
As  administrative  assistant  in  the  Benefits  De- 
partment, he  will  also  make  visits  to  doctors' 
offices  and  hospitals  in  the  central  part  of  the 
state.  He  is  a  former  representative  of  Parke- 
Davis  Pharmaceutical  Company  and  has  been 
associated  with  the  North  Carolina  Sanatorium 
system  in  McCain  and  Chapel  Hill. 

Ward,  a  native  of  Salisbury  who  has  been  with 
the  association  since  1959,  will  be  working  in 
the  area  of  hospital  and  physician   relations  in 


the  Piedmont  and  western  section  of  the  state. 
He  will  continue  to  live  in  Salisbury. 

Pediatric   Fellowships   for    1964-1966 

Dr.  Ralph  L.  Bentley  of  Moravian  Falls  and 
Dr.  James  G.  White  of  Charlotte  were  among 
15  physicians  who  have  been  awarded  residency 
fellowship  in  pediatrics  for  two  years  from 
July  1,  1964,  by  Wyeth  Laboratories,  it  was 
announced  by  Philip  S.  Barba,  M.D.,  chairman 
of  the  Selection  Committee  and  past  president 
of  the  American  Academy  of  Pediatrics. 

Sponsored  by  the  Wyeth  Fund  for  Postgradu- 
ate Medical  Education,  each  fellowship  pro- 
vides $4800  over  two  years  from  July  1,  1964,  to 
help  finance  advanced  study  in  the  care  and 
treatment  of  children. 

Dr.  Bentley,  together  with  Dr.  Donald  D.  Smith 
of  Orlando,  Florida,  also  named  to  the  award 
group,  will  study  at  Duke  University  Medical 
Center.  Dr.  White  will  study  at  the  University 
of  Florida  Teaching  Hospitals,  Gainesville, 
Floi-ida, 

North  Carolina  State  Examination 
Committee  of  Physical  Therapists 

Directories  of  registered  physical  therapists 
in  the  State  of  North  Carolina  for  the  year  1961 
under  provisions  of  the  Physical  Therapy  Prac- 
tice Act  of  1951  are  available  free  of  charge. 

Direct  requests  to:  Dr.  Mary  C.  Singleton,  Sec- 
retary, N.  C.  State  Examining  Committee  of 
Physical  Therapists,  Section  of  Physical  Therapy, 
ITniversity   of  North   Carolina,   Chapel   Hill. 

National   Stroke  Congress 

The  First  National  Congress  on  Strokes,  de 
signed  to  stimulate  a  wide-specti'um  program 
of  prevention  and  management  of  strokes  and 
rehabilitation  of  stroke  patients,  has  been  sched- 
uled for  October  29-31  at  the  Palmer  House  in 
Chicago. 

Sponsoring  agencies  are  the  American  Med- 
ical Association,  American  Heart  Association, 
Heart  Disease  Control  Program  of  the  LT.  S.  Pub- 
lic Health  Service,  and  Vocational  Rehabilitation 
Administration  of  the  Department  of  Health, 
Education  and  Welfare. 
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American  Medical  Association 

The  second  annual  Communitj'  Health  Week 
will  be  observed  across  the  nation  October  18-24. 

Dr.  F.  J.  L.  Blasingame,  executive  vice  presi- 
dent of  the  American  Medical  Association,  said 
most  of  the  2,000  medical  societies  and  more  than 
20,000  public  and  private  health  agencies  will 
commemorate  the  occasion  by  holding  special 
community  health  programs. 

The  spotlight  will  be  on  health  progress,  med- 
ical advances  and  the  health  services  and  facili- 
ties available  in  each  community. 

Communitjf  Health  Week  also  will  pay  tribute 
to  the  more  than  two  and  one-half  million  phy- 
sians,  nurses,  druggists,  technicians  and  others 
who  follow  full-time  careers  in  the  health  field 
and  to  the  millions  of  others  who  have  part-time 
jobs  in  the  field  or  serve  with  voluntary  agencies. 

Association  of  Military  Surgeons 

Modern  man's  changing  living  environment — 
from  capsules  on  the  bottom  of  the  sea  to  cap- 
sules floating  in  space — will  draw  the  attention 
of  the  nation's  top  scientific  and  medical  per- 
sonnel during  the  Seventy-first  Annual  Meeting 
of  the  Association  of  Military  Surgeons  of  the 
United  States  scheduled  for  October  20  through 
22,  in  Washington,  D.  C.  The  theme  of  the  Meet- 
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ing    is    "Military    Progress    Through    Scientific 
Achievement." 

Registration  for  the  meeting,  which  will  be 
held  at  the  Sheraton-Park  Hotel,  begins  on  Oc- 
tober 19. 

American  College  of  Physicians 
A  specialist  in  adolescent  medicine  urges  co- 
operation between  parents  and  physicians  in 
tackling  the  major  health  problems  of  adoles- 
cent— overweight,  auto  accidents,  emotional 
problems  and  venereal  disease. 

In  the  new  public  information  pamphlet  pub- 
lished by  the  American  College  of  Physicians 
(ACP),  Felix  P.  Heald,  Jr.,  M.D.,  of  Washington, 
D.  C,  Director  of  Adolescent  Medicine  at  Chil- 
dren's Hospital  of  the  District  of  Columbia,  out- 
lined some  of  the  health  problems  and  the  need 
for  parent-physician  cooperation. 

The  pamphlet  is  based  on  material  presented 
at  the  Information  Forum  on  Family  Health 
presented  for  members  of  the  community  in 
Atlantic  City,  April  8,  1964,  by  the  American  Col- 
lege of  Physicians. 

U.  S.  Department  of  Health,  Education, 
and  Welfare 

The  cooperation  of  physicians  is  requested  in 
a  study  of  serums  from  patients  with  thymomas, 
being  conducted  at  the  Clinical  Center  by  the 
National  Cancer  Institute. 

Assistance  is  asked  in  obtaining  small  serum 
samples  from  (1)  patients  with  present  evidence 
of  anterior  mediastinal  tumors  suggesting  thy- 
mosas,  with  or  without  associated  myasthenia 
gravis,  aplastic  anemia,  etc.,  and  (2)  those  with 
histories  of  resected  thymomas. 

A  single  10-30  ml.  bleeding  from  each  patient 
is  all  that  would  be  required.  Containers  and  post- 
age for  the  serum  samples  will  be  provided  by 
the  Institute  on  request.  Serum  samples,  not 
clotted  blood  specimens,  should  be  sent  to  the  Na- 
tional Institutes  of  Health.  A  report  of  findings 
will  subsequently  be  sent  to  the  physician. 

Physicians  who  are  interested  in  assisting  with 
this  study  may  phone  collect  or  write  (return 
post  card  enclosed):  Arthur  J.  L.  Strauss,  M.D., 
Clinical  Center,  Room  12-N-258,  National  Insti- 
tutes of  Health,  Bethesda,  Maryland  20014. 

)(!        5}:        ^ 

"Smoking  and  The  Heart,"  a  new  leaflet  in  the 
health  information  series  of  the  Public   Health 
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Service,  U.  S.  Department  of  Health,  Education, 
and  Welfare  has  been  issued  by  the  National 
Heart  Institute. 

The  publication  is  the  first  in  a  planned  series 
dealing  with  various  aspects  of  the  Report  on 
Smoking  and  Health  of  the  Advisory  Committee 
to  the  Surgeon  General  of  the  Public  Health 
Service,  issued  in  January.  It  also  cites  evidence 
associating  cigarette  smoking  with  coronary 
heart  disease,  from  a  Public  Health  Service  study 
conducted  by  the  National  Heart  Institute  in 
Framingham,  Massachusetts,  on  the  develop- 
ment and  progression  of  heart  disease. 

Distribution  will  be  made  to  State  Health  De- 
partments, professional  and  voluntary  health  or- 
ganizations, and  other  interested  agencies.  Single 
free  copies  of  the  leaflet.  Public  Health  Service 
Publication  No.  1103-b,  may  be  requested  from 
the  Public  Health  Service,  U.  S.  Department  of 
Health,  Education,  and  Welfare.  Copies  may  be 
purchased  from  the  Superintendent  of  Docu- 
ments, U.  S.  Government  Printing  Office,  Wash- 
ington. D.  C,  20204,  at  five  cents  each  or  $2,00 
per  hundred. 


New  Books  rrom  Saunders 


W.  B,  SAUNDERS  COMPANY  features  the  fol- 
lowing new  books  in  their  full  page  advertise- 
ment appearing  elsewhere  in  this  issue: 

DOCTOR'S  EASACCOUNT  RECORD  SYSTEM 
New! — A  financial  record  keeping  system  tailor- 
ed specifically   to   the   requirements   of   physi- 
cians. 

HUGHES— PEDIATRIC  PROCEDURES 

New! — Step-by-step    instructions    on    scores    of 
management  procedures  for  child  patients. 

BATES  AND  CHRISTIE— RESPIRATORY 

FUNCTION  IN  DISEASE 
New! — A  valuable  aid  in  managing  those  pa- 
tients suffering  from  lung  conditions. 

American  hospitals  offer  789  internship  and 
1474  residency  programs  for  physicians  and  842 
professional  nursing  schools  for  nurses'  training. 
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The  Montk  in  Wasnin^ton 

Congress  for  the  first  time  has  authorized 
funds  for  tlie  modernization  and  renovation 
of  hospitals. 

The  modernization  and  renovation  pro- 
gram was  included  in  legislation  that  ex- 
tends the  Hill-Burton  hospital  construction 
program  for  five  more  years.  The  legisla- 
tion easily  won  approval  in  both  the  House 
and  Senate. 

The  extension  provides  $840  million  for 
construction  of  hospitals  and  public  health 
centers  and  for  the  modernization  of  health 
facilities.  Of  that  amount,  $680  million  is 
designated  for  construction  and  $160  million 
for  modernization,  with  a  provision  that  up 
to  $350  million  of  the  construction  funds  can 
be  switched  to  modernization  if  a  state 
deems  it  preferable. 

*      *      ^ 

The  Food  and  Drug  Administration  has 
ordered   that  drugs  containing  phenacetin 


From     the     Washington     Office     of     the     American 
Medical  Association. 


(acetophenetidin)    be   relabeled   to   bear   a 
warning  against  kidney  damage.  The  order 
becomes  effective  October  6,  1964. 
The  new  labeling  follows: 

Warning — This  medication  may  damage  the 
kidneys  when  used  in  large  amounts  or  for  a 
long  period  of  time.  Do  not  take  more  than 
the  recommended  dosage,  nor  take  regularly 
for  longer  than  10  days  without  consulting  your 
physician. 

The  labeling  change  was  based  on  a  re- 
port by  a  special  advisory  committee  which 
concluded  after  a  study  of  the  pain-reliev- 
ing drug  that  there  is  probable  cause  to  con- 
clude that  misuse  and  prolonged  use  of  the 
drug  have  been  responsible  for  kidney 
lesions  and  disease. 

The  FDA  also  has  banned  and  seized  a 
number  of  "sustained  action"  or  "time  dis- 
integration" cold  capsules  on  charges  of 
false  claims.  The  agency  said  that  the  prod- 
ucts are  manufactured  by  only  a  few  firms 
for  distribution  under  more  than  100  private 
brand  names. 

The  over-the-counter  products  are  gen- 
erally labelled  as  providing  up  to  12  hours 


Sponsored   by  Medical   Credits   Division,   Associated   Credit   Bureaus   of   North   Carolina 
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of  continuous  relief  of  excessive  nasal  dis- 
charge, running  nose,  watering  of  the  eyes, 
swelling  of  the  nasal  tissues,  and  stuffy  con- 
gested feeling  caused  by  the  common  cold 
and  hay  fever,  the  FDA  said. 

Dr.  Joseph  F.  Sadusk,  Jr.,  FDA  Medical 
Director,  said  the  seized  products  contain 
too  little  of  active  ingredients  to  be  effec- 
tive over  a  12-hour  period.  Should  a  capsule 
contain  an  effective  dose  for  a  12-hour 
period,  he  said,  "a  new  drug"  approval 
would  be  recjuired  to  assure  safety  and  ef- 
ficacy. 

%      ^      ^ 

The  Public  Health  Service  has  approved 
the  strengthening  of  influenza  vaccines  and 
is  again  urging  that  the  so-called  "high-risk" 
groups  be  inoculated  against  the  respiratory 
disease — between  September  1  and  Decem- 
ber 15  this  year. 

The  PHS  acted  upon  the  recommenda- 
tions of  the  special  committee  on  immuniza- 
tion practices  which  reported  that  flu  vac- 
cines had  been  shown  "in  repeated  control 


trials  to  confer  a  substantial  protection  (60 
to  SO  per  cent)." 

The  incorporation  of  recent  A^.  and  B 
isolates  in  the  1963-64  vaccine  and  the  in- 
crease in  their  concenti-ation  during  1964- 
65  should  result  in  a  \accine  capable  of  con- 
ferring substantial  protection  in  1964-65,  the 
committee  said.  It  was  pointed  out,  how- 
e\er.  that  as  yet  there  has  been  no  oppor- 
tunity to  evaluate  the  newlj^  constituted 
\-accine  under  conditions  of  a  natural  chal- 
lenge. 

The  committee  foresaw  no  major  influ- 
enza outbreak  in  the  United  States  this  year, 
but  recommended  inoculation  since  there  is 
always  a  possibility  of  local  outbreaks. 

The  committee  recommended  that  im- 
munization should  be  considered  and  gen- 
erally recommended  for  persons  in  groups 
who  experience  high  mortality  from  epi- 
demic influenza.  The  committee  said  such 
groups  include: 

a )  Persons  at  all  ages  who  suffer  from  chronic 
debilitating    disease,    for    example,    chronic 


^^^''''l'%. 
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b) 


c) 


cardiovascular,  pulmonarj',  renal  or  meta- 
bolic disorders;  in  particular: 

1.  Patients  with  rheumatic  heart  disease, 
especially  those  with  mitral  stenosis 
(abnormal  narrowing  of  one  of  the  heart 
valves). 

2.  Patients  with  other  cardiovascular  dis- 
orders such  as  arteriosclerotic  heart  dis- 
ease and  hypertension,  especially  those 
with  evidence  of  frank  or  incipient  car- 
diac insufficiency. 

3.  Patients  with  chronic  bronchopulmonary 
disease,  for  example,  chronic  asthma, 
bronchitis,  bronchiectasis  (degeneration 
and  inflammation  of  the  bronchial  tubes), 
pulmonary  fibrosis  (scarring),  pulmonary 
emphj'sema,  and  pulmonary  tuberculosis. 

4.  Patients  with  diabetes  mellitus  (the  com- 
mon form)  and  Addison's  disease  (caused 
by  malfunction  of  the  adrenal  glands). 

Persons  in  older  age  groups.  During  three 
successive  recent  epidemics  a  moderate  in- 
crease in  mortality  has  been  demonstrated 
among  persons  over  45  years  and  a  marked 
increase  among  those  over  65  years  of  age. 
Pregnant  women.  It  is  to  be  noted  that 
some  increased  mortality  was  observed 
among  pregnant  women  during  the  1957-58 
influenza  Ao  epidemic  both  in  this  country 
and  abroad.  It  has  not,  however,  been  dem- 
onstrated in  subseciuent  years." 


Book  R 


eviews 


Te.\tbook  of  Otolai-yngology.  By  David  D. 
DeWeese,  M.D.,  and  William  H.  Saunders, 
M.D.    Second   Edition.   523   pages.   Price, 
$9.25.  Saint  Louis:  The  C.  V.  Mosby  Com- 
pany, 1963. 
The  reviewer  of  a  textbook  must  keep  several 
things  in  mind:  the  content;  the  orderly  arrange- 
ment of  the  content;  explanatory  explanations; 
the  purpose  for  which  the  book  was  produced, 
and  how  well  they  are  fulfilled;  and  last  but  not 
least,  the  physical  appearance  of  the  product.  In 
all  these  respects  the  DeWeese  and  Saunders  text- 
book dserves  superior  rating.  For  years,  advance- 
ment in  the  field  of  otolaryngology  seemed  to  be 
slow,  but  of  course  this  is  no  longer  true.  This 
book  faithfully  mirrors  recent  progress  in  the 
specialty,  and  explains  it  for  the  student  in  clear, 
concise  terms. 

As  it  should  be,  the  emphasis  is  on  diagnosis 
and  treatment,  for  the  textbook  cannot  supply 
all  the  minutiae  which  belong  logically  to  mono- 
graphs and  original  papers. 

Technically,  the  book  is  an  excellent  example 
of  the  bookmaker's  art.  The  photographs  are  ex- 
ceptionally well  reproduced,  as  are  the  roent- 
genograms, which  are  notoriously  difficult  to  re- 
produce clearly. 


DeWeese  and  Saunders  have  produced  an  ex- 
cellent textbook,  brought  up  to  date  by  this 
second  edition.  It  is  highly  recommended  for  the 
purposes  stated  in  the  preface — namely,  to  be  of 
use  to  the  medical  student  and  to  the  general 
practitioner. 


Jn  ilpmnnam 


James  Montgomery  Xorthington 
1885-1964 

"And  still  they  gaz'd,  and  still  the  wonder  grew 

That  one  small  head  could  carry  all  he  knew." 

— Oliver  Goldsmith,  in 

"The      Deserted  Village" 

Dr.  James  Montgomery  Northington,  past  presi- 
dent of  the  Mecklenburg  County  Medical  Society 
and  Usted  in  Who's  Who  in  America  (1962-63), 
as  editor  of  Clinical  Medicine,  Southern  Medicine 
and  Surgery,  and  Medical  Digest,  died  January 
15,  1964,  at  the  age  of  seventy-nine.  The  medical 
world  has  lost  a  scholar  whose  colorful  person- 
ality and  brilliant  mind  are  sorely  missed. 

Dr.  Northington  was  born  in  Mecklenburg 
County,  Virginia,  on  October  11,  1885.  In  1905, 
when  he  was  19  years  old,  he  had  completed  all 
the  work  necessary  for  his  degree  from  the  Med- 
ical College  of  Virginia;  but  he  was  required  by 
law  to  wait  until  he  was  21  to  receive  his  degree. 
Thus,  he  was  a  member  of  the  class  of  1907.  He 
interned  at  Memorial  Hospital  in  Richmond, 
1905-1907.  He  attended  New  York  Postgraduate 
Medical  School  in  1911  and  1914. 

He  was  an  instructor  in  physiology  at  the 
Medical  College  of  Virginia,  and  engaged  in  the 
general  practice  of  medicine  from  1908  to  1915.  In 
1915,  he  left  his  native  Virginia  to  accept  a 
teaching  appointment  at  the  University  of  Minne- 
sota, where  he  taught  medicine  and  engaged 
in  the  practice  of  internal  medicine  in  Minneapo- 
lis until  1917. 

During  World  War  I  he  was  appointed  a  mem- 
ber of  a  federal  board  of  examiners  to  select  men 
to  serve  in  the  Medical  Reserve  Corps,  and  was 
stationed  at  the  base  hospital  at  Camp  Dodge, 
Iowa.  He  was  with  the  AEF  in  France  and  was 
Chief  of  Medical  Service  at  Base  Hospital  No.  65 
and  the  Hospital  Center  at  Keruhon,  Finistere, 
France,  and  Director  of  Professional  Services  at 
the  Medical  Center  in  Keruchon.  He  attained  the 
rank  of  Major,  M.C.,  U.  S.  Army,  and  was  dis- 
charged in  1920. 

After  World  War  I,  Dr.  Northington  practiced 
internal  medicine  in  Charlotte,  North  Carolina, 
where  he  resided  until  his  death. 

From  1920  to  1960,  he  was  on  the  staff  of  St. 
Peter's,  Mercy,  Presbyterian,  Charlotte  Memorial, 
and  Good  Samaritan  Hospitals  in  Charlotte. 

In  1924,  Dr.  Northington  founded  Southern 
Medicine   and   Surgery,   of  which   he   was   editor 
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and  publisher  until  1950.  In  1950  the  journal 
became  the  Southern  General  Practitioner,  which 
Dr.  Northington  edited  and  iniblished  until  1953, 
when  it  wa.s  purchased  Ijy  the  present  Clinical 
Medicine. 

Dr.  Northington  became  editor  of  Clinical  Medi- 
cine in  1953,  and  served  in  that  capacity  until 
his  death.  In  1954  he  was  appointed  editor-in- 
chief  of  Medical  Digest,  a  post  he  also  held  until 
his  death. 

As  the  size  and  circulation  of  Clinical  Medicine 
and  Medical  Digest  increased,  so  did  the  demands 
on  his  time.  He  slowly  gave  up  his  medical  prac- 
tice in  order  to  devote  more  time  to  his  growing 
editorial  responsibilities. 

Dr.  Northington  was  secretary-treasurer  of  Tri- 
State  Medical  Association  of  the  Carolinas  and 
Virginia  for  25  years  and  a  past  president  of  the 
Medical  College  of  Virginia  Alumni  Society.  He 
was  a  member  of  the  American  Medical  Writers 
Association  and  the  New  York  Academy  of 
Sciences. 

He  is  survived  by  his  wife,  Mrs.  Betty  Clark 
Northington;  three  daughters,  Mrs.  H.  V.  Davis, 
Jr.,  Miss  Betty  Page  Northington,  Mrs.  T.  E.  Ter- 
rill;  three  sisters.  Miss  Annie  J.  Northington, 
Mrs.  Arch  L.  Taylor,  and  Mrs.  Guy  H.  Drewry; 
a  brother,  O.  F.  Northington,  Jr.;  and  three  grand- 
children. 

When  a  distinguished  scholar  and  individual- 
ist dies,  his  work  sparks  to  life.  Doctor  North- 
ington's  contriluition  to  medical  literature  is  his 
memorial;  and  his  words,  according  to  Milton, 
"the  precious  lifeblood  of  the  master-spirit,"  live 
after  him. 

It  costs  hospitals  twice  as  much  to  care  for  a 
patient  today  as  it  did  ten  years  ago.  The  cost 
has  increased  from  $18.35  to  $36.83  a  day,  pri- 
marily because  of  rising  wages  of  hospital  per- 
sonnel, new  equipment  and  new  services. 
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cludes comprehensive  instruction  and  super- 
vised hospital  and  outpatient  training  with 
children,  adolescents  and  adults.  Stipend  $4205 
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Morgan  Street,  Raleigh,  N.  C.  1200  square  feet. 
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Steam  heat,  air  conditioner,  and  water  are  fur- 
nished. Contact  Adams-Terry  Realty  Company, 
210  South  Salisbury  Street  or  call  TE  2-7783. 
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Amytal  is  a  moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  an  absolute  contraindica- 
tion to  the  drug. 

Side-Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 

Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  Warning— May 
be  habit-forming. 

Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1  2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 
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nTz  Nasal  Spray  gives  prompt,  depend- 
able decongestion  of  the  nasal  membranes 
for  fast  symptomatic  relief  of  hay  fever. 
The  first  spray  shrinks  the  turbinates,  re- 
stores nasal  ventilation  and  stops  mouth 
breathing.  The  second  spray,  a  few  min- 
utes later,  improves  sinus  ventilation  and 
drainage.  Excessive  rhinorrhea  is  reduced. 

nTz  Nasal  Spray  also  provides  deconges- 
tive  relief  for  head  colds,  perennial  rhinitis 
and  sinusitis.  Supplied  in  leakproof, 
pocket-size,  squeeze  bottles  of  20  ml.  and 
in  bottles  of  30  ml.  with  dropper. 


nTz  is  more  than  a  simple  vasoconstrictor. 
It  contains  [N]eo-Synephrine=  HCI  0.5%- 
the  efficacy  of  which  is  unexcelled-to 
shrink  nasal  membranes  and  provide  inner 
space;  [T]henfadil=  HCI  0.1%  for  topical 
antiallergic  action;  and  [TJephiran?  CI 
1:5000  (antibacterial  wettingagent)  to  pro- 
mote the  spread  of  the  decongestant  com- 
ponents to  less  accessible  nasal  areas. 

nTz  is  well  tolerated  and  does  not  harm 
respiratory  tissues. 

nT2,  NeO'Synephfjne  (brand  of  phenylephrine),  Thenfadil  {brand  of  then* 
yidiamine)  and  Zeph Iran  (brand  of  benzalkonium  as  chloride,  refined),  trade* 
mart?  r"j.  U.S.  Pat   0*'.  I'ssM 
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Dru^s  and  Neonatal  laundice 

William  L.  London,  M.D. 
Durham 


Physicians  dealing  with  newborn  infants 
are  becoming  concerned  about  the  increas- 
ing incidence  and  intensity  of  jaundice  in 
these  babies.  The  most  common  cause  of 
icterus  is  so-called  "physiologic  jaundice." 
The  primary  cause  of  severe  jaundice  in  the 
neonate  is  hemolytic  disease,  due  either  to 
major  blood  group  (ABO)  or  Rh  incompati- 
bility. 

The  apparent  increase  in  the  number  of 
severely  icteric  newborn  infants  can  best  be 
considered  under  the  heading  of  "exaggerat- 
ed physiologic  jaundice."  Physiologic  jaund- 
ice may  be  defined  as  icterus  appearing 
after  24  hours  in  the  full-term  and  48  hours 
in  the  premature  infant,  unassociated  with 
any  known  disease,  and  due  primarily  to 
the  limited  ability  of  the  newborn  liver  to 
conjugate  bilirubin  with  glucuronic  acid. 
Hsia  and  associates  '•  -  showed  that  the 
average  peak  bilirubin  level  in  full-term  in- 
fants is  about  12  mg.  per  100  ml.  and  in 
premature  infants  15  mg.  per  100  ml.  Any 
bilirubin  value  in  excess  of  these  amounts 
can  be  regarded  as  exaggerated  physiologic 
jaundice.  That  this  presents  a  real  problem 
can  be  appreciated  by  realizing  that  about 
50  per  cent  of  full-term  and  80  per  cent  of 
premature  infants  show  some  degree  of 
jaundice  during  their  first  few  daj's  of  life. 
Approximately  1  per  cent  of  normal  new- 
born infants  will  develop  total  bilirubin 
concentrations  in  excess  of  20  mg.  per  100 
ml. — which  is  the  generallj'  accepted  cri- 
terion for  performing  an  exchange  trans- 
fusion^. 

Etiologic  Factors 

Many  factors  contribute  to  exaggerated 
physiologic  icterus,  and  no  attempt  will  be 


Read  before   the  Section   on   Pediatrics,    Medical    Society 
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made  here  to  consider  all  of  them.  In  normal 
newborns  certain  generally  harmless  drugs, 
given  in  their  usual  dosage,  will  cause  hy- 
perbilirubinemia. These  compounds  exert 
this  effect  by  increasing  red-cell  destruction, 
by  decreasing  the  binding  of  bilirubin  to 
serum  albumin,  or  by  decreasing  the  con- 
jugation of  bilirubin  in  the  liver. 

In  the  normal  state  the  senescent  or  dam- 
aged red  blood  cell  is  trapped  by  the  phago- 
cj'tes  of  the  reticuloendothelial  system. 
Within  these  cells  the  red  cell  is  disrupted 
and  the  protoporphyrin  ring  is  changed  first 
to  biiiverdin  and  then  to  bilirubin.  Bilirubin 
formed  in  the  reticuloendothelial  cells  is  the 
so-called  indirect-reacting  bilirubin  fraction, 
which  when  released  into  the  blood  stream 
is  bound  to  serum  albumin  to  be  transported 
to  the  liver.  Here  bilirubin  is  conjugated 
with  two  molecules  of  glucuronic  acid  to 
form  bilirubin  diglucuronide,  the  direct- 
reacting  bilirubin  fraction,  which  is  excret- 
ed into  the  bile. 

Destruction  of  Red  Blood  Cells 

Approximately  1  per  cent  of  the  total  red 
cell  mass  is  destroyed  daily.  The  degrada- 
tion of  1  Gm.  of  hemoglobin  yields  about  34 
mg.  of  bilirubin-'.  Obviousty,  any  process  in 
which  the  destruction  of  hemoglobin  is  in- 
creased may  produce  jaundice.  In  all  ery- 
throcytes there  are  enzyme  systems  which 
protect  hemoglobin  from  oxidation  to  me- 
themoglobin.  Further  oxidation  of  methemo- 
globin  results  in  denaturation  of  the  pro- 
tein and  thereby  a  damaged  red  blood  cell 
which  is  destroyed". 

One  of  the  most  important  of  these  en- 
zyme systems  is  the  glutathione  reductase 
system®.  In  this  system  an  enzyme  glucose- 
6-phosphate  dehydrogenase  ( G-6-PD )  pro- 
motes the  conversion  of  oxidized  to  reduced 
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glutathione,  an  adequate  supply  of  the  latter 
being  required  to  maintain  hemoglobin  in 
its  reduced  state.  A  genetic  deficiency  of 
G-6-PD  causes  the  acute  hemolytic  anemia 
that  develops  in  certain  patients  after  the 
administration  of  primaquine  and  many 
other  drugs:  the  so-called  primaciuine-sen- 
sitive  anemia". 

Zinkham^  investigated  the  glutathione  re- 
ductase system  in  neonatal  erythrocytes, 
because  of  the  unusual  susceptibility  of 
newborn  infants  to  the  hemolytic  effect  of 
certain  drugs.  During  the  first  36  to  48 
hours  of  life  there  is  a  marked  decrease  in 
reduced  glutathione,  a  reduction  comparable 
to  that  seen  in  primaquine-sensitive  individ- 
uals; presumably  the  newborn's  erythocytes 
would  therefore  be  damaged  when  exposed 
to  certain  drugs  which  are  oxidants.  The 
abnormal  result  of  the  glutathione  stability 
test  in  newborns  is  due  not  to  a  deficiency 
of  the  enzyme  G-6-PD,  but  to  a  deficiency  of 
glucose,  which  can  be  corrected  by  adding 
gkicose  to  the  test  medium.  Low  serum 
concenti'ations  of  glucose  and  increased 
utilization  of  glucose  are  common  in  the 
first  day  or  two  of  life,  and  this  apparently 
accounts  for  the  abnormal  glutathione  sta- 
bility. 

It  is  known  that  infants  with  an  in- 
herited G-6-PD  deficiency  have  responded 
with  severe  hemolytic  anemia  when  expos- 
ed to  water-soluble  vitamin  K  and  naphtha- 
lene (mothballs,  for  example).  It  has  not 
been  proved  conclusively  that  the  non- 
genetic  defect  in  glutathione  stability  char- 
acteristic of  the  newborn  results  in  an  in- 
creased susceptibility  to  the  hemolytic  ef- 
fect of  all  drugs  which  are  known  to  affect 
primaquine-sensitive  persons.  It  is  well 
known,  however,  that  normal  infants  have 
responded  to  massive  doses  of  vitamin  K 
with  hyperbilirubinemia  and  kernicterus". 
It  would  therefore  seem  wise  to  avoid  those 
compounds  that  have  been  shown  to  pro- 
duce hemolysis  in  primaquine-sensitive  in- 
dividuals, since  they  may  also  produce  this 
condition  in  the  newborn. 

The  accompanying  table  contains  a  list 
of  the  more  commonly  used  drugs  which 
have  been  reported  to  induce  hemolysis  in 
G-6-PD  deficient  erythrocytes.  It  should  be 
mentioned  that  ^'itamin  K  is  an  important 


Tabl."  1 

Diiig.s   Wliuli   Ala.v    I'iccipilalc   Hcinolysis   of 

G-(i-IM)   Dct'icii'iil    Kiythiocylcs 


Vitamin  K 

(water  .soliilile) 

Antimalarial.^  agents 
Sulfonamides 


Nitrofurans 


Antipyretics 


Others 


Hykinone 
Synkayvite 

Primaquine 
Chloro(iuine 

Gantrisin 
Kynex,  Midicel 
Sulfanikimitlo 
Sulfapyridine 
Sulfoxone 

Furadantin 
Furoxone 

Aspirin 

Phenacetin 

Acetanilid 

Acetaminophen 

Acetophenetidin 

Naphthalene 
Fava  beans 
Promizole 
Isoniazid 


drug  and  should  be  used  for  the  proyphy- 
laxis  of  hemorrhagic  disease  of  the  newborn. 
In  cases  where  hyperbilirubinemia  has  oc- 
curred, a  water-soluble  preparation  of  vita- 
min K  was  used;  no  difficulties  have  result- 
ed from  the  use  of  non-water-soluble  vita- 
min K  (Konakion,  Mephyton). 

Bilirubin  Bindinrj 

Indirect-reacting  bilirubin  is  bound  in  the 
blood  stream  to  serum  albumin'".  Any  or- 
ganic anion  will  compete  with  bilirubin  for 
its  albumin-binding  sites  and  thereby  dis- 
place it  from  its  bound  state.  We  closely 
follow  the  serum  level  of  bilirubin,  but  it  is 
the  tissue  level  of  this  pigment  which  is  im- 
portant. Indirect  bilirubin  within  the  vas- 
cular tree,  securely  bound  to  serum  al- 
bumin, is  non-toxic  so  far  as  we  know; 
however,  elevated  levels  of  tissue  bilirubin 
may  lead  to  kernicterus.  Any  compound 
that  displaces  bilirubin  from  binding  al- 
bumin would  result  in  a  lower  serum  con- 
centration of  bilirubin  but  a  higher  tissue 
concentration,  and  therefore  would  increase 
the  risk  of  kernicterus  and  its  appearance 
with  a  serum  bilirubin  lower  than  that  com- 
monly associated  with  developing  damage 
to  the  basal  ganglia.  This  sequence  has  been 
observed  in  association  with  the  u.se  of  sul- 
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asoxazole  (Gantrisin)  in  the  newborn". 
Salicylic  acid  is  another  compound  that  maj- 
produce  the  same  result.  The  use  of  these 
two  drugs  should  therefore  be  a\'oided  in 
new  born  infants. 

Bilirubin  Metabolism 

The  third  and  most  important  step  to  be 
considered  in  the  metabolism  of  bilirubin 
is  that  of  glucuronide  conjugation  in  the 
liver.  By  a  series  of  enzymatic  steps,  two 
molecules  of  glucuronic  acid  are  transferred 
from  a  specific  donor,  uridine  diphospho- 
glucuronic  acid,  to  bilirubin  to  form  biliru- 
bin diglucuronide,  the  direct-reacting  frac- 
tion of  bilirubin.  The  enzyme  which  accom- 
plishes this  transfer,  glucuronjd  transferase, 
is  deficient  in  the  microsomes  of  the  new- 
born liver,  and  adult  levels  are  not  achieved 
until  the  end  of  the  first  few  weeks  of  life. 
This  deficiency  is  the  chief  cause  of  the 
elevation  of  bilirubin  seen  in  the  first  few 
days  of  life'-. 

Bilirubin  is  by  no  means  the  only  com- 
pound excreted  by  glucuronide  conjugation. 
Chloramphenicol,  sulfadimethoxine,  ster- 
oids, salicylates,  and  acetaminophen  are 
metabolized,  at  least  in  part,  as  glucuron- 
ides,  and  the  high  serum  level  of  these  drugs 
found  in  the  newborn  can  be  attributed  to 
the  deficiency  of  the  glucuronide-conjugat- 
ing  mechanism.  There  is  no  definite  evi- 
dence that  these  compounds  per  se  cause 
hyperbilirubinemia;  however,  they  should 
be  used  with  extreme  caution  in  the  new- 
born infant  because  of  the  inherent  toxicity 
associated  with  the  high  serum  drug  levels 
that  result.  Also,  it  would  seem  unwise  to 
use  a  drug  which  could  compete  with  biliru- 
bin for  available  glucuronic  acid  and  there- 
bj'  decrease  bilirubin  conjugation. 

Novobiocin  has  been  shown  to  increase 
serum  bilirubin  levels  as  much  as  threefold 
in  new  born  infants.  This  drug  has  been 
found  to  be  a  potent  inhibitor  of  glucuronyl 
transferase,  and  therefore  decreases  the 
ability  to  excrete  bilirubin'-'.  The  pheno- 
thiazine  derivatives  will  occasionally  pro- 
duce an  obstructive  type  of  jaundice  in 
adults,  presumably  on  the  basis  of  drug 
hypersensitivity.  It  has  been  postulated  but 
not  proved  that  the  administration  of  phe- 
nothiazine   as   premedication    during   labor 


might   result  in  an  increased   incidence  of 
jaundice  in  the  infants. 

Summary 

This  paper  is  not  intended  as  an  exhaus- 
tive review  of  bilirubin  metabolism  nor  of 
the  many  factors  which  may  result  in  exag- 
gerated physiologic  jaundice:  for  such  a  re- 
view the  interested  reader  is  referred  to  the 
excellent  articles  by  Zuelzer  and  Brown'"''  '". 
Brief  mention  has  been  made  of  the  me- 
chanism by  which  certain  drugs  may  con- 
tribute to  the  development  of  hyperbiliru- 
binemia. A  few  drugs,  the  water-soluble 
vitamin  K  derivatives,  sulfasoxazole  (Gan- 
trisin ) ,  the  salicylates,  and  novobiocin  have 
been  unecjuivocally  shown  to  affect  adverse- 
ly the  newborn  infant's  ability  to  handle 
bilirubin.  In  time  other  compounds  will  de- 
finitely be  incriminated. 

It  is  important  to  remember  that  the  ad- 
ministration of  a  drug  to  a  mother  just 
prior  to  delivery  may  result  in  appreciable 
concentrations  of  the  compound  in  the  in- 
fant's serum,  and  that  drugs  administered 
to  the  nursing  mother  may  be  excreted  in 
breast  milk  and  thereby  absorbed  by  the 
infant.  Careful  consideration  of  the  drugs 
given  not  only  to  the  newborn  but  also  to 
the  mother  is  therefore  essential  if  we  are 
to  avoid  what  may  be  termed  iatrogenic 
hyperbilirubinemia. 
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Surgical  advances  in  congenital  heart  dis- 
ease during  the  past  decade  have  presented 
a  major  challenge  to  the  clinician  in  the 
detection  and  proper  e\'aluation  of  children 
with  heart  disease.  Cardiac  centers  have 
noted  an  increase  in  needed  referrals  of  chil- 
dren with  heart  disease,  particularly  in  the 
infant  age  group.  It  is  now  abundantly  clear 
that  the  area  of  greatest  potential  improve- 
ment in  salvaging  children  with  severe  con- 
genital heart  disease  rests  in  the  age  group 
under  12  months.  Throughout  childhood  the 
highest  mortality  from  congenital  heart  dis- 
ease occurs  during  the  first  year  of  life. 
Attention  is  being  focused  on  the  surgical 
palliation  and  cure  of  cardiac  defects  which 
were  considered  to  be  incurable  as  little  as 
two  to  three  years  ago. 

This  discussion  is  presented  to  emphasize 
the  importance  of  a  "team"  approach  be- 
tween the  patient's  physician,  the  cardiolog- 
ists in  the  medical  center,  and  the  cardiac 
surgeon  for  improving  the  salvage  rate  in 
infants  who  develop  heart  failure. 

Problems  in  Diagnosis 

Although  the  physiologic  changes  accom- 
panying heart  failure  in  the  infant  are  iden- 
tical to  those  in  the  older  child  and  adult, 
the  principal  manifestation  of  heart  fail- 
ure in  the  infant  is  respiratory  difficulty. 
In  a  busy  pediatric  practice,  this  symptom  is 
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most  commonly  seen  in  association  with 
pneumonia.  Clinically,  the  appearance  of  the 
child  with  pneumonia  is  often  identical  to 
that  of  the  infant  with  heart  failure:  indeed 
the  infant  with  heart  failure  often  has  as- 
sociated pneumonia. 

The  initial  symptoms  of  respiratory  dis- 
tress in  the  infant  may  appear  to  be  similar 
in  four  conditions:  (a)  pneumonia:  (b)  con- 
gestive heart  failure;  (c)  aspirin  intoxica- 
tion (with  or  without  associatsd  infection); 
and  (d)  diabetic  acidosis  (rarely).  Ap- 
propriate analysis  of  urine  samples  can 
clarify  the  diagnosis  of  aspirin  intoxication 
and  diabetic  acidosis.  Usually,  congestive 
heart  failure  can  be  differentiated  from  pure 
pulmonary  infections  by  the  finding  of  a 
heart  murmur,  extreme  tachycardia,  the 
absence  of  significant  fever,  and  a  large 
liver.  In  our  experience,  however,  this  dif- 
ferential diagnosis  is  often  difficult.  A  chest 
roentgenogram  is  invaluable  in  clarifying 
the  situation,  since  in  congestive  heart  fail- 
ure there  should  always  be  cardiac  enlarge- 
ment. 

In  patients  having  cyanotic  congenital 
heart  disease  associated  with  diminished 
pulmonary  blood  flow,  hypercyanotic  spells 
with  intermittent  episodes  of  severe  dyspnea 
may  occur.  Such  episodes  may  suggest  con- 
gestive heart  failure;  actually,  however,  they 
represent  severe  anoxia  and  require  specific 
therapy  rather  than  anticongestive  meas- 
ures. For  hypercyanosis,  morphine  admini- 
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stered  intramuscularly  is  indicated  in  a  dos- 
age not  to  exceed  1  mg.  per  10  pounds  of 
body  weight.  Often  one-half  this  dosage  is 
efficacious,  and  may  be  repeated  every  four 
hours  if  necessary. 

Approach  to  Management 

Any  infant  who  has  congestice  heart  fail- 
ure presents  a  very  high  risk  ultimately  (an 
overall  mortality  of  between  60  to  75  per 
cent).  In  children  with  congenital  cardiac 
malformations  causing  heart  failure,  90  per 
cent  of  these  episodes  occur  under  the  age  of 
one  year.  In  view  of  the  high  risk  presented, 
the  approach  to  overall  management  is 
threefold:  (1)  immediate  medical  therapy 
to  control  congestive  failure;  (2)  accurate 
diagnosis;  and  (3)  either  or  both  palliative 
and  curative  surgery  if  anticongestive  mea- 
sures fail. 

Medical  therapy 

The  mainstay  of  therapy  is  the  use  of 
digitalis.  In  infants,  the  response  to  digitalis 
varies  depending  upon  the  underlying  car- 
diac condition;  for  example,  myocarditis 
usually  responds  well  to  therapy,  whereas 
transposition  of  the  great  vessels  usually 
responds  poorly.  We  have  used  digoxin 
(Lanoxin)  exclusively,  since  this  prepara- 
tion can  be  given  by  mouth,  intramuscular- 
ly, or  intravenously.  In  acute  situations,  we 
have  preferred  the  intramuscular  route, 
since  the  medication  can  be  given  immedi- 
ately and  some  effect  obtained  within  20  to 
30  minutes.  Frequently,  attempts  to  give  the 
initial  dose  intravenously  have  resulted  in 
undue  delay  in  finding  a  vein  in  acutely  ill 
small  infants,  as  well  as  subjecting  the  in- 
fant to  undue  stress. 

For  infants  we  calculate  an  initial  oral 
dose  for  total  digitalization  on  the  basis  of 
0.05  mg.  per  kilogram  of  body  weight,  and 
0.04  mg.  per  kilogram  for  the  intramuscular 
route.  This  total  dosage  may  be  divided  de- 
pending upon  the  severity  of  the  failure; 
however,  we  usually  give  one-fourth  to  one- 
half  of  the  amount  immediately,  followed 
by  one-fourth  every  six  to  eight  hours  until 
the  desired  response  or  toxicity  is  obtained. 

It  is  important  to  emphasize  that  the  use 
of  digitalis  in  congestive  heart  failure  is 
quite  similar  to  that  of  insulin  in  diabetes. 


Although  dosage  schedules  are  useful  guide- 
lines, only  the  clinical  jvidgment  of  the 
physician  (not  laboratory  tests)  can  de- 
termine when  a  patient  has  received  the 
maximum  effect.  Some  children  respond 
well  to  less  than  the  total  digitalizing  dose 
indicated  above,  whereas  others  may  re- 
quire even  more. 

The  onset  of  digitoxicity  is  the  only  con- 
traindication to  the  administration  of  this 
drug,  if  it  is  used  cautiously.  The  chief 
manifestation  of  digitoxicity  in  infants  is 
arrhythmia.  Once  the  infant  is  considered 
to  be  adequately  digitalized,  Lanoxin  usual- 
ly can  be  given  by  mouth  in  a  daily  maint- 
enance dosage  of  0.02  mg.  per  kilogram  of 
body  weight  (the  total  daily  dose  usually 
is  divided  and  one-half  given  every  12 
hours).  Diuretics,  sedation,  and  oxygen 
therapy  are  frequently  beneficial  as  ad- 
juncts. 

Etiologic  diagnosis 

The  three  types  of  cardiac  disease  in  in- 
fancy that  lead  to  congestive  heart  failure 
are  (a)  arrhythmias  with  tachycardia  or 
marked  bradycardia  (complete  heart  block) ; 
(b)  intrinsic  myocardial  disease;  and  (c) 
congenital  heart  disease. 

(a)  The  most  common  arrhythmia  lead- 
ing to  heart  failure  in  children  is  paroxysm- 
al auricular  tachycardia,  which  occurs  most 
frequently  in  male  infants  under  the  age  of 
4  months.  Congestive  heart  failure  usually 
develops  if  a  rate  of  more  than  200  beats  per 
minute  is  maintained.  This  diagnosis  can  be 
established  by  the  electrocardiogram  dem- 
onstrating the  characteristic  findings  of  a 
rapid  regular  rate  without  discernible  P 
waves  in  the  tracing.  Digitalis  is  specific 
treatment  for  this  disease;  rarely,  however, 
such  patients  fail  to  respond,  and  the  ad- 
ditional use  of  reserpine  or  electrocardio- 
version  (high  voltage  DC  shock  therapy) 
may  be  indicated.  Complete  heart  block 
rarely  causes  heart  failure  in  infants,  and 
the  use  of  electronic  pacemakers  is  most 
useful  in  the  immediate  alleviation  of  the 
failure  in  these  patients. 

(b)  Congestive  heart  failure  secondary  to 
intrinsic  myocardial  disease  is  usually  due 
to  myocarditis  or  endocardial  fibroelastosis. 
Usually  there  are  no  murmurs  in  these  con- 
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ditions;  however,  severe  fibroelastosis  may 
be  accompanied  by  mitral  insufficiency, 
with  the  characteristic  mui'mur  at  the  apex 
indicating  this  lesion.  Digitalis  is  specific 
therapy  for  these  two  conditions.  It  is  im- 
portant to  treat  for  possible  accompanying 
pulmonary  infections  to  achieve  maximum 
therapeutic  benefit. 

(c)  The  major  cause  of  congestive  heart 
failure  in  infancy  is  congenital  heart  dis- 
ease. It  is  this  area  that  presents  the  great- 
est challenge  to  the  physician  todav,  because 
of  the  marked  diagnostic  advances  that  have 
accompanied  the  development  of  new  sur- 
gical procedures. 

Table  1  lists  the  types  of  congenital  heart 
disease  that  are  largely  responsible  for  con- 
gestive heart  failure  in  infants.  Most  of 
these  conditions  can  be  suggested  by  the 
history,  physical  examination,  and  review 
of  the  electrocardiogram  and  roentgeno- 
grams. However,  in  view  of  the  complexity 
of  some  of  these  lesions  or,  in  some  cases, 
with  more  than  a  single  diagnosis,  it  is  of 
paramount  importance  to  emplo}'  cardiac 
catheterization  if  congestive  failure  has  de- 
veloped. AVith  the  newer  laboratory  tech- 
niques available  (for  example,  selective 
cineangiocardiography),  a  complete  diag- 
nosis can  be  obtained  in  all  the  congenital 
cardiac  defects  listed. 

Surgical  intervention 

Since  medical  therapy  may  prove  inade- 
quate to  maintain  the  patient  after  initial 
improvement  with  anticongestive  measures, 
his  ultimate  survival  frequently  depends  on 
surgical  intervention  to  alleviate  the  failure 
either  by  palliative  or  curative  procedures. 
It  is  primarily  for  this  reason  that  all  in- 
fants who  have  congesti\'e  failure  secondary 
to  congenital  heart  disease  should  be  re- 
ferred to  a  cardiac  center  for  clarification  of 
the  prospects  of  surgery. 

Unfortunately,  a  considerable  number  of 
infants  having  extremely  complex  cardiac 
lesions  cannot  be  helped  by  surgery.  It  is 
important,  on  the  other  hand,  to  note  that 
over  the  next  decade  the  major  advances  in 
the  treatment  of  congenital  heart  disease 
will  be  made  in  the  infant  age  group.  For 
instance,  during  the  past  few  years  it  has 
been  shown  that  there  are  very  few  condi- 


tions which  cannot  be  at  least  palliated  by 

Tablt"   1 

("ardiac  Aiioiiialios  Causiii};   Heart    Failure 

During  the   First  Year  of   Life 

(Grouped  in  Categorie.s  Denoting  the  Availabilil.v 

of  Surgical  Therap.v  in   thi.s  Ajie   (Jroiip) 

I.  Definitive  Surgical   Procedures  A\'ailal)le 

1.  Patent  ductus  arteriosus 

2.  Aortic  stenosis 

3.  Coarctation  of  aorta 

4.  Pure  valvular  pulmonary  stenosis 

5.  Cor  triatriatum 

II.  Palliative  Surgical  Procedures  Available 

1.  Ventricular  septal  defect 

2.  Transposition  of  great  vessels 

3.  Truncus  arteriosus,  types  I  and  II 

4.  Common    ventricle    with     left-to-right 

shunt 

5.  Atrioventricular  canal 

III.  No  Surgical  Procedure  Available 

1.  Hypoplastic     left     heart     (af)rtic     and 

mitral  atresia) 

2.  Selected     cases     of     single     ventricle, 

dextrocardia,  and  truncu.s  arteriosus 
IV.  Predicted     Definitive     Surgical     Procedures 
Available  During  Next  Decade 

1.  Ventricular  septal  defect 

2.  Total    anomalous    pulmonary    venous 

drainage 

3.  Transposition  of  great  vessels 

surgical  intervention  if  heart  failure  cannot 
be  controlled  medically. 

In  infants  with  coarctation  of  the  aorta, 
aortic  stenosis,  patent  ductus  arteriosus, 
and  pure  pulmonary  stenosis  causing  con- 
gestive heart  failure,  curative  surgery  can 
be  carried  out  at  any  age.  In  patients  with 
large  left-to-right  shunts  secondary  to  ven- 
tricular septal  defect  or  truncus  arteriosus, 
banding  of  the  pulmonary  artery  has  proved 
to  be  exceedingly  valuable  in  salvaging  in- 
fants who  have  intractable  heart  failure. 
Naturally,  definitive  surgical  procedures 
must  be  contemplated  in  most  of  these  pa- 
tients later  in  childhood.  Complicated  con- 
ditions which  were  inoperable  as  little  as 
three  years  ago  (for  example,  transposition 
of  the  great  vessels)  can  be  palliated  by 
creation  of  an  atrial  defect  resulting  in  clin- 
ical improvement  which  allows  the  child  to 
survive  for  several  years,  at  which  time  de- 
finitive physiologic  correction  can  be  car- 
ried out. 

Although  the  marked  advances  being 
made  in  the  surgical  treatment  of  cardiac 
defects  causing  heart  failure  in  infants  are 
welcomed  enthusiastically,  such  enthusiasm 
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must  be  tempered  by  the  realization  that 
surgical  intervention  carries  a  considerably 
high  mortality.  This  mortality,  however,  is 
less  than  that  associated  with  medical  man- 
agement in  cases  marked  by  refractory  fail- 
ure. The  development  of  miniature  pump 
oxygenators  and  improved  surgical  tech- 
niques will  unquestionably  result  in  a  much 
lower  risk  in  the  near  future. 
Sumviary 
The  treatment  of  congestive  heart  failure 
in  infants  presents  a  particularly  challeng- 
ing area  at  the  present  time  because  of  the 
notable  advances  of  recent  date.  A  summary 


of  the  causes  and  an  approach  to  these  cases 
has  been  presented,  to  emphasize  the  im- 
portance of  a  vigorous  effort  to  reach  a 
complete  cardiac  diagnosis  so  that  optimal 
medical  and  surgical  measures  can  be  rec- 
ommended for  the  individual  patient.  It  is 
only  through  a  cooperative,  vigorous  ap- 
proach by  the  patient's  physician,  the  car- 
diologist, and  the  surgeon  that  a  high  sal- 
vage rate  will  be  obtained.  It  is  envisioned 
that  this  approach  will  lead  to  one  of  the 
major  "break-throughs"  in  the  treatment 
of  heart  disease  in  children  during  the  next 
decade. 


Meningococcal  Pericarditis 

Charles  C.  Stamey,  M.D. 
Winston-Salem 


The  classic  features  of  meningococcemia 
and  meningococcal  meningitis  are  well 
known.  Pericarditis  as  a  complication  of  this 
typical  clinical  picture  has  rarely  been  re- 
ported. The  purpose  of  this  paper  is  to  de- 
scribe the  natural  history  of  a  child  who 
was  treated  with  sulfonamides  for  meningo- 
coccemia and  meningitis  and  in  whom  peri- 
carditis developed  as  a  life-threatening  com- 
plication. 

Case  Report 

An  8  year  old  white  girl  was  admitted  to 
City  Memorial  Hospital  on  December  1, 
1957,  with  fever  and  purpuric  rash.  She  had 
been  well  until  the  day  before  admission, 
when  she  began  to  have  fever,  vomiting, 
and  pain  in  the  chest  and  ankles.  On  the  day 
of  admission  headache  and  petechiae  de- 
veloped, and  she  was  referred  to  this  hos- 
pital. A  case  of  meningococcal  meningitis 
was  known  to  have  occurred  in  her  school 
three  weeks  earlier. 

Physical  examination  on  admission  pre- 
sented an  acutely  ill,  drowsy  child  with  a 
stiff  neck  and  petechiae.  The  temperature 
was  102  F.,  the  pulse  20,  and  the  blood  pres- 
sure 90  systolic,  40  diastolic.  Multiple  areas 
of   petechiae    and    ecchymoses    with    dark 

Read  before  the  Section  on  Pediatrics,  Medical  Society 
of  the  state  of  North  Carolina,  Greensboro,   May   4,    1964. 


necrotic  centers  were  disseminated  over  the 
body.  The  heart  was  not  enlarged  on  per- 
cussion; the  rhythm  was  regular  and  no 
murmurs  were  present.  There  was  slight 
tenderness  in  the  right  upper  quadrant  of 
the  abdomen.  The  liver  was  not  enlarged. 
The  left  ankle  was  painful  on  motion;  there 
was  no  joint  swelling.  Stiffness  of  the  neck 
and  back  was  marked. 

Laboratory  findings  included  a  hemoglo- 
bin of  10.5  Gm.  per  100  ml.  and  15,900  white 
blood  cells,  with  45  per  cent  polymorphonu- 
clear neutrophils,  34  per  cent  band  forms,  18 
per  cent  lymphocytes,  and  3  per  cent  mono- 
cytes. Platelets  numbered  234,000  per  cubic 
millimeter.  On  lumbar  puncture  the  ojDening 
pressure  was  210  mm.  Examination  of  the 
cerebral  spinal  fluid  disclosed  4,590  white 
blood  cells  per  cubic  millimeter,  with  84  per 
cent  polymorphonuclear  cells  and  16  per 
cent  mononuclear  cells.  Cerebral  spinal  fluid 
sugar  was  70  mg.  per  100  ml.  and  i^rotein 
150  mg.  per  100  ml.  Gram-negative  diplo- 
cocci  were  seen  on  smear,  and  Neisseria 
meningitidis  was  grown  on  culture. 

Hospital  Course:  Six  million  units  of  in- 
travenous penicillin  and  4.5  Gm.  of  sulfadia- 
zine were  administered  during  the  first  24 
hours.  After  the  first  48  hours  the  patient 
exhibited  obvious  improvement;  the  head- 
ache and  vomiting  ceased.  She  was  alert  and 
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Figure  1 

able  to  take  sulfadiazine,  3.0  Gm.  daily,  by 
mouth.  Progress  was  considered  optimal  for 
the  initial  phase  of  recovery  from  meningo- 
coccemia  with  meningitis.  On  the  fourth 
hospital  day,  however,  she  exhibited  in- 
creasing tachycardia  and  became  dyspneic. 
The  tender  li\'er  edge  was  palpable  6  cm. 
below  the  right  costal  margin.  Cardiac  dull- 
ness extended  to  the  left  anterior  axillary 
line.  Breath  sounds  were  diminished  at  the 
left  lung  base  posteriorly,  and  the  neck  and 
arm  veins  were  markedly  distended.  No 
friction  rub  could  be  heard.  A  roentgeno- 
gram indicated  massive  enlargement  of  the 
heart  ( fig.  1 ) .  An  electrocardiogram  showed 
T  wave  and  S-T  segment  changes  com- 
patible with  pericardial  effusion. 

Digitalization  with  digitoxin  was  begun, 
and  oxygen  was  given  by  tent.  Pericardial 
paracentesis  was  performed,  jdelding  155  ml. 
of  serosanguineous  fluid  which  coagulated 
on  standing.  No  organisms  were  present  on 
Gram  stain,  and  culture  showed  no  growth. 
Examination  of  this  fluid  showed  40,000  red 
blood  cells  per  cubic  millimeter,  and  220,- 
000  white  cells  per  cubic  millimeter  of 
which  50  per  cent  were  polymorphonuclear 
and  50  per  cent  mononuclear  cells. 


teteJ 


Figure 


tarfli 
Th 
iliow 
iiilsf 
ardi 


(190 


Iran: 


leric 
Ihei 

ji  lit 


loeir 

in  til 

A 

ii>tl 

lo  t, 


Kn: 


'ai 


ten 


Figure  3 

Following  this  puncture  the  patient  was 
taken  to  the  operating  room,  where  incision 
and  drainage  of  the  pericardium  produced 
an  additional  300  ml.  of  fluid;  a  drain  was 
left  in  place.  After  this  procedure  there  was 
considerable  decrease  in  dyspnea.  The  liver 
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receded  to  4  cm.  below  the  costal  margin, 
and  the  patient  appeared  to  feel  much  bet- 
ter. For  the  first  time  a  prominent  peri- 
cardial friction  rub  was  evident. 

The  following  day  the  patient  began  to 
show  increasing  dyspnea,  narrowing  of  the 
pulse  pressure,  and  a  repetition  of  signs  of 
cardiac  tamponade.  Venous  pressure  in  the 
antecubital  vein  was  160  mm.  Surgical  re- 
vision of  the  pericardial  drain  produced  200 
ml.  of  fluid  and  was  again  associated  with 
dramatic  relief  of  the  symptoms. 

The  patient  continued  to  improve  during 
her  hospital  course.  Gradual  diminution  in 
pericardial  drainage  permitted  removal  of 
the  drains  five  days  after  insertion.  Signs 
of  heart  failure  rapidly  disappeared.  On  the 
twenty-first  day,  at  the  time  of  discharge, 
roentgenograms  showed  further  reduction 
in  the  size  of  the  heart  (fig.  2). 

A  follow-up  examination  five  years  later 
disclosed  a  normal  adolescent  girl  who  had 
no  cardiac  symptoms.  She  participated  reg- 
ularly in  athletics  and  played  competitive 
basketball  with  her  school  team.  A  roent- 
genogram of  the  chest  (fig.  3)  and  an  elec- 
trocardiogram were  noi'mal. 

Discussion 

Except  for  fulminating  forms  of  meningo- 
coccal infection,  which  frequently  result  in 
death,  treatment  of  meningococcemia  and 
meningitis  with  sulfonamides  is  usually  as- 
sociated with  rapid  control  of  the  infection. 
Cardiac  complications  were  uncommon  even 
before  the  advent  of  specific  chemotherapy. 
Herrick  reported  the  incidence  of  pericard- 
itis to  be  4.3  per  cent  in  an  epidemic  of 
meningococcal  meningitis  involving  280 
men  in  an  army  camp  during  World  War 
I.  The  mortality  rate  for  this  epidemic  was 
24.8  per  cent,  but  was  increased  to  83.5  per 
cent  for  those  with  pericarditis^  In  the  re- 
port of  Smithburn  and  others-,  the  incidence 
of  pericarditis  was  found  to  be  6  per  cent  in 
144  cases  of  meningococcal  meningitis  re- 
sulting from  an  epidemic  in  1929-1930.  Only 
one  of  the  patients  with  pericarditis  sur- 
vived. 

In  a  review  of  the  literature,  Boyle  and 
others  summarized  425  cases  of  purulent 
pericarditis  of  which  4  per  cent  were  due  to 
meningococci^.  Orgain*  described  meningo- 


coccal pericarditis  in  an  adult  who  had  no 
history  of  meningococcemia  or  meningitis. 
Three  other  authors  have  reported  an  in- 
terval of  about  four  to  seven  days  from  the 
onset  of  acute  symptoms  of  meningococ- 
cemia or  meningitis  before  signs  of  peri- 
carditis became  evident.  All  of  these  pa- 
tients received  specific  chemotherapy  and 
recovered""^. 

Despite  the  rarity  of  reports  in  the  litera- 
ture, it  is  not  surprising  that  the  pericard- 
ium would  be  clinically  involved  in  some 
patients.  Dissemination  of  septic  emboli  is 
readily  visible  in  the  skin  and  rapidly  pro- 
ductive of  acute  symptoms  in  the  meninges. 
In  other  less  apparent  areas  of  the  body, 
cjuantitative  factors  involving  numbers  of 
organisms,  and  qualitative  factors  concern- 
ing the  nature  of  the  host's  inflammatory 
response,  would  serve  to  modify  the  clinical 
picture  evident  in  the  individual  patient.  In 
a  defined  space  such  as  the  pericardial 
cavity,  numbers  of  organisms  capable  of 
provoking  a  major  response  with  production 
of  exudate  may  considerably  restrict  car- 
diac function.  Progression  of  this  process  to 
cardiac  tamponade  may  be  fatal.  Surgical 
drainage  added  to  specific  chemotherapy 
will  control  the  acute  cardiac  symptoms. 
The  natvu'al  history  of  pericardial  effusion 
is  functionally  analogous  to  subural  effu- 
sion, which  is  more  commonly  encountered 
as  a  complication  of  bacterial  meningitis  in 
children. 

Summary  -,-    ■ 

A  case  of  pericarditis  as  a  complication 
of  meningococcemia  in  an  8  year  old  girl  is 
reported.  A  follow-up  examination  five 
years  later  showed  no  demonstrable  cardiac 
abnormality. 
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CereLrospinal  Fluid  Rninorrhea  in  tke  Etiology  ot 
Recurrent  Pneumococcal  Meninditis 


Alan  R.  Shalita,  M.D. 
Winston-Salem 


With  the  increased  incidence  of  head 
trauma  associated  with  modern  transporta- 
tion, the  physician  can  logically  expect  to 
see  increasing  numbers  of  patients  with 
cerebrospinal  fluid  rhinorrhea.  Since  up  to 
50  per  cent  of  untreated  patients  with  this 
condition  can  be  expected  to  develop  men- 
ingitis (usualty  pneumococcal  )\  and  since 
recurrent  attacks  of  pneumococcal  menin- 
gitis tend  to  become  more  resistant  to  ther- 
apy-, it  is  important  for  the  physician  to 
determine  whether  or  not  a  pathologic  com- 
munication exists  so  that  the  defect  may  be 
repaired  at  an  early  date  and  prophylactic 
therapy  initiated. 

The  following  table  summarizes  the  ex- 
perience with  cerebrospinal  fluid  rhinor- 
rhea at  the  North  Carolina  Baptist  Hospital 
during  the  12-year  period  from  1950-1962. 
One  of  these  cases  is  reported  in  detail 
below. 

Table  1 

Cerebrospinal  Fluid  Rhinorrhea  and 

Pneumococcal  Meningitis 

North   Carolina  Baptist   Hopsital   1950-1962 

No.  Cases 

Cerebrospinal  fluid  rhinorrhea 
Traumatic  16 

Spontaneous  1 

Pneumococcal  meningitis  5 

Other  meningitis  3 

*1   staphylococcal,   1   aseptic,   1   unidentified  organism 

Case  Report 

A  38  year  ol(i  white  farmer  was  admitte(i  to 
the  North  Carolina  Baptist  Hospital  in  December, 
1962,  because  of  a  sudden  onset  of  headache  and 
stupor  on  the  morning  of  the  day  of  admission. 


He  had  been  admitted  previously  in  May,  1953,  for 
debridement  of  a  depressed  frontotemporal  skull 
fracture.  In  February,  1959,  he  was  treated  for 
pneumococcal  meningitis  after  complaining  of  a 
persistent  "running  nose,"  aggravated  by  bend- 
ing over.  The  fluid  was  apparently  clear  and 
colorless.  In  Maj%  1960,  he  was  again  admitted 
with  a  diagnosis  of  pneumococcal  meningitis  and 
cerebrospinal  fluid  rhinorrhea.  He  refused  sur- 
gical treatment  of  the  rhinorrhea  on  the  basis  of 
religious  belief.  Prior  to  the  present  admission  the 
family   had   noted   his   prolonged   rhinorrhea. 

Admission  examination  revealed  a  well  nour- 
ished, well  developed,  obese  white  male  who  was 
semi-comatose  and  moaning,  thrashing  about,  and 
sweating  profusely.  The  blood  pressure  was  120 
systolic,  80  diastolic,  the  pulse  100  and  regular, 
respiration  20,  and  the  rectal  temperature  103  F. 
A  left  frontotemporal  skull  defect  and  marked 
nuchal  rigiditj'  were  noted.  The  Kernig  and  Brud- 
zinski  signs  were  positive.  The  rest  of  the  physi- 
cal examination  was  unremarkable. 

Examination  of  the  spinal  fluid  following  lum- 
bar puncture  disclosed  an  opening  pressure  of 
485  mm.  of  water  and  a  closing  pressure  of  280 
mm.  of  water.  Microscopic  examination  revealed 
1000  white  blood  cells  with  90  per  cent  neutro- 
phils. A  gram  stain  demonstrated  numerous  well 
encapsulated  gram-positive  diplococci.  Intrathe- 
cal administration  of  10,000  units  of  aqueous  peni- 
ciUin  was  carried  out  immediately,  and  20,000,000 
units  were  given  intravenously  over  the  next  24 
hours.  The  patient  improved  while  receiving 
3,000,000  units  of  penicillin  intramuscularly  every 
four  hours,  and  was  afebrile  on  the  seventh  hos- 
pital day.  At  this  time  he  agreed  to  corrective 
surgery  and  was  discharged  for  the  Christmas 
holidaj's  with  directions  to  take  200,000  units  of 
penicillin  G  every  six  hours. 

Upon  his  return  a  left  frontal  craniotomy  was 
performed,  and  the  dural  defect  and  the  fracture 
in  the  floor  of  the  anterior  fossa  were  repaired. 
On  discharge  he  was  directed  to  take  100  mg.  of 
Dilantin  twice  daily,  and  has  continued  to  do  well 
to  date. 
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Discussion 


Recurrent  episodes  of  pneumococcal  men- 
ingitis may  be  secondary  to  chronic  foci  of 
infection  in  the  middle  ear,  mastoid,  or 
paranasal  sinuses^.  Pneumococcal  pneumon- 
ia, a  common  source  of  single  attacks  of 
pnevmiococcal  meningitis,  is  rarely  respons- 
ible for  recurrent  meningeal  infection.  Cere- 
brospinal fluid  rhinorrhea  represents  the 
most  common  cause  of  these  recurrent  epi- 
sodes^*'^,  and  may  be  easily  overlooked  if 
not  searched  for  in  a  careful  history. 

Cerebrospinal  fluid  rhinorrhea  may  be 
either  traumatic  or  spontaneous  in  origin. 
The  traumatic  form  most  commonly  is  a  re- 
sult of  fracture  through  the  cribriform  plate 
of  the  ethmoid  in  the  floor  of  the  anterior 
fossa  with  a  tear  in  the  overlying  dura 
mater^"^.  Cases  have  also  been  reported  in- 
volving fractures  of  the  base  of  the  skulP", 
the  vault  of  the  tympanic  cavity",  the  sphe- 
noid sinus'-,  and  in  association  with  cranio- 
mastoid  fistulae^^. 

Spontaneous  or  nontraumatic  cerebro- 
spinal fluid  rhinorrhea  may  be  the  result 
of  prolonged  increased  intracranial  pressure 
from  tumor^*,  hydrocephalus  or  craniosten- 
osis'^.  It  may  also  result  from  bony  erosion 
by  tumors,  cysts  and  inflammatory  les- 
ions^^-i^.  A  detailed  discussion  of  spontan- 
eous cerebrospinal  fluid  rhinorrhea  is  pre- 
sented by  Ommaya^^. 

Diagnosis 

Cerebrospinal  fluid  rhinorrhea  is  usually 
not  difficult  to  diagnose,  but  occasionally  it 
may  simulate  allergic  rhinitis  and  present  a 
difficult  diagnostic  problem,  particularly  in 
the  absence  of  a  history  of  head  trauma-". 
Usually  the  patient  complains  of  a  unilateral 
copious  flow  of  crystal-clear  fluid,  aggra- 
vated by  bending  over,  straining,  coughing 
or  sneezing.  Detailed  ciuestioning  will  dis- 
close that  this  fluid  does  not  stiffen  the 
handkerchief  as  would  be  expected  of  nor- 
mal nasal  secretions-^ 

Several  methods  have  been  devised  for  the 
detection  of  cerebrospinal  fluid  rhinorrhea. 
The  radioisotope  ^■'sodium  may  be  injected 
in  the  cisterna  magna  and  recovered  in  the 
leaking  fluid--,  or  fluorescein  may  be  in- 
jected  intraspinally   and    observed    in    the 


leaking  fluid  imder  ultraviolet  light-^.  Con- 
trast media  may  also  be  used  for  the  detec- 
tion of  cerebrospinal  fluid  fistula-'*.  No  re- 
liable chemical  test  has  been  discovered 
to  date.  The  presence  of  sugar  is  an  unre- 
liable sign,  since  this  substance  may  be 
found  in  normal  lacrimal  secretions  which 
may  contaminate  the  specimen.  The  absence 
of  sugar  would  be  of  greater  diagnostic 
value,  since  the  spinal  fluid  almost  invari-^ 
ably  contains  some  detectable  quantity. 

The  diagnosis  of  pneumococcal  meningitis 
is  based  on  the  typical  mode  of  onset,  with 
headache,  nausea,  vomiting,  fever,  and  often 
delirium.  Physical  examination  should  re- 
veal nuchal  rigidity  with  positive  Kernig 
and  Brudzinski  signs,  although  these  may  be 
absent  in  young  children.  It  should  be  pos- 
sible to  demonstrate  the  causative  organism 
in  the  spinal  fluid  on  gram  stain  and  in  cul- 
ture. There  will  usually  be  an  increased 
spinal  fluid  pressure,  with  increased  pro- 
tein and  decreased  sugar. 

Treatment 

Immediate  diagnosis  of  pneumococcal 
meningitis  is  of  prime  importance,  since 
mortality  is  directly  related  to  delay  in  the 
institution  of  therapy-^  One  to  two  million 
units  of  soluble  crystalline  penicillin  ad- 
ministered every  two  hours  intramuscularly 
or  in  a  rapid  intravenous  drip  is  the  current 
treatment  of  choice-*',  though  favorable  re- 
sults have  been  reported  with  oral  tetracy- 
cline in  a  dosage  of  500  mg.  every  four 
hours-".  Oral  medication,  however,  would 
appear  to  be  less  effective  initially  because 
of  the  frequent  nausea  and  vomiting  and 
delayed  absorption  from  the  gastrointestinal 
tract.  Excellent  results  have  been  reported 
with  the  use  of  intrathecal  penicillin-'*,  but 
Beckman  doubts  the  value  of  this  method, 
claiming  that  little  of  the  antibiotic  diffuses 
through  the  subarachnoid  pathways  because 
of  the  direction  of  flow  of  cerebrospinal  fluid 
from  ventricles  to  the  subarachnoid  space-^. 
The  usual  dose  of  intrathecal  penicillin  is 
5,000  to  50,000  units  in  10  ml.  of  normal 
saline  every  12  hours. 

Therapy  is  aimed  ultimately  at  eliminat- 
ing the  source  of  the  cerebrospinal  fluid 
rhinorrhea.  This  result  is  usually  accom- 
plished by  closing  the  dural  defect  and  cov- 
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ering  it  with  a  suitable  piece  of  fascia.  Tlie 
details  of  the  technique  are  described  else- 
where^. 

Summai-y 

Cerebrospinal  fluid  rhinorrhea  represents 
an  important  source  of  infection  in  recur- 
rent penumococcal  meningitis.  The  physi- 
cian should  be  aware  of  its  signs  and  symp- 
toms and  be  ready  to  institute  appropriate 
therapy  promptly. 

A  case  of  recurrent  pneumococcal  menin- 
gitis with  cerebrospinal  fluid  rhinorrhea  is 
reported.  The  importance  of  cerebrospinal 
fluid  rhinorrhea  in  the  etiology  of  recur- 
rent pneumococcal  meningitis  is  discussed, 
as  well  as  the  various  methods  of  diagnosis. 
The  necessity  of  early  diagnosis  and  treat- 
ment of  the  meningitis  and  repair  of  the 
dural  defect  causing  the  rhinorrhea  is 
stressed. 
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A  Comparison  or  tne  FluorocarDon  Anestnetics, 
Halotnane,  Fluroxene,  and  Metnoxyrlurane 


William  J.  Murray,  M.D. 
Luther  C.  Hollandsworth,  M.D. 

AND 

David  A.  Davis,  M.D. 
Chapel  Hill 


The  knowledge  of  fluorine  chemistry 
gained  during  World  War  II  has  led  to  the 
development  of  numerous  products  such  as 
propellants,  lubricants,  and  plastics.  This  in- 
formation has  also  been  used  in  the  search 
for  nonflammable,  potent  inhalation  anes- 
thetics. Incorporation  of  fluorine  in  simple 
molecules  containing  other  halogens  can  re- 
sult in  increased  chemical  stabilitj^  with  re- 
tention of  anesthetic  potency.  While  this  has 
made  possible  the  use  of  the  chemical  draw- 
ing board  to  create  anesthetics  having  de- 
sirable chemical  properties,  the  effort  to 
predict  their  pharmacologic  effects  has  been 
less  rewarding.  At  present  three  polyfluori- 
nated  compounds  have  gained  acceptance  in 
clinical  anesthesia. 

Fluroxene  (Fluoromar)  was  the  first 
fluorine-containing  inhalation  anesthetic  to 
be  considered  clinically  useful,  and  was  em- 
ployed for  the  first  time  in  man  in  1953. 
In  1956  halothane  (Fluothane)  was  in- 
troduced clinically  and  has  been  the  most 
enthusiastically  accepted  of  the  three  agents 
under  discussion.  It  has  also  led  to  the  most 
controversy.  Methoxyflurane  (Penthrane) 
has  been  available  for  clinical  use  only  since 
1960. 

Similarities 

From  the  clinical  standpoint,  these  agents 
have  certain  similarities.  Each  may  be  em- 
ployed as  the  sole  anesthetic  agent,  but  sup- 
plementation by  nitrous  oxide  is  common. 
Although  the  safety  of  these  agents  is  cur- 
rently under  study,  especially  as  regards  the 
hepatotoxicity  associated  with  halothane,  no 
specific   toxic   effect  on  any  organ   system 
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has  yet  been  clearly  demonstrated  under 
clinical  conditions.  All  are  volatile  liquids 
having  a  mild,  non-pungent  odor.  Thej^  do 
not  stimulate  salivary  or  tracheobronchial 
secretions.  Lacking  significant  irritating 
properties,  they  do  not  stimulate  respira- 
tion, a  factor  which  contributes  to  the  ease 
with  which  controlled  respiration  can  be 
established. 

All  three  agents  show  sufficient  chemical 
stability  in  contact  with  soda  lime  to  allow 
the  use  of  carbon  dioxide  absorption  tech- 
niques. Although  these  agents  can  be  used 
with  any  standard  anesthetic  technique  and 
with  most  available  vaporizers,  a  specific 
vaporizer  has  been  developed  for  each — the 
Fluoromatec  for  fluroxene,  the  Fluotec  for 
halothane  or  fluroxene,  the  Pentec  for  me- 
thoxyflurane. The  availability  of  such  ac- 
curately calibrated  vaporizers  has  contribut- 
ed substantially  to  the  safety  and  popularity 
of  the  fluorinated  anesthetics. 

No  premedication  is  specifically  required 
when  these  agents  are  employed.  The  use  of 
either  or  both  a  psj'chosedative  and  an  an- 
ticholinergic agent  should  be  dictated  by  the 
needs  of  the  patient. 

The  incidence  of  postanesthesia  nausea 
and  vomiting  is  generally  conceded  to  be 
much  less  than  that  following  ethyl  ether 
or  cyclopropane  anesthesia. 

The  average  cost  of  the  drugs  probably 
exceeds  that  of  cj'clopropane,  and  certainly 
that  of  ethyl  ether. 

Differences 

While  fluroxene,  halothane,  and  methoxy- 
flurane have  some  similarities,  they  differ 
in  many  respects.  With  the  use  of  fluroxene, 
obvious  cardiovascular  depression  is  usually 
absent  in  the  lighter  planes  of  anesthesia, 
but  halothane  and  methoxyflurane  usually 
cause  some  degree  of  hypotension  in  most 
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patients.  All  three  agents  cause  both  cir- 
culatoiy  and  respiratory  depression  in  the 
deeper  planes  of  anesthesia. 

Flammable  concentrations  of  fluroxene 
are  generally  required  for  induction  with 
this  agent,  although  nonflammable  concen- 
trations can  usually  be  employed  for  main- 
taining anesthesia.  In  order  to  assure  non- 
flammability  and  maintain  an  anesthetic 
concentration,  an  out-of-circuit,  flow-com- 
pensated vaporizer  such  as  the  Fluotec  or 
Fluoromatec,  in  a  partial  rebreathing  s_ys- 
tem,  is  recommended.  It  is  possible,  by  cali- 
bration of  these  vaporizers  for  flammabil- 
ity,  to  establish  a  setting  below  which  the 
fluroxene  concentration  will  be  nonflam- 
mable. Halothane  and  methoxyflurane  are 
completely  nonflammable. 

On  termination  of  the  anesthetic  admini- 
stration, return  of  consciousness  and  re- 
flexes is  rapid  after  halothane  and  flu- 
roxene, but  may  be  greatly  delayed  after 
methoxyflurane.  Use  of  the  Pentec  vaporizer 
with  the  latter  agent  makes  it  much  easier 
to  consistent^  avoid  the  prolonged  recovery 
periods  common  with  other  vaporizers. 

The  rate  of  induction  parallels  the  speed 
of  recovery,  being  rapid  with  halothane  and 
fluroxene  and  relatively  slow  with  methoxy- 
flurane. When  a  barbiturate  is  given  in- 
travenously to  facilitate  induction,  however, 
the  difference  in  the  induction  rates  are  of 
little  significance. 

Of  these  agents  methoxyflurane  produces 
the  greatest  postoperative  analgesia,  and 
halothane  the  least.  Some  analgesia  lasting 
15  to  30  minutes  after  anesthesia  is  claimed 
for  fluroxene.  The  analgesic  activity  of  me- 
thoxyflurane and  fluroxene  has  been  utiliz- 
ed in  producing  satisfactory  obstetric  anal- 
gesia. Halothane  is  not  recommended  for 
use  in  obstetrics,  since  it  lacks  good  anal- 
gesic properties  and  is  a  potent  uterine  re- 
laxant when  used  as  an  anesthetic  agent. 
However,  this  uterine  effect  can  be  used 
to  advantage  for  such  an  obstetric  proced- 
ure as  a  version  and  extraction. 

Perhaps  the  most  outstanding  feature  of 


methoxyflurane  is  the  marked  muscle  re- 
laxation associated  with  surgical  planes  of 
anesthesia.  In  abdominal  surgerj',  while 
muscle  relaxant  drugs  are  used  to  supple- 
ment halothane  or  fluroxene  anesthesia, 
they  are  often  unnecessary  when  methoxy- 
flurane is  emploj'ed.  Even  with  the  latter 
agent,  however,  a  patient  may  be  better 
managed  when  supplementary'  muscle  re- 
laxants are  used  to  sustain  a  light  plane  of 
anesthesia. 

Succinylcholine  is  employed  in  the  usual 
dosages  with  each  of  these  agents;  but  if  d- 
tubocurarine  is  used,  it  must  be  remember- 
ed that  its  action  is  enhanced  by  these  flu- 
orocarbons,  as  by  ethyl  ether,  and  smaller 
doses  are  indicated. 

Only  one  of  the.se  agents,  fluroxene,  is 
considered  compatible  with  epinephrine. 
Caution  is  advised  in  employing  epinephrine 
in  patients  anesthetized  with  halothane  or 
methoxyflurane,  although  it  has  been  used 
subcutaneously  in  small  doses  without  caus- 
ing complications.  In  dogs,  however,  myo- 
cardial sensitization  to  epinephrine  with 
resultant  ventricular  fibrillation  has  been 
produced  in  association  with  each  of  these 
agents. 

SuvDnanj 

Three  fluorinated  anesthetics  are  now 
commercially  a\'ailable  for  use  in  clinical 
anesthesia.  Each  of  the.se  agents  can  produce 
safe  and  satisfactory  anesthesia  for  all  types 
of  sui'gery  in  all  age  groups,  but  none  is 
ideal  for  all  situations. 

Methoxyflurane  is  better  suited  for  long 
operations  than  for  short  ones,  especially 
where  muscle  relaxation  is  required.  The 
use  of  halothane  has  well  accepted  advant- 
ages in  many  types  of  procedures;  however, 
its  potency  and  physical  properties  make  it 
the  most  hazardous,  since  ;Serious  over- 
dosage can  occur  rapidly.  Fluroxene,  al- 
though flammable  and  less  potent,  shares 
many  of  the  advantages  of  halothane,  and  is 
also  considered  clinical!}'  compatible  with 
epinephrine. 
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Radiation  Tkerapy  in  the  Treatment  ot 
Cancer  of  tke  Larynx 


A  PreUminary  Report 

George  B.  Ferguson,  M.D. 

Durham 


A  review  of  the  current  literature  on  can- 
cer of  the  larynx  reveals  widely  differing 
opinions  as  to  the  value  of  radiation  therapy 
and  the  proper  place  for  its  employment  in 
the  management  of  this  disease'**.  Two  con- 
cepts that  seem  fairly  generally  accepted, 
however,  may  be  stated  as  follows: 

1.  Early  cancer,  confined  to  one  vocal  cord, 
without  fixation  or  node  metastasis,  may 
be  cured  about  as  frequently  by  radiation  as 
by  surgerj' — and  with  less  loss  of  function. 

2.  More  extensive  growths  should  be  treated 
by  surgery  alone,  or,  when  still  more  exten- 
sive, by  a  combination  of  radiation  followed 
by  surgery. 

There  are  also  some  rather  universal  criti- 
cisms of  radiation  therapy.  These  are  stated 
below,  and  it  is  the  purpose  of  this  paper 
in  large  part  to  refute  them. 

1.  When  radiation  therapy  has  been  employed 
and  has  failed,  subseciuent  surgery  is  rend- 
ered more  difficult  or  even  impossible,  and 
complications  are  more  frequent. 

2.  Radiation  therapy  may  have  a  delayed  car- 
cinogenic effect,  and  malignancy  may  later 
develop  in  the  general  region.  For  this  rea- 
son, surgery  should  be  preferred  in  the 
younger  age  group  and  radiation  reserved 
for  older  people  whose  life  expectancj'  is 
less. 

The  larj'-ngologist's  opinion  regarding  the 
usefulness  of  radiation  therapy  in  the  treat- 
ment of  cancer  may  be  influenced  somewhat 
by  the  skill  and  cooperation  of  the  radio- 
therapist. Also,  a  series  of  experiences, 
fortunate  or  unfortunate,  when  he  begins 
to  use  this  method  might  well  prejudice 
him  for  or  against  it.  The  radiotherapists 
in  my  area  have  been  excellent,  and  my 
experience  with  this  series  of  cases  has  been 
so  fortunate  that  I  feel  the  results  should 
be  reported. 


Material  and  Method 

From  1948  to  1964  I  have  seen  161  pa- 
tients with  epidermoid  carcinoma  of  the 
larynx  who  have  been  sufficiently  followed 
to  be  reported.  Sixty-four  of  these  patients 
were  treated  by  surgery  alone,  and  are  not 
considered  here.  Of  the  remaining  97  pa- 
tients, 68  were  electively  treated  by  radia- 
tion, 10  were  so  treated  because  of  poor 
physical  condition,  although  their  tumors 
proved  to  be  too  extensive  to  be  controlled 
by  this  method,  and  19  were  subjected  to  a 
combination  of  radiation  and  surgery  for 
extensive  extrinsic  lesions.  Of  the  68  pa- 
tients electively  treated  by  radiation,  50  (70 
per  cent)  were  treated  successfully,  and  18 
(26  per  cent)  unsuccessfully.  In  the  unsuc- 
cessful cases,  regular  monthly  postradiation 
examinations  led  to  early  detection  of  fail- 
ure and  permitted  a  high  surgical  salvage. 

Our  radiotherapists  routinely  employ 
small  ports  in  treating  cordal  cancer.  Well- 
centered,  4  X  4  or  5  X  5  cm.  ports  usually 
suffice.  Carefully  filtered  radiation  in  tumor 
doses  averaging  about  6,000  r  are  delivered 
during  a  period  of  about  six  weeks.  Until 
three  years  ago  we  used  250  KV  orthovolt- 
age  therapy,  but  since  then  all  our  patients 
have  been  treated  with  cobalt''"  or  cesium''*". 

In  cooperation  with  the  radiotherapist,  I 
habitually  supervise  all  patients  under  treat- 
ment. Frequent  observations  become  daily 
ones  toward  the  end  of  each  series  of  treat- 
ment. These  frequent  observations  help  me 
to  recognize  excessive  reactions  at  a  time 
when  "slowing  down"  of  therapy  may  fore- 
stall the  development  of  radionecrosis.  Sur- 
gical intervention  may  be  substituted  at  any 
time  during  the  course  of  treatment  if  the 
lesion  proves  unresponsive. 

Results  of  Elective  Radiation 


Read  before  the  Section  on  Ophthalmology  and  Otolaryn- 
gology. Medical  Society  of  the  State  of  North  Carolina, 
Greensboro,   May   4,    1964. 


Successf^d  cases 
Observation    leads 


us    to    conclude    that 
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most  of  the  therapeutic  faihires  will  be  dis- 
covered within  a  period  of  one  year.  Of  the 
50  patients  successfully  treated  by  radiation 
alone,  6  have  been  followed  for  less  than  a 
year  and  are  therefore  eliminated  from  the 
present  study.  The  remaining  44,  who  have 
survived  for  intervals  of  from  1  to  16  years, 
are  here  considered. 

Forty-one  of  these  cancers  were  cordal 
lesions,  while  .3  were  extra-larvngeal — one 
in  the  pyriform  sinus,  one  on  the  posterior 
surface  of  the  ar3^tenoid,  and  the  third,  a 
large  lesion  of  the  ventricular  band.  Of  the 
41  patients  having  cordal  lesions,  20  evi- 
denced invoh-ement  of  only  a  part  of  the 
cord,  making  them  ideal  candidates  for  eith- 
er laryngofissure  or  radiotherapy.  In  13 
cases,  the  entire  length  of  the  \'ocal  cord  was 
involved,  and  in  9,  both  cords  were  invaded 
to  some  extent.  Few  doctors  would  consider 
the  patients  of  these  last  two  groups  or 
those  with  extrinsic  lesions  to  be  ideal  can- 
didates for  radiation. 

Survival  among  this  group  of  44  success- 
fully treated  patients  is  as  follows: 

5  patients — 10  to  16  years 

15  patient.? —  5  to  10  years 

4  patient.s —  3  to     5  years 

20  patients —  1  to    3  years 

One  patient  died  of  a  heart  attack  30 
months  after  receiving  radiation.  All  of  the 
others,  including  the  3  with  extrinsic  lesions, 
were  free  of  disease  at  their  last  visit. 

Faibires 

In  the  18  "failures,"  a  careful  analysis  has 
been  made  of  the  reason  for  failure,  the 
result  of  attempts  at  salvage,  and  the  com- 
plications accompanying  postradiation  sur- 
gery. Three  of  the  patients  in  this  group 
received  radiation  elsewhere,  but  are  includ- 
ed here  because  of  their  value  in  the  study 
of  surgical  salvage  and  post  radiation  sur- 
gical complications. 

The  cause  of  failure  in  one  patient  was 
mechanical:  the  therapy  machine  was  out 
of  calibration.  This  patient,  who  never 
showed  adecjuate  mucous  membrane  reac- 
tion, received  an  inadequate  and  undeter- 
mined dosage.  Similarly,  in  my  first  expe- 
rience with  cobalt*^'-,  there  was  little  mucosi- 
tis.  I  was  much  impressed  with  this  fine, 


new,  harmless  treatment  until  I  realized 
that  it  had  not  done  the  work.  Since  then 
I  know  that,  whatever  the  source  of  radia- 
tion, it  has  to  produce  tissue  reaction  if  it 
is  to  cure. 

Failure  occurred  in  3  cases  where  limita- 
tion of  cord  motion  was  noted.  In  one  in- 
stance, this  sign  was  detected  only  after  the 
course  of  therapy  was  fairly  advanced.  The 
patient,  who  had  been  extremely  tense  and 
hard  to  examine,  had  learned  to  relax  and 
cooperate  by  that  time. 

Failure  also  occurred  in  one  patient  who 
had  a  subglottic  extension  of  growth.  One 
patient  had  poorly  controlled  diabetes  and 
an  epiglottal  lesion  that  failed  to  respond. 
Still  another  had  a  ventricular  lesion  re- 
sembling a  polyp.  This  lesion  disappeared, 
but  within  fi\'e  months  the  \'ocal  cord  began 
to  show  limitation  of  motion.  Three  biopsies 
were  obtained  in  the  next  five  months — the 
last  one  disclosing  epidermoid  cancer.  Fail- 
ure also  occurred  in  an  81  j'ear  old  patient 
who  had  a  large  tumor  involving  both  cords. 
His  age  and  the  presence  of  myocardial  in- 
sufficiency probably  influenced  me  to 
choose  radiation  over  surgery.  He  is,  never- 
theless, placed  in  the  failure  group  rather 
than  the  non-elective  category  because  the 
internist  did  approve  him  for  surgery  as 
a  moderate  surgical  risk. 

There  are  2  cases  of  radionecrosis,  one 
treated  elsewhere  and  referred  for  surgery. 
Both  patients  were  free  of  tumor,  but  had 
such  marked  dyspnea  that  laryngectomy 
was  necessary. 

One  case  listed  as  failure  may  not  belong 
in  this  group.  This  patient  died  of  lung  can- 
cer six  years  after  laryngectomy  had  been 
used  successfully  when  radiation  had  failed 
to  achie^•e  a  cure.  In  addition  to  the  lung 
and  laryngeal  cancers,  he  had  had  a  skin 
cancer  which  was  cured  by  radiation.  Per- 
haps all  three  growths  were  separate  enti- 
ties. 

The  cause  of  failure  is  not  apparent  in 
6  of  these  cases.  Although  treatment  seemed 
adequate,  the  patients  failed  to  respond.  In 
5  the  lesion  involved  all,  or  nearly  all,  of  the 
vocal  cord.  In  the  sixth  case,  however,  the 
growth  was  small  enough  to  have  been  ideal 
for  a  laryngofissure.  This  was  our  onlj' 
instance  of  radiation  failure  in  a  growth  of 
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this  type;  in  20  others,  as  hsted  above,  radi- 
ation was  successful. 

Surgical  salvage  and  complications 

The  most  gratifying  part  of  this  study  is 
the  report  on  surgical  salvage  and  postradia- 
tion  surgical  complications.  To  date,  2  of 
this  group  of  18  patients  have  succumbed; 
1  died  of  liver  disease  (no  tumor)  three 
years  after  laryngectomy;  the  second,  six 
years  after  laryngectomy,  of  epidermoid 
carcinoma  of  the  lung.  Three  patients  have 
passed  the  five-year  mark,  and  3  have  been 
living  well  over  three  years.  The  remaining 
10  are  still  living  without  evidence  of  re- 
currence one  month  to  three  years  following 
laryngectomy.  Our  only  postradiation  surgi- 
cal complications  have  been  2  temporary 
fistulas,  each  of  which  closed  in  one  month, 
and  one  instance  of  radionecrosis  of  the 
hyoid  bone,  requiring  a  second  operation 
one  year  after  laryngectomy. 

Discussion 

In  1963  Baker"  reported  34  cases  of  radia- 
tion failure,  22  with  laryngeal  cancer  and 
12  with  more  extensive  lesions.  He  was  sur- 
prised to  note  a  higher  degree  of  surgical 
success  in  the  patients  with  laryngeal  can- 
cer previously  treated  by  radiation  than  in 
a  similar  group  treated  by  surgery  alone. 
His  rather  high  rate  of  complications  occur- 
red mainly  in  patients  having  extensive  les- 
ions. This  fact  bears  out  our  feeling  that 
large,  extrinsic  lesions  should  not  be  treated 
primarily  by  radiation  in  full  dosage,  but 
should  be  treated  with  a  planned  preopera- 
tive %  dose  of  radiation,  to  be  followed  in 
about  six  weeks  by  adec]uate  surgical  re- 
moval. 

Non-elective  radiation 

Because  of  serious  physical  handicaps, 
surgical  salvage  was  attempted  in  only  one 
of  the  10  therapeutic  failures  in  the  non- 
elective  group.  This  patient  healed  per 
primani  and  is  free  of  disease  10  months 
after  undergoing  narrow-field  laryngec- 
tomy. In  spite  of  cord  fixation,  her  age  of 
81  years  and  the  presence  of  hypertension 
seemed  to  justify  our  attempt  to  cure  with 
radiation,  and  even  though  it  failed  I'm  glad 
we  tried. 


Of  the  remaining  9  patients,  1  achieved 
a  five-year  period  of  palliation  and  then 
died  with  laryngeal  cancer.  Others  lived  4 
years,  2V2  years,  and  12,  8,  7  and  6  months, 
respectively,  before  succumbing  to  the  dis- 
ease. 

Combined  radiation  and  surgery 

Nineteen  patients  with  large  extrinsic 
laryngeal  tumors  were  treated  with  a  com- 
bination of  radiation  and  surgery.  Included 
in  this  number  are  7  cases  of  cancer  of  the 
pyriform  sinus  which  were  originally  re- 
ported by  me  in  1962  and  are  now  brought 
up  to  date'".  These  patients  all  received  pre- 
operative ""cobalt,  and  then  underwent 
laryngopharyngectomy  and  radical  neck  dis- 
section en  bloc.  The  preoperative  radiation 
shrinks  the  most  peripheral  tumor,  improv- 
ing the  operability  of  these  large  lesions 
without  noticeably  increasing  postoperative 
complications.  Of  these  7  patients,  2  have 
died,  one  with  pulmonary  cancer  26  months 
after  operation,  and  one  six  months  after 
operation  with  persisting  cancer  in  the  base 
of  the  tongue.  One  is  living  two  and  a  half 
years  after  operation,  but  still  has  cancer. 
The  remaining  4  are  alive  and  apparently 
free  of  disease. 

The  other  12  patients  of  this  combined 
therapy  group  had  various  lesions  of  the 
laryngopharynx  and  were  treated  with  a 
less  rigid  pattern  than  those  with  cancer 
of  the  pyriform  sinus.  Some  were  operated 
on  first  and  irradiated  later.  The  most  ad- 
vanced have  had  radiation,  then  operation 
followed  by  radiation. 

Four  of  the  12  have  died  of  their  disease, 
one  after  three  years,  2  after  one  and  one 
half  years,  and  1  after  one  year.  One  is  alive 
after  13  years  but  now  has  another  tumor. 
The  remaining  7  are  alive  and  apparently 
free  of  tumor,  1  for  five  years,  2  for  four 
years,  and  2  for  three  years.  I  saw  one  re- 
cently two  years  after  surgery.  Her  main 
complaint  is  that  she  is  getting  too  fat. 

Summary 

A  study  of  161  patients  with  epidermoid 
cancer  of  the  larynx  is  presented.  Of  these, 
64  were  treated  by  surgery  alone,  and  are 
not  further  considered  here.  The  remaining 
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97  are  divided  into  groups  on  tlie  basis  of 
treatment. 

1.  Sixty-eight  cases  of  relati\'ely  early 
lesions  almost  exclusively  involving  the 
vocal  cords  were  electi^vely  treated  by  radia- 
tion. 

Fifty,  or  74  per  cent,  of  these  patients  ap- 
pear cured. 

Eighteen,  or  26  per  cent,  were  radiation 
failures.  However,  frequent  postradiation 
examinations  resulted  in  early  detection,  the 
surgical  salvage  was  exceedingly  high,  and 
postradiation  surgical  complications  were 
few  and  minor. 

2.  Ten  patients  suffering  from  serious 
physical  handicaps  were  judged  to  be  inifit 
for  surgery,  and  were  treated  on  a  non-elec- 
tive basis  by  radiation.  One  patient  was  sal- 
vaged by  surgery;  the  others  succumbed 
after  intervals  of  palliation  varjdng  from  six 
months  to  five  years. 

3.  A  group  of  19  patients  with  extensive 
extrinsic  lesions  were  subjected  to  com- 
bined radiation  and  surgical  therap>-.  Six  are 
dead  of  cancer,  2  are  li\-ing  with  cancer,  1 
after  13  years  and  1  after  two  and  a  half 
years.  Eleven  appear  free  of  disease  after 
intervals  ranging  up  to  five  years. 

Co)iclusio!is 

1.  I  am  sure  that  the  optimistic  cure  fig- 
ures I  have  presented  will  be  affected  by 
the  normal  laws  of  statistics,  and  that  time 


will  remove  some  from  the  "weir'  column. 
Nevertheless,  I  feel  convinced  that  radia- 
tion therapy  has  given  my  patients  many 
years  of  normal  larjaigeal  function  that 
surgery  would  have  deprived  them  of. 

2.  I  believe  the  usuall}-  accepted  narrow 
limits  for  radiation  therapy  for  cordal  can- 
cer may  be  cautiousl}^  expanded — pro^'ided 
a  vigilant  postradiation  inspection  program 
is  carried  out. 
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Introduction 


While  doctors,  nurses,  and  patients  have 
functional  relationships  in  the  doctor's  of- 
fice and  in  tlie  patient's  home  and  place  of 
work,  the  predominant  relationship  is  that 
which  occurs  within  the  hospital.  Last  year, 
for  example,  67  per  cent  of  active  profes- 
sional nurses  were  employed  in  hospitals 
and  related  institutions  as  compared  with 
60  per  cent  in  1954.^  There  can  be  no  ques- 
tion of  the  dominance  of  the  hospital  con- 
text in  setting  the  tone  for  the  relationships 
which  concern  us  today.  This  concern  is  not 
for  the  public  relations  aspect  of  patient 
care  alone,  but  rather  for  the  quality  of 
care  as  evaluated  in  terms  of  the  full  and 
effective  use  of  all  relevant  biologic  and 
social  knowledge.  We  shall  therefore  con- 
fine our  discussion  of  these  problems  to  the 
hospital  context. 

In  medieval  times  the  hospital  was  pri- 
marily a  custodial  institution,  providing 
personal  care  and  shelter.  Only  relatively 
recently  has  it  become  an  institution 
whose  primary  purpose  is  medical  care, 
though  it  still  retains  the  functions  and 
features  of  an  institution  which  houses, 
feeds,  and  provides  other  forms  of  personal 
care  to  its  patients.  Indeed,  the  fact  that 
"within  living  memory  an  age-old  institu- 
tion has  been  transformed  from  a  hostel 
for  the  sick-poor  into  a  medical  center  for 
everyone"-  helps  one  understand  the  cha- 
grin and  frustration  of  some  physicians  and 
nurses  as  they  face  today's  needs  and  real- 
ities. 

Recent  scientific  developments  have 
wrought  radical  changes  in  the  functions 
of  the  general  hospital.  Soon  after  hospitals 
were  recognized  as  the  best  place  in  which 
to  perform  surgical  operations  safely,  they 
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came  to  be  used  increasingly  for  the  diag- 
nosis and  treatment  of  acute  illness — treat- 
ment in  which  nursing  care  often  played  a 
crucial  role.  This  was  followed  by  the  use 
of  the  hospital  for  the  care  of  normal  phy- 
siologic states,  such  as  the  normal  delivery 
of  infants. 

Opening  up  are  new  areas  of  activity  in 
terms  of  more  effective  approaches  to  old 
problems  and  unprecedented  opportunities 
to  tackle  problems  heretofore  inscrutable 
and  unapproachable.  These  advances  have 
generally  depended  almost  wholly  upon 
services  which  only  hospitals  can  supply. 
Neurosurgery,  cardiovascular  surgery  and 
the  treatment  of  acute  myocardial  or  renal 
insufficiency  are  but  a  few  examples. 

Changing  Patterns  of  Practice 

Affecting  Relationships  at  the  Level  of 

Patient  Care 

It  might  be  thought  that  the  problems  we 
are  discussing  would  disappear  completely 
if  more  nurses  were  available — in  other 
words,  that  the  difficulties  arise  simply  and 
directly  from  the  shortage  of  nursing  per- 
sonnel. While  there  can  be  no  question  that 
the  relative  scarcity  of  nurses  aggravates 
the  problems,  we  believe  that  other  impor- 
tant changes  have  taken  place  in  the  frame- 
work of  medical  care  which  call  for  modi- 
fication of  the  roles  and  responsibilities  of 
doctors  and  nurses. 

When  patient  care  in  hospitals  consisted 
largely  of  custodial  care  together  with  some 
daily  medications  or  perhaps  a  change  of 
dressing,  the  doctor's  orders  were  simply 
stated  and  simply  carried  out.  The  nurse's 
primary  task  was  to  give  the  patient  per- 
sonal care  and  comfort.  Though  these  tasks 
possess  technical  characteristics  and  require 
skill  and  understanding  for  effective  per- 
formance, they  are  nevertheless  largely  non- 
medical (the  term  "medical"  being  used  in 
this  context  to  signify  clinical,  technical, 
and  professional  procedures  related  to  the 
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biochemical,  pliysiologic,  and  related  pro- 
cesses which  characterize  specific  disease 
conditions).  The  change  in  disease  patterns, 
the  transformation  in  the  tasks  performed 
in  hospitals  which  result  from  greatly  im- 
proved and  complicated  therapies,  has 
meant  that,  l^eyond  the  personal  hygiene 
and  traditional  nursing  duties  of  watchful- 
ness, patient  comfort  and  cleanliness,  and 
the  performance  of  simple  procedures,  a 
growing  array  of  new  specialized  diagnostic 
and  therapeutic  techniques  of  a  technical 
and  professional  natvu'e  need  to  be  perform- 
ed for  an  increasing  proportion  of  patients. 

Interdependence   oj   the   Professions 

This  transformation  has  increased  the 
interdependence  of  nurses  and  physicians  as 
well  as  made  both  more  dependent  on  in- 
terns and  residents.  No  longer  can  the  at- 
tending physician  visit  his  hospital  patients, 
perform  all  the  technical  and  professional 
services  they  may  need  until  his  next 
scheduled  visit,  leaving  to  nursing  only  the 
traditional  type  of  responsibilit}-.  Patient 
care  is  no  longer  what  the  doctor  does  plus 
traditional  nursing  care,  each  complement- 
ing but  being  quite  distinct  from  the  other. 
There  is  now  a  growing  interface  in  which 
procedures  first  developed  by  doctors  may 
be  performed  quite  effectively  b}'  adequate- 
ly trained  nurses.  There  are  procedures  and 
problems  of  judgment  in  medical  care  today 
which  cannot  be  clearly  designated  as  solely 
medical  or  solely  nursing:  rather,  the}'  are 
part  of  a  continuum.  At  one  extreme  are 
tasks  which  only  a  highly  trained  physician 
can  perform  adequately;  at  the  other  are 
tasks,  generallj'  considered  to  be  of  a  nurs- 
ing nature,  which  can  be  adequately  per- 
formed by  persons  with  no  professional 
education  whatever.  Between  these  two  ex- 
tremes is  a  growing  body  of  tasks  which  can 
be  performed  by  plwsicians  or  b\'  nurses. 

For  some  of  these  tasks,  nurses  may  re- 
quire specialized  preparation  not  presently 
included  in  their  professional  education.  For 
some  of  the  most  recent,  this  may  also  be 
true  of  physicians.  Thus,  as  the  medical 
sciences  advance,  physicians  tend  to  dele- 
gate more  and  more  technical  functions  to 
the  nurse,  and  the  nurse,  in  turn,  delegates 
some  of  her  simpler  tasks  to  the  practical 


nurse,  the  nurse's  aide,  and  the  maid.  In 
this  wa}'  the  medical  and  nursing  profes- 
sions, like  most  other  professions  these  daj'S, 
find  themseh'es  in  a  state  of  flux,  experienc- 
ing a  change  in  the  status  of  their  work  in 
relation  to  their  past,  to  each  other,  and  to 
the  public. 

Until  a  few  decades  ago  it  would  have 
been  quite  easy  to  define  the  scope  and 
range  of  the  physician's  functions  and  those 
of  the  nurse,  and  there  would  have  been 
little  overlapping.  Today,  this  is  impossible. 
Definitions  which  attempt  to  do  this  are  in- 
valid, unrealistic,  illogical,  and  non-contri- 
butory. The  phenomenon  of  overlapping 
functions  is  not  limited  to  medicine  and 
nursing.  It  is  clearly  evident,  for  example, 
between  psychiatry  and  psychology',  law  and 
accounting,  social  work  and  psychiatry. 

Resposibility  jor  Action 

For  the  nursing  profession,  these  changes 
seem  to  call  for  more  ad\anced  educational 
preparation,  both  liberal  and  scientific,  and 
greater  independence  of  judgment.  The  need 
for  the  latter  extends  far  bej'ond  the  pa- 
tient's bedside.  The  question  is.  must  the 
impetus  for  each  modification  of  the  scope 
and  responsibility  of  nursing  filter  through 
the  medical  profession,  or  should  much  of 
it  represent  a  farity  direct  utilization  by 
nursing  of  the  developments  emerging  from 
research  and  demonstrations?  The  latter 
process  is  indeed  taking  place,  but  its 
reality  and  import  is  not  adequatsly  recog- 
nized b}'  either  profession.  For  the  medical 
profession,  it  calls  for  a  greater  measure  of 
cooperative  endeavor  based  upon  joint 
function,  as  distinguished  from  a  kind  of  ter- 
ritorial segregation  of  tasks  which,  though 
mutally  supportive,  do  not  overlap. 

While  nurses  have  become  increasingly 
identified  with  organized  methods  of  pro- 
viding care,  such  as  in  hospitals  and  clinics, 
physicians  have  continued  to  work  pre- 
dominantly as  individuals.  The  organiza- 
tion within  which  nursing  functions  on  a 
round-the-clock  basis  has  had  the  effect  of 
moderating  individual  work  patterns. 
Nurses  have  gradually  become  accustomed 
to  direction  and  mediation  by  their  profes- 
sional peers,  but  physicians  have  continued 
to    display    a    singular    individuality.    The 
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nurse  is  daily  faced  with  the  prospect  of 
deahng  with  a  varietj'  of  physicians,  each 
of  whom  retains,  essentially  unmodified,  his 
own  philosophy  and  goals  of  patient  care. 
The  physician  may  deal  with  a  similar  num- 
ber of  people,  but  most  of  these  consider 
themselves  part  of  the  institutional  frame- 
work and  ha\'e  consciously  or  otherwise 
modified  their  behavior. 

Physicians  and  nurses  must  function 
with  a  more  consistent  understanding  of 
each  other's  capacities,  limitations,  and  po- 
tentials. This  means  that,  in  daily  contact, 
responsibilities  must  be  assumed  from  the 
vantage  point  of  the  integrated  functioning 
of  the  patient  care  program  as  a  whole 
rather  than  from  that  of  fragmented  needs 
and  limited  orientation.  The  nurse  is  no 
longer  the  handmaiden  of  the  physician. 
New  developments  cannot  be  delayed  while 
they  are  filtered  through  a  system  which 
requires  physicians  to  review  all  informa- 
tion that  is  passed  on  to  the  nurse.  Labora- 
tory discoveries  may  well  be  shared  simul- 
taneously and  directly  with  nurses  as  well 
as  physicians,  thus  emphasizing  the  respon- 
sibility of  nurses  to  participate  in  decisions 
regarding  the  application  of  such  develop- 
ments to  patient  care. 

In  such  situations,  how  does  one  decide 
who  should  perform  which  task?  This  de- 
pends somewhat  upon  whether  the  decision 
is  made  by  institutions  or  by  individuals, 
and  whether  it  must  be  made  immediately 
or  whether  there  is  time  for  exploration, 
review  and  planning  for  change. 

A  crucial  aspect  of  the  decisions  in  the 
allocation  of  tasks  can  be  stated  as  follows: 
Given  such  a  task  as  starting  the  intraven- 
ous administration  of  a  glucose  solution 
postoperatively  when  ordered  by  a  phys- 
ician, should  this  be  performed  by  the  per- 
son who  has  far  more  skill  and  background 
knowledge  than  is  needed  to  perform  this 
procedure  adeciuately,  or  should  it  be  done 
by  one  ha\'ing  the  minimum  amount  of  skill 
and  background  rec^uired  to  perform  this 
particular  task  safely  and  well? 

Overqualification  is  wasteful  and  un- 
productive for  the  organization  as  a  whole 
and  of  dubious  justification  in  terms  of 
specific   job    requirements.    It    is   unneces- 


sarily wasteful  to  insist  that  a  specific  task 
be  performed  by  the  most  highlv  skilled 
person.  A  more  rational  approach  would  be 
to  specify  that  tasks  be  performed  by  per- 
sonnel having  the  least  amount  of  skill  and 
training  needed  to  perform  them  well. 

Much  of  what  we  have  said  thus  far  has 
been  said  before,  and  is  generally  consider- 
ed to  be  widely  understood.  Although  recog- 
nizing the  relevance  of  these  forces  and 
changes,  many  physicians,  nurses,  and  ad- 
ministrators continue  to  exj^erience  great 
difficulties  in  developing  the  modifications 
necessary  to  produce  more  satisfactory  pa- 
tient care  services.  As  they  face  the  dilem- 
mas loosed  by  present  day  needs,  they  are 
often  possessed  by  a  sense  of  frustration, 
chagrin,  cynicism,  and  sadness.  Delineating 
and  understanding  the  basic  issues  is  essen- 
tial to  effective  action,  but  does  not,  of  it.self, 
produce  solutions  to  problems. 

Facilitating  Action 

Effective  action  dealing  with  physician- 
nurse  relationships  in  the  care  of  patients 
can  be  facilitated  by  an  analysis  of  partic- 
ular problems  in  terms  of  the  specific 
components  which  are  crucial  to  their  suc- 
cessful solution.  Thus  we  offer  three  cate- 
gories for  such  an  analysis. 

First,  there  are  situations  lending  them- 
selves to  simple  change  which  can  be  im- 
plemented immediately.  Often  this  involves 
a  fairly  apparent  alteration  of  physical  ar- 
rangements or  procedures.  Frequently  such 
situations  involve  merely  a  decision  about 
who  among  many  a  certain  task  will  be 
assigned,  where  the  competence  to  perform 
it  already  exists.  For  example,  a  wide  \'arie- 
ty  of  hospital  personnel  are  skilled  enough 
to  carry  a  food  tray  ni  to  a  patient.  The 
determination  of  who  will  in  fact  do  it  can 
be  quickly  made,  since  competence  is  not 
an  issue. 

Second,  there  are  situations  recjuiring 
changes  which  in  and  of  themseh'es  ma.y  be 
either  simple  or  complex  but  require  time 
for  implementation.  Time  may  be  needed  to 
train  people  to  develop  a  certain  special 
competence  or  to  modify  laws  or  regula- 
tions: it  is  required  to  implement  a  desig- 
nated, specifically  programmed  preparation 
for  change.  An  example  would  be  the  de- 
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cision  that  intia\enous  fluids  need  not  be 
administered  by  physicians  but  can  be  given 
by  professional  nurses  with  adequate  train- 
ing. Time  is  the  crucial  element  needed  to 
provide  the  necessary  training  or  to  amend 
intra-institutional  or  extra-institutional  reg- 
ulations. 

Third,  there  are  situations  which  are 
basically  an  expression  of  the  attitudes, 
roles,  and  ^■alues  of  nurses  and  physicians 
and  which  can,  therefore,  be  expected  to 
respond  to  change  i-elatively  slowly.  Such 
situations  involve,  as  the  core  of  the  difficul- 
ty, attitudes  and  expectations  rather  than 
specific  skills  or  competence.  These  prob- 
lems are  complex  and  the  solutions  are 
often  long-term,  involving  deliberate,  plan- 
ned, and  widespread  change  in  institutions 
of  care  and  education,  in  communities,  in 
states,  and  even  in  nations. 

Consider  the  circumstances  confronting  a 
physician  and  a  nurse  when  that  physician 
enters  a  hospital  to  see  his  patients.  He  re- 
views the  chart  and  may  ask  the  nurse  for 
supplementary  .information.  When  he  is 
ready  to  go  to  the  patient,  does  the  nurse 
accompany  him?  Should  she  accompany 
him?  Always,  or  only  sometimes?  Does  the 
physician  need  the  nurse  always  or  only 
sometimes?  What  is  the  best  "routine"? 
How  can  such  questions  best  be  answered, 
and  by  whom? 

Possible  approaches  include,  first,  the 
routine  requirement  that  nurses  always  ac- 
company a  physician,  or  second,  the  rule 
prohibiting  nurses  from  ever  accompanying 
the  physician  except  when  he  specifically 
requests  them  to  do  so.  The  first  approach 
provides  no  room  for  adjustment  to  individ- 
ual situations  by  either  the  nurse  or  the 
physician.  The  second  places  the  full  re- 
sponsibility on  the  physician,  leaving  the 
nurse  no  opportunity^  for  flexibility  in  the 
face  of  competing  patient  care  needs. 

Both  approaches  ignore  the  fact  that  some 
cases  can  be  handled  well  without  the 
presence  of  a  nurse  and  others  can  be  hand- 
led well  only  with  the  presence  of  the  nurse, 
and  that  both  nurse  and  physician  must  be 
able   to   decide  in  specific   instances.   Both 


approaches  avoid  the  issue  of  the  constant 
need  for  the  nurse  as  well  as  the  physician 
to  exercise  judgment  regarding  the  degree 
of  mutual  invoh'ement  necessary  to  provide 
efficient  patient  care.  The  solution  lies  in 
dealing  with  the  attitudes  of  both  physic- 
ians and  nurses  towards  their  roles  and  re- 
sponsibilities. Each  has  special  and  signi- 
ficant information  which  can  contribute  to 
the  patient's  care.  Onlj-  on  the  basis  of  con- 
sistently .successful  interaction  will  patient 
care  be  impro\-ed.  Thus,  a  seemingly  sim- 
ple situation  in  which  the  nurse  must  de- 
cide if  she  should  volunteer  to  accompany 
the  doctor  to  see  a  patient  and  in  which  the 
physician  must  decide  if  he  needs  her  at- 
tendance, requires  a  clear  understanding 
of  the  constant  dailj'  challenge  such  a  ques- 
tion presents  to  the  attitudes  and  exj^ecta- 
tions  of  each. 

The  ever-expanding  developments  and 
complexities  of  medical  care  require  a  will- 
ingness to  approach  changes  in  attitude  di- 
rectly and  fundamentally  through  deliber- 
ate planning  and  purposeful  modification 
of  concepts  and  practice.  Such  an  approach 
must  involve  medical  and  nursing  prac- 
titioners on  two  levels  simultaneously:  (1) 
in  those  institutions  responsible  for  the  ed- 
ucation of  future  physicians  and  nurses;  and 
(2)  in  community  hospitals  across  the  na- 
tion. A  change  in  educational  experience  of- 
fers potential  long-term  effects.  However, 
community  hospitals  cannot  mark  time 
while  waiting  for  a  day  in  the  future  when 
something  new  begins  to  emerge  as  a  result 
of  a  reformation  in  basic  professional  educa- 
tion. Modification  of  concepts  and  practice 
must  begin  there  now. 

Progress  in  patient  care  can  be  greatly 
expedited  by  the  progress  which  physicians 
and  nurses  make  in  stepping  out  of  their 
traditional  professional  grooves  and  thus  de- 
veloping creati\-e  solutions  to  the  problems 
which  face  us  all. 

Rejerences 

1.  Facts   About   Nursing,    New   York.    American    Nurses 
Association.  19.58  and  1962  editions. 

2.  Davis.  M.  M.,  Medical  Care  for  Tomorrow,  New  Yorit, 
Harper  and  Brotliers,    1955,  page   111. 


OVER  $100,000,000  . . . 


has  been  paid  to  North  Carolina 
physicians  and  hospitals  by  Hos- 
pital Care  Association  since  its 
establishment  in  1933.  Current 
benefit  payments  exceed  $1  mil- 
lion a  month. 

Practical  benefit  schedules,  includ- 
ng  full  payment  for  many  services; 
prompt  settlement  of  claims  direct 
with  doctor  and  hospital;  maximum 
return  in  benefits  from  the  dues 
dollar  .  .  .  these  are  all  good  rea- 
sons why  one-third  of  the  nation's 
population— including  more  than 
one  million  Tar  Heels— depend  on 
Blue  Cross  and  Blue  Shield  mem- 
bership to  protect  savings  and  cur- 
rent earnings  in  time  of  illness  or 
accident. 

You  can  recommend  Blue  Cross  and 
Blue  Shield  to  your  patients  with 
confidence. 


BLUE  CROSS  BLUE  SHIELD 


HOSPITAL  CARE  ASSOCIATION 

DURHAM.  NORTH  CAROLINA 
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The  New  Enlarged  Program  of 

DISABILITY  INSURANCE 


AVAILABLE  TO   MEMBERS  OF 


The  Medical  Society  of  the  State  of  North  Carolina 

DESIGNED  TO  MEET   PRESENT   DAY   NEEDS 

PLANS  UP  TO 

•  $250.00  WEEKLY  DISABILITY  INCOME  BENEFITS  ($1,080.00  monthly) 

•  $20.00  PER  DAY  EXTRA  HOSPITAL  BENEFIT  (Optional) 


PLAN   A      (Basic) 


Lifetime  Accident 

and 
7  years  Sickness 


SEMI-ANNUAL   PREMIUMS 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum  For 

Accidental 

Death 

Premium  Age 
40  and  Over 

tReduced  Premium 
To  Age  40 

$250.00 

Up  to  $50,000.00 

$5,000.00 

$244.50 

$183.50 

$200.00 

Up  to  $40,000.00 

$5,000.00 

$196.50 

$147.50 

$150.00 
$100.00 

Up  to  $30,000.00 

$5,000.00 

$148.50 

$111.50 

Up  to  $20,000.00 

$5,000.00 

$100.50 

$   75.50 

PLAN    AA       (Long  Term) 


SEMI-ANNUAL   PREMIUMS 


Lifetime  Accident 

and 
For  Sickness,  from 

Inception  of 

Disability  to  Your 

Attainment  of 

Age  65 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum  For 

Accidental 

Death 

Premium  Age 
40  and  Over 

tReduced  Premium 
To  Age  40 

$250.00 

Up  to  $50,000.00 

$5,000.00 

$292.00 

$219.25 

$200.00 

Up  to  $40,000.00 

$5,000.00 

S234.50 

$176.00 

$150.00 

Up  to  $30,000.00 

$5,000.00 

$177.00 

$133.00 

$100.00  .    Up  to  $20,000.00 

$5,000.00 

$119.50     1         $   89.75       1 

The  premiums  for  Plan  AA  will  be  reduced  to  the  same  premium  as  for  Plan  A  at  age  58. 

Note:  The  above  rotes  do  not  increase  at  age  50,  or  even  at  age  60! 
lOn  attaining  age  40,  age  40  rates  apply  on   renewal. 

J.  L.  CRUMPTON, 

State  Mgr. 

Professional    Group    Disability    Division 

COM.V\ERCIAL   INSURANCE  COMPANY   OF   NEWARK,   N.   J. 

Box    147,    Durham,    N.   C. 

J.   Slade   Crumpton,    Field    Representative 

If  more  information  is  needed  or  help  desired  in  completing  your  enrollment, 
please  call  us  collect: 

Area   Code   919— Phone   682-5497. 


October,  1964 


439 


Let  Tkem  Play  Ball 

Frank  E.  Barnes,  Jr.,  M.D.*t 
Smithfield 


Colonel  John  Glenn  has  fired  the  imagina- 
tion and  the  national  pride  of  his  country- 
men. Through  intensive  training  and  com- 
petition he  has  become  the  symbol  of  a 
healthy  American  male.  America  needs 
many  more  such  disciplined  and  competent 
men  and  women.  President  Kennedy  took 
the  lead  in  encouraging  young  people  to  get 
more  physical  exercise.  He  said:  "All  of  us 
must  consider  our  own  responsibilities  for 
the  physical  vigor  of  our  children  and  of  the 
young  men  and  women  of  our  community. 
We  do  not  want  our  children  to  be  a  genera- 
tion of  spectators.  Rather,  we  want  each  of 
them  to  be  a  participant  in  the  vigorous 
life." 

Few  parents  would  disagree  with  this  ad- 
vice, but  many  are  confused  about  how  their 
junior  high  school  children  can  get  needed 
exercise  and  physical  development  safely 
and  beneficially.  If  young  people  are  to  have 
sufficient  opportunities,  both  school  and 
community  must  work  together  for  pro- 
viding many  ways  of  healthful  sports  par- 
ticipation, not  the  building  of  spectators. 

The  varsity  sports  programs  of  our 
schools  serve  about  3  per  cent  of  our  stu- 
dents today.  What  about  the  other  97  per 
cent?  We  need  to  take  a  look  at  our  present 
school  curriculum — only  one  year  of  phys- 
ical education  is  required  for  college  en- 
trance and  one  year  of  the  combined  sub- 
jects of  health  and  physical  education  is  re- 
quired in  high  school — and  at  the  limited 
use  of  physical  facilities  for  exercise  and 
organized  play  activities  for  the  masses  of 
students  in  our  junior  and  senior  high 
schools.  Broader  programs  are  needed. 

Effective  safeguards  must  be  built  into 
any  organized  athletic  program.  These  in- 


Presented  to  the  Parent-Teacher  Association,  Smithfield, 
March,    1964, 

'Chairman,  Subcommittee  on  IWedical  Aspects  of  Sports, 
Medical  Society  of  the  State  of  North  Carolina,  and  med- 
ical member  of  the  North  Carolina  Youth  Fitness  Com- 
mission, 

tDr.  Barnes  died  in  the  crash  of  his  private  airplane 
at  Oceanport,  New  Jersey,  June  23,   1964. 


elude  proper  conditioning,  limited  practice 
and  playing  time,  instruction  by  qualified 
coaches,  physical  examination  before  par- 
ticipation, and  regular  check-ups  with  con- 
stant medical  supervision  of  all  participants. 
Parents  should  see  that  these  safeguards  are 
provided.  It  has  been  demonstrated  that 
those  students  who  engage  in  school  sports 
are  subject  to  far  less  serious  injury  than 
those  who  play  sandlot  football,  backyard 
baseball,  and  other  types  of  unsupervised, 
uncontrolled  sports. 

Much  is  said  about  the  dangers  of  com- 
petition. Competitive  sports  have  been 
known  throughout  history  and  we  can  safe- 
ly assume  that  they  are  here  to  stay — either 
with  or  without  proper  training  and  sup- 
ervision. There  is  evidence  of  pressure  be- 
ing brought  on  the  schools  to  eliminate  com- 
petition in  junior  high  school  age  children 
for  fear  of  the  emotional  trauma  it  might 
cause  the  child.  Attempts  are  made  to  cur- 
tail sports  because  of  what  losing  may  do  to 
him.  The  child  does  react  to  losing,  but 
comes  back  the  next  day  ready  to  go  again 
and  eager  to  win  the  next  game.  Parents, 
however,  may  not  adjust  so  easily  and  may 
overemphasize  the  loss  or  the  win,  moved 
by  their  own  emotions  rather  than  those  of 
the  child.  It  is  right  to  want  to  win;  Amer- 
ica was  built  on  this  thesis.  But  we  also  have 
to  learn  how  to  lose  and  try  again.  When 
teams  are  fairly  evenly  matched,  youth 
thrives  on  competition.  Children  should  be 
encouraged  to  strive  for  goals  and  to  do 
their  best. 

It  is  apparent  that  schools  cannot  provide 
sufficient  opportunities  for  all  our  children. 
Community  teams  are  an  important  way  of 
meeting  the  need  for  more  sports.  There  are 
some  unfounded  fears  about  such  teams — 
about  their  safety  and  their  effect  on  young 
players.  Over  a  million  youngsters  under  14 
have  played  some  form  of  "Pop  Warner" 
football  without  a  fatality  since  1930.  Over 
20,000  community  teams  currently  see  ac- 
tion each  fall.  Tracy  Hart  reported  on  five 
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years  of  community  football  activity  in  Kin- 
ston,  North  Carolina,  where  1600  boys  play- 
ed midget  football;  there  were  only  three  in- 
juries that  needed  hospitalization  and  all  of 
these  three  patients  had  full  recoveries.  In 
Smithfield,  Selma,  and  in  the  Durham  pro- 
gram under  Junius  Beck,  no  serious  injuries 
were  reported  last  year. 

Little  League  baseball  has  an  even  lower 
injury  rate.  In  the  national  program,  some 
43  million  baseballs  were  thrown  last  year 
and  over  7  million  boys  enjoyed  the  sport 
with  an  injury  rate  of  less  than  2  per  cent. 
Kinston  reported  over  1400  boys  active  last 
summer,  and  only  one  injur}' — a  wrist  in- 
jury— required  hospitalization.  In  all  these 
programs  the  boys  have  been  covered  by 
a  medical  accident  insurance  policy. 

There  are  reasons  for  the  low  percentage 
of  accidents.  Just  as  in  properly  run  school 
athletic  programs,  safeguards  have  been 
taken: 

1.  These  boys  were  properly  conditioned 


to  enter  competitive  sports. 

2.  They  had  proper  supervision. 

3.  Practice  time  was  limited  to  protect 
players  from  overexertion. 

4.  They  were  taught  the  rules  of  the  game 
and  fair  play. 

5.  They  were  taught,  by  qualified  coaches 
who  understand  children,  the  fundamentals 
of  the  game,  team  cooperation,  self-protec- 
tion, and  techniques  to  develop  their  own 
abilities. 

The  same  philosophy  about  competition 
applies  to  non-school  athletics  as  to  school 
athletics.  Children  and  youth  take  competi- 
tion in  stride  when  parents  and  other  adults 
in  the  community  refrain  from  interference 
and  demonstrate  a  sense  of  proportion. 

In  summary,  school  and  community  re- 
soui'ces  need  to  be  used  fully  by  parents  and 
community  leaders  to  answer  the  challenge: 
How  can  we  provide  a  full  range  of  physical 
acti\'ities  for  our  growing  youngsters? 


Winston-Salem      ^Greensboro 

••      •  v  •&•    • 

•        -  Raleigh 
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GETTING  A  NON-TOXIC  START 
IN  LIFE 

After  nine  months  as  a  parasite,  the  hu- 
man infant  arrives  in  the  world  with  many 
of  its  abihties  still  in  the  potential  stage.  In 
most  cases  the  physiologic  transition  from 
potential  to  actual  is  made  smoothly.  When 
there  is  a  lack  of  some  vital  function,  the 
child  may  die  promptly  after  losing  the 
mother's  support,  as  is  readily  seen  in  the 
case  of  renal  agenesis.  Less  readily  seen  is 
the  poorly  developed  ability  of  the  liver  to 
carry  out  some  of  the  functions  it  will  per- 
form so  well  within  a  few  days  after  birth. 
Dr.  London  deals  with  these  problems  in 
his  paper,  "Drugs  and  Neonatal  Jaundice," 
which  appears  in  this  isue  of  the  Journal. 


It  is  surprising  that  in  the  current  furor 
over  drug-testing,  little  attention  has  been 
given  to  drug  effects  in  the  newborn  period. 
The  "Report  of  the  Commission  on  Drug 
Safety,"  just  released,  contains  nothing  on 
the  matter,  although  a  considerable  discus- 
sion of  teratologic  complications  is  included. 
Hopefully,  it  will  not  take  a  tragedy  like 
the  thalidomide  affair  to  call  attention  to 
the  importance  of  the  pharmacologic  pecul- 
iarities of  inti-auterine  life  and  the  neonatal 
period. 

:i:         ♦         * 

IN  SIGHT,  IN  MIND 

Medical  students,  both  with  and  without 
the  M.D.  degree,  are  prone  to  groan  about 
the  great  number  of  dermatologic  entities. 
All  sorts  of  spots,  large  and  small,  are  cata- 
logued, bearing  names  that  in  some  cases 
sound  like  a  list  of  the  cabinet  officers  of  a 
Balkan  country.  When  the  spots  change 
color  or  arrangement,  the  name  often 
changes  too.  When  the  field  of  hematology 
is  considered  it  is  found  to  bear  many  simi- 
larities to  dermatology  in  regard  to  the  pro- 
fusion of  diagnostic  terms  and  entities.  Per- 
haps one  reason  lies  in  the  visible  manifes- 
tations of  disease  affecting  these  organ  sys- 
tems. Not  only  are  there  many  primary 
afflictions,  but  the  skin  and  blood  changes 
secondary  to  disease  in  the  rest  of  the  body 
can  be  readily  observed  and  described  for 
publication. 

Now  that  there  is  an  instrument  for  peer- 
ing into  virtually  every  hole  made  by  na- 
ture, or  opening  that  can  be  made  by  man, 
we  will  no  doubt  have  increasing  numbers 
of  secondary  changes  reported.  If  it  were 
possible  to  have  colored  x-ray  pictures,  the 
situation  would  hardly  be  supportable.  The 
prospect  of  such  an  onslaught  is  one  of  the 
things  that  eases  the  sting  of  getting  older. 


MENINGOCOCCI 

Antibacterial  therapy  is  used  successfully 
in  meningococcal  infections,  and  has  been 
for  many  years,  yet  these  organisms  con- 
tinue to  plague  us,  literally  and  figuratively. 
Two  large  military  installations  in  Califor- 
nia have  recently  been  affected  by  epidem- 
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ics  of  meningococcal  infection,  and  the  epi- 
demics have  been  difficult  to  halt.  When  a 
patient  is  found  to  have  a  meningococcal  in- 
fection, his  physician  must  not  only  con- 
cern himself  with  that  patient  but  with  all 
his  contacts,  and  the  answers  to  his  prob- 
lems are  hard  to  find. 

The  versatility  of  the  meningococcus  in 
disease  production  is  illustrated  by  Dr. 
Stamey's  paper  in  this  issue  of  the  Journal, 
reminding  us  that  this  organism  is  a  pyogen 
and  on  occasion  will  act  accordingly.  When 
one  next  meets  the  organism  it  may  be  in 
its  usual  role,  producing  purulent  meningi- 
tis, or  striking  down  a  child  with  the  Water- 
house-Friderichsen syndrome.  Less  com- 
monly it  may  produce  a  slightly  more 
chronic  infection,  such  as  the  one  reported 
by  Dr.  Stamey.  Like  many  of  our  problems, 
this  bacterium  is  half-way  under  the  rug, 
but  still  visible  and  annoying. 

^  ^  ^ 

THE  NURSES 

Laments  for  the  good  old  days,  among 
groups  of  physicians,  usuallj-  include  "old- 
fashioned  nvu'ses."  But  the  good  old  days 
were  not  so  good  so  far  as  the  nurses  them- 
selves are  concerned.  Like  physicians,  they 
want  to  have  professional  identity,  to  be  an 
independent  profession  and  not  the  phys- 
ician's handmaiden.  The  increasing  num- 
ber of  college-educated  nurses  with  the 
bachelor's  degree  and  graduate  degrees 
lends  weight  to  their  wish  for  distinction. 
These  aspirations,  and  the  changing  pattern 
of  nursing  care  which  accompanies  them, 
must  be  appreciated  by  the  medical  profes- 
sion and  both  groups  must  adapt  to  their 
new  relationship. 

A  conference  jointly  sponsored  by  the 
American  Nursing  Association  and  the 
American  Medical  Association  was  held  in 


Williamsburg  last  February  as  a  step  in 
the  right  direction.  Our  society's  represen- 
tative. Dr.  Elias  Faison  of  Charlotte,  was 
much  taken  by  the  good  spirit  and  progress 
shown  at  the  conference,  and  as  the  result 
of  his  efforts  the  paper  by  Dr.  Sheps  and 
Mrs.  Bachar  appears  in  this  issue.  Many 
North  Carolina  physicians  came  to  know 
Dr.  Sheps  when  he  was  a  faculty  member  of 
the  School  of  Public  Health  at  Chapel  Hill. 
A  frank  and  open  discussion  of  common 
problems  cannot  help  but  improve  the 
status  of  nursing,  which  will  help  in  pro- 
viding better  patient  care,  the  ultimate  ob- 
jective of  both  groups.  Neither  the  aspira- 
tions of  the  nurses,  the  types  of  nurses,  nor 
the  new  tasks  of  nurses  are  inconsistent 
with  good  personal  care  of  individual  pa- 
tients. It  is  the  task  of  both  professions  to 
get  the  job  done  in  an  atmosphere  of  good 
will  and  understanding  of  one  another's 
problems.  The  Journal  is  glad  to  do  its  part, 
following  the  lead  of  the  J.A.M.A^ 

•Clark,  B.  F. :  "Solving  the  Nurse  Shortage  in  Vermont". 
J.A.M.A.    189:643-644,   August,    19G4. 


HEART   FAILURE    IN    INFANTS 

Medicine  is  currently  congratulating  it- 
self over  the  lengthening  list  of  curable 
forms  of  disease  in  the  circulatory  system. 
Obviously,  such  cures  are  not  possible  if 
the  diagnosis  goes  unsuspected.  In  this  is- 
sue of  the  Journal  Drs.  Spach  and  Canent 
summarize  the  problems  of  diagnosis  pe- 
culiar to  heart  failure  early  in  life,  and 
go  on  to  present  the  current  status  of  surgi- 
cal therapy  available  for  various  congenital 
cardiac  anomalies.  Their  brief  presenta- 
tion of  this  material  should  be  useful  for 
our  readers  as  a  reference,  and  productive 
of  hope  as  well. 
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KERR-MILLS  IMPLEMENTATION 

The  Health  Opportunity  Program  spon- 
sored by  AMA  is  receiving  widespread  pub- 
licity and  has  stimulated  hundreds  of  in- 
quiries regarding  available  health  benefits. 
Senior  citizens  are  awakening  to  the  fact 
that  medical  assistance  is  available  in  their 
own  state  under  the  legislation  which  we 
have  repeatedly  advocated. 

With  the  Medicare  Bill  dormant,  at  least 
for  the  next  few  months,  we  have  a  rare 
opportunity  to  implement  the  Kerr-Mills 
Bill  and  demonstrate  clearly  its  superiority 
to  the  Forand  and  King-Anderson  type  leg- 
islation. It  should  therefore  be  the  urgent 
responsibility  of  every  physician  in  the  state 
to  let  none  of  these  requests  pass  unheeded. 
We  must  help  those  who  are  eligible  obtain 
assistance  and  explain  the  program  carefully 
to  those  who  are  not. 

Like  every  new  program,  there  are  many 
wrinkles  to  be  ironed  out  and  many  details 
to  be  learned.  Undoubtedly  the  budget  allo- 
cation for  this,  the  initial  year  of  benefits, 
will  prove  entirely  inadequate,  but  with 
demonstrated  feasibility  of  the  program,  a 
more  realistic  allocation  could  be  expected 
for  the  next  biennium.  You  have  already  re- 
ceived, or  soon  will  receive,  brochures  ex- 
plaining implementation  of  the  bill  to  you 
and  to  the  patient-public.  Let  us  become 
informed  and  exert  ourselves  to  prove  the 
worth  of  this  program.  Every  satisfied  pa- 
tient will  become  a  supporter  in  future  op- 
position to  Medicare  legislation. 

^      ^      ^ 

"DECISIONS,  DECISIONS!" 

An  old  man  in  our  area,  noted  less  for 
his  energy  than  his  inertia,  was  offered  a 
job  a  few  years  ago  sorting  apples  as  they 
passed  him  on  a  mechanical  conveyor  belt. 
The  pay  was  good  and  the  effort  minimal. 
After  a  few  days,  however,  he  gave  it  up 
with    the    simple    explanation,    "Decisions, 


decisions;    nothing    but    decisions    all    day 
long." 

The  retiring  president  of  the  Washington 
State  Medical  Association  recently  told  me 
that  the  most  difficult  task  in  his  year  of 
office  was  deciding  which  matters  coming  to 
his  desk  deserved  priority  attention.  To 
this  I  echo  a  heartfelt  amen.  The  problem 
however,  is  not  limited  to  officials  of  med- 
ical organizations  but  confronts  every  phy- 
sician whose  time  is  limited  by  the  demands 
of  a  heavy  practice.  Medical  journals,  throw- 
away  magazines,  contribution  requests,  ad- 
vertisements, brochures  on  new  (and  some- 
times old)  drugs,  insurance  forms,  bills,  oc- 
casional checks,  these  and  many  others  lit- 
erally swamp  the  physician  every  working 
day.  To  read  and  intelligently  digest  these 
communications  would  leave  little  or  no 
time  to  care  for  those  who  need  his  services. 
With  the  help  of  an  intelligent  and  discrimi- 
nating secretary  most  of  us  manage,  some- 
how, to  wade  through  after  a  fashion. 

The  socioeconomic  demands  facing  all  of 
us  are  often  of  vital  concern,  yet  we  are 
hard  put  to  decide  which  ones  deserve  our 
attention  and  action.  Of  these  innumerable 
distractions  I  would  urge  you  to  give  high 
priority  at  least  to  that  of  communications 
from  your  state  and  county  medical  socie- 
ties. It  is  the  responsibility  of  those  elected 
to  guide  the  affairs  of  your  medical  organi- 
zations, to  keep  you  informed  on  matters 
requiring  your  attention  and  to  protect  you 
from  the  masses  of  unimportant  trivia. 
Those  who  prepare  these  communications 
labor  long  and  diligently  to  assimilate  per- 
tinent information  and  disseminate  it  for 
your  benefit. 

I  would  reiterate — read  carefully  your 
Journal,  Public  Relations  Bulletin,  and  of- 
ficial communications.  We  welcome  sug- 
gestions and  criticisms  which  will  help  us 
do  this  more  expediently. 

T.  S.  Raiford,  M.D. 
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FOR  SPACE  IN  THE  SCIENTIFIC  EXHIBIT 

1965  Annual  Meeting  Medical  Society  of  the  State  of  North  Carolina 

Charlotte  Merchandise  Mart  Charlotte,  N.  C.  May  1,  2,  3,  4,  5,  1965 


Fill  in  and  Mail  to: 

FREDERICK  TAYLOR,  M.D.,  Chairman 

Committee  on  Scientific  Exhibits 
1012  Kings  Drive 
Charlotte,  N.  C. 

(Applications  for  space  should  be 
received  before  December  31,  1964) 

Dimensions  and  structure  of  Medical  Society 
of  the  State  of  North  Carolina  Scientific  booth 
are  shown  in  accompanying  illustration. 


SPACE  AS  RESERVED   BY  EXHIBITOR 


: : -1.-^ /,:   ^ii?fe|SriSm»}idf sua iK 


Pressed  board  &  burlap  cover 


1.      Title  of  Exhibit: 


2.  Description  or  nature  of  exhibit:  (Attach  brief  description  to  this  blank). 

3.  Will  you  require  shelf  space? 


4.  Give  approximate  amount  of  back  wall  space  needed.  (Included  in  total  space  is  two 
side  walls  of  four  feet  in  depth) . . 

5.  Name  of  institution  co-operating   in  the  exhibit  (if  desired) 

6.  Name  of  exhibitor: ___^^ 


Title 


8.      Address 


(Street  &  No.) 


-(City) 


(a)  First  Associate 

(b)  Second  Associate 

Small  photograph  of  display  is  requested  where  available. 


The  Medical  Society  of  the  State  of  North  Carolina  will  provide  without  cost  to  the 
exhibitor  the  following:  Exhibit  space,  sign  for  booth  and  500  watt  electric  current;  pro- 
vided all  items  are  approved  in  advance  by  the  committee. 

Cost  of  transporting  exhibits  to  and  from  the  meeting  must  be  borne  by  the  individ- 
ual exhibitor  as  well  as  cost  of  cards,  signs,  etc.,  which  ore  a  part  of  the  exhibit. 

View  boxes,  furniture,  decorations,  etc.,  may  be  rented,  if  desired,  by  applying  di- 
rectly to  Shepard  Display  Company,  16  Yonge  Street,  Atlanta  12,  Go.,  who  supply  equip- 
ment for  the  annual  Medical  Society  of  the  State  of  North  Carolina  meeting. 
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COMING  MEETINGS 

Bowman  Gray  School  o£  Medicine  of  Wake 
Forest  College,  Postgraduate  Course  in  Neurol- 
ogy— Winston-Salem,  Nov.  5-6. 

North  Carolina  Pediatrics  Society,  Annual 
Meeting — Mid  Pines  Club,  Southern  Pines,  Nov. 
13-14. 

University  of  Noi'th  Carolina  School  of  Medi- 
cine, Eighth  Annual  Symposium,  Postgraduate 
Course  in  Hematology — Chapel  Hill,   Nov.   19-20. 

St>uthern  Surgical  Association  Meeting — The 
Homestead,   Hot  Springs,  Virginia,   Dec.  7-9. 


New  Members  of  the  State  Society 

Drs.  Edgar  Lamont  Jamison,  OALR,  147  Mc- 
Arthur  Street,  Asheboro;  Edward  Franklin 
Shaver,  Otol,  1928  Randolph  Road,  Charlotte; 
Kenneth  Weaver,  Medical  Arts  Building, 
Waynesville;  Richard  Kurt  Lindquist,  ObG,  209 
S.  King  Street,  Morganton;  Robert  Lee  Davis,  603 
Camden  Road,  Wadesboro;  Lucius  Clyde  Shee- 
han,  Jr.,  Or,  204  East  Cumberland  Street,  Dunn; 
Donald  Hugh  Tucker,  I,  1001  East  4th  Street, 
Greenville;  Donald  Carl  Johnson,  Oph,  211  North 
Market  Street,  Washington;  Joseph  Charles  Hath- 
away, Path,  SE  Towne  House,   Chapel  Hill. 

Also  Drs.  Dixie  Boney  Soo,  N,  N.  C.  Memorial 
Hospital,  Chapel  Hill;  Francis  DeWitt  Pepper,  R, 
N.  C.  Memorial  Hospital,  Chapel  Hill;  Margaret 
Beron  Scales,  Path,  Knollwood  Drive,  Chapel 
Hill;  Donald  Silver,  S,  Duke  University  Medical 
Center,  Durham;  Wm.  James  Murray,  Plantation 
Acres,  Rt.  2,  Chapel  Hill;  Edward  Sims  Mize,  Jr., 
113  Seneca  Place,  Charlotte;  George  Don  Rober- 
son,  Otol,  1350  S.  Kings  Drive,  Charlotte;  Ronald 
Anthony  Pruitt,  Or,  Kernodle  Clinic,  Burling- 
ton; Wm.  David  Clarkson,  P,  Alamance  County 
Mental  Health  Clinic,  Burlington;  Wm.  Lester 
Adcock,  N,  2005   Clark   Avenue,  Raleigh. 


News  Notes  from  the 
Duke  University  Medical  Center 

The  Duke  University  Medical  Center  has  re- 
ceived a  five-year  $786,000  grant  from  the  Nation- 
al Institutes  of  Health  for  a  pioneering  effort  in 
the  transplantation  of  kidneys  and  other  organs 
from  the  first  "living  tissue  bank." 

Physicians  here  initially  hope  to  recruit  50 
people  who  would  volunteer  to  donate  a  kidney 
to  help  save  victims  of  incurable  kidney  disease. 
They  also  hope  to  overcome  the  major  barrier 
to  successful  transplatation  of  vital  organs — 
the  strong  tendency  of  an  individual  to  reject 
tissue  implanted  from  other  people. 


The  Duke  project  will  be  the  first  major  ef- 
fort to  cross-match  tissue  for  transplantation — 
in  a  way  comparable  to  the  routine  typing  of 
blood  for  transfusions — as  a  prelude  to  opera- 
tion. 

Announcement  of  the  grant  was  made  at  a 
press  conference  by  Dr.  Barnes  Woodhall,  vice 
provost  for  medical  affairs  at  Duke. 

"I  would  like  to  emphasize,"  he  said,  "that  al- 
though our  initial  efforts  will  involve  a  living 
tissue  bank  for  kidneys,  the  ultimate  aim  of  our 
program  is  to  develop  techniques  that  will  make 
all  transplants  feasible  and  relatively  safe." 

*  *  * 

Dr.  Ralph  E.  Thiers,  director  of  the  Clinical 
Chemistry  Laboratory  at  Duke  Medical  Center, 
addressed  a  meeting  of  the  American  Association 
of  Clinical  Chemists  held  in  Boston  recently.  He 
discussed  a  new  automated  device  for  blood 
chemistry  testing  that  has  been  developed  and 
tested  at  Duke  during  the  past  year  with  the 
help  of  a  $35,000  research  grant  from  the  John 
A.  Hartford  Foundation. 

Not  only  can  the  device  provide  more  rapid 
and  routine  discovery  of  clues  for  diagnosis  and 
treatment  of  disease,  said  Dr.  Thiers,  but  it  also 
can  sharply  reduce  the  cost  of  laboratory  tests 
to  the  hospital  patient. 

*  *  * 

The  caliber  of  Duke  University  Medical  School 
freshmen  will  soar  even  higher  this  year  if  an 
established  trend  continues. 

Dr.  Joseph  E.  Markee,  assistant  dean  in  charge 
of  admissions,  called  attention  to  the  trend  which 
has  established  itself  over  a  10-year  period 
from  1954-1963. 

Statistics  gathered  over  this  period  by  Dr. 
Markee  indicate  that  Duke  Medical  School  fresh- 
men have  scored  higher  grades  each  year  on  the 
Medical  College  Admission  Test,  a  nationally-ad- 
ministered pre-medical  examination. 

Entitled  "Cahber  of  Duke  Medical  Students,"  a 
graph  which  represents  the  study  indicates  that 
a  sharp  upturn  in  the  caliber  of  medical  students 
accepted  at  Duke  was  experienced  in  the  class  of 
1959  and  again  in  1961.  The  sharpest  upswing  on 
the  graph  comes  with  Duke's  freshman  class  of 
1963.  Figures  for  the  freshman  class  of  1964  are 
not  yet  available. 

During  the  period  covered  in  Dr.  Markee's 
study,  Duke  Medical  School  saw  the  total  number 
of  applicants  climb  from  690  to  1156. 


News  Notes  from  the 

Bowman  Gray  School  of  Medicine 

OF  Wake  Forest  College 

The  56  first-year  students  who  entered  the 
Bowman  Gray  School  of  Medicine  in  September 
represent  23  colleges  and  universities  and  20 
states,  the  District  of  Columbia,  and  one  foreign 
country. 
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The  class,  selected  from  830  applicants,  in- 
cludes 32  North  Carolinians,  eight  of  whom  are 
recipients  of  Z.  Smith  Reynolds  Foundation 
Scholarships.  Reynolds  Scholars  are  Gerald  P. 
Briggs  of  Lexington  and  Lenoir  Rhyne  College, 
Robert  R.  Dixon  of  Greensboro  and  Davidson 
College,  Allan  B.  Harvin  of  Raleigh  and  Wake 
Forest  College,  W.  Frederick  McGuirt  of  Lum- 
berton  and  Davidson  College,  James  L.  Self  of 
Raleigh  and  Wake  Forest  College,  Herbert  M. 
Schiller  of  Winston-Salem  and  Duke  University, 
and  John  K.  Whisnant  Jr.  of  Shelby  and  Duke 
University. 


A  Spanish  edition  of  a  book  written  by  a 
faculty  member  at  the  Bowman  Gray  School  of 
Medicine  has  been  issued  by  the  publisher, 
Wiley  and  Sons  of  New  York  City. 

Dr.  Robert  W.  Cowgill,  associate  professor  of 
biochemistry,  is  the  author  of  the  book,  "Experi- 
ments in  Biochemical  Research  Techniques."  It 
was  first  published  in  1957  and  a  revised  edition 
was  published  in  1962. 

Dr.  Arthur  B.  Pardee,  professor  of  biochem- 
istry at  Princeton  University,  is  co-author  of  the 
book,  which  contains  1S9  pages  in  the  English 
edition. 


Dr.  Richard  L.  Burt,  professor  of  obstetrics  and 
gynecology  and  director  of  the  Section  on  Human 


Reproduction,  left  the  medical  school  August  28 
on  a  five-week  European  lecture  tour. 

His  schedule  included  lectures  at  Karolinska 
Institute  in  Sweden,  Kings  College  and  Hammer- 
smith hospitals  in  England,  National  Maternity 
Hospital  in  Ireland,  University  of  Aberdeen  and 
University  of  Edinburgh  in  Scotland,  and  Uni- 
versity of  Louvain  in  France. 

His  topics  concern  his  research  on  metabolic 
changes  during  pregnancy. 

*     *     * 

Mrs.  Ethel  M.  Nash,  assistant  professor  of  pre-1 
\'entive  medicine,  participated  in  the  recent  In- 1 
lernational  Congress  on  Social  Psychiatry  in ; 
London,  England.  She  presented  a  paper  on 
"Preparation  for  the  Treatment  of  Marital  Stress  ' 
Symptomatology  in  the  Medical  Curriculum.' 

Mrs.  Nash,  family  life  specialist  at  the  medical 
school,  is  president-elect  of  the  American  As- 
sociation of  Marriage  Counselors,  Inc. 


Dr.  Harold  O.  Goodman,  associate  professor  of 
medical  genetics,  participated  in  a  recent  Sym- 
posium on  Human  Genetics  in  Public  Health  at 
the  University  of  Minnesota.  He  presented  a 
paper  on  "Genetics  as  a  Tool  in  the  Detection, 
Pre\'enti()n  and  Treatment  of  Disease." 

*     *     * 

A    group    of    students    at    the    Bowman    Gray 


SAINT  ALBANS 

PSYCHIATRIC    HOSPITAL 

(A  Non-Profit  Organization) 

Radford,  Virginia 

Telephone:  639-2482 


STAFF 

James  P.  King,  M.D, 
William  D.  Keck,  M.D, 

Clinical  Director 
Jame5  K.  Morrow,  M.D, 
Silas  R.  Beafty,  M.D. 

Clinical  Psychology: 

Thomas  C.  Camp,  Ph.D. 
Artie  L.  Sturgeon,  Ph.D. 


Director 

Edward  W.  Gamble,  III,  M.D. 
Morgan  E.  Scott,  M.D. 
J.  William  Giesen,  M.D. 
Internist  (Consultant) 


Don  Phillips 
Administrator 


AFFILIATED  CLINICS 

Bluefield  Mental  Health  Center  Beckley  Mental  Health  Center 

525  Bland  St.,  Bluefield,  W.  Va.  109  E.  Main  Street,  Beckley,  W.  Va. 

David  M.  Wayne,  M.D.  W.  E.  Wilkinson,  M.D. 

Phone:  325-9159  Phone:  253-8397 


Charleston   Mental    Health    Center 

1206  Quarrier  Street.  Charleston,  W.  Va. 

Malcolm   G.   MacAulay,   M.D. 

Phone:  344-3578 


Mental   Health   Clinic 

Professional    Building,    Wise, 
Pierce  D.  Nelson,  M.D. 
Phone:  328-221  1 


Va. 


October,  1964 


BULLETIN  BOARD 


447 


School  of  Medicine  became  researchers  on  a 
small  scale  this  summer. 

Eighteen  rising  juniors  and  sophomores  par- 
ticipated in  the  medical  school's  summer  re- 
search fellowship  program.  Almost  that  many 
more  students  worked  with  individual  faculty  re- 
searchers on  already  established  projects. 

The  student  research  fellowship  program  was 
established  at  the  medical  school  12  j'ears  ago  to 
provide  opportunities  for  selected  students  to 
receive  extra  training  in  critical  thinking  and 
scientific  method. 

Fellowships — $250  per  month  for  rising  juniors 
and  $200  fo  rising  sophomores — are  provided 
through  funds  awarded  to  the  medical  school  for 
that  purpose  by  the  National  Institutes  of 
Health,  Lederle  Laboratories,  and  the  Council 
for  Tobacco  Research. 

"The  program  is  not  intended  to  just  make 
jobs  available  for  students  who  want  to  earn 
some  extra  money  during  the  summer,"  said  Dr. 
Glenn  Watson,  chairman  of  the  student  fellow- 
ship committee.  "But  rather  it  is  designed  to 
provide  a  worthwhile  educational  experience." 

The  work  simulated  full-scale  research  pro- 
jects in  every  way,  from  preparing  applications 
for  supporting  fellowship  funds  to  reading  all 
related  literature,  conducting  the  projects  under 
close  supervision  of  faculty  members,  and  filing 


reports  at  the  conclusion  of  the  summer's  work. 

Projects,  although  tailor-made  for  short-term 
research,  were  quite  scholarly  in  nature.  In 
each  case  the  student  received  a  first-hand  look 
at  the  methodology,  techniques,  and  difficulties 
of  research. 

For  some  the  experience  may  be  a  start  toward 
careers  in  academic  medicine.  For  others  the 
work  may  prove  helpful  in  preparing  them  to 
become  physicians.  For  all  it  was  a  valuable  ex- 
ercise in  the  collection  of  data  by  sound  observa- 
tion, the  analysis  of  information  and  the  develop- 
ment of  conclusions. 

*     *     + 

Sidney  D.  Kreider,  a  senior  medical  student 
from  Wadsworth,  Ohio,  has  been  appointed  edi- 
tor of  Research  and  Reviews,  the  annual  stu- 
dent scientific  journal  of  the  Bowman  Gray 
School  of  Medicine. 

The  Journal,  which  will  be  published  later 
this  year,  will  contain  research  papers  and  dis- 
sertations written  by  students  of  the  medical 
school  during  the  1963-64  academic  year. 

Donald  J.  Bodenhamer,  medical  photographer 
at  the  Bowman  Gray  School  of  Medicine,  is  the 
recipient  of  an  award  for  excellence  in  bio- 
medical photography. 

He  was  one  of  the  winners  in  the  color  prints 
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division  of  the  Biological  Photographic  Associa- 
tion's annual  contest.  His  winning  print  was  en- 
titled ''Acute  Glomerulitis". 

Awards  were  presented  at  the  thirty-fourth  an- 
nual meeting  of  the  association  in  New  York 
City. 


News  Notes  from   the  University  of 
North   Carolina   School   of   Medicine 

Dr.  Isaac  Taylor  ad\'anced  to  the  post  of  dean 
of  the  University  of  North  Carolina  School  of 
Medicine  September  1,  succeeding  Dr.  W.  Reece 
Berryhill.  Dr.  Berryhill  is  stepping  down  after  2.3 
years  to  return  teaching  and  research. 

Dr.  Taylor,  a  native  of  Morganton,  graduated 
from  the  L'niversity  of  North  Carolina  in  1942 
and  three  years  later  received  his  medical  de- 
gree,  wiih   honors,   from   Harvard   University. 

In  1948,  following  three  years  of  intern  and 
residency  training  at  Massachusetts  General  Hos- 
pital, he  became  a  research  fellow  in  biological 
chemistry  and  a  fellow  in  medical  sciences  of 
the  National  Research  Council,  lioth  positions 
at  Harvard. 

In  1951,  the  year  prior  to  his  return  to  Chapel 
Hill,  Dr.  Taylor  became  chief  medical  resident 
at  Massachusetts  General  TIosiMtal  and  assistant 


in  medicine  at  Harvard  University. 

Dr.  Taylor  joined  the  University  of  North 
Carolina  medical  faculty  as  an  assistant  profes- 
sor of  medicine  on  New  Year's  Day,  1952.  He 
has  been  a  fellow  of  the  Coastal  Plains  Heart 
Association  and  a  member  of  the  Medical  Ad- 
visory Council  to  the  North  Carolina  State  Board 
of  Health. 


Cells  are  the  topic  for  the  1964  Medical 
Sciences  Lecture  Series  which  began  at  the  Uni- 
versity of  North  Carolina  School  of  Medicine  on 
September  26. 

During  the  series  prominent  medical  scientists 
from  five  states  will  report  on  recent  advances 
in  the  biology,  chemistry,  anatomy,  and  path- 
ology of  cells. 

Lectures  will  be  at  11  a.m.  on  Saturdays  in 
the  Clinic  Auditorium  of  N.  C.  Memorial  Hos- 
pital. In  addition  to  the  first  lecture,  other  lec- 
tures are  scheduled  each  Saturday  morning  in 
October  and  on  November  14,  21,  and  December 
5. 

The  lecture  series,  devoted  to  a  different  topic 
each  year,  is  designed  primarily  for  genei-al 
scientific  audiences. 

*     *    * 

Dr.  .ludson  J,  ^^an  Wyk,  professor  of  pediati-ics 
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(research)  at  U.  N.  C.  joined  other  U.  S.  special- 
ists in  hormones  and  body  metabolism  on  the 
special  facultj'  for  a  five-day  postgraduate  as- 
sembly at  the  Mayo  Clinic-  Mayo  Foundation  in 
Rochester,  Minnesota,   October  5-9. 

Dr.  Van  Wj'k  led  a  discussion  of  the  thj'roid 
gland. 

The  first  International  Congress  of  Social 
Psychiatry  held  in  London,  England,  was  attend- 
ed recently  by  Dr.  John  A.  Ewing,  acting  chair- 
man of  the  Department  of  Psychiatry  at  the 
University  of  North  Carolina  School  of  Medicine. 

One  of  the  purposes  of  the  Congress  was  to  lay 
the  foundation  for  a  permanent  organization 
which  would  include  a  broad  variety  of  dis- 
ciplines, ranging  from  representatives  of  schools, 
social  and  welfare  organizations  to  psychiatrists, 
psychologists  and  family  physicians. 

Two  of  the  principal  addresses  at  the  recent 
annual  meeting,  in  New  York  City,  of  the  Amer- 
ican Pharmaceutical  Association  and  six  of  its 
affiliated  organizations  were  given  by  a  Univer- 
sity of  North  Carolina  administrator  and  a  form- 
er U.  S.  Congressman. 

Dr.  Henry  T.  Clark,  Jr.,  administrator  of  the 
Division  of  Health  Affairs,  spoke  to  a  general 
session  on  the  topic  "A  Challenge  to  American 
Pharmacy." 

Carl  Durham  of  Chapel  Hill,  former  U.  S. 
Congressman  and  a  practicing  pharmacist  in 
Chapel  Hill  for  a  quarter  of  a  century,  also  spoke 
to  the  general  session. 

A  short  course  for  graduate  physical  therapists 
was  held  in  Chapel  Hill,  August  17-28.  Faculty 
members  from  the  Physicial  Therapy  sections 
of  the  School  of  Medicine  at  U.N.C.  and  the 
Duke  Medical  Center  taught  the  course,  which 
was  titled  "Neuroanatomical  Bases  for  Neurolog- 
ical and  Sensory  Disorders." 

James  F.  Lane,  assistant  director  of  the  North 
Carolina  Memorial  Hospital,  was  admitted  to  the 
American  College  of  Hospital  Administrators  at 


the  professional  society's  thirtieth  Annual  Con- 
vocation Ceremony,  on  August  23,  in  the  Arie 
Crown  Theater  of  Chicago's  McCormick  Place. 

*  *  * 

Recent  research  developments  in  hemophilia 
at  the  University  of  North  Carolina  School  of 
Medicine  were  reported  at  international  meetings 
in  Europe  recently. 

Dr.  John  B.  Graham,  professor  of  pathology 
and  a  former  president  of  the  North  Carolina 
Society  of  Pathologists,  presented  a  scientific 
paper  in  Amsterdam,  Holland,  on  August  25,  at 
the  annual  ineeting  of  the  International  Com- 
mittee on  Blood  Clotting  Factors.  He  and  Dr. 
Kenneth  M.  Brinkhous,  chairman  of  the  De- 
partment of  Pathology,  are  members  of  the  com- 
mittee. 

Dr.  Graham  reported  on  "The  Genetics  of 
Hemophilia"  to  the  Congress  of  the  International 
Society  of  Hematology.  His  paper  was  presented 
to  the  Congress  on  September  4  at  Stockholm, 
Sweden. 

During  a  one-week  visit  in  England,  Dr.  Gra- 
ham visited  Oxford  and  Cambridge  universities 
and  on  September  8  lectured  at  St.  Thomas'  Hos- 
pital in  London  on  "Von  Willebrand's  Disease." 


Program  of  Weekly  Two-Way  Radio  Conferences 

Tuesday,  1:00  to  2:00  P.M., 
WUNC-FM,  WVOT-FM,  WITN-FM 
Wednesday,  1:00  to  2:00  P.M., 
WUNC-FM,  WSJS-FM 
3-4     November— EVALUATION     AND     MAN- 
AGEMENT OF  EPILEPSY  IN  ADULTS 
Dr.    Charles   E.    Morris   and   Dr.    Allan   W. 
Downie,  Department  of  Medicine 
10-11  November— MIDDLE  EAR  DISEASE  AND 
HEARING  LOSS 

Dr.    Newton    Fischer    and    Mr.    W.    Grady 
Thomas,   Department   of   Surgery 
17-18  November— LEUKEMIA  IN  CHILDREN 
Dr.    Howard    A.    Pearson,    Department    of 
Pediatrics,  University  of  Florida  School  of 
Medicine,  Gainesville,  Florida 
24-25  November— THE  USE  OF  DRUGS  IN  DE- 
PRESSION 
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Dr.  Arthur  J.   Prange,   Jr.,  Depaitment   of 
Psychiatry  and  Doctor  Myron  G.  Sandifer, 
Director   of   Research,   North   Car(jlina    De- 
partment of  Mental  Health 
1-2     December— DEHYDRATION 
8-9     December— EDEMA 

15-16  December— SIGNIFICANCE  OF  HYPONA- 
TREMIA 

The  series  of  thi'ee  programs,  co\'ering 
fundamental  aspects  of  electrolytes  and 
body  fluids  in  health  and  disease,  will  be 
given  by  Dr.  Louis  G.  Welt,  Department  of 
Medicine. 
5-6  January— THE  MEDICAL  EXAMINER 
SYSTEM  IN  NORTH  CAROLINA 
Dr.  Hubert  C.  Pattei'son,  Department  of 
Surgery,  Medical  Examiner  of  Orange 
County 

12-13  January— BLOOD  TRANSFUSION 

Dr.    Robert    D.    Langdell,    Department    of 
Pathology 

19-20  January— HOMOLOGOUS    SERUM    HEPA- 
TITIS 

Dr.  Harold  J.  Fallon,  Department  of  Med- 
icine 

These  conferences  are  ajsproved  for  Category  I 
credit  by  the  American  Academy  of  General 
Practice.  Certificates  of  attendance  will  be  pro- 
vided those  requesting  them,  based  on  weekly 
attendance  cards  submitted  through  the  chair- 
men of  local  groups. 


North  C.^rolin.a,  State  Board  of  Health 

"All  pet  dogs  and  cats  should  be  vaccinated 
against  rabies  for  the  protection  of  the  family, 
the  community  and  the  pet,"  Dr.  Martin  P.  Mines, 
chief  of  the  North  Carolina  State  Board  of 
Health's  Veterinary  Public  Health  Section,  stated 
recently.  Although  the  prevalence  of  this  deadly 
disease  has  been  greatly  reduced  by  vaccination 
and  closer  supervision  of  family  pets,  it  con- 
tinues to  be  a  threat.  All  unvaccinated  animals 
are  susceptible  and  can  transmit  the  disease  to 
people. 

The  rabies  virus  is  present  in  the  saliva  of 
infected  animals,  and  even  the  lick  of  a  rabid 
animal  on  a  cut  or  an  abrasion  of  the  skin  can 
cause  the  infection. 

Animals  such  as  stray  dogs,  skunks,  squirrels. 


PKOFESSIOX.AL  BI'SIXESS  PT.AXXIXG  SE 

Serving  the  Medical  Profession 

2616  Chelsea  Drive 

Charlotte,  N.  C.  28209 

332  8714  code  704 

A  complete  professional  service 
Scab  Milner 


foxes,  and  racoons  are  among  the  most  frequent 
spreaders  of  the  disease,  and  recently  bats  have 
been  found  to  be  an  important  source  of  infec- 
tion. 

Whenever  possible  an  animal  that  has  bitten 
someone  should  be  captured  alive  and  placed 
under  the  observation  of  a  veterinarian  or  other 
qualified  person  to  determine  whether  or  not  it 
has  rabies.  Anyone  bitten  by  an  animal  should 
receive  immediate  first  aid  by  thorough  cleans- 
ing of  the  wound  with  water  and  soap  or  de- 
tergent, followed  by  a  mild  antiseptic.  Medical  ad- 
vice and  aid  should  be  obtained  as  soon  as  pos- 
sible. 


Ben  Eaton,  Jr.  has  returned  to  the  North  Caro- 
lina State  Board  of  Health  to  serve  as  the  Direc- 
tor of  the  Administrative  Services  Division.  Mr. 
Eaton  held  this  position  five  years  ago  before 
taking  a  leave  of  absence  to  travel  to  Kabul, 
Afghanistan,  as  tax  advisor  to  the  Royal  Govern- 
ment there. 

It  is  the  duty  of  the  Director  of  the  Admini- 
strative Services  Division  to  coordinate  the  activ- 
ities of  the  Budget,  Personnel,  Public  Relations, 
Film  Library,  Public  Health  Library,  Supply 
and  Service,  and  Central  Files  sections  of  the 
State  Board  of  Health.  This  position  was  former- 
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ly  held  by  Charles  L.  Harper,  who  is  now  associ- 
ate director  of  administration  for  the  District 
of  Columbia  Department  of  Health  in  Washing- 
ton, D.  C. 


News  Notes  from  the  North  Carolina 
Heart  Association 

The  North  Carolina  Heart  Association  will 
hold  its  sixteenth  annual  meeting  and  scientific 
sessions  at  the  Jack  Tar  Durham  on  May  19-20, 
1965.  The  announcement  was  made  bj^  Dr.  J. 
Logan  Irvin,  of  Chapel  Hill,  chairman  of  the 
state  heart  group's  annual  meeting  planning 
committee. 


With  American  Heart  Association  research 
support,  Dr.  William  H.  Sewell  and  team,  of  the 
VA  Hospital  at  Oteen,  have  perfected  a  surgical 
"heart  implant"  procedure  which  hooks  up  a 
little-needed  mammary  artery  behind  the  breast- 
bone to  convey  needed  blood  to  the  heart  in  suf- 
ferers of  angina  pectoris.  Dr.  Sewell  describes  the 
procedure  as  a  "relatively  simple"  operation 
taking  less  than  three  hours  to  perform. 

During  the  past  year  Dr.  Sewell  has  been  presi- 
dent of  Buncombe  County  division  of  the  North 
Carolina  Heart  Association.  He  is  well  known 
for  a  pioneer  heart  pump  which  he  built  with  an 


Erector  Set  (while  a  medical  student  at  Yale) 
and  which  is  now  on  exhibit  at  the  Smithsonian 
Institute  at  Washington,  D.  C. 

iic  ^  * 

Heart  Associations  in  Anson,  Hoke,  Lee,  Mont- 
gomery, Richmond,  and  Scotland  counties  will 
form  the  Sandhills  Region  of  the  North  Carolina 
Heart  Association,  according  to  William  C. 
Brewer,  director  of  field  services  of  the  state 
heart  group. 

William  K.  Lasley  of  Burlington  will  serve  as 
consultant  to  the  new  region. 


Hospital  Care  Association 

The  Joint  Council  for  the  Health  Care  of  the 
Chronically  111  and  Aging  has  commended  Hos- 
pital Care  Association  of  Durham  for  the  publica- 
tion of  a  brochure  on  the  rising  costs  of  hospital 
and  medical  care.  The  Joint  Council  is  composed 
of  representatives  from  more  than  50  health 
organizations  in  North  Carolina.  Dr.  John  R. 
Kernodle  of  Burlington  is  chairman. 

The  brochure,  produced  by  Hospital  Care  As- 
sociation's Public  Relations  Department,  with  the 
cooperation  of  the  Duke  Endowment  and  North 
Carolina  Baptist  Hospital,  delineates  the  reasons 
why  modern  patient  care  costs  more.  It  is  being 
distributed  by  hospitals  and  doctors  offices 
throughout  the  State. 


MISTlfier 


cool  mlat  humldlflar 


NEW  DIRECTIONAL  COOL  MIST  UNIT 


"■**««... 


Light  and  mobile  *  Plugs  into  any  A.C. 
outlet  •  Attractive  design  •  Inexpensive 

A.  AIRrSHIELDS,  INC. 

(^5)  Hatboro,   Penna.    •    OSborne  5-5200 
«  diirisim  of  the  National  Aeronautical  Corporation 


706  TUCKER  STREET 


CAROLINA  SURGICAL  SUPPLY  COMPANY 

"The  House  of  Friendly  and  Dependable  Service" 

RALEIGH,  NORTH  CAROLINA  TEL:  TEMPLE  3-8631 
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The  average  cost  per  patient  day  in  North 
Carolina  Hospitals  has  increased  209.4  per  cent 
since  1946,  the  pamphlet  states.  Yet  North  Caro- 
lina hospitals  still  rank  forty-ninth  in  the 
nation  in  average  per  diem  costs. 


News  Notes 

Dr.  Benjamin  E.  Morgan  has  announced  the 
opening  of  offices  for  the  practice  of  obstetrics 
and  gynecology  at  144  Coastline  Street,  Rocky 
Mount. 

The  Nalle  Clinic,  at  1350  South  Kings  Drive, 
Charlotte,  has  announced  the  association  of  Dr. 
Don  Roberson  in  the  practice  of  otolaryngology. 


American  College  of  Surgeons 

The  American  College  of  Surgeons  will  hold 
the  first  of  three  1965  Sectional  Meetings  in  At- 
lanta, Georgia,  January  25-27.  More  than  500  sur- 
geons are  expected  to  attend  this  scientific  three- 
day  program,  open  to  all  doctors  of  medicine. 
Headquarters  hotel  will  be  the  Atlanta-Biltmore. 

Official  hotel  housing  forms  may  be  obtained 
from:  Mr.  T.  E.  McGinnis,  American  College  of 
Surgeons,  55  East  Erie  Street,  Chicago  60611. 


National  Society  for  Crippled 
Children  and  Adults 

The  first  national  Careers  Conference  for 
Youth,  designed  to  help  relieve  the  critical  short- 
age of  professional  rehal)ililation  personnel  by 
interesting  students  in  the  rehabilitation  pro- 
fessions as  their  life  work,  will  be  the  highlight 
of  the  annual  convention  of  the  National  So- 
ciety for  Crippled  Children  and  Adults  (The 
Easter  Seal  Society)  to  be  held  in  Detroit,  No- 
vember 15. 

Cooperating  with  the  National  Society  and  its 
affiliate,  the  Michigan  Society  for  Crippled  Chil- 
dren and  Adults,  will  be  30  professional  organiza- 
tions and  agencies,  including  the  National  Health 
Council.  A  $13,900  grant  from  the  federal  Voca- 
tional Rehabilitation  Administration  helps  under- 
write the  conference. 


American  Board  of 
Obstetrics  and  Gynecology 

Candidates  participating  in  the  Part  I  (writ- 
ten) examination  of  this  Board  given  on  Decem- 
ber 11.  1964,  will  be  notified  of  the  results  of 
their  examination  on  or  before  February  1,  1965. 

All  candidates  who  have  completed  eighteen 
months  each  of  approved  progressive  residency 


APPALACHIAN    HALL 

ESTABLISHED  —  1916 


ASHEVILLE 


NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 

drug  and  alcohol  habituation. 

Insulin.  Coma,   Electroshock  and   Ps.vchotherapy  are  employed.    The    institution    is    equipped   with    complete 

laboratory    facilities    including    electroencephalography  and  X-ray. 

Appalachian   Hall   is   located   in   Asheville.   North   Carolina,  a  resort  town,  which  justly  claims  an  all  around 

climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

^VM.  R-^Y  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 


For  rates  and  further  information  write 


APPALACHIAN  HALL.  ASHEVILLE,  N.C. 
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training  in  clinical  obstetrics  and  clinical  gyn- 
ecology by  June  30,  1965,  will  be  eligible  to  apph' 
for  admission  to  the  Part  I  (written)  examina- 
tion to  be  held  on  July  2,  1965.  Application  forms 
and  current  Bulletins  may  be  obtained  by  writ- 
ing to  the  office  of  the  Secretary, — Clyde  L. 
Randall,  M.D.,  American  Board  of  Obstetrics  and 
Gj'necology,  100  Meadow  Road,  Buffalo,  New 
York  14216. 

Completed  applications  for  the  Part  I  examina- 
tion in  1965  will  be  accepted  in  the  office  of  the 
Board  only  during  Januarj'  and  February.  Ap- 
plications postmarked  after  Februarj-  28,  1965 
will  not  be  accepted. 

Diplomates  of  this  Board  are  requested  to  keep 
the  Secretary's  office  informed  of  anj'  change  in 
address. 


Clinical    Center    Study    of    Chronic    Granulocytic 
(Myelogenous)  Leukemia 

The  cooperation  of  phj'sicians  is  requested 
in  a  continuing  study  of  chronic  granulocytic 
leukemia  being  conducted  by  the  Medical  Serv- 
ice of  the  National  Cancer  Institute  at  the  Clin- 
ical Center,  National  Institutes  of  Health,  Beth- 
esda,  Maryland. 

Referrals  of  patients  with  chronic  granulocytic 
leukemia  are  needed.  Particularly  needed  are 
those  in  the  20  to  40  years  age  group  with  high 


white  blood  cell  counts  and  platelet  counts,  for 
studies  of  newer  chemotherapeutic  agents  and  as 
a  source  of  white  cells  antl  platelets  for  in  vitro 
and  in  vivo  study. 

Physicians  who  wish  to  have  their 
considered  for  the  studN'  may  write 
phone:  Dr.  Paul  P.  Carbone,  Clinical 
Room  lO-N-106,  National  Institute  of 
Bethesda,  Maryland  20014.  Telephone: 
(Area  Code  3oi) 


patients 
or    tele- 
Center, 
Health, 
490-4251 


Wyeth    Extends    Fellowship    Program    for 
Eighth  Year 

Applications  are  now  being  received  for  \\'\'eth 
Pediatric  Residency  Fellowships  that  will  begin 
on  July  1,  1965.  Sponsored  by  the  Wyeth  Fund 
for  Postgraduate  Medical  Education,  each  of 
these  fellowships  provides  $4800  over  two  years 
toward  the  advanced  studj^  required  for  Board 
Certification. 

Eligible  to  apply  are  interns,  physicians  who 
have  recently  completed  an  internship,  research 
fellows,  or  physicians  leaving  the  armed  services 
or  U.  S.  Public  Health  Service. 

A  voluntary  committee  of  distinguisned  pedia- 
tricians has  the  entire  responsibility  for  select- 
ing the  Wyeth  Pediatric  Fellows.  Requests  for 
application  forms  and  inquiries  about  the  pro- 


Medical  Credits 

isn't  an  aspirin 

but  . . . 


A  liberal  dose  of  Medical  Credits  ser- 
vice followed  by  regular  account  ag- 
ing procedures  brings  rapid  relief. 
Medical  Credits'  active  ingredients — 
experience,  know-how  and  modern, 
psychologically-sound,  tested  collec- 
tion methods — are  efficient  and  ef- 
fective in  alleviating  the  discomfort 
caused  by  problem  accounts. 


When  you  are  in  the  market  for  a 
professional  collection  service,  look 
for  the  seal  shown  at  the  bottom  of 
this  page.  This  emblem,  indicating 
membership  in  the  Medical  Credits 
Division  of  Associated  Credit  Bureaus 
of  America,  Inc.,  is  your  guarantee  of 
top-quality,  ethical  performance. 


...  it  can  cure  those  collection  headaches 


9  ^^^"^'f- 


Sponsored  By  Medical   Credits   Division,  Asociated   Credit 
Bureaus    of   North    Carolina. 


State      Office:      P. 
Phone:    BR    3-8255 


Box      300.      Greensboro,      N.      C. 
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gram  should  be  directed  to  the  committee  chair- 
man, Dr.  Philip  S.  Barba,  University  of  Pennsyl- 
vania School  of  Medicine,  Philadelphia,  Pennsyl- 
vania. 19104.  All  applications  must  be  received 
by  December  1,  1964. 


Classiried  Advertisments 


Tne  Montn  in  Wasnindton 


Physician  ownership  of  pharmacies  is 
ethical  as  long  as  the  patient  is  not  exploit- 
ed, the  American  Medical  Association  told 
Congress. 

Robert  B.  Throckmorton,  A.M. A.  general 
counsel,  testified  before  the  Senate  Sub- 
committee on  Antitrust  and  Monopoly 
that: 

The  ownership  of  a  pharmacy  by  a  physician 
cannot  in  itself  be  equated  with  exploitation. 
The  confidence  and  trust  that  the  patient  re- 
poses in  his  doctor — to  use  his  knowledge,  his 
skill,  his  judgment  in  prescriljing  medicines, 
and  his  understanding  of  the  patient's  financial 
problems — preclude  a  blanket  charge  of  phys- 
ician-pharmacy exploitation. 

Throckmorton  pointed  out  that  both  the 
A.M. A.  House  of  Delegates  and  the  A.M. A. 
Judicial  Council  had  ruled  that  it  is  not 
wrong,  per  se,  for  a  physician  to  have  a 
financial  interest  in  a  pharmacy.  However, 
he  added,  the  House  of  Delegates  last  year 
adopted  flat  prohibitions  against  physician 
ownership  in  a  drug  repackaging  company 
or  controlling  interest  in  a  pharmaceutical 
company  while  engaged  in  the  practice  of 
medicine.  He  said  that  there  were  relatively 
few  cases  of  such  ownership. 

H:      *      * 

Congressional  prospects  brightened  for 
legislation  exempting  communitj'  and  other 
non-profit  blood  banks  from  the  antitrust 
laws.  The  chief  counsel  of  the  Senate  An- 
titrust and  Monopoly  Subcommittee,  Bern- 
ard Finsterwald,  Jr.,  said  he  believed  Con- 
gress eventually  would  approve  this  legis- 
lation, backed  by  the  A.M. A. 

The  bill  was  introduced  by  Senator  Ed- 
ward Long  (D.,  Mo.)  after  a  Federal  Trade 
Commission  examiner  ruled  that  community 
blood  banks  are  subject  to  antitrust  laws 
and  charged  the  Kansas  City  area  commun- 
ity blood  bank  with  restraint  of  trade  by 
refusing  to  purchase  blood  from  commercial, 
l^rofit  firms. 


IXTKRMST  WANTED— to  share  offitt-  ixpenssos 
and  uell  established  practice  in  Winston-Salem. 
A  500  bed  community  liosjiital  t>pened  in  >Iay, 
196-J.  I.,ease  ai'rangement.  Fee  basis.  Reply  to 
Xorth  Carolina  Medical  Journal. 

FOR  SALE  OR  REXT,  fully  equipped  medical 
office,  7  rooms,  X-ray,  EKG,  Laboratory  etc.  Ac- 
credited hospital,  7  miles  away,  well  esUib- 
lished  practice,  immediately  available.  Cont;ict 
Mrs.  O.  S.  Matthews,  Warsaw,  X.  C. 

FOR  SALE  AT  LESS  THAN  YEARLY  IN- 
COME. Five  room  brick  office  recently  con- 
structed with  active  general  practice.  One  mile 
south  of  Asheville  on  Hendersonville  Road,  in 
strictly,  zoned  Biltmore  Forest.  Barnwell  R. 
Baker,  M.D. 

Physician  Wanted:  Physician  interested  in  gen- 
eral practice;  excellent  opportunity.  Piedmont 
section.  Rei)ly  in  care  of  the  Journal.  84-122-6. 

Office  Space — Winter  Park  Medical  Building, 
1!)0!»  South  College  Road,  Wilmington,  N.  C. 
Air-cond.,  parking,  etc.  Phone  RO  3-8024  or 
write  Don  Bullard,  .same  address. 

Established  Doctor's  Office  For  Rent,  700  West 
Morgan  Street,  Raleigh,  N.  C.  1200  square  feet. 
Nine  rooms.  Partially  equipped  if  desired. 
Steam  heat,  air  conditioner,  and  water  are  fur- 
nished. Contact  Adams-Terry  Realty  Company, 
210  South  Salisbury  Street  or  call  TE  2-778:J. 

Office  space  available  October  1,  Charlotte,  N.  C. 
Occupied  by  Otolaryngologist  for  15  years.  Sec- 
retary with  15  years  service  this  office  avail- 
able if  act  quickly.  Ernest  Franklin,  M.D.,  1.324 
Scott  Avenue. 

Needed  —  general  physician  —  family  internship 
by  four-man  group  in  growing  rural  program 
in  West  Virginia.  Modern  clinic  facilities,  reg- 
ular visiting  specialist  consultant  staff,  sched- 
uled training  and  vacation  periods,  foundation 
sponsorship,  no  investment  required.  Starting 
net  income  range  .$14,000  through  $18,000  de- 
pending on  qualifications.  Reply  in  care  of  the 
Journal,  P.  O.  Box  790,  Raleigh,  N.  C. 


Statement  of  Ownership,  Management  and  Circulation 
The  North  Carolina  Medical  Journal  is  published  monthly 
b.v  the  Jledical  Society  of  the  State  of  North  Carolina 
at  20.3  Capital  Club  Building,  Wake  County,  Raleigh, 
N.  C.  27602.  Mr.  J.  T.  Barnes  is  managing  editor;  Dr. 
Robert  W.  Prichard.  editor.  The  North  Carolina  Jled- 
ical  Journal  is  owned  by  the  Medical  Society  of  the 
state  of  North  Carolina  and  has  a  paid  circulation  through 
subscription.  The  September  issue  printing  amounted  to 
4.150.  3,853  were  mailed  to  subscribers.  245  sales  through 
agents,  newsdealers  and  52  copies  distributed  free.  The 
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the  past  12  months  was  4,000.  There  are  no  known 
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tempting  strawberry  taste  treat 
for  your  iron-deficient  patients 


zentron  Chewar 


I  ■nk 


Iron,  Vitamin  B  Complex,  and  Vitamin  C 


Combines  iron  with  B  complex  vitamins  in  a  chcxvahle  tablet 

Additional  information  available  uDon  request.  Eli  Lilly  and  Company,  Indianaoolis  6,  Indiana.  4coi37 


^ceey 


?S  LIBBAffifii 


A  rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  stiowing  approach  for  probing  or 
irrigation  by  cannulas. 
A— Sphenoid:  A  sphienoid  cannula  (under 
13.5  cm.)  passed  around  ttie  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 
B— Maxillary:  A  conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium, 

C— Frontal:  A  conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


Vol 


regi 
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In  colds  and  sinusitis 


sooner 


hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 


can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  —  to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  'A  per  cent  solu- 
tion is  a  preferred  vasoconstricior,  "...most 
closely    approximating    physiologic    composition 

with   the   least   'rebound'   tendency "*   Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

'Reed,  G.  F,:  Sinusitis,  New  EnE'and  J.  Med.  267:402,  Aug,  23,  1962, 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness, Neo-Synephrine  has  been  a  standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  ('A'/o) 
and  children  ('/4%),  in  solutions  of  Ve,  'A  or  1 
percent. 


Winthrop  Laboratories 
New  York,  N.  Y. 
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Epiaemiolo^ic  Aspects  of  Leukemia 

Review  and  Appraisal  of  North  Carolina  Findings 

Charles  W.  Herbert,  M.D. 

and 

Donald  M.  Hayes,  M.D. 

Winston-Salem 


Leukemia  is  a  relative^  rare  disease 
which  accounted  for  only  0.14  per  cent  of 
registered  deaths  in  the  United  States  dur- 
ing the  year  1910^  However,  recent  investi- 
gations have  indicated  a  sliarp  increase  in 
the  incidence.  Analysis  of  U.  S.  Death  Reg- 
istrations shows  an  increase  in  leukemia 
deaths  from  18.2  per  million  in  1910  to  35.2 
per  million  in  1940i.  In  1950,  8,845  persons 
died  of  the  disease  in  the  United  States — a 
death  rate  of  5.9  per  100,000  population-. 
This  is  compared  with  a  death  rate  of  5.1 
for  primary  malignant  tumors  of  the 
trachea,  lung,  and  bronchus  combined. 
Sacks  and  Seeman-  reported  a  rise  in  the 
rate  of  leukemia  from  1.9  per  100,000  pop- 
ulation in  1920  to  3.7  per  100,000  in  1940— 
an  increase  of  94.7  per  cent.  Analysis  by 
these  investigators  failed  to  account  for  this 
marked  rise  by  changes  in  the  age  distribu- 
tion of  the  poi3ulation.  Cooke-'  noted  in  the 
period  1930-1949  only  a  slight  increase  in 
the  incidence  of  leukemia  in  ages  under  50, 
but  reported  a  rise  of  more  than  100  per 
cent  in  persons  more  than  55  years  of  age. 

Whether  this  increase  is  real  or  only  ap- 
parent is  controversial.  It  may  be  due  partly 
to  the  changing  composition  of  the  popula- 
tion, with  a  relative  increase  in  the  number 
of  older  people.  Obvious  improA'ements  in 
diagnostic  and  reporting  techniques  are  also 
contributing  factors.  It  is  the  consensus  of 
most  workers,  however,  that  the  increase  is 


From  the  Department  of  Medicine.  Bowman  Gray 
School  of  Medicine  of  Wake  Forest  College,  Winston- 
Salem,  North   Carolina. 

*Portions  of  this  work  were  supported  by  a  grant  from 
the  Forsyth  Cancer  Service,  Winston-Salem,  North  Caro- 
lina. 


real  and  cannot  be  accounted  for  by  changes 
in  age  distribution  or  diagnostic  facilities. 

It  is  the  purpose  of  this  paper  to  consoli- 
date data  concerning  certain  aspects  of  the 
epidemiology  of  leukemia.  In  addition,  orig- 
inal data  concerning  ABO  blood  groups  and 
the  geographic  distribution  of  leukemia  are 
presented. 

Classification 

A'alid  studies  of  the  epidemiology  of  leu- 
kemia have  been  complicated  by  the  multi- 
directional classification  of  the  disease.  By 
their  very  nature,  epidemiologic  studies  re- 
quire statistical  analysis  of  large  numbers 
of  cases  in  order  to  reach  a  valid  conclusion. 
Before  1910,  the  International  Lists  of  Dis- 
eases and  Causes  of  Death  included  all  cases 
of  leukemia  under  the  simple  heading  of 
"anemia,"  making  statistical  studies  of  the 
disease  prior  to  that  date  impossible.  In 
1910  a  separate  rubric  for  leukemia  was 
established,  but  it  also  included  Hodgkin's 
disease.  In  1921  these  diseases  were  separat- 
ed into  two  sections.  Between  1938  and  1948 
leukemia  and  the  "aleukemic"  states  were 
distinguished,  but  no  indication  of  cell  type 
was  noted.  Finally,  in  the  sixth  revision,  an 
adequately  detailed  classification  for  the 
leukemias  was  established. 

Sacks  and  Seeman-  have  explored  the 
sources  of  error  in  computing  the  incidence 
of  leukemia  prior  to  1948  and  concluded 
that  inadequate  classification  led  to  a  low 
assessment  of  the  number  of  deaths  due  to 
the  disease  piior  to  the  sixth  re^•ision.  Other 
sources  of  error,  such  as  congenital  leu- 
kemia and  leukemia  in  elderly  persons  who 
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may  die  of  other  diseases,  were  implicated 
by  these  authors  as  statistical  complications. 

Age  Incidence 

As  early  as  1917,  Ward^  jjointed  out  that 
the  acute  leukemias  are  predominantly  dis- 
eases of  children.  In  1942,  from  analysis  of 
126  cases,  Cooke''  found  that  48  per  cent  of 
the  cases  of  acute  leukemia  occurred  be- 
tween the  ages  of  3  and  6  j^ears,  and  that 
the  incidence  of  acute  leukemias  showed  a 
sharp  rise  in  the  first  two  years  of  life  fol- 
lowed by  a  progressi\-e  fall  after  the  age  of 
4.  Kirshbaum''  reported  that  29.3  per  cent 
of  the  cases  of  acute  leukemia  occurred  be- 
tween the  fourth  and  sixth  decades,  17.3 
per  cent  between  the  sixth  and  eighth,  and 
40  per  cent  in  the  first  three  decades  of 
life.  Southam  and  associates"  reported  a 
peak  incidence  of  acute  lymphocytic  leu- 
kemia between  ages  2  through  4,  with  a 
relati\'ely  even  distribution  for  granulocy- 
tic leukemias  throughout  life.  Dale^  report- 
ed similar  findings  and  stressed  the  occur- 
rence of  acute  leukemia  in  the  first  five 
years  of  life. 

Recent  work  by  Lucia  and  associates^ 
showed  a  significant  association  between 
age  at  onset  and  the  morphologic  type  of 
leukemia.  They  reported  that  75  per  cent  of 
the  cases  of  acute  lymphocytic  leukemia 
occurred  in  the  0-4  year  age  groups,  while 
more  than  50  per  cent  of  the  chronic  lymph- 
ocytic leukemia  cases  occurred  between  the 
ages  of  45  and  69.  In  chronic  granulocytic 
leukemia,  the  majority  of  cases  were  evenly 
distributed  among  the  over-25  age  group, 
while  in  monocytic,  acute  granulocytic,  and 
stem-cell  leukemia  no  definite  pattern  of 
age  distribution  could  be  determined. 

Dausset  and  associates^"  made  the  follow- 
ing generalizations: 

1.  In  the  first  years  of  life  acute  lymph- 
ocytic leukemia  is  most  frecjuently  en- 
countered, with  a  peak  incidence  be- 
tween ages  3  and  G. 

2.  In  adolescence  and  young  adulthood, 
acute  granulocytic  leukemia  is  most 
frecjuently  encountered,  with  a  peak 
incidence  at  age  35. 

3.  After  35  the  chronic  leukemias  are 
more   common,   v/ith   the  granulocvtic 


types  predominating. 

4.  Chronic  lymphocytic  leukemia  occurs 
most  commonly  after  50  years  of  age. 

Recently,  many  in\-estigators  have  re- 
ported an  increase  in  age  at  onset  and  time 
of  death.  Cooke-'  reported  the  incidence  of 
chronic  leukemias  in  patients  o\'er  the  age 
of  55  as  twice  that  recorded  20  years  earlier. 
Shimkin  and  others"  noted  that  the  average 
age  at  onset  of  granulocytic  leukemia  prior 
to  1930  was  40.5  years,  while  in  the  period 
1930  to  1947  it  was  43.7  years,  a  difference 
which  proved  to  be  statistically  significant. 
Age  at  death  from  leukemia  showed  a  par- 
allel increase  from  43.5  years  in  1910  to 
52.2  years  in  1944:  this  increase  could  not  be 
accounted  for  by  changes  in  age  distribution 
in  the  popvdation.  Sacks  and  Seeman-  re- 
ported that  leukemia  is  most  common  at 
ages  over  55  while  mortalit}^  is  highest  at 
ages  under  5. 

The  tendency  of  the  lymphocytic  types  of 
leukemia  to  occur  in  the  extremes  of  life 
and  the  granulocytic  types  to  predominate 
in  young  adulthood  seems  well  documented. 
Monocytic  and  stem-cell  leukemias  ha\'e  re- 
cently shown  a  slight  shift  to  older  age 
groups. 

Sex  Ratios 

Wards  in  1917,  reported  a  predilection  of 
leukemia  for  males.  Numerous  reports  since 
then  ha\'e  consistenth'  reaffirmed  this  ob- 
servation'--"'. However,  Shimkin  and  oth- 
ers", in  an  exhaustive  review  of  the  litera- 
ture, noted  that  of  517  cases  of  leukemia 
reported  up  to  1930,  57.4  per  cent  were  in 
males,  whereas  of  313  cases  reported  from 
1930  to  1947  the  percentage  of  males  was 
53.5.  In  their  data  on  admissions  to  three 
San  Francisco  hospitals  between  1910  and 
1948.  the  ratio  of  males  to  females  with 
granulocytic  leukemia  before  1940  was 
1.5:1.0,  while  after  1940  the  figure  dropped 
to  1:1.  From  an  analysis  of  vital  statistics 
these  investigators  noted  that  in  1910  the 
proportion  of  males  among  patients  dying 
of  levikemia  was  62.8  per  cent,  while  in  1940 
it  fell  to  58.5  per  cent. 

Lucia  and  colleagues-'  reported  the  follow- 
ing variations  in  sex  ratios: 

1.   In  acute  lymphocytic,  chronic  lymph- 
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ocytic,    and    acute    granulocytic    leu- 
kemia, males  predominated. 

2.  In  chronic  granulocytic  leukemia,  fe- 
males predominated  in  the  under-60 
age  group  while  males  were  more  nu- 
merous in  the  over-60  group. 

3.  No  definite  pattern  of  sex  distribution 
could  be  established  in  cases  of  mono- 
cytic and  stem-cell  leukemia. 

Dale**  reported  the  incidence  of  leukemia 
to  be  slightly  higher  in  females  than  in 
males  during  the  first  four  years  of  life. 
These  figures  are  in  agreement  with  those 
published  by  Cooke''.  In  a  report  from  Scan- 
dinavia", a  slight  preponderance  of  females 
over  males  was  also  noted. 

In  a  statistical  analysis  of  292  cases  of 
leukemia  (all  types)  from  the  records  of 
the  North  Carolina  Baptist  Hospital,  a  sig- 
nificant preponderance  of  males  was  noted. 

Table    I 

Comparative  Frequency  of  Leukemia  (All  Types) 

By  Sex   in  292   Patients 


Observed 

Expected 

Sex 

Cases 

Cases 

Male 

174 

146 

Female 

118 

146 

Total 

292 

292 

P> 

=  10.738 
0.01 

Male 

174 

128.19 

Female 

118 

163.81 

Total 

292 

292 

X2  = 

P> 

=  29.18 
0.001 

A.  "Expected"  distribution  on  basis  of  50%  male,  50% 
female. 

B.  "Expected"  distribution  calculated  from  ratio  of  males 
and  females  admitted  to  the  North  Carolina  Baptist 
Hospital  during  the  time  interval   1940-1960. 

Although  leukemia  has  been  noted  in  past 
years  to  occur  predominantly  in  males,  an 
increasing  incidence  in  females  has  recentl}^ 
been  observed.  According  to  most  investiga- 
tors, this  shift  is  not  attributable  entirely 
to  the  increasing  proportion  of  females  in 
the  population  nor  to  an  increase  in  the 
porportion  of  females  dying  from  all  causes. 
A  relationship  might  be  suggested  between 
the  rising  incidence  in  adult  females  and 
their  increasing  employment  in  industries 
where  exposure  to  possible  leukemogenic 
agents  is  increased.  The  cause  of  an  increas- 
ing incidence  of  childhood  leukemia  in  fe- 
males remains  unexplained,  and  there  seems 


no  reasonable  hypothesis  to  account  for  it 
at  this  time. 

Geographic  Variation 

A  relationship  between  the  incidence  of 
leukemia  and  geographic  location  has  been 
repeatedly  demonstrated.  Such  variations 
occur  not  only  between  continents,  but  also 
within  a  particular  country.  MacMahon"* 
noted  that  the  death  rates  from  leukemia  in 
the  United  States,  Denmark,  and  Sweden 
were  one  and  one-half  those  in  Canada, 
Great  Britain,  and  France.  Whether  such 
differences  are  due  to  age  distribution  or  to 
reliability  of  diagnosis  and  reporting  con- 
tinues to  be  a  matter  of  dispute.  Witts' » 
observed  that  in  Asia  lymphocytic  leukemia 
is  rare,  but  acute  leukemia  and  chronic 
granulocytic  leukemia  are  common. 

MacMahon'*  also  noted  striking  differ- 
ences in  the  incidence  of  leukemia  within 
the  United  States.  Of  the  nine  divisions  into 
which  the  states  were  grouped,  the  highest 
rate  of  leukemia  was  in  the  Pacific  area, 
with  a  mean  annual  death  rate  of  69.9  per 
million — -20  per  cent  greater  than  in  the 
lowest  division.  East  South  Central.  In  a 
survey  of  individual  states,  Minnesota  had 
the  highest  death  rate  from  leukemia,  79.2 
per  million.  Maine's  rate  of  50.0  per  million 
was  the  lowest.  In  general,  MacMahon'* 
concluded  that  a  belt  of  relatively  high 
death  rates  from  leukemia  covered  the 
northern  half  of  the  United  States  west  of 
the  Mississippi  River.  He  also  noted  that  in 
the  mountain  states  of  Nevada,  Utah,  Ari- 
zona, Idaho  and  Montana,  the  death  rate 
had  almost  doubled  between  1946  and  1953, 
this  increase  not  being  explained  by  changes 
in  age  distribution.  Kaplan^  reported  similar 
geographic  variations  within  the  United 
States. 

Stewart  and  Hewitt-'^  noted  that,  of  the 
four  principal  divisions  of  the  United  King- 
dom, England  and  Scotland  showed  similar 
mortality  rates,  while  in  Wales  and  North- 
ern Ireland  the  rates  were  lower. 

By  analysis  of  death  certificates  collected 
at  the  Danish  Cancer  Registry,  Clemmesen 
and  Sorensen-i  found  little  geographic  vari- 
ation in  the  incidence  of  leukemia  among 
persons  under  60  years  of  age.  In  the  older 
age  gi'oups,   mortality  in  Copenhagen  was 
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markedly  higher  than  in  the  rural  areas. 
This  pattei'ii  was  noted  in  both  sexes  and 
in  all  types  of  the  disease.  The  extent  of  ur- 
banization, median  income,  type  and  extent 
of  medical  care,  and  accuracy  of  diagnosis 
as  determinant  factors  have  not  j^et  been 
fully  studied. 

The  most  striking  association  between 
leukemia  and  geographic  location  was  the 
"eijidemic"  of  leukemia  reported  by  Heath 
and  Hasterlik--.  They  reported  8  cases  of 
leukemia  among  children  living  in  one  resi- 
dential area  of  Niles,  Illinois,  between  1957 
and  1960.  This  incidence  was  much  higher 
than  normal  for  the  population  of  the  area. 
Of  added  interest  was  the  fact  that  7  of  the 
children  attended  or  had  siblings  who  at- 
tended the  same  parochial  school.  Such  find- 
ings ha\'e  naturally  stimulated  much  specu- 
lation and  further  investigation  of  this  phe- 
nomenon. 

North  Carolina 

We  have  investigated  the  distribution  of 
acute  leukemia  in  North  Carolina,  b}'  de- 
termining the  county  of  residence  of  1,192 
persons  dying  of  the  disease  from  1946  to 
1960.  These  cases  were  collected  by  analysis 
of  death  certificates,  and  presumably  repre- 
sent all  cases  of  acute  leukemia  in  the  state 


Tabic    2 

('omparative  Disti'ibiitinii  of  1,1!)2  ('ascs  of  .Acute 

Ijciikcmla   in    \oilIi    Carolina   by    (Jcolojiic   Zone 

(li)40-l!)60) 

Observed  Expected 

Zone  Incidence  Incidence 

1.  196.5  213.14 

2.  178.5  170.23 

3.  313.5  325.19 

4.  338  344.26 

5.  165.5  139.23 

X2  =  7.189 
P>0.1 

during  this  interval.  The  state  was  divided 
into  5  zones  according  to  the  underlying 
geologic  deposits  ( fig.  1 ) .  These  zones  are 
roughly  correlated  with  the  amount  of  back- 
ground radiation  emanating  from  the  geo- 
logic deposits.  This  background  radiation 
generally  increases  from  east  to  west. 

Numbers  of  cases  of  acute  leukemia  for 
each  zone  were  then  compared  with  "ex- 
pected" values  derived  from  the  population 
figures  for  these  same  zones.  Statistical  com- 
parison by  the  chi-square  test  showed  that 
there  was  not  a  significant  difference  in  the 
rate  of  occurrence  of  acute  leukemia  in  these 
five  zones  (X-  =  7.189,  P  >  0.1). 

Seasonal  Variation 

As  early  as  1934  investigators  noted  a  sea- 
sonal variation  in  the  incidence  of  leukemia. 


Zone   1  ~  Undifferentiated    deposits,  Yorktown 
formation,  Castle   Hoyne    limestone 


formation,  Castle   Hoyne    limestone. 

Pee  Dee  formation.  Black  Creek  formation,  Tuscaloosa   formation 

Granite,    Bedded  argillites.    Mafic  volcanics,  Felsic  volcanics.  Mica  schist, 
Mica  gneiss,  Triassic-undifferentiated,  Sanford,  Cumnock  and  Pekin  formations 

Granite,  Hornblende  gneiss.   Mica   schist,   Mica    gneiss. 
Sandsuck   shale,   Nantahala  slate,   Great   Smoky  conglomerate,  Snowbird 
formation,  Brevard  schist,   Mt.  Airy  granite,    Beech    granite   gneiss,    Max 
Patch  granite  gneiss.   Blowing    Rock  gneiss,    Henderson    granite    gneiss, 
granite,  quartz,  dunite,  diorrhite,  gabbro 


Fig.   1.   Map  of   Xortb   Carolina   shoning   geologic   zones. 
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Lambin  and  Gerard-^  reported  54  cases  of 
acute  leukemia  seen  during  tlie  period  from 
1927  to  1934.  In  only  17  cases  was  the  onset 
between  May  and  October,  while  37  cases 
began  between  November  and  April.  Engel- 
breth-Holm  and  Meyer--*  reported  in  1935  an 
82  per  cent  "take"  among  adult  chickens 
inoculated  with  chicken  leukosis  between 
April  and  May,  but  only  40  per  cent  during 
October  and  November. 

Hayes-",  in  a  survey  of  189  cases  of  acute 
leukemia  from  the  records  of  the  North 
Carolina  Baptist  Hospital,  found  a  seasonal 
variation  in  the  month  of  onset  which  dif- 
fered significantly  from  a  random  distribu- 
tion. No  apparent  association  between  the 
seasonal  variation  of  acute  leukemia  and 
common  infectious  diseases  was  fovmd.  How- 
ever, a  definite  seasonal  variation  in  onset 
of  acute  leukemia  was  noted  in  the  patients 
from  North  Carolina,  the  peak  incidence  be- 
ing between  December  and  April. 

Other  workers  have  recently  confirmed 
the  existence  of  a  seasonal  variation  in  the 
occurrence  of  leukemia-''  and  Hodgkin's 
disease-'  in  Great  Britain.  It  is  of  interest 
that  Great  Britain's  peak  is  reached  in  May 
and  June,  as  opposed  to  the  winter  and 
spring  peak  noted  for  North  Carolina. 

Leukemogenic  Agents  and  Factors 

Each  year  numerous  agents  or  antece- 
dent events  have  been  added  to  the  long  list 
of  possible  etiologic  factors  in  leukemia. 
Hueper^^,  in  his  text  on  occupational  tumors, 
deals  exhaustively  with  this  subject.  Ob- 
viously, to  cope  with  all  aspects  of  leuk- 
emogenic agents  would  be  far  beyond  the 
scope  of  this  paper.  Thus  only  those  which 
appear  most  important  will  be  considered. 

Exogenous  factors 

The  leukemogenic  effect  of  radiation  is 
widely  discussed  in  the  literature.  Wynder-'* 
concluded  that  except  for  radiation  and  pos- 
sibly chronic  benzol  poisoning,  there  was 
no  good  evidence  implicating  exogenous 
agents  as  leukemogenic  in  humans.  March-"' 
computed  the  ratios  of  deaths  from  leu- 
kemia among  radiologists  and  all  other 
physicians,  and  concluded  that  the  risk  of 
death  from  leukemia  among  radiologists  was 


9  to  10  times  that  of  non-radiologists.  Mo- 
loney^" did  not  arrive  at  the  same  conclu- 
sion in  his  study  on  the  incidence  of  leu- 
kemia among  physicians. 

Merskey'^'  suggested  that  the  relatively 
high  incidence  of  leukemia  in  polycythemia 
vera  patients  does  not  express  the  natural 
course  of  the  disease,  but  is  a  result  of  re- 
peated intermittent  radiation  therapy  often 
given  these  patients.  Folley  and  others-'- 
have  reported  a  significant  increase  in  the 
incidence  of  leukemia  among  atomic  bomb 
victims  exposed  to  relatively  high  doses  of 
radiation.  Lewis^-^  argued  that  present  evi- 
dence implies  that  background  radiation 
could  produce  not  more  than  10-20  per  cent 
of  leukemia  cases  in  the  United  States. 
Brown  and  asociates^"*,  in  their  studies  of  the 
incidence  of  leukemia  in  10  regions  of  Scot- 
land, attributed  only  1  per  cent  of  the  ob- 
served differences  to  varying  exposure  to 
radiation.  Other  authors'"-^"  also  disagree 
with  Lewis.  The  United  Nations  Scientific 
Committee"'  reported  in  1958  that  it  is  un- 
likely that  background  radiation  is  respons- 
ible for  more  than  5-10  cases  of  leukemia 
per  million  population  in  a  10-year  period. 

It  is  obvious  that  the  leukemogenic  char- 
acter of  radiation  is  poorly  understood.  Such 
variables  as  threshold  doses,  species  differ- 
ences, and  time  lag  in  onset  of  symptoms 
make  accurate  conclusions  difficult.  It 
would  appear,  however,  that  ionizing  radia- 
tion is  capable  of  inducing  leukemia  in  man, 
and  that  this  effect  is  related  in  some  un- 
known way  to  time  of  exposure  and  dosage 
received. 

Genetic  factors 

Videbaek,  as  reported  by  Meadors^"',  pub- 
lished the  results  of  a  geneologic  study  in 
Denmark  in  which  leukemia  was  diagnosed 
in  17  members  of  209  families  of  leukemic 
patients.  There  are  isolated  reports  of  famil- 
ial increases  in  incidence,  the  most  striking 
being  that  of  Anderson'^^,  in  which  5  of  8 
siblings  died  of  acute  leukemia  at  about  the 
same  age.  It  is  difficult  to  prove  whether 
the  causative  factor  is  genetic  or  related  to 
some  aspect  of  the  family  environment. 

Congenital  leukemia  is  exceedingly  rare. 
Bernhard  and  associates''',   in  a  review  of 
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the  literature  prior  to  1951,  found  only  IS 
cases  including  4  of  their  own.  Onh'  one 
unequi\'ocal  case  of  leukemia  occurring  in 
an  infant  born  of  a  leukemic  mother  has 
been  reported^'\  According  to  Medford^', 
the  cases  of  congenital  leukemia  reported  up 
to  1961  totaled  60. 

Infection 

Infection  has  been  repeatedly  implicated 
in  the  etiology  of  leukemia.  Brown"*-  re- 
ported that  at  least  50  per  cent  of  cases  of 
acute  leukemia  are  preceded  by  infection, 
usually  a  respiratory  infection,  otitis,  or 
pharyngitis.  He  also  noted  that  the  inci- 
dence of  leukemia  in  children  closely  paral- 
lels that  of  measles  and  diphtheria.  How- 
ever, other  investigators  argue  that  leukem- 
ia may  have  been  present  in  these  patients 
and  predisposed  them  to  the  infection, 
which  then  is  noted  as  the  earliest  symptom 
of  the  disease'''*'^^  Meadors'"'  has  taken  the 
opposite  view,  relating  the  lower  incidence 
of  leukemia  in  rural  areas  to  higher  rates  of 
bacterial  infections.  Pinkel  and  Nefzger"' 
suggested  an  infective  disease  pattern  in  the 
distribution  of  leukemia,  but  their  results 
were  not  definitive. 

Viritses 

There  has  been  recent  interest  in  the  pos- 
sibility of  a  viral  etiology'  of  leukemia. 
Schwartz  and  Schoolman^-^  reported  the  ac- 
celerated development  of  malignant  lymph- 
omas in  a  susceptible  strain  of  rats  by  in- 
jection of  cell-free  filtrates  obtained  from 
the  brains  of  leukemic  patients.  Magrassi 
and  others^"*  reported  that  the  inocula- 
tion of  human  leukemic  cells  into  guinea 
pigs  regularly  causes  a  severe  and  usually 
fatal  anemia.  Gross-*''  suggested  that  the  so- 
called  "leukemogenic  agents"  merely  acti- 
vated latent  oncogenic  viruses  capable  of  in- 
ducing tumors  or  tumor-like  conditions.  He 
further  suggested  that  the  familial  incidence 
of  tumors  and  leukemia  niaj-  be  due  to  the 
vertical  transmission  of  \'iral  agents  rather 
than  to  genetic  factors.  Much  of  the  fore- 
going data  cannot  be  directly  related  to  a 
causative  viral  agent  in  the  human,  and  con- 
tinued research  along  these  lines  will  be  re- 
quired before  an_y  causal  relationship  may 
be  seriously  considered. 


Relationship  to  ABO  Blood  Groups 

In  dealing  with  diseases  of  an  obscure 
epidemiologic  nature,  interest  recently  has 
been  stimulated  in  serologic  methods^".  A 
definite  relationship  has  been  shown  be- 
tween blood  groups  and  certain  diseases. 
Evidence  indicates  that  duodenal  ulceration 
is  more  common  in  persons  of  blood  group 
O,  and  a  preponderance  of  blood  group  A  in 
pernicious  anemia  is   strongly   suggested^-*. 

Several  investigators  have  reported  ab- 
normalities in  the  leukocyte  chromosomes 
of  patients  with  leukemia'-'\  Crowley  and 
others-"''  reported  a  case  of  an  acquired  al- 
teration in  ABO  blood  group  agglutinabil- 
ity  in  a  patient  with  acute  leukemia.  In  a 
study  of  352  cases  of  leukemia,  Lucia  and 
associates"  reported  that  the  distribution  of 
ABO  blood  groups  fell  within  normal  limits 
of  variation  when  compared  with  a  non- 
leukemic  control  population. 

North  Carolina  data 

Data  were  collected  from  292  cases  of 
acute  leukemia  seen  at  the  North  Carolina 
Baptist  Hospital  between  1940  and  1960. 
Specific  cell  types  were  'not  considered. 
Diagnosis  was  confirmed  in  all  cases  by  bone 
marrow  examination.  ABO  and  Rh  groups 
were  determined  by  routine  serologic  tech- 
nicjues. 

For  purposes  of  control,  ABO  and  Rh 
t3'pes  were  obtained  from  data  cited  for 
over  70,000  individuals'"'.  The  data  thus  ob- 
tained were  subjected  to  the  chi-square  test 
with  regard  to  sex,  ABO,  and  Rh  group  in- 
cidence. 

Sex  ratios:  The  observed  male  to  female 
ratio  indicated  a  significant  predilection  for 
males  (table  1). 

Rh  types:  The  incidence  of  Rh-positive 
and  Rh-negative  blood  types  among  leu- 
kemic patients  was  not  significantly  dif- 
ferent from  that  expected  in  a  random  popu- 
lation sample  (X-  =  0.293  >  0.31. 

ABO  groups:  A  significant  difference  was 
found  between  the  observed  incidence  of 
leukemia  by  ABO  groups  and  that  expected 
in  a  random  population.  This  difference  was 
due  to  an  increase  in  i^atients  of  blood  group 
A  or  a  significant  decrease  in  blood  group 
0. 
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Table  3 

Comparative  Frequency  of  Leukemia  (All  Types) 
By  Rh  Blood  Type  Among  292  Patients 


Rh    Type 

Observed 

Expected  Incidence 

Positive 

237 

245.2 

Type 

Negative 

55 

46.8 

A 

Total 

292 

292.0 
X2  =  0.293 

0 

B 

0.5>p     (df  = 

1)>0.3 

AB 
Total 

Thus  statistical  comparison  of  sex,  ABO, 
and  Rh  blood  groups  between  292  patients 
with  acute  leukemia  and  a  control  group 
of  70,000  non-leukemic  patients  permits  the 
following  conclusions: 

1.  There  is  a  significant  preponderance 
of  leukemia  among  males. 

2.  The  distribution  of  Rh  blood  type 
among  leukemic  patients  does  not  sig- 
nificantly differ  from  that  expected  in 
a  random  population  sample. 

3.  There  is  a  significant  difference  in  the 
distribution  of  ABO  blood  groups 
among  leukemic  patients,  largely  due 
to  an  increase  in  the  number  of  leu- 
kemic patients  in  blood  group  A. 

Although  a  relationship  between  the  in- 
cidence of  leukemia  and  the  ABO  blood 
groups  is  suggested,  the  data  presented  here 
are  insufficient  for  definite  conclusions.  It 
would  appear  from  this  small  study  that 
these  observed  differences  are  significant  in 
the  leukemic  patients  seen  at  this  institu- 
tion. 

Summary   and   Conclusions 

A  brief  review  of  the  literature  concern- 
ing the  epidemiology  of  leukemia  is  pre- 
sented. Although  this  disease  should  lend 
itself  well  to  epidemiologic  study,  the  pit- 
falls of  classification,  diagnosis,  and  report- 
ing have  been  noted. 

Major  points  concerning  the  incidence, 
age  and  sex  distribution,  seasonal  and  geo- 
graphic variation,  leukemogenic  agents,  and 
relation  to  blood  groups  are  reviewed.  In 
addition,  original  statistical  studies  of  a 
small  group  of  leukemic  patients  are  pre- 
sented. 

In  view  of  the  many  variables  at  work, 
only  the  following  suggestions  can  be  made 
in  regard  to  conclusions: 

1.  The  incidence  of  leukemia  is  steadily 
rising. 


Table  4 

Compai-ative  Frequency  of  Jjeukemia  (All  Types) 

by  ABO  Blood  Type  Among  292  Patients 

No.  Cases  Xo.  Cases 

Observed  Expected 

145  120.68 

111  129.36 

21  30.22 

15  11.74 

292  292.0 

X2  =  11.22 
0.02<p   (df  =  3X0.05 

2.  The  disease  shows  a  predilection  for 
males,  although  a  recent  shift  toward 
increased  numbers  of  cases  in  females, 
particularly  in  certain  cell  types,  has 
been  observed. 

3.  The  lymphocytic  leukemias  commonly 
occur  in  the  age  extremes  of  life,  while 
the  granulocytic  types  usually  occur 
during  adolescence  and  early  adult- 
hood. 

4.  Geographic  \-ariations  have  been  ob- 
served among  continents  as  well  as 
within  specific  countries;  however,  no 
significant  variation  has  yet  been  noted 
within  the  state  of  North  Carolina. 

5.  A  seasonal  variation  has  been  found  in 
particular  areas  studied,  notably  North 
Carolina. 

6.  Numerous  agents  may  be  responsible 
etiologic  factors  in  leukemia. 

7.  A  relationship  between  ABO  blood 
groups  and  the  incidence  of  leukemia 
is  defined  and  recjuires  further  clarifi- 
cation. 

8.  The  individual  physician,  by  careful 
diagnosis,  recording,  and  reporting, 
plays  a  vital  role  in  accurate  epidemio- 
logic studies  of  this  disease. 
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Tne  Present  Concept  or  RenaLilitation  Medicine 


Robert  A.  Gregg,  M.D. 
Durham 


Rehabilitation  as  a  recognized  health  ef- 
fort began  as  isolated  programs  concerned 
with  specific  abnormalities  in  bodily  func- 
tion which  made  a  normal  life  impossible. 
These  efforts  had  their  beginning  in  the  late 
nineteenth  centurj^  but  were  usually  orient- 
ed toward  a  single  disease,  were  medical  or 
vocational  in  character,  and  at  times  involv- 
ed special  education.  World  Wars  I  and  II 
focused  the  attention  of  the  entire  nation 
on  a  large  number  of  disabled  veterans  in 
desperate  need  of  restorative  and  vocation- 
al services.  The  abilities  of  handicapped 
persons  were  dramatically  demonstrated 
during  the  industrial  mobilization  of  World 
War  II  when,  for  the  first  time  in  our  his- 
tory, there  were  not  enough  able-bodied  in- 
dividuals to  man  the  industrial  battle  lines. 

More  recently,  rehabilitation  has  grown 
in  scope  as  a  result  of  medical  specialization, 
and  been  stimulated  by  the  vast  needs  pro- 
duced by  the  increasing  survival  of  people 
with  long-term  illness  and  injury.  Medicine 
keenly  recognizes  its  obligation  in  this  area 
and  is  developing  specific  programs  to  meet 
the  challenge. 

What  is  Rehabilitation? 

Primarily,  rehabilitation  is  both  a  concept 
and  an  attitude  toward  longterm  health 
needs  which  take  into  account  the  signific- 
ance and  impact  of  illness  on  the  patient,  his 
family,  and  society.  Secondarily,  it  is  a  real 
process  which  utilizes  a  body  of  techniques 
developed  for  particular  health  and  welfare 
problems  employing  the  skills  and  training 
of  various  professional  groups. 

Effective  medical  rehabilitation  programs 
are  developed  under  knowledgeable  medical 
direction  and  teamed  by  competent,  skilled 
personnel  having  diverse  training  both  in 
medicine  and  the  manj'  related  health  serv- 
ices. These  professional  people  coordinate 
their  functions  in  a  continuing  effort  to 
meet  the  changeable   needs   of  chronically 
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ill  or  disabled  patients.  The  success  of  this 
coordinated  ajDproach  is  based  on  various 
services  which  enable  the  patient  to  accept 
the  responsibilities  of  living  in  an  effective 
and  productive  manner.  Patients  with  long- 
term  illness  or  severe  injury  need  a  diverse 
and  carefully  planned  program  to  permit 
them  to  adjust  successfully  to  life's  demands 
and  thereby  experience  maximum  restora- 
tion of  capabilities,  with  independence  in 
self-care,  full  participation  in  family  and 
social  life,  and  economic  indeiaendence 
through  a  satisfying  vocation. 

These  multidisciplined  services  must  be 
planned  and  implemented  early  in  the  acute 
surgical  and  medical  phase  of  treatment  if 
maximum  effectiveness  is  to  be  achieved. 
There  have  been  nianj'  demonstrations  that 
rehabilitation  to  the  point  of  self-care  at 
home,  and  even  employment,  is  a  practical 
possibility  for  manj'  of  the  chronically  ill 
and  severely  disabled^  Rehabilitation  medi- 
cine is  a  combined  effort  involving  many 
services  which  are  integrated  both  within 
the  hospital  as  well  as  with  community 
health  and  social  services. 

Objectives  and  Techniques 

The  demands  of  a  productive  and  satisfy- 
ing life  rec^uire  continual  adaptation  to 
various  stresses.  The  healthy  person  is  able 
to  accomplish  this  by  developing  his  phy- 
siologic, psychologic,  and  sociologic  re- 
sources, which  may  be  modified  to  meet  the 
demands  of  life.  When  confronted  with 
short-term  or  acute  disease  or  injury,  he 
usually  achieves  self-rehabilitation,  al- 
though support  and  specific  medical  help 
may  be  necessary  temporarily.  On  recovery 
he  soon  resumes  his  ordinary  activity  and 
no  longer  needs  medical  assistance. 

An  entirely  different  situation  occurs 
when  a  person  is  subjected  to  permanent 
or  long-term  incapacitation.  The  same 
stresses  of  life  now  exceed  his  adaptive  cap- 
acity, which  has  been  reduced  by  chronic 
illness.   Although   the   disabled   person  has 
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expectations  similar  to  tliose  of  the  healthy, 
he  must  exert  maximal  effort  to  attain 
similar  rewards.  Through  proper  guidance 
and  specific  help  in  outlining  needed  re- 
habilitation services,  lie  can  become  a  pro- 
ductive member  of  society.  A  concerted 
effort  must  be  made,  however,  to  insure  him 
a  life  other  than  isolation  at  home  or  con- 
finement to  custodial  institutions. 

Rehabilitation  employs  many  techniciues 
which  motivate  a  disabled  person  to  utilize 
fully  his  own  basic  adaptive  powers.  Real- 
istic objectives  are  established  on  the  basis 
of  accurate  medical  and  paramedical  e\'alua- 
tion,  with  consideration  for  sociologic  and 
economic  factors.  The  coordinated  program 
is  started  as  soon  as  medically  feasible,  and 
progresses  to  the  realistic  goals  as  quickly 
and  safely  as  possible.  Without  this  organ- 
ized approach,  the  disabled  person  de\-elops 
marked  dependency  complicated  by  depres- 
sion, hostility,  frustration,  and  austistic 
thinking,  which  decrease  or  abolish  effec- 
tive adaptation. 

A  Planned  Approach 

Medical  evaluation 

The  following  approach  and  periodic  re- 
view is  necessary  to  evaluate  and  outline  ef- 
fectively an  adeciuate  and  practical  rehabili- 
tation program.  The  physiologic  status  is 
established  through  a  variety  of  functional, 
laborator}',  and  diagnostic  tests  to  permit 
safe  levels  of  physical  activity.  Neuromus- 
cular deficits  and  resultant  interference 
with  movement,  communication,  self-care, 
bodily  hygiene,  nutrition,  and  educational 
and  vocational  activities  are  e\-aluatecl.  The 
general  physical  and  nutritional  condition 
of  the  person  is  reviewed.  Specific  medical 
problems,  such  as  pressure  sores,  infection, 
deconditioning,  and  malnutrition,  are  identi- 
fied and  specific  treatment  programs  in- 
stituted. Cardiovascular,  pulmonary,  meta- 
bolic, and  excretory  function  are  investigat- 
ed. Acute  medical  or  surgical  complications 
are  treated  on  an  emergency  basis. 

Psychosocial  assessment 

The  psj-chologic  status  is  assessed.  Cere- 
bral integration  and  residual  intelligence 
must  be  tested  in  all  cases  of  brain  dam- 


age, whether  medically  or  traumatically  in- 
curred. The  presence  of  harmful  de\'iations 
in  personalit}',  disease  reactions  and  re- 
sponse to  the  situation  of  chi-onic  illness  or 
injury  must  be  determined. 

Sociologic  factors  ha\'e  assumed  even 
more  significance  during  the  past  decade  as 
a  resvdt  of  antibiotics,  refined  surgical  tech- 
nicjues,  ad\'ances  in  physiology,  and  im- 
proved standards  of  living.  Most  infectious 
diseases  are  easil}'  and  rapidly  controlled. 
Surgical  correction  of  cardiovascular  defects 
are  now  almost  routine  in  major  medical 
centers.  Catastroishic  injur}'  of  the  central 
nervous  system  no  longer  produces  certain 
death.  Increased  knowledge  of  the  physio- 
logy of  immobilization,  hemodialysis,  cardio- 
renal  function,  and  organ  tran.splantation 
are  literally  filling  volumes  in  our  medical 
libraries.  All  these  ad\"ances  mean  that 
many  patients  sur\-i\-e  who  would  have  died 
just  a  few  3'ears  ago.  However,  many  of 
them  have  residual  defects,  both  physical 
and  emotional,  which  place  a  severe  strain 
on  the  adaptive  abilities  of  the  patient  and 
his  family  or  relatives. 

The  traditional  hospital,  oriented  to  acute 
medical  and  surgical  problems,  cannot  gi\'e 
comprehensive  patient  care  unless  the 
philosoi^hy  of  rehabilitation  medicine  is  ac- 
tively practiced  by  staff  physicians,  and  it 
is  recognized  that  acute  and  chronic  con- 
ditions cannot  be  optimally  treated  on  the 
same  ward.  Usually,  the  critical  demands  of 
the  acutely  ill  patient  must  and  will  be  ade- 
quately served  by  hospital  personnel.  Un- 
fortunately, unintentional  neglect  will  be 
the  fate  of  the  chronic  case. 

The  patient's  adaptability  to  the  hospital 
situation,  his  ability  to  cope  with  the  life 
situation  in  the  home,  and  his  family's  abil- 
ity to  cope  with  the  demands  of  his  physical 
condition  and  emotional  responses,  must  be 
considered  and  planning  instituted.  In 
chronic  cases,  the  patient's  family  must  be 
counseled  bj'  professional  staff  members  in 
the  early  phase  of  rehabilitation,  and  must 
become  actively  involved  in  patient  care 
and  understanding.  Otherwise,  the  most 
carefully  organized  and  coordinated  pro- 
gram will  be  jeopardized  when  the  patient  is 
discharged. 
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Vocational  planning  and  jolloio-up 

Vocational  evaluation,  including  a  review 
bf  education,  training,  and  work  experience 
nust  be  made  in  relation  to  the  patient's 
iltimate  physical  condition  after  an  active 
■ehabilitation  program  has  been  effected, 
ommunitj'  resources  must  be  investigated 
md  solicited  well  in  advance  of  discharge. 

The  preceding  approach  and  review  is 
lecessary  for  a  comprehensive  assessment 
vith  which  realistic  day-by-day  objectives 
'or  treatment  and  psychosocial  assistance 
;an  be  established  and  employed.  Periodic 
jroup  conferences  involving  physicians  and 
elated  health  personnel  concerned  with  the 
patient's  care  are  necessary  for  adequate 
;ommunication,  the  outlining  of  practical 
)bjectives,  and  the  delegation  of  tasks.  Plans 
nust  be  modified  as  often  as  necessary  to 
neet  the  patient's  changing  situation  as  he 
progresses  through  natural  restoration, 
specifically  assisted  by  definitive  therapy, 
and  as  he  comes  to  accept  what  can  not  be 
hanged,  to  use  and  exploit  his  strength 
and  unique  abilities. 


Conclusion 


ech 


Comprehensive  rehabilitation  requires 
many  weeks  and  months,  during  which 
numerous  professional  and  co-i^rofessional 
personnel  are  assisting  the  patient  through 
particular  phases  of  his  carefully  planned 
program.  The  cost  of  such  service  in  both 
money  and  human  effort  is  staggering. 
Without  it,  however,  the  cost  of  treating  a 
chronically  ill  or  permanently  disabled  pa- 
tient who  has  to  be  re-admitted  to  the  hos- 
pital because  of  acute  complications  and  re- 
peatedly or  for  long  periods  occupies  hos- 
pital beds  needed  for  acute  cases — this, 
when  added  to  the  appalling  loss  of  human 
talent  and  productivity,  far  exceeds  the  cost 
of  practical  rehabilitation.  The  challenge 
is  to  equate  the  policies  of  financial  sponsors 
with  the  needs  and  remaining  capacities  of 
the  patient. 
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The  young  physician  should  realize  that  the  mission  of  the  doctor  is 
well  defined:  It  is  not  to  determine  whether  men  are  good  or  bad,  but 
whether  they  are  weak  or  strong,  sick  or  well.  The  functions  of  the 
physicians  are  the  saving  of  lives  and  the  giving  of  comfort,  if  by  "lives" 
one  includes  living  in  the  fullest  sense,  and  encompassing  both  preven- 
tive medicine  and  rehabilitation. — William  A.  Jeffers:  The  Physician's 
Care  of  the  Elderly,  Proceedings  of  the  Duke  University  Council  on 
Gerontology,  1963. 
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Pulmonary  radiographic  infiltration  (re- 
presenting usually  an  exudati\-e  or  granulo- 
matous process  within  the  lungs)  with  as- 
sociated peripheral  blood  eosinophilia  was 
first  reported  in  1932  by  Loeffler'.  The  dis- 
ease, in  his  patients,  was  transient  and 
marked  by  migratory  pulmonary  infiltra- 
tion, few  clinical  symptoms,  a  variable  de- 
gree of  peripheral  blood  eosinophilia,  and 
characteristically  rapid,  spontaneous  re- 
covery. Since  his  report  other  authors,  most- 
ly foreign,  have  reported  similar  cases,  some 
of  them  differing  from  Loeffler's  in  several 
aspects. 

In  1952  Crofton  and  others-  re\-iewed 
more  than  450  cases  of  pulmonary  eosino- 
philia from  the  world  literature  and  pro- 
posed a  classification  which  has  been  widelj' 
quoted  since  that  time.  He  felt  that  these 
cases  formed  a  continuum  sulxlivided  into 
the  following  subgroups: 


eosinophilia     or 
—transient     infil- 


1.  Simple     pulmonary 
Loeffler's    sjaidrome- 
trations. 

2.  Prolonged  pulmonary  eosinophilia — 
prolonged  or  recurrent  infiltrations 
without  asthma. 

3.  Pulmonary  eosinophilia  with  asthma — 
infiltrations  with  asthma. 

4.  Tropical  pulmonary  eosinophilia — us- 
ually with  asthmatic  symptoms. 

5.  Polyarteritis  nodosa. 

In  the  category  of  prolonged  jjulmonary 
eosinophilia,  Crofton  discussed  17  cases  from 
the  literature  and  presented  one  case  from 
his  own  experience.  These  cases  were  all 
characterized  by  abnormal  radiographic 
shadows  persisting  more  than  a  month,  the 
absence  of  asthma  or  a  history  of  asthma, 
and  the  presence  of  eosinophilia  in  the  circu- 
lating blood,  arbitrarily  set  at  6  per  cent 
or  greater  and  occurring  at  some  time  dur- 
ing the  course  of  the  pulmonary  infiltration. 
Thirteen  of  the  IS  patients  gave  evidence 
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of  either  an  etiologic  factor  or  an  allergic 
diathesis. 

Since  1952  many  reports  of  cases  of  pul 
monary  infiltration  with  eosinophilia  (PIE 
syndrome)  have  been  published,  together 
with  several  reviews.  However,  there  have 
been  no  further  reviews  of  the  prolonged 
variety  of  the  disorder  as  described  by  Crof- 
ton. 

Having  seen  3  patients  with  this  prolong- 
ed PIE  syndrome,  I  undertook  to  review  all 
the  cases  available  in  the  English  language 
literature  which  meet  Crofton's  criteria  of 
prolonged  pulmonary  eosinophilia.  Besides 
the  15  cases  in  English  reviewed  or  describ- 
ed by  Crofton,  the  study  will  include  46 
additional  cases  from  the  literature  and  one 
new  case  from  the  three  seen  b}'  me.  In 
most  cases  the  degree  of  eosinophilia  was 
reported  in  percentages.  For  the  sake  of 
clarity,  however,  they  will  be  referred  to 
in  absolute  counts  (numbers  of  eosinophils/ 
cu.  mm.  blood)  in  this  paper,  having  been 
derived  from  the  white  blood  cell  and  dif- 
ferential counts  at  any  given  time. 

Review  of  Cases  in  the  English  Literature 

Sixty-two  reports  on  61  patients  were 
found  in  the  literature  re\-iewed  since 
1932--"'.  Cases  were  selected  onl}^  if  (1) 
pulmonary  infiltration  was  demonstrated 
bj-  x-ray  examination  for  a  month  or  longer 
or  was  recurrent  for  more  than  one  month; 
(2)  a  blood  eosinophilia  of  6  per  cent  or 
greater  was  present  at  some  time  during  the 
course  of  the  infiltration;  and  (3)  no  asth- 
matic symptoms  were,  or  had  ever  been 
known  to  be,  present  in  the  patient.  Correla- 
tion of  the  data  collected  is  presented  with 
the  realization  that  such  a  retrospective 
study  is  limited  in  its  statistical  signific- 
ance, but  is  still  perhaps  of  value  since  few 
investigators  have  an  opportunity  to  study 
such  cases  longitudinally. 

Incidence 

The  age  of  the  patients  ranged  from  2  to 
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years,  with  the  mode  falhng  in  the  20 

0  29  years  age  group.  Forty-two  of  the  61 

jatients  (69  per  cent)  were  male.  Of  the  52 

3atients  in  which  race  was  reported,  34  (65 

er  cent)  were  Caucasian,  9   (17  per  cent) 

ere  Oriental,  4  (8  per  cent)  were  Negro,  3 
6  per  cent)  were  Spanish,  1   (2  per  cent) 

as  Polynesian,  and  1  (2  per  cent)  was 
ndian. 


ast  history 

A  past   history   of   tuberculosis   Vi^as   de- 
finite in  1  patient"'-",   1   patient^''  had  prov- 
ed concurrent  tuberculosis,  and  2  patients"' 
reported  a  previous  diagnosis  of  tuber- 
culosis although  all  cultvu'es  and  smears  had 
been  negative.  Thirty-six  patients   had  no 
j-jI  history  of  tuberculosis,  and  in  another  20 
iiail  cases  the  history  was  not  reported. 
iao      An  allergic   history  of  some  type   other 
ade  than  asthma  was   reported   in   12    (32   per 


a* 


cent)  of  the  38  cases  in  which  this  kind  of 


;  J|history  was  recorded. 
Environmental  factors 

Environmental  exposures  mentioned  in- 
cluded significant  proximitj'  of  certain  pa- 
tients to  young  dogs^'  ";  insecticides'*';  sand, 
cement  and  dust-";  wet,  cold  weather^^'*"; 
zinc  chloride  fumes-",  and  mouldy  hay^^'  *•*. 
A  history  of  pica  for  dirt  was  present  in  6 


cases' 


14.  21,  33,  3,5,  4(1 


and  for  lead-containing 
paint  concomitantly  in  2  cases^^'^".  Eight 
patients*''  -*'  *''  had  ingested  raw  or  spiced 
crabs,  1  had  a  history  of  heavy  alcohol  in- 
gestion^^, and  1  had  ingested  raw  milk  and 
meats  from  untested  farm  animals'".  No 
such  factors  were  reported  in  the  other 
37  cases  studied. 

Clinical  findings 

In  contrast  to  the  asymptomatic  nature 
of  Loeffler's  or  "simple"  PIE',  only  4  of 
these  patients  were  asymptomatic — 3  being 
discovered  following  the  finding  of  abnorm- 
al infiltration  on  routine  chest  films,  and  1 
following  incidental  discovery  of  ^'ery  high 
peripheral  blood  eosinophilia  on  routine 
complete  blood  count.  The  most  frequent 
complaints  were  respiratory,  the  most  com- 
mon single  complaint  being  cough,  either 
productive  or  non-productive,  fovmd  on  ad- 
mission in  33  of  the  61  patients.  Other  res- 


piratory complaints,  in  order  of  descending 
frequency,  included  hemoptysis,  dyspnea, 
shortness  of  breath,  rhinorrhea,  cyanosis, 
hoarseness,  tachypnea,  and  "a  cold." 

Febrile  complaints  included  fever  (both- 
ersome to  18  patients  on  admission),  chills, 
sweating,  and  flushing.  Chest  pain  was  a 
complaint  of  16  patients.  Reported  less  fre- 
quently were  abdominal  pain,  headache, 
pain  in  the  extremities,  tightness  in  the 
chest,  sore  throat,  and  neck  pain.  Systemic 
complaints  included  weight  loss  (13  pa- 
tients) and  malaise  (11  patients),  as  well  as 
weakness  and  easy  fatigability  in  a  few 
cases.  Less  common  gastrointestinal  com- 
plaints included  diarrhea,  vomiting,  an- 
orexia, abdominal  swelling,  nausea,  and 
melena.  Other  miscellaneous  signs  and 
symptoms  included  dizziness,  coma,  swelling 
in  the  neck,  excessive  menstrual  bleeding, 
inguinal  hernia,  diabetes,  and  skin  lesions. 

Respiratory  and  generalized  symptoms 
which  occurred  before  or  during  hospitaliza- 
tion included  cough  (non-productive  in  22 
cases,  productive  in  26  cases),  malaise  (pre- 
sent in  29  cases),  chest  pain,  usually  non- 
specific in  location  (23  cases),  some  form 
of  respiratory  distress,  most  frequently 
dyspnea  (21  cases),  sweating  (11  cases),  an- 
orexia (10  cases),  "tightness"  in  the  chest 
(6  cases),  abdominal  pain  (8  cases),  and 
occasional  symptoms  of  arthralgia,  weak- 
ness, myalgia,  headache,  fatigue,  and 
nausea. 

Fever  was  present  at  some  time  in  39 
patients,  the  recorded  peak  often  being  in 
the  range  of  100-101  F.  although  tempera- 
tures as  high  as  105.2  F  were  recorded  in 
one  case-".  The  most  frequently  reported 
duration  of  fever  ranged  from  three  weeks 
to  two  months. 

In  the  43  cases  in  which  respiratory  find- 
ings on  physical  examination  were  reported, 
24  patients  (59  per  cent)  exhibited  rales. 
Only  14  patients  had  changes  in  breath 
sounds,  11  had  changes  in  resonance  to 
percussion,  and  4  exhibited  ronchi. 

Laboratory  findings 

On  admission,  white  blood  cell  counts 
ranged  from  6,000  per  cu.  mm.--*  to  72,000 
per  cu.  mm.-*",  with  absolute  peripheral 
blood  eosinophils  ranging  from  normal  (less 
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than  400  cells/cu.  mm.'''  --■  -•■  -•-■  ■<»•  ^«'  ")  to 
36,900/cu.  mm.-'.  The  maximum  white  blood 
cell  count  ranged  from  8,400  cu.  mm.'"  to 
117,000  'cu.  mm.^^,  with  minimum  measure- 
ments of  5,200/cu.  mm.-*'  to  38,300  cu. 
mm.-'.  The  maximum  absolute  eosinophil 
counts  ranged  from  greater  than  500  cu. 
mm.^^  to  85,240  cu.  mm.-*"',  while  the  mini- 
mum ranged  from  zero  in  5  patients  to  32,- 
172/cu.  mm.-^  The  minimum  levels  of  both 
white  blood  cell  and  absolute  eosinophil 
counts  were  generally  lower  following  the 
administration  of  steroids  in  patients  who 
received  this  form  of  treatment.  While  GG 
per  cent  of  the  patients  reached  a  maximum 
white  cell  count  of  10-25,000,  cu.  mm.,  the 
maximum  percentages  of  eosinophils  were 
distributed  evenly  throughout  the  total 
range  of  6  to  89  per  cent,  with  no  definite 
mode  ascertainable.  The  maximum  absolute 
eosinophil  counts  were  distributed  evenly 
between  500  and  10,000  cells  cu.  mm.  in  G6 
per  cent  of  the  cases.  The  minimum  ab- 
solute eosinophil  count  was  normal  ( less 
than  400  cells/cu.  mm.)  in  45  per  cent  of 
the  cases,  and  ranged  between  400  and  3,000 
cells/cu.  mm.  in  44  per  cent. 

Only  a  few  patients  were  anemic.  The 
majoritj'  tested,  however,  had  elevated 
erythrocyte  sedimentation  rates.  Bone  mar- 
row examinations  conducted  on  13  patients 
revealed  a  marked  increase  in  eosinophil 
cells  (up  to  79.5  per  cent  of  all  cells^")  in  9 
of  the  13  patients.  Sputum  examinations  of 
20  patients  revealed  either  or  both  an  in- 
crease in  eosinophil  cells  and  the  presence  of 
Charcot-Leyden  crystals  in  15  instances  (75 
per  cent). 

Total  serum  proteins  were  measured  in 
18  cases  and  ranged  from  5.34-''  to  10. G4 
Gm./lOO  ml.3=,  with  globulin  fractions  of 
1.4413  to  7.34  Gm./lOO  ml.-^^  A  reversal  of 
the  albumin-globulin  ratio  was  present  in  8 
of  the  18  cases.  Electrophoresis  carried  out 
in  5  cases  revealed  a  primary  elevation  of 
the  gamma  globulin  fraction  in  all  5  cases''- 
j4.  :i.-..  48^  The  blood  urea  nitrogen,  fasting 
blood  sugar,  serum  calcium  and  phosphorus, 
cholesterol,  cholesterol  esters,  prothrombin 
time,  LE  tests,  and  urinalyses  were  almost 
always  normal  in  the  cases  in  which  they 
were   reported.    Reports    of    liver    function 


tests,    especially    the    bromsulphalein    and 
cephalin   flocculation   tests,   however,   were 
occasionally  abnormal'^  -'-  ■'-''-  •'"■  ■''*■  ■■•'". 
Chest  roentgenograms 

In  all  Gl  patients  chest  films  indicated 
pulmonarv  densities  persistently  or  inter- 
mittently for  a  month  or  longer.  In  19  pa- 
tients (31  per  cent)  densities  were  present 
for  one  to  two  months,  and  in  14  for  more 
than  a  year.  Twelve  patients  were  known  to 
have  recurrences.  The  pulmonary  lesions 
were  variably  described  as  patchy,  soft,  ir- 
regular, mottled,  diffuse,  hazy,  fluffy,  ill- 
defined,  nodular,  miliary,  granular,  wooly, 
cloudy,  and  or  exudative  interstitial  par- 
enchymal or  peribronchial  infiltrations.  In 
10  cases  cystic  nodules,  cystic  nodular  in- 
filtrates, or  ring-like  shadows  with  pericys- 
tic infiltrations  were  described"'  --'  -*■  ■"*'  ■"■ 
■''''  ^",  and  in  one  case  ^'^  a  definite  tubercu- 
lous cavitation  was  present.  Pleural  ef- 
fusions were  present  in  11  cases,  pleural 
thickening  in  9  cases,  and  pneumothorax  in 
4  cases.  Accessory  findings  included  in- 
creased bronchovascular  markings  in  13 
cases,  increased  hilar  shadows  in  10  cases, 
cardiac  enlargement  in  4  cases,  dextrocardia 
in  one  case-,  and  bronchiectasis  proved  by 
bronchography  in  2  cases-'*"'  -t^. 

The  location  of  the  infiltrations  remained 
fairly  constant  in  23  cases  but  shifted  in 
34  cases;  constancy  or  mobility  was  not  de- 
terminable in  4  of  the  cases.  All  lung  fields 
were  involved  at  some  time  during  the 
course  of  disease  in  26  patients,  the  right 
lung  only  in  6  patients,  the  left  lung  only  in 
6  patients,  both  upper  lung  fields  only  in 
1  patient,  both  lower  lung  fields  only  in  1 
patient,  both  mid-lung  fields  (perihilar) 
only  in  2  patients,  and  various  combinations 
of  lung  fields  in  the  remaining  19  patients. 

Other  roentgenograms  taken  revealed 
evidence  of  sinusitis  in  2  cases'"'  -^,  "lead 
lines"  in  the  long  bones  of  one  patient  with 
concomitant  chronic  lead  intoxication"*",  a 
nonspecific  thickening  of  the  cortex  of  both 
ulnae  in  one  patient"*'',  a  benign  duodenal 
neoplasm  in  one  patient^  and  a  shallow 
ulcer  on  the  lesser  curvature  of  the  stomach 
in  one  case'^. 

Pulmonary  function  studies 

Pulmonary  function  was  studied  in  8  pa- 
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tients.  One^*^  had  normal  vital  capacity,  but 
7  showed  a  definite  decrease'"'  -*■  -"■  ^"'-  '"'■  ^^' 
■*"  during  their  illness.  In  the  2  cases  in 
which  it  was  measured,  the  arterial  oxygen 
saturation  was  decreased  to  75-84  per  cent"'- 
■'■'.  "Poor  gas  distribution"  was  reported  in 
one  other  case^-*.  Comjjlete  pulmonary  func- 
tion studies  were  reported  in  only  one 
case'",  in  which  an  apparent  alveolar-capil- 
lary block  was  later  resoh-ed. 

Bronchoscopy  was  performed  in  8  cases: 
mucosal  erythema  was  found  in  2  cases'^^'  *°, 
right  lower  lobe  suppuration  in  1  case^",  and 
increased  mucoid  secretion  in  the  left  main- 
stem  bronchus  in  1  case-''**.  Findings  were 
normal  in  the  other  4  cases,  although  follow- 
ing bronchoscopy  1  patient-'-''  experienced  an 
episode  of  massive  hemoptysis  with  consoli- 
dation in  the  right  upper  lobe. 

Other  organs  clinically  involved 

Cutaneous  manifestations  were  urticaria, 
dermatitis,  necrosis,  pustules,  edema,  nod- 
ules'^, or  "creeping  subcutaneous  tumor"^"  in 
10  patients.  One  other  patient'"'  had  mycosis 
fungoides,  with  flattened  nodules  over  the 
flanks  and  shins  of  seven  years'  duration. 
Cervical,  axillary,  and  inguinal  lymphaden- 
opathy  ranging  from  minimal  to  moderate 
was  present  in  9  patients.  A  small  subcon- 
junctival hemorrhage  was  present  in  the  left 
eye  of  1  patient',  and  1  patient  with  conco- 
mitant hyperthja'oidism  had  exopthalamos. 
Evidence  of  inflammation  of  the  sinuses, 
tonsils,  pharynx,  nose  and 'or  larynx  was 
present  in  12  patients.  Cardiac  enlargement 
was  noted  by  either  or  both  percussion  and 
x-ray  in  5  patients'-'-  '^-  ■"'-  -'"■  ■"'-  ■•',  one  of 
whom^^  was  thought  also  to  have  systolic 
murmurs  in  both  pulmonic  and  mitral  areas. 
One  other  patient'"  had  a  pulmonary  systolic 
murmur.  Hepatomegaly  was  present  in  7 
patients^-  '«•  i-''-  ■'"-  ^-^  ^o-  -"■'-  «  and  hepato-splen- 
omegaly  in  2  patients''*-  3",  one  of  whom" 
had  superimposed  serum  hepatitis  that 
proved  fatal.  Four  patients  had  joint 
changes  consisting  of  rheumatoid  arthritis^'*, 
inflammation'*^,  or  simple  swelling'"-  -'. 
Other  findings  in  single  cases  included 
phlebitis,  vibratory  sense  impairment,  club- 
bing of  the  fingers^^,  tremor,  and  enlarge- 
ment of  the  left  ovary  and  uterus. 


Etiologic  factors 

An  allergic  response  to  known  or  un- 
known antigens  was  suggested  or  postulated 
in  the  majority  of  the  patients  reviewed.  In 
only  33  cases,  however,  was  an  etiologic 
agent  implicated,  and  in  only  11  cases  was 
the  relationship  proved.  Prontosil'-^  and  ni- 
trofurantoin-'^ were  implicated  as  drug  aller- 
gens and  confirmed  in  each  case  by  the  ad- 
ministration of  test  doses.  X-ray  findings 
were  consistentl}'  positive  immediately  fol- 
lowing administration  of  the  drug  and  con- 
sistently becam.e  negative  when  the  drugs 
were  discontinued. 

Chronic  exposure  to  various  insecticides 
was  implicated  in  one  case  "",  but  proof  was 
not  obtainable.  Acute  exposure  to  zinc 
chloride  fumes  preceded  the  illness  in  one 
patient-^,  and  exposure  to  cold  wet  weather 
preceded  the  syndrome  on  two  separate  oc- 
casions in  one  patient'-'-*".  Exposure  to 
mouldy  hay  was  implicated  in  2  patients 
diagnosed  as  having  "farmer's  lung."  In  one 
patient**  results  of  a  lung  biopsy  were  com- 
patible with  the  diagnosis,  and  in  the  oth- 
er-® Aspergillus  penicilliuni  organisms  were 
isolated  consistently  from  the  patient's  spu- 
tum. 

Coccidiodomycosis  was  implicated  in  2  pa- 
tients^". Both  gave  positive  skin  reactions 
to  Coccidiodes  imniitis  antigen  at  a  dilution 
of  1:100,  and  to  complement  fixation  and 
precipitin  tests  with  rising  titers.  One  was 
confirmed  histologically  by  the  presence  of 
ova,  with  endospores  in  both  lymph  node 
and  skin  lesions.  Tissue  sensitivity  to  Bru- 
cella abortis  was  suggested  in  2  patients'" 
who  had  positive  reactions  to  skin  tests, 
rising  agglutination  titers,  and  positive  opso- 
nophagocytic  indexes,  but  negative  sputum 
cultures. 

Ascaris  lumbricoides  ova  were  found  in 
the  stools  of  one  patient-'^  Another-'-'^  vomited 
a  single  male  adult  ascarid,  had  a  positive 
history  of  pica  for  dirt,  and  reacted  strongly 
to  the  ascaris  skin  test,  and  was  found  to 
have  granulomas  demonstrated  on  liver 
biopsy.  No  larvae  were  found  in  the  sections 
of  the  liver,  however.  A  third  patient^-'  pass- 
ed a  single  adult  ascarid  in  the  stool  and 
also  had  a  history  of  pica  for  dirt.  Larvae 
were  demonstrated  within  exudative  foci  in 
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a  liver  biopsy.  Ova  were  found  in  the  dirt 
basement  floor  of  the  patient's  house. 

Toxocara  canis,  the  etiologic  agent  of  vis- 
ceral larva  migrans,  was  implicated  in  three 
children"'-'-'  giving  a  history  of  pica.  Liver 
biopsy  in  one  patient"  was  consistent  with 
the  clinical  diagnosis,  but  larvae  were  not 
demonstrated.  In  a  second  patient'-*  the 
diagnosis  was  confirmed  by  the  presence  of 
larvae  in  a  liver  biopsy  specimen  and  recon- 
firmed at  autopsy,  where  larvae  were  found 
in  the  liver,  mesenteric  nodes,  brain,  spinal 
cord,  lungs,  left  ventricular  wall,  kidney, 
and  large  and  small  bowel.  Two  other  chil- 
dren, reported  by  Zuelzer  and  Apt^",  ex- 
hibited eosinophilia,  hyperleukocytosis,  hy- 
perglobulinemia,  and,  in  one  case,  hepa- 
tomegaly— all  featvu'es  which  Dent"''^  later 
named  as  characteristic  of  visceral  larva  mi- 
grans. In  one  patient^^  stools  containing  ova 
of  Schistosoma  mansoni  and  Necator  ameri- 
canus  and  rhabditiform  larvae  of  Strongy- 
loides  stercoralis.  Schistosomiasis  was  impli- 
cated and  confirmed  as  the  causal  factor 
when  characteristic  ova  were  found  in  his- 
tologic sections  made  from  a  lung  biopsy. 
Cultures  of  sputum,  bronchial  washings,  and 
a  lung  biopsy  specimen  of  another  patient'*'^ 
grew  Sporotrichum  schenckii.  Strongyloides 
stercoralis  was  implicated  as  the  etiologic 
agent  in  2  patients^'-  by  the  consistent  re- 
covery of  ova.  from  the  stools  of  both  pa- 
tients. Filariasis  was  suggested  in  1  pa- 
tienf"  by  a  positive  skin  reaction  to  the 
Dirofilaria  immitis  antigen  at  a  dilution  of 
1: 10,000  and  confirmed  by  the  finding  of 
numerous  microfilariae,  characteristic  of 
Wuchereria  hancrojti.  in  the  si^utum  and 
peripheral  blood  concentrates  of  the  patient. 

Paragonimus  ivesteiinani  was  believed  to 
be  the  responsible  agent  in  9  patients"'-*'^^. 
Eight  of  the  9  gave  a  history  of  having 
eaten  raw  or  spiced  crabs,  ova  were  demon- 
strated repeatedly  in  the  sputum  of  8  and 
in  the  stools  of  1,  and  skin  reactions  to  an 
antigenic  preparation  of  the  agent  were 
positive  in  2  patients.  Bahk",  in  presenting 
his  3  cases,  postulated  that  "a  hyperergic 
reaction  due  to  the  presence  of  Paragonimus 
westermani  is  the  actual  pathogenic  mech- 
anism as  is  the  case  with  other  allergens  and 
organisms." 


Bronchiectasis  was  postulated  as  a  pre- 
cipitating factor  in  1  case'"'  in  which  sup- 
puration was  seen  in  the  bronchus  of  the 
right  lower  lobes  where  the  infiltrate  was 
located  radiographically.  Sputum  cultures 
revealed  pneumococci  and  non-hemolytic 
streptococci.  Cylindrical  bronchiectasis  was 
also  present  in  a  second-*^  in  which  sputum 
cultures  revealed  only  normal  flora  plus  a 
few  colonies  of  pneumococci. 

One  patient^''  with  fibrocaseous  tubercu- 
losis proved  by  positive  sputum  smears  for 
acid-fast  bacilli  and  positive  sputum  cul- 
tures, and  found  to  have  apical  cavitation 
by  x-ray  and  tuberculous  bronchiectasis 
by  bronchoscopy,  had  transient  infiltrates 
with  superimposed  bacterial  infections. 
Proteus  vulgaris  was  cultured  from  the 
sputum  consistently  and  Staphylococcus 
ulhus  and  alpha  hemolytic  streptococci  in- 
termittently. The  transient  infiltrations  re- 
sponded to  specific  antibacterial  and  steroid 
therapy.  The  authors  suggested  that  this 
was  an  instance  of  bacterial  allergy,  pos- 
sibly representing  the  Schwartzman  reac- 
tion. Harkavy--'  attributed  the  symptoms  in 
his  patient  to  bacterial  allergy  emanating 
from  chronically  infected  sinuses;  however, 
no  bacteriologic  studies  were  done  on  the 
sinuses. 

One  patient  with  chronic  cerx'icitis  and 
endometritis  was  reported  by  Eichwald  and 
Singletar}-'"'  with  the  suggestion  that  the 
pulmonary  infiltrations  represented  an  "id" 
reaction  to  a  bacterial  allergy,  the  lungs 
acting  as  the  shock  organ. 

Although  no  valid  causal  relationship  was 
proved,  one  patient"*-  improved  six  weeks 
after  the  beginning  of  desensitization  pro- 
cedures with  autogenous  \'accines  made 
from  the  Escherichia  coli.  Streptococcus 
luridans  and  hemolytic  Staphylococcus 
aureus  cultured  from  the  patient's  nose  and 
throat. 

In  one  of  the  cases  of  histologically  diag- 
nosed eosinophilic  granuloma  of  the  lung^", 
chronic  tonsillitis  with  a  tonsillar  abscess 
containing  anaerobic  streptococci  was  dis- 
covered after  the  patient  had  been  discharg- 
ed. Following  a  tonsillectomy  the  patient 
improved.  The  same  patient  was  also  known 
to  have  mild   mycosis   fungoides   of  seven 
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years'  duration.  The  author  of  this  case  re- 
port suggested  that  eosinophihc  pneumon- 
itis might  possibly  be  an  early  stage  in  tlie 
pathogenesis  of  eosinophihc  granuloma  of 
the  lung. 

PIE  developed  in  one  patient-'-*  within  a 
few  weeks  after  childbirth  on  two  occasions. 
When  her  third  child  was  delivered,  she  was 
treated  with  steroids  for  the  first  nine  days 
post  partum  but  the  symptoms  had  recurred 
by  the  eighth  postpartum  week.  A  fourth 
postpartum  period  was  benign  for  at  least 
three  months  after  three  days  of  steroid 
therapy,  although  a  low-grade  eosinophilia 
recurred. 

Lymphatic  carcinomatous  spread  through 
the  lungs  was  shown  to  be  responsible  for 
the  pulmonary  densities  in  one  patient'-^ 
in  whom  a  primary  carcinoma  of  the  stom- 
ach was  observed  at  autopsy. 

Of  the  18  patients  in  whom  no  etiologic 
factor  could  be  demonstrated,  2'''  -'■  had 
positive  reactions  to  allergen  skin  tests;  1 
of  these''  had  a  personal  history  of  recur- 
rent hay  fever.  Four  others  of  these  pa- 
tients^' "•  1®'  -''  had  personal  histories  of  al- 
lergy and  3'-'  --  had  family  histories  of  al- 
lergy. 

Three  patients''-  '"  had  neither  a  sugges- 
tive personal  nor  family  history  of  allergy 
nor  any  other  implicable  etiologic  factor. 

Lung  pathology 

Lung  biopsy  or  autopsy  findings  were 
available  in  13  of  the  61  patients.  Histologic 
sections  revealed  the  presence  of  interstitial 
granulomas  containing  eosinophils  and  his- 
tiocytes in  all  6  patients  with  eosinophilic 
granuloma  of  the  lung  and  in  the  patient 
with  schistosomiasis.  In  the  patient  with 
sporotrichosis,  interstitial  granulomas  pre- 
sent contained  eosinophils  but  no  histiocy- 
tes. In  one  patient  with  visceral  larva  mi- 
grans, interstitial  granulomas  containing  lar- 
vae of  Toxocara  canis  were  also  present, 
but  no  eosinoiDhils  were  noted.  Granulomas 
were  located  around  this  bronchi  in  the 
patient  diagnosed  as  having  "farmer's  lung" 
and  likewise  did  not  contain  eosinophils. 
Eosinophils  were  also  found  to  lie  loosely 
in  the  interstitial  lung  tissues  in  4  of  the  pa- 
tients with  eosinophilic  granuloma  of  the 
lung.  Eosinophils  were  present  in   the  in- 


terstitial tissues  without  the  presence  of 
granulomas  in  the  patient  with  bronchiect- 
asis and  in  one  patient  in  whom  an  allergic 
process  was  postulated  but  no  antigenic 
agent  found.  These  and  other  miscellaneous 
histologic  findings  in  the  lungs  are  recorded 
in  table  1. 

Results   ill   six  reported  cases 

The  results  were  determined  on  the  basis 
of  the  response  of  the  radiographic  pulmon- 
ary infiltrations. 

Fatalities  (3.3  per  cent):  Only  two  fatal- 
ities were  reported.  One'-'  was  a  patient 
\\-hose  lungs  were  infiltrated  by  lym- 
phatic spread  from  a  gastric  carcinoma 
with  concomitant  eosinophilia.  The  patient 
died  in  acute  pulmonary  edema.  The  second 
death,  from  hepatic  coma,  occurred  in  a 
patient '■*  diagnosed  as  having  visceral  larva 
migrans  (systemic  infestation  by  Toxocara 
canis  with  hyperergic  response)  who  had 
received  blood  transfusions  and  developed 
serum  hepatitis. 

No  improvement  (8.2  per  cent):  Four 
patients  were  unimproved  despite  usual 
therapy  for,  in  one  case,  pulmonarj'  schisto- 
somiasis-'" and,  in  3  cases'*'^  for  pulmonary 
paragonimiasis.  One  other  case  of  pulmon- 
ary paragonimiasis  was  also  unimproved 
but  had  not  been  treated". 

Partial  improvement  (6.G  per  cent):  Two 
patients^-  ■*■''  of  eosinophilic  granuloma  were 
partially  improved,  one  without  treatment 
and  the  other  after  receiving  steroids.  Two 
other  untreated  cases'"-  -*■'  of  non-specific 
reaction  were  only  partially  improved. 

Spontaneous  regression  (19.7  per  cent): 
Spontaneous  regression  occurred  in  12  pa- 
tients without  specific  or  steroid  therapy. 
Six  of  these  patient--  i'-^"'  -■'■■'»  were  thought 
to  IvAve  had  a  hyperergic  response  to  un- 
known susbstances.  One  '■"*  was  shown  to 
have  had  an  allergic  response  to  the  drug 
Prontosil.  One  patient  was  diagnosed  as 
having  brucellosis'-',  one  filiariasis-'-'.  one 
coccidioidomycosis""',  and  one  paragonimia- 
sis". In  each  of  these  patients  an  allergic 
response  to  the  etiologic  agent  was  postulat- 
ed or  considered. 

Lost  to  follow-up  (6.6  per  cent):  Clinical 
and  x-ray  results  were  not  follo-\\ed  up  in 
4   patients   with    eosinophilic   granuloma'-", 
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visceral  larva  migrans",  "farmer's  lung,"''* 
and  a  non-specific  allergic  reaction'*". 

Regression  ajter  surgery  (8.2  per  cent): 
One  patient  with  eosinophilic  granuloma"* 
and  one  giving  a  nonspecific  allergic  reac- 
tion" improved  following  jDulmonary  biopsy. 
One  case  of  bronchiectasis'^''  and  one  of  pul- 
monary sporotrichosis'*'-  cleared  follow^ing 
lobectomy.  One  other  patient  who  had  an 
apparently  nonspecific  allergic  reaction-- 
responded  following  correction  of  a  periton- 
silar  abscess  by  tonsillectomy.  No  definite 
cause  and  effect  relationship  can  be  implied, 
however,  in  these  cases. 

Regression  ajter  surgery  and  specific 
therapy  i  1.6  per  cent ) :  One  patient  with  as- 


cariasis-'''  recovered  following  laparotomy 
and  liver  biopsy,  plus  specific  antihelminth 
therapy. 

Regression  after  specific  drug  therapy 
only  (13.1  per  cent):  T-wo  patients  with 
paragonimiasis'*^,  2  with  strongAdoidiasis'"*-  *- 
and  1  with  ascariasis'''*  responded  to  antihel- 
minthic agents.  One  patient  with  brucel- 
losis*'-'  and  one  with  coccidioidomycosis*"  re- 
sponded to  sulfonamides,  and  one  patient 
with  a  sensitivity-'  to  nitrofurantoin  re- 
sponded to  discontinuation  of  the  drug  plus 
supporti^"e  antihistaminic  therapy  with  di- 
phenhydramine. 

Resolved  witli  steroids  (16.4  per  cent): 
Ten    patients — 2   with    eosinophilic    granu- 
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lomas  of  the  lung^"'  ■***,  1  with  tuberculosis 
and  superimposed  bacterial  infection  with 
allergy-*-',  1  with  "farmer's  lung"-'",  1  with 
reaction  to  zinc  chloride  fume  exposure-'-',  1 
with  paragonimiasis'",  and-'-  -■  --''  in  which  no 
etiologic  or  definite  pathologic  diagnosis 
could  be  made — all  experienced  rapid  re- 
sponses of  lung  infiltrates  and  eosinophilia 
to  various  steroid  regimens. 

Resolution  with  de sensitization  (1.6  per 
cent ) :  One  case"*-  resolved  concomitantly 
with  desensitization  to  histamine  and  ad- 
ministration of  autogenous  vaccine  made 
from  the  normal  sputum  flora  of  the  patient. 

Resolved  with  blood  transfusiotis  (1.6  per 
cent) :  In  1  patient^-,  also  without  a  definite 
diagnosis,  x-ray  studies  indicated  resolution 
following  blood  transfusions. 

Recurrences  (13.1  per  cent):  Eight  pa- 
tients experienced  regressions  following  an- 
tibacterial or  antihelminthic  therapy  ---  --'-  ■''■ 
■'",  steroid  therapy-^'  ^^,  blood  transfusions-*-, 
or  jaundice  from  biliary  colic-"*  and  then  had 
recurrences  which  in  3  cases-''-  ^-*-"'  resolved 
in  the  course  of  steroid  therapy,  in  1  case-- 
spontaneously,  and  in  4  cases--*-  ^--  -***  had  not 
resolved  again  at  the  time  of  the  respective 
reports.  Of  these  patients,  1--*  had  paragoni- 
miasis, 1  was  postpartum-'\  and  6  were  of 
nonspecific,  unidentifiable  origin. 

Report  of  a  Case 

A  34  year  old  white  female  towel  mill  worker 
was  admitted  to  North  Carolina  Baptist  Hospital 
for  the  first  time  on  Dec.  21,  1961,  with  a  chief 
complaint  of  fever  and  shortness  of  breath  for 
the  previous  two  months.  On  Aug.  23,  1961,  while 
pregnant,  she  had  been  bitten  by  a  tick  and 
treated  prophylactically  with  chloramphenicol  be- 
cause of  a  small  local  outbreak  of  Rockj'  Moun- 
tain spotted  fever.  On  September  25  she  was  de- 
livered of  her  second  full-term  infant,  at  another 
hospital,  without  incident  except  for  mild  tran- 
sient hypertension  during  labor. 

The  white  blood  cell  count  at  that  time  was 
reported  as  8,600  per  cubic  millimeter,  with  a 
normal  differential,  and  the  hemoglobin  was 
10.2  Gm.  per  100  ml.  A  chest  film  was  not  ob- 
tained. 

On  Oct.  15,  20  days  after  delivery,  the  patient 
began  having  late  afternoon  fever  (oral  tempera- 
ture rising  to  101  F),  generalized  aching,  and 
transient  episodes  of  shortness  of  breath  during 
periods  of  fever.  A  migratory  polyarthritis  of 
the  fingers  and  wrists  developed,  along  with  a 
hacking  cough  slightly  productive  of  white 
mucoid  sputum,  some  orthopnea,  occasional  dull 


pain  in  the  upper  left  anterior  region  of  the 
chest,  and  intermittent  "hurting"  pain  in  the 
right  upper  quadrant  of  the  abdomen.  Her  after- 
noon temperature  reached  levels  as  high  as  103 
F,  followed  by  profuse  night  sweats. 

On  Nov.  6,  1961  (the  23rd  day  of  illness)  the 
patient  was  admitted  to  the  Cabarrus  Memorial 
Hospital  in  Kannapolis,  N.  C,  where  a  chest 
roentgenogram  showed  "soft  iDilateral  infiltra- 
tive lesions  extending  from  the  hilar  region  to 
both  lobes  and  with  prominences  of  hilar 
shadows  suggestive  of  hilar  lymphademopathy." 
Skin  tests  and  sputum  cultures  were  negative 
for  tuberculosis,  although  the  cultures  revealed 
the  presence  of  a  yeast-like  organism.  Rickettsial 
complement  fixation  tests  for  Rocky  Mountain 
spotted  fever,  murine  t.vphus,  and  rickettsial  pox 
on  serum  drawn  Dec.  7,  (24th  day  of  illness)  and 
Nov.  17  (34th  day  of  illness)  were  negative  at 
dilutions  of  1:4  on  both  dates. 

Chest  roentgenograms  obtained  on  Nov.  10, 
1961  (27th  day  of  illness)  disclosed  progression 
of  the  infiltration  to  the  upper  two  thirds  of 
both  lung  fields. 

On  November  17  there  was  some  clearing  of 
the  right  upper  lung  field,  continued  prominence 
of  hilar  shadows,  and  new  involvement  of  the 
left  lower  lobe.  The  patient  was  discharged  with 
directions  to  take  Panalba  for  11  days,  followed 
by  terramycin.  She  did  not  respond  to  this  treat- 
ment and  three  weeks  later  was  re-admitted  to 
the  hospital. 

At  this  time  (Dec.  12,  1961)  chest  roentgeno- 
grams indicated  diffuse  involvement  of  the  en- 
tire left  lung,  only  moderate  infiltration  of  the 
right  lower  lung  field,  and  some  regression  of 
the  hilar  lymphadenopathy.  Cultures  of  sputum 
and  blood  for  bacteria  and  TBC  were  reported 
as  negative.  Blood  studies  revealed  9.1  Gm.  of 
hemoglobin  per  100  ml.  and  15,000  white  blood 
cells  with  6,000  eosinophils  per  cubic  millimeter. 
The  patient  was  given  2  cc.  of  iron-complex  in- 
tramuscularly per  daj',  and  the  hemoglobin  rose 
to  10.6  Gm.  A  repeat  white  blood  cell  count  was 
9,000,  with  1,800  eosinophils  per  cubic  millimeter. 

First  admission 

The  patient  was  then  transferred  to  the  North 
Carohna  Baptist  Hospital  on  Dec.  21.  1961  (68th 
day  of  illness)  with  no  change  in  symptoms  ex- 
cept for  the  development  of  mild  anorexia  and  a 
20-pound  weight  loss  since  the  onset  of  symp- 
toms. On  admission  she  appeared  to  be  a  fairly 
well  developed,  pallid  white  woman  in  no  ap- 
parent distress.  Her  weight  was  145  pounds, 
height  5  feet  7  inches.  The  temperature  was  100 
F,  blood  pressure  120/80,  pulse  96,  respiration  20. 
Coarse  breath  breath  sounds  were  heard  at  the 
lung  bases.  On  percussion  the  heart  was  found 
to  be  enlarged  almost  to  the  left  anterior  axil- 
lary line;  the  pulmonic  second  sound  was  greater 
than  A,;  the  rhythm  was  regular.  A  grade  1 
systolic  murmur  in  the  pulmonic  area  was  heard 
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by  one  examiner;  a  grade  1  high-pitched  diastolic 
murmur  along  the  left  sternal  border  was  heard 
by  another.  The  liver  edge  and  spleen  tip  were 
palpable  at  the  costal  margins,  and  tenderness 
was  noted  along  the  entire  lower  costal  margin 
anteriorly.  Two  non-tender  right  axillary  and 
left  posterior  cervical  nodes,  measuring  1x1 
cm.,  were  palpable.  The  patient  was  menstruat- 
ing. The  remainder  of  the  physical  findings  were 
normal. 

Past  history  revealed  transient  nervousness 
associated  with  shortness  of  breath  in  1949.  She 
had  had  no  difficulty  following  her  first  preg- 
nancy in  1950.  There  was  no  history  of  opera- 
tions, transfusions,  asthma,  or  hay  fever.  A  rash 
had  erupted  over  her  face  during  a  course  of 
sulfonamide  drugs  on  one  previous  occasion. 
There  had  been  no  tuberculosis  in  the  family, 
but  the  patient's  mother  had  a  prolonged  history 
of  asthma  and  emphysema,  and  died  in  1956,  at 
the  age  of  47,  of  respiratory  failure.  Autopsy  re- 
vealed frothy  fluid  in  the  trachea  and  lironchi 
consistent  with  pulmonary  edema. 

The  patient  neither  smoked  nor  partook  of 
alcoholic  beverages. 

On  Dec.  22,  1961  (69th  day  of  illness)  chest 
films  showed  "diffuse  linear  and  ill  defined 
homogeneous  densities  throughout  the  left  lung 
field,  having  the  configuration  of  a  diffuse  infil- 
trative process."  Hilar  adenopathy  had  "regress- 
ed on  the  right,  and  on  the  left  could  not  be  as- 
certained because  of  superimposed  infiltration 
and  probable  slight  mediastinal  shift  to  the  left." 
An  electrocardiogram  obtained  the  same  day 
revealed  diphasic  T  waves  in  leads  II,  III,  aVL, 
and  V^  through  V,.,  with  a  sinus  tachycardia. 

Initially  the  hemoglobin  was  10.2  Gm.  per 
100  ml.,  the  red  blood  cell  count  .3.7x10''  per  cubic 
millimeter,  and  the  hematocrit  35  vol.  per  cent. 
The  mean  corpuscular  volume  was  94  cubic  mic- 
rons, the  mean  corpuscular  hemoglobin  concen- 
tration 29  per  cent,  and  the  Wintrobe  sedimenta- 
tion rate  (corrected)  40  mm.  per  hour.  There 
were  12,000  white  blood  cells,  with  52  per  cent 
segmented  neutrophils,  12  per  cent  lymphocj-tes. 
4  per  cent  monocytes,  and  32  per  cent  eosino- 
phils (absolute  count,  3,800  per  cubic  millimeter). 

Blood  chemistry  determinations  obtained  on 
Dec.  22,  1961,  were  as  follows:  blood  urea  nitro- 
gen, 5  mg./lOO  ml.:  fasting  blood  sugar,  58  mg./ 
100  ml.;  alkaline  phosphatase,  8  SJR  units;  cal- 
cium, 9.0  mg./lOO  ml.:  phosphorus.  4.1  mg./lOO 
ml.;  carbon  dixoide  combining  power,  21.2  vol. 
per  cent:  total  bilirubin,  0.5  mg./lOO  ml,;  SCOT, 
61:  thymol  turbidity.  2  units:  cholesterol,  210/100 
ml.;  cephalin  flocculation.  negative  at  48  hours; 
prothrombin  time,  13.7  seconds,  with  a  control  of 
10.9  seconds;  and  a  bromsulphalein  test  showing 
15  per  cent  of  the  dye  retained  after  45  minutes. 
The  total  serum  proteins  on  admission  were 
6.8  Gm./lOO  ml.,  with  2.7  Gm.  of  albumin  and 
4.8  Gm.  of  globulin.  Serum  electrophoresis  show- 


ed a  moderate  increase  in  the  alpha-2  fraction. 

Skin  tests  for  lilastomycosis,  coccidioidomy- 
cosis and  histoplasmosis,  and  intermediate  and 
second  strength  PPD  were  all  negative.  Febrile 
agglutination  tests  were  normal.  The  VDRL  test 
was  non-reactive.  Acid-fast  smears  and  cultures 
of  the  sputum  were  reported  negative,  as  were 
fungal  cultures  of  the  sputum.  General  sputum 
cultures  revealed  only  normal  flora.  A  culture 
of  the  urine  >ielded  a  few  colonies  of  hemolytic 
staphylococci  (coagulase-negativei  and  of  Pro- 
teus mirabilis.  Cultures  of  Iwne  marrow,  lymph 
node,  and  lung  fragment  specimens  were  all 
negative  for  bacterial  and  fungal  organisms. 
Stools  were  negative  for  o\'a  and  parasites. 

An  intravenous  pyelogram  performed  on  Jan- 
uary 4,  1962  revealed  "no  abnormality  of  the 
upper  urinary  tract."  Another  chest  film  obtain- 
ed on  Januar.v  8  disclosed  "further  clearing  of  the 
infiltration  in  the  right  lower  lung  field  and  par- 
tial clearing  in  the  left  upper  lung  field  with  pro- 
gression of  the  infiltration  in  the  left  lower  lung 
field,  still  with  some  displacement  of  the  heart 
to  the  left."  Slight  clearing  of  the  infilti'ation  in 
the  left  lower  lobe  was  seen  in  a  film  made 
January  9  following  a  lung  biopsy. 

Biopsy  of  a  left  scalene  fat  pad  and  lymph  node 
performed  under  local  anesthesia  on  Dec.  23, 
1961  (70th  day  of  illness)  was  unremarkable. 
Sternal  bone  marrow  aspiration  performed  under 
local  anesthesia  on  Dec.  12,  1961  (76th  day  of 
illness)  revealed  So  per  cent  cellularity,  the  in- 
crease being  due  principally  to  the  presence  of 
30  per  cent  mature  eosinophils. 

On  Jan.  9,  1962,  an  open  wedge  biopsy  of  the 
inferior  edge  of  the  left  upper  lobe  was  perform- 
ed without  difficulty  under  Pentothal  and  Fluo- 
thane  anesthesia.  At  operation  the  left  lung  was 
noted  to  be  grossly  knobby  in  appearance,  al- 
though no  definite  nodules  could  be  palpated. 
Histologic  examination  of  the  specimen  reveal- 
ed a  slight  thickening  of  the  overlying  pleura 
and  an  increment  of  fibrous  tissue  within  the 
alveolar  septa.  Focally  there  were  small  promin- 
ent collections  of  lymphocytes  and  plasma  cells. 
Many  of  the  vessels  present  were  moderately 
dilated  and  engorged  with  blood,  and  occasional- 
ly there  were  extravasated  red  cells  within  the 
alveoli.  Careful  inspection  of  the  sections  reveal- 
ed occasional  areas  of  organized  exudation  (Mas- 
son  bodies)  within  the  bronchioles  (fig.  1).  No 
tissue  eosinophils  were  seen  in  the  sections  either 
perivascularlj-  or  within  the  areas  of  organized 
exudation. 

On  the  95th  day  of  illness,  two  days  after 
thoracotomy,  the  patient  suddenlj'  became  afe- 
Ijrile  and  began  to  show  gradual  symptomatic 
improvement  which  continued  for  nine  days  with 
the  exception  of  a  single  temperature  spike  to 
101  F  on  January  16.  She  was  still  improving 
gradually  and  was  not  receiving  treatment  of 
any  kind  when  discharged  on  January  19. 
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Second  admission- 
Following  discharge  the  patient  experienced 
an  exacerbation  of  symptoms,  including  short- 
ness of  breath,  mild  orthopnea,  fever,  night 
sweats,  mild  chills,  and  a  slight  cough  produc- 
tive of  small  amounts  of  white  sputum.  Her  ap- 
petite, however,  had  continued  to  improve.  She 
was  re-admitted  on  January  27,  1962  (113th  day 
after  onset  of  symptoms)  appearing  chronically 
ill  but  with  normal  vital  signs.  Physical  findings 
were  unchanged  except  for  the  presence  of  de- 
creased breath  sounds  over  the  entire  lung  fields 
and  absence  of  the  mild  hepatosplenomegaly 
noted  on  the  previous  admission.  Again  observers 
disagreed  as  to  the  presence  of  different  heart 
murmurs.  There  was  agreement,  however,  as  to 
the  presence  of  a  grade  2  .sj'stolic  murmur  along 
the  left  sternal  border.  There  was  a  questionable 
grade  1  diastolic  murmur  in  the  second  inter- 
costal space  along  the  left  sternal  border,  radiat- 
ing to  the  aortic  area. 

The  patient  began  a  course  of  prednisone  on 
January  28  (114th  day  of  illness)  and  received  30 
mg.  on  that  day.  The  next  morning  a  hemogram 
showed  the  hemoglobin  to  be  11.4  Gm.  per  100 
ml.,  the  white  cell  count  9.000  per  cubic  millimet- 
er, with  85  per  cent  segmented  neutrophils,  11 
per  cent  lymphocytes,  1  per  cent  monoc^'tes,  1 
per  cent  basophils,  and  2  per  cent  eosinophils 
(180    per    cubic    millimeter).    A    urinalysis    was 


within  normal  limits,  and  the  blood  urea  nitro- 
gen was  5  mg./lOO  ml.  A  chest  film  made  on 
January  29  revealed  "considerable  resolution  of 
many  of  the  previously  disseminated  shadows,  al- 
though a  fine  nodular  infiltration  persists  in  the 
apices  of  both  lungs." 

The  patient  improved  rapidly  while  taking 
prednisone  (her  temperature  fell  from  101  F. 
on  admission  to  normal  levels).  She  received 
40  mg.  on  January  29,  30  mg.  on  January  30, 
25  mg.  on  January  31,  20  mg.  each  on  February  1 
and  2,  and  she  was  discharged  on  February  3 
(120th  day  of  illness),  free  of  symptoms.  She  was 
directed  to  continue  taking  prednisone,  5  mg. 
four  times  daily. 

Third  admission 

On  February  7,  1962  (114th  day  since  onset  of 
illness  and  32nd  day  since  the  start  of  prednisone 
administration)  the  patient  was  re-admitted  for 
follow-up  evaluation.  She  had  done  well  except 
for  a  slight  increase  in  generalized  weakness  of 
the  upper  extremities  and  occasional  palpitation. 
Her  weight  was  124  pounds.  She  was  afebrile, 
and  appeared  well  and  in  no  distress.  Vital  signs 
were  again  normal  and  physical  examination  re- 
vealed the  presence  of  variable  grade  2  basilar 
systolic  murmur  with  a  questionable  presystolic 
component.  The  pulmonic  second  sound  was  still 
greater  than  A.,,  and  the  cardiac  size  seemed  re- 
duced on  percussion.  A  chest  roentenogram  ob- 
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tained  on  February  28  was  rK^rmal  except  for 
minimal  persistent  infiltration  in  the  left  lower 
lobe.  There  was  no  mediastinal  or  hilar  adeno- 
pathy. An  electrocardiogram  was  interpreted  as 
showing  a  normal  sinus  rhythm  with  a  slower 
rate,  and  was  normal  except  for  nonspecific  T 
wave  changes  in  T^,  V^,  and  V.;. 

The  urinalysis  was  normal.  A  hemogram  re- 
vealed the  following:  hemoglobin,  13.6  Gm.;  white 
cell  count  10,000  with  100  eosinophils  per  cubic 
millimeter;  platelets  adequate;  blood  urea  nitro- 
gen, S  Gm.  per  100  ml.;  fasting  blood  sugar,  13 
mg.;  and  total  serum  proteins,  7.8  Gm.  per  100 
ml.  (albumin  4.3  Gm.,  globulin  3. .5  Gm.).  The 
Wintrobe  erythrocyte  sedimentation  rate  (cor- 
rected) was  only  6  mm.  per  hour. 

The  dosage  of  prednisone  was  reduced  to  5 
mg.  twice  daily  for  two  weeks.  The  patient  was 
discharged  on  March  2,  1962,  again  asymptomatic. 
She  was  seen  in  clinic  on  April  3,  1962,  and  was 
advised  to  decrease  the  dosage  of  prednisone  to 
2.5  mg.  per  day  for  two  weeks  and  then  discon- 
tinue it  entirely.  There  was  no  peripheral  eosino- 
philia  at  this  time. 

On  August  3,  1962,  the  patient  was  seen  again 
and  found  to  be  entirely  well,  three  and  a  half 
months  after  discontinuation  of  prednisone.  A 
letter  from  her  local  physician  in  the  spring  of 
19G3  stated  that  she  was  continuing  to  do  well 
and  was  currently  asymptomatic. 

Discussion 

Croftin  and  others-,  in  discussing  the 
broad  spectrum  of  pulmonary  infiltrations 
with  peripheral  blood  eosinophiha,  stated: 
"The  diversity  of  the  causative  agents  which 
have  been  identified,  the  eosinophiha,  and 
frequently  the  family  or  personal  history  of 
allergic  illness,  strongly  suggest  that  pul- 
monary eosinophiha  is  a  manifestation  of 
hypersensitivity."  From  this  review  of  cases 
limited  to  the  prolonged  type  of  syndrome, 
a  similar  conclusion  might  be  drawn.  Cer- 
tainly the  eosinophiha,  and  frequently  the 
allergic  history  were  present  in  these  cases. 

The  etiologic  factors  as  disclosed  in  this 
review  are  listed  in  table  2. 

In  most  of  the  cases  reviewed,  a  hypersen- 
sitivitj'  reaction  to  some  antigen  was,  or 
could  be,  postulated.  Eichwald  and  Single- 
tary'"'  have  suggested  that  the  lung  served 
as  the  shock  organ  for  an  "id"  reaction  in 
these  patients.  Talbot-'-''  suggested  that  per- 
haps the  pulmonary  manifestations  of  the 
PIE  syndrome  -were  related  to  the  Schwartz- 
man  reaction.  Bahk''  suggested  that  infiltra- 
tion and  eosinophiha  in  paragonimiasis 
were  a  result  of  local  irritation  of  the  lung 


Table  2 

Causative   Factors 
I  Known 
Drugs 

Prontosil 

Nitrofurantoin 
Fumes 

Zinc  chloride 

Mouldy  hay  (Not  NO  J 

?  Insecticides 
Fungi 

Coccidioides  iinniitis 

Sporotriehiiim  scheiikii 
Bacteria 

Brucella  abortus 

?  E.  coli 

?  Proteus  inii-abilis 

?  Normal  respiratory  flora 

?  Pneuniococcus 
Parasitic  agents 

Strongyloides  steiroralis 

Ascaris  lunibrieoides 

Toxocara  cani.s 

Schistosoma  uiansonii 

Paraxon  im  us  wester  man  i 

AV'uchereria  baiicrofti 
Neoplasa 
II  Unknown 

III  Predisposing  factors 
Allergic  diathesis 
Bronchiectasis 
Sinusitis 
Pica  (dirt) 
Raw  crabs 
?  Postpartum  state 

tissues  by  encysted  worms,  initiating  a 
transitory  hyperergic  reaction.  Supportive 
evidence  for  the  hypersensiti\'ity  theory 
has  been  supplied  o\'er  the  years  by  num- 
erous authors.  Fried'''  first  produced  an  "al- 
lergic lobar  pneumonia"  by  intratracheal 
injections  of  horse  serum  in  sensitized  rab- 
bits. Others  have  experimentally  produced 
the  syndrome  in  animals  and  man  by  in- 
fecting the  subjects  with  various  parasitic 
agents  or  exposing  them  to  \'arious  known 
allergens'''--^''. 

The  pulmonary  vasculature  has  been  im- 
plicated as  the  active  shock  organ  by  Hark- 
avy-'',  who  suggested  that  "the  presence  of 
eosinophils  (in  the  lung  tissues)  implied 
permeability  of  the  capillaries  which  per- 
mitted their  migration  from  the  blood 
stream  .  .  .  [and]  signified  the  active  parti- 
cipation of  these  vessels  in  the  allergic  re- 
sponse." 
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The  New  Enlarged  Program  of 

DISABILITY  INSURANCE 


AVAILABLE  TO   MEMBERS  OF 


The  Medical  Society  of  the  State  of  North  CaroHna 

DESIGNED  TO  MEET   PRESENT   DAY   NEEDS 

PLANS  UP  TO 

•  $250.00  WEEKLY  DISABILITY  INCOME  BENEFITS  ($1,080.00  monthly) 

•  $20.00  PER  DAY  EXTRA  HOSPITAL  BENEFIT  (Optional) 


PLAN   A      (Basic) 


Lifetime  Accident 

and 
7  years  Sickness 


SEMI-ANNUAL   PREMIUMS 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum  For 

Accidental 

Death 

Premium  Age 
40  and  Over 

tReduced  Premium 
To  Age  40 

$250,00 

Up  to  $50,000.00 

$5,000.00 

$244,50 

$183,50 

$200,00 

Up  to  $40,000.00 

$5,000.00 

$196,50 

$147.50 

$150.00 

Up  to  $30,000.00 

$5,000.00 

$148,50 

$111.50 

$100,00 

Up  to  $20,000.00 

$5,000.00 

$100,50 

$   75,50 

PLAN    AA       (Long  Term) 


SEMI-ANNUAL   PREMIUMS 


Lifetime  Accident 

and 
For  Sickness,  from 

Inception  of 

Disability  to  Your 

Attainment  of 

Age  65 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum  For 

Accidental 

Death 

Premium  Age 
40  and  Over 

tReduced  Premium 
To  Age  40 

$250,00 

Up  to  $50,000.00 

$5,000.00 

$292,00 

$219.25 

$200,00 

Up  to  $40,000.00 

$5,000,00 

$234.50 

$176,00 

$150,00 

Up  to  $30,000.00 

$5,000.00 

$177.00 

$133,00 

$100,00  i    Up  to  $20,000,00 

$5,000.00 

$119.50 

$   89,75 

The  premiums  for  Plan  AA  will  be  reduced  to  the  same  premium  as  for  Plan  A  at  age  58. | 

Note:  The  above  rotes  do  not  increase  at  age  50,  or  even  at  age  60! 
tOn  attaining  age  40,  age  40  rates  apply  on  renewal, 

J.  L.  CRUMPTON, 

State  Mgr. 

Professional    Group    Disability    Division 

COMMERCIAL   INSURANCE  COMPANY   OF   NEWARK,   N     J 

Box    147,    Durham,    N.   C. 

J.   Slade   Crumpton,    Field    Representative 

If  more  information  is  needed  or  help  desired  in  completing  your  enrollment, 
please  call  us  collect: 

Area   Code   919— Phone   682-5497. 
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The  two  general  concepts  of  pathogenesis 
that  have  developed  o\-er  the  years  include 
the  possibilities  listed  above.  The  first  is 
that,  in  the  parasitic  diseases  especiallj',  a 
local  tissue  response  occurs  in  reaction  to 
the  organisms  as  they  physically  pass 
through  the  lung  tissues.  This  concept 
might  also  be  applied  to  the  inhalation  of 
antigenic  substances. 

The  second  concept  is  that  of  a  systemic 
allergic  "id"  reaction  to  some  antigenic  sub- 
stance present  elsewhere  in  the  body,  the 
lungs  acting  as  the  shock  organ. 

The  relationship  between  acute  exudation 
and  the  formation  of  granulomas  in  the  lung 
is  thought  to  be  one  of  time,  with  granu- 
lomas forming  as  a  part  of  the  healing  pro- 
cess following  the  more  acute  exudation'''". 

The  role  of  eosinophils  in  local  tissue  re- 
actions and  in  the  circulating  blood  has  been 
investigated  by  numerous  authors.  In  1914, 
Schwartz"'"  reviewed  2,758  papers  on  eosino- 
phils, and  first  proposed  the  theory  that  pro- 
tein-split products  are  eosinotactic  sub- 
stances responsible  for  the  production  of 
local  tissue  eosinophilia.  In  1961  well  over 
10,000  articles  on  eosinophilia  had  been 
published''',  but  little  more  was  actually 
known  about  the  function  of  these  cells  in 
the  allergic  process. 

One  theory  of  interest  is  that  of  Speirs■''^ 
who  proposed  that  eosinophils  are  respon- 
sible for  the  formation  of  an  enzymatic 
template  which  is  released  by  phagocytiza- 
tion  of  the  eosinophils  by  macrophages  and 
is  utilized  by  the  mononuclear  cells  for  the 
production  of  antibody.  He  further  specu- 
lates that  the  presence  of  increased  numbers 
of  eosinophils  in  allergic  states  could  per- 
haps be  explained  by  a  lack  of  phagocytiza- 
tion  and  resultant  accumulation  of  the  cells 
in  the  blood  and  tissue  sites. 

While  the  role  of  the  adrenal  gland  in  the 
regulation  of  the  eosinophil  level  in  the  cir- 
culating blood  has  long  been  known  in  con- 
nection with  Selye's  general  adaptation 
syndrome''",  little  has  been  learned  about 
the  actual  status  of  the  adrenal  production 
of  hormone  in  allergic  states. 

In  1961  Vaccarezza""  studied  the  urinary 
and  plasma  17-hydroxycorticoids  and  the 
urinary  ketosteroids,  both  before  and  after 


intramuscular  injection  of  ACTH,  in  22 
adult  patients  with  asthma  of  definite  al- 
lergic origin. 

Elimination  of  17-ketosteroids  was  found 
to  be  reduced  before  the  administration  of 
ACTH.  After  ACTH,  an  increase  of  the  17- 
ketosteroids  was  practically  non-existent. 
The  basal  elimination  of  the  17-hydroxycor- 
ticoids was  maintained  within  normal  limits. 
However,  the  increase  after  stimulation  was 
less  than  that  which  occurs  with  normal 
subjects.  From  these  and  other  findings  he 
inferred  that  in  the  case  of  allergic  asthma, 
there  is  a  disturbance  which  can  be  classi- 
fied among  the  subclinical  adrenal  insuffi- 
ciencies. 

This  author,  with  Zurick,  found  similar 
measurements  of  steroid  plasma  and  uri- 
nary excretion  products  in  the  study  of  one 
patient  with  a  prolonged  PIE  syndrome  of 
unknown  origin''^ 

It  has  been  shown  that  the  prolonged 
PIE  syndrome  may  be  related  to  many 
etiologic  agents.  It  is  proposed,  in  keeping 
with  the  findings  of  other  investigators, 
that  the  underlying  pathogenic  mechanism 
involved  is  a  hypersensitivity  reaction  eith- 
er to  ( 1 )  local  antigenic  substances  in  the 
lung,  or  (2)  antigens  elsewhere  in  the  body, 
the  lung  acting  as  a  shock  organ  in  a  sys- 
temic "id"  reaction. 

It  is  further  proposed  that  the  prolonga- 
tion of  the  process  may  perhaps  be  clue  to  an 
otherwise  svibclinical  adrenal  insufficiency 
in  an  allergic  person  or  a  person  exposed  to 
a  markedly  antigenic  substance.  It  would  be 
pure  speculation  to  venture  any  theory  as 
to  why  the  adrenal  glands  might  fail  to  re- 
spond in  a  normal  manner.  It  is  hoped  that 
further  investigation  of  this  problem  will 
be  directed  along  these  lines  in  the  future. 

Summary 

Sixty-two  cases  of  prolonged  pulmonary 
infiltration  with  peripheral  blood  eosino- 
philia have  been  reported  in  the  English 
literature.  All  had  in  common :  ( 1 )  a  pul- 
monary infiltration  which  was  demonstrated 
roentgenographically  for  a  month  or  longer 
or  was  recurrent  over  longer  periods  of 
time,  (2)  a  peripheral  blood  eosinophilia  of 
6  per  cent  or  greater,   (3)   no  past  history 
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or  present  symptoms  of  asthma.  A  compre- 
hensive review  of  the  cases  is  presented, 
along  with  a  review  of  tlie  etiologic  factors 
and  pulmonary  histologic  findings  in  these 
cases. 

An  additional  case  is  reported  of  a  patient 
in  whom  pulmonary  infiltration  was  present 
for  approximately  four  months,  symptoms 
varied  from  minimal  to  severe,  peripheral 
eosinophilia  reached  a  maximum  of  6,000 
cells  per  cubic  millimeter  and  no  definite 
etiologic  factor  could  be  implicated. 

Hypersensitivity  to  either  a  local  allergen 
in  the  lungs  or  to  a  distant  allergen  within 
body  (with  the  lungs  acting  as  the  shock 
organ  for  an  "id"  reaction!  is  suggested  as 
the  pathogenic  mechanism  in\'olved.  A  sub- 
clinical state  of  adrenal  insufficiency  is  pro- 
posed as  a  possible  explanation  for  the  pro- 
longed nature  of  the  disorder. 
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Foreign  Body  in  the  Pelvis  witn  Special  Reterence 
to  tne  Vaginal  Approacli  in  Management 


Edward  C.  Sutton,  M.D. 
Burlington 


Foreign  bodies  intro(^ucecl  into  the  abdo- 
men through  the  vagina  have  always  creat- 
ed considerable  medical  interest,,  and  a 
number  of  reports  can  be  found  in  the  litera- 
ture. These  cases  are  most  commonly  as- 
sociated with  attempted  abortion,  misplaced 
or  forgotten  contraceptive  devices,  psychia- 
tric disorders,  and  accidents  of  various 
types. 

Zakin,  Godsick,  and  Segal^  reported  7 
cases,  all  .associated  with  misguided  at- 
tempts at  abortion.  The  objects  removed  in- 
cluded six  urethral  catheters  and  one  glass 
cocktail  stirring  rod.  Murphy^  cited  a  case 
of  a  Grafenberg  ring  which  had  been  insert- 
ed through  the  posterior  fornix  and  forced 
into  the  broad  ligament,  and  Friedman  and 
Hogans^  found  a  rusty  nail  in  the  parame- 
trium. 

Perhaps  the  most  remarkable  case  was 
that  reported  by  Hoge  and  Thedieck-.  A  35 
year  old  woman  presenting  with  abdominal 


From  the  Department  of  Gynecology  and  Obstetrics. 
Memorial  Hospital  of  Alamance  County,  Burlington,  North 
Carolina. 


mass  and  pain  was  found  to  have  a  12-ounce 
soft  drink  bottle  in  the  abdominal  cavity. 
The  bottle  had  been  forced  through  the 
\'agina  when  she  had  been  "beat  up"  by  her 
boy  friend.  The  patient  had  been  unaware 
of  the  exact  nature  of  her  injuries  and  was 
not  seen  until  two  weeks  after  the  "fight." 

Curiously  enough,  in  only  one  of  these  10 
cases  was  the  vaginal  approach  used  in  re- 
trieving the  offending  object.  In  studying 
the  case  reports,  it  seems  probable  that  this 
route  could  have  been  emi^loyed  in  at  least 
4  and  perhaps  more  of  the  cases. 

Case  Report 

A  7  year  old  white  girl  was  admitted  to 
Memorial  Hospital  of  Alamance  County  on 
May  7,  1964,  with  history  of  a  blood-tinged 
purulent  vaginal  discharge  of  approximately 
four  weeks'  duration.  In  all  other  respects 
she  had  been  in  good  health.  On  close  ques- 
tioning she  admitted  inserting  a  "pencil"  in 
the  vagina  about  one  month  prior  to  admis- 
sion, but  refused  to  elaborate. 

On  physical  examination  she  gave  the  ap- 
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Kis.   1.   Plastic  <:i|)   troiii   a   l)all|)(>iiit   pen. 

pearance  of  a  normal  robust  child  in  no  dis- 
tress. The  general  physical  examination  was 
within  normal  limits:  temperature  98.4  F., 
pulse  92  and  regular,  and  blood  pressure  100 
systolic,  00  diastolic.  There  was  moderate 
erythema  of  the  labia  and  perineum,  but  the 
external  genitalia  were  otherwise  unre- 
markable. A  well-formed  hymeneal  ring 
would  not  allow  admission  of  the  finger, 
and  a  malodorous,  yellow,  thick  discharge 
issued  from  the  introitous.  On  rectal  exami- 
nation a  cylindroid  mass  measuring  0..5  x 
4.0  cm,  could  be  palpated  through  the  an- 
terior rectal  wall,  some  3  to  4  cm.  superior 
and  posterior  to  an  infantile  uterus.  The 
mass  was  cjuite  firm,  smooth,  and  non-tend- 
er. 

Accessory  clinical  data  included  a  hemo- 
globin of  11.8  Gm.  and  13,700  white  blood 
cells,  with  a  normal  differential.  Urinalysis 
of  a  catheterized  specimen  was  not  remark- 
able, and  an  anteroposterior  and  lateral 
roentgenogram  of  the  pehis  re\'ealed  no 
foreign  body  or  other  abnormality.  A  cul- 
ture of  the  discharge  produced  Esc}!ericl)i(i 
coU.  and  a  Papanicolaou  smear  was  inter- 
preted as  class  I. 

On  the  day  following  admission  a  wide 
mediolateral  episiotomy  and  posterior  colo- 
potomy  were  carried  out  in  the  operating 
room  under  general  anesthesia.  Using  a 
finger  in  the  rectum  as  a  guide,  an  Allis  for- 
cep  was  then  introduced  into  the  abdominal 
cavity  and,  with  some  maneuvering,  the 
foreign  body  was  grasped  and  removed. 
Contact  was  made  with  the  foreign  body  at 
a  depth  of  about  4  cm.  within  the  abdomen. 
The  offending  object  proved  to  be  the  plas- 


tic cap  from  a  ballpoint  pen  (see  figure  1), 
The  colpotom\-  was  then  closed  at  its  lateral 
margins,  with  a  small  Penrose  drain  left  in 
place. 

The  postoperative  course  was  entirely 
benign,  and  the  patient  was  up  and  about 
after  24  hours.  She  was  discharged  from 
the  hospital  on  the  second  postoperative 
day.  Six  weeks  later  she  had  experienced  no 
further  difficulty,  and  the  episiotomy  and 
colpotomy  were  well  healed. 

CoiDDieut 

In  cases  .such  as  this,  it  would  seem  logical 
to  consider  the  approach  which  most  closely 
follo\\'s  the  route  of  insertion  of  the  foreign 
body,  and  at  times  colpotom\-  ma>'  be  tech- 
nically less  dififcult  than  laparotomy.  The 
\'aginal  technique  has  se\'eral  ach'antages, 
among  which  are  lower  morbidity  and 
shorter  hospitalization,  less  peritoneal  con- 
tamination, and  the  absence  of  abdominal 
drains. 

\Ye  believe  that  colpotomy  should  always 
be  gi\-en  serious  consideration  in  cases  of 
this  nature.  Our  case,  involving  a  7  year  old 
child,  aptly  demonstrates  that  there  is  no 
real  technical  barrier  to  this  approach,  and 
certainly  our  patient  experienced  a  smooth- 
er and  shorter  hospital  course  than  would 
have  followed  laparotomy. 

Su)n))tary 

1.  Ten  cases  of  intraabdominal  foreign 
body  introduced  thi-ough  the  vagina  are 
cited  in  the  literature. 

2.  In  9  of  these  cases,  laparotomy  was  em- 
ployed to  retrieve  the  offending  object. 

3.  An  additional  case  in  which  colpotomy 
was  successfully  used  to  recover  a  ballpoint 
pen  is  presented. 

4.  Consideration  of  the  vaginal  approach 
in  such  cases  is  recommended  because  of  its 
low  morbidity  and  short  hospitalization. 

References 

1.  Friedman.  S.  and  Hogans.  C.  W.:  Removal  From  the 
Parametrium  of  a  Nail  Employed  to  Induce  Abortion. 
Amer  J  Obst  Gynec  76:    .561-.562    (Sept.)    1958. 

2.  Hoge.  H.  H.  and  Thedieck,  C.  G.:  Soft  Drink  Bottle  in 
Peritoneal   Cavity.   JAMA    168:    40    (Sept.)    19.58. 

3.  IMurphy,  M.  C. :  Migration  of  a  Grafenberg  Ring, 
Lancet   225;    1369-1370    (Dec.)    1933. 

4.  Zakin.  D..  Godsick.  W.  H..  and  Segal.  B.:  Foreign 
Bodies  Lost  in  the  Pelvis  During  Attempted  Abortion 
With  Special  Reference  to  Urethral  Catheters,  Amer 
J   Obst   Gynec   70:    233-251    (Aug.)    1955. 


November,  1964 


481 


Contemporary  Folk  Medicine 


A.  Jack  Secrest,  M.D. 
Winston-Salem 


Folk  medicine  ma}'  be  defined  as  that 
brand  of  medicine  originating  among  the 
people  and  practiced,  to  one  degree  or  an- 
other, by  them  to  prevent  or  cure  disease. 
Folk  medicine  is  of  interest  to  the  student 
from  several  points  of  view.  First,  there 
may  be  hidden  in  the  traditional  therap.y  of 
the  people  a  scientific  truth  which,  if  dis- 
covered and  harnessed,  could  be  useful  to 
all  men  in  the  struggle  against  disease.  Sec- 
ond, in  order  to  deal  with  some  of  his  pa- 
tients, a  phj'sician  must  have  a  knowledge 
of,  and  a  hardy  respect  for,  their  customs.  - 
Third,  there  is  a  great  deal  of  stimulation 
and  pleasure  to  be  gained  from  talking  with 
people  on  their  own  level  about  the  things 
which  tradition  and  experience  have  taught 
them. 

In  many  cases  the  scientist  may  consider 
folk  medicine  to  be  a  form  of  witchcraft, 
but  one  may  question  whether  some  of  the 
more  obscure  laboratory  techniques  per- 
formed today  are  not  equally  so,  and  wheth- 
er, if  this  be  the  case,  the  folk  brand  of 
witchcraft  is  not  often  less  expensive  and 
less  harmful  to  the  patient.  Many  folk  reme- 
dies can  hardly  be  considered  witchcraft 
since  they  are  based  on  first-hand  observa- 
tions of  sick  animals  and  their  natural 
means  of  self-treatment.  Experimentation 
proved  that  many  of  the  same  measures 
were  effective  in  human  beings.  This  is  a 
type  of  science.  Consider  as  a  simple  ex- 
ample the  fact  that  an  animal's  coat  thick- 
ens in  cold  weather  and  thins  in  warm. 
People  also  vary  the  weight  of  clothing  with 
the  seasons. 

Several  examples  of  folk  medicine  came  to 
me  by  word  of  mouth  from  a  native  of  Chat- 
ham County,  North  Carolina.  An  85  year  old 
lady  said  that,  while  she  does  not  "really  be- 
lieve in  all  this  stuff."  she  has  seen  it  work 
and  if  people  would  practice  some  of  the 
proved  remedies  today,  doctors  might  well 
have  more  time  for  the  care  of  the  seriouslv 
ill. 

The   "May   apple,"   or    "calomel,"    grows 


along  the  creek  banks  around  Pittsboro, 
North  Carolina.  If  it  is  cut  when  it  is  j'oung 
and  green  and  chopped  finely,  it  can  be 
added  to  a  glass  of  warm  water  and  used  as 
a  purgative.  A  "dose"  of  May  apple  is  the 
amount  that  you  can  "dip  up  on  the  tip  of  a 
pocket  knife." 

Sassafras  tea  is  a  standard  preparation 
among  rural  North  Carolinians.  The  dried 
bark  of  the  aromatic  sassafras  tree  is  boiled 
in  water  and  taken  as  a  mild  spring  tonic 
and  corrective.  Many  people  wish  to  add  to 
the  standard  recipe  three  teaspoonfuls  of 
black  strap  molasses,  particularly  if  he  has 
experienced  fatigue  with  the  onset  of  warm 
weather. 

Many  remedies  for  cough  are  to  be  found 
among  the  people  of  Chatham  County,  chief 
among  the  ingredients  being  the  bark  of  the 
wild  cherry  tree,  "queen-bee  honey,"  and 
lemon  juice.  P^our  or  fi\'e  inches  of  cherry 
bark  is  stripped  from  a  limb  about  the 
thickness  of  a  hoe  handle  and  put  in  "two 
dipperfuls  of  water."  The  water  is  boiled 
about  as  long  as  it  takes  to  "milk  a  cow"; 
the  container  is  then  removed  from  the  fire 
and  enough  honey  added  to  gi\"e  good  resis- 
tance to  stirring.  One  lemon  cut  in  two 
completes  the  mixture.  The  bark  is  then 
remo\-ed.  By  this  time  the  preparation 
should  be  cool  enough  to  drink  and  half  a 
cup  is  taken  as  the  initial  dose.  If  the  cough 
returns,  the  preparation  is  continued  in 
doses  tailored  to  individual  needs.  This  rem- 
edy can  be  used  by  children  as  well  as 
adults  and  does  not  upset  the  stomach  as 
many  cough  syrups  do. 

The  buckeye  has  been  honored  in  the 
minds  of  many  people  as  a  cure  for  diseases 
ranging  from  cancer  to  colds.  One  specific 
use  is  in  the  treatment  of  "bleeding  piles." 
One  or  two  buckeyes  carried  in  the  hip  poc- 
ket of  the  sufferer  will  usually  effect  the 
cure,  but  the  "person  should  always  carry 
the  buckeye." 

Castor  oil  is  frequentl}'  found  in  the  medi- 
cine cabinet  of  North  Carolinians.    It   has. 
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of  course,  a  classic  cathartic  action,  but  it  is 
also  used  for  many  other  purposes.  Its  local 
application  to  the  skin  for  the  removal  of 
warts  is  a  primary  folk  practice.  The  oil 
should  be  applied  night  and  morning  and 
the  wart  rubbed  20  times  or  more  with  each 
application.  Another  interesting  aspect  of 
the  use  of  castor  oil  is  its  application  to  the 
eyes  of  bird  dogs.  This  is  alleged  to  cure  in- 
fections that  dogs  ma,y  accjuire  as  they  run 
through  tall  gi-ass. 

Asafetida  has  a  garlic-like  odor  which  is 
repulsive  to  most  people.  Some  people  be- 
heve  that  if  the  root  of  this  plant  is  ground 
up  and  hung  around  the  neck,  it  will  protect 
the  wearer  against  certain  common  com- 
municable diseases.  A  closer  look  at  this 
practice  may  reveal  that  all  is  not  mad 
magic.  If  the  asafetida-wearer  emits  an  odor 
that  discourages  his  friends  from  close  con- 
tact, it  is  likely  that  he  might  in  fact  avoid 
infection.  This  constitutes  rather  effective 
preventive  medicine. 

Folk  medicine  is  seen  not  only  among  the 
people  of  simple  education.  This  example 
comes  from  Massachusetts  and  was  passed 
on  to  me  by  a  former  biochemistry  professor 
of  mine  who  asked  that  her  name  be  with- 
held. She  described  this  remedy  for  gall- 
bladder colic:  Take  two  handfuls  of  flax 
seed  (note  the  precision  of  the  ciuantitative 
method)  and  place  in  a  teakettle:  steep  the 
mixture  for  one  hour  and  drink  hot  or  cold. 
She  also  stated  that  after  she  had  sustained 
a  bleeding  wound  to  the  head  a  hot  debate 
arose  among  her  uncles  and  aunts  as  to 
whether  a  spider  web  or  brown  wrapping 
paper  should  be  used  to  cover  the  wound. 
Brown  paper  was  chosen  and  it  worked  ade- 
quately. 

In  Vermont  two  teaspoonfuls  of  apple 
cider  vinegar  is  added  to  a  glass  of  water 


and  taken  with  the  meal  any  time  it  is 
suspected  the  food  is  not  cjuite  right.  It  is 
said  that  the  Vermonters  decided  to  use  this 
measure  when  they  noticed  that  pouring 
vinegar  on  a  fishworm  caused  the  worm  to 
turn  white,  curl  up,  and  die. 

A  prominent  clinician  at  the  North  Caro- 
lina Baptist  Hospital  told  me  that  water- 
melon-seed tea  is  a  reliable  diui-etic  and 
that  a  pan  of  water  placed  beneath  the  bed 
at  night  will  end  night  sweats. 

The  orientals  have  two  interesting  re- 
medies for  arthritis.  The  first  is  exotic  and 
strikes  the  imagination,  while  the  second 
might  appeal  more  to  the  "needle  doctors" 
of  this  country. 

A  snake  of  any  variety  must  be  captured 
and  split  open.  The  gallbladder  is  secured, 
cut  out,  and  eaten  while  the  serpent  still 
writhes  on  the  ground. 

In  the  second  example,  a  long  (about  6 
cm.)  fine  needle  is  used  to  pierce  the  body 
and  stimulate  a  nerve  in  the  area  of  the  af- 
fected part.  It  is  reported  that  only  skilled 
people  are  allowed  to  use  the  needle,  and 
must  have  practiced  the  art  for  years  before 
being  recognized  as  an  expert.  The  experts 
are  said  to  never  miss  their  mark. 

Conclusion 

From  Tarboro  to  Taiwan,  people  are  es- 
sentially interested  in  maintaining  healthy 
bodies  so  as  to  be  able  to  meet  the  stresses 
of  life.  Some  of  their  methods  seem  to  the 
educated  physician  to  be  far  afield:  yet  he 
may  discover  an  interest  in  watching  quiet- 
ly to  see  what  simple  folk  do,  how  they  do 
it,  and  to  what  degree  they  are  successful 
in  handling  their  health  problems. 
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EPIDEMIOLOGY  IN  LEUKEMIA 

The  science  of  epidemiology  has  come  a 
long  way  from  its  traditional  concern  with 
the  factors  involved  in  large-scale  outbreaks 
of  infectious  disease.  The  modern  epidemio- 
logist is  prejDared  to  consider  automobile 
accidents,  psychiatric  disorders,  and  other 
non-infectious  processes  as  his  proper  con- 
cern, so  it  needs  no  stretching  of  the  term 
to  cover  the  geographic  occurrence  of  leu- 
kemia, even  if  one  is  not  prepared  to  accept 
a  viral  etiology  for  that  disease. 

As  our  knowledge  of  disease  grows  it  be- 
comes ever  more  apparent  that  rarel3^  if 
ever,  does  a  disease  have  a  single  cause.  In 
some  diseases  there  is  one  agent  which  con- 
tributes so  greatly  to  the  onset  of  the  disease 
that  it  may  safely  be  considered  the  etio- 


logic  agent;  the  measles  virus  is  an  ex- 
ample. In  other  ailments  the  agent  is  ubi- 
quitous and  something  happens  to  the  host 
to  make  him  susceptible;  the  staphylococ- 
cus is  an  example.  The  pathogenic  potential 
of  some  agents  may  be  presently  unknown 
because  we  do  not  have  the  means  to  dem- 
onstrate host  factors  which  allow  them  to 
assert  their  pathogenicity. 

In  the  study  of  leukemia  many  different 
approaches  must  be  taken  to  gather  such 
knowledge,  with  the  eventual  aim  of  inter- 
rupting the  development  of  the  disease, 
either  by  adding  something  (such  as  a  vac- 
cine) or  by  taking  something  away  (per- 
haps a  known  predisposing  agent  such  as 
benzene).  In  this  issue  Drs.  Herbert  and 
Hayes  make  their  contribution  to  this  con- 
tinuing study  b}^  analyzing  the  geographic 
factors  displayed  in  a  group  of  patients  with 
leukemia  within  our  state.  The  physicians 
of  the  state  who  filed  an  accurate  death  cer- 
tificate have  already  made  their  contribu- 
tion to  this  research. 


LEADERSHIP  IN  ACTION 

Elsewhere  in  this  issue  President  Raiford 
announces  the  organization  of  an  "Associa- 
tion of  State  Medical  Society  Presidents." 
For  some  years  a  Conference  of  Presidents 
and  Officers  of  State  Medical  Societies  has 
provided  a  formal  program  on  Sunday  after- 
noon during  the  annual  meeting  of  the 
American  Medical  Association.  While  this 
established  program  presents  speakers  on 
subjects  of  concern  to  medicine,  it  does  not 
afford  an  opportunity  for  open  discussion 
of  problems  encountered  in  the  direction  of 
state  medical  societies  nor  permit  the  voic- 
ing of  ideas  pertinent  to  their  solution. 

Credit  for  the  organization  of  a  "work- 
shop," open-forum  type  of  conference  of 
state  society  presidents  goes  to  President 
Raiford,  whose  vision  and  relentless  pursuit 
of  the  idea  won  the  support  of  officers  and 
staff  of  the  A.M. A.  Dr.  Raiford  not  only 
serves  his  own  state  society  in  this  endeavor 
but,  as  the  first  chairman  of  the  Association 
of  State  Medical  Society  Presidents,  is  in  a 
position  to  contribute  significantly  to  all 
organized  medicine.  J.  S.  R. 
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A  CLEARING  HOUSE 

Medical  functions  have  become  so  fre- 
quent that  one  could  well  spend  most  of  his 
time  attending  meetings,  conferences,  com- 
mittees, workshops,  or  whate\'er  guise  the 
function  assumes.  Some  may  be  superfluous, 
but  many  are  essential  and  a  iew  manda- 
tory. Most  physicians  ivy  to  apportion  their 
time  to  allow  participation  in  most  of  these 
activities,  particularly  those  which  need  his 
help  and  support.  It  is  extremelj'  frustrat- 
ing, howe\'er,  to  find  that,  through  over- 
sight, two  vital  functions  are  in  conflict. 

In  an  effort  to  prevent  this  overlapping, 
the  Journal  will  shortly  start  publishing  an 
extended  monthly  calendar  of  events.  This 
will  include,  insofar  as  possible,  all  those 
held  within  the  state,  some  in  adjoining 
states,  and  a  few  at  the  national  level.  The 
list  will  include  not  only  events  of  the  cur- 
rent year  but  those  projected  into  future 
years  as  soon  as  they  are  known.  If  the  per- 
sons concerned  with  scheduling  any  func- 
tion first  consult  the  calendar,  then  notif}' 
the  Headquarters  Office  of  the  proposed 
dates,  unnecessary  conflicts  will  be  avoided. 

J.  S.  R. 


LOEFFLER'S  SYNDROME 

Among  the  host  of  diseases  is  a  small 
number  which  are  favorites  for  clinicopatho- 
logic  conferences  or  specialty  board  exami- 
nations, 3'et  do  not  seem  quite  real  or  worth 
thinking  about.  Loeffler's  sj-ndrome  is  one 
of  that  type,  and  its  association  with  parasit- 
ic disease  makes  it  readily  assigned  to  limbo 
for  physicians  in  these  parts.  Dr.  Linde- 
smith's  paper  presents  a  case  of  related  dis- 
ease from  within  the  borders  of  our  state, 
however,  demonstrating  that  it  can  happen 
here.  Transient  pulmonary  infiltration,  re- 
sembling bronchopneumonia  and  associated 
with  eosinophilia  in  the  peripheral  blood, 
are  the  principal  findings  in  Loeffler's  syn- 
drome, but  Lindesmith's  patient  had  more 
prolonged  disease,  placing  her  in  a  separate 
categorj'. 

As  the  ripples  ha\-e  spread  in  the  30  years 


since  Loeffler's  description  of  the  syndrome, 
many  related  disease  states  have  been  tack- 
ed onto  his  description,  including  most  re- 
cently' eosinophilic  infiltration  of  the  gastric 
wall.  Such  additions  may  be  questioned,  for 
if  they  proliferate  endlessl.y  the  concept  of 
the  syndrome  will  ha\'e  little  use.  Eosino- 
phils are  such  attracti\'e  and  readily  recog- 
nized cells  that  they  seem  to  fascinate  the 
casual  morphologist,  being  one  of  the  few 
cells  he  recognizes  with  assurance.  In  the 
light  of  their  long-continued  appeal  it  seems 
likely  that  we  will  find  any  disease  of  un- 
known etiology  associated  with  eosinophilic 
infiltration  and  a  benign  course  assigned  to 
"Loeffler's  syndrome,"  and  we  had  best  ex- 
pect it  and  accept  it  in  good  grace. 


FROM  PLATO  TO  CANADA 

Under  the  heading  "Very  Special  Ar- 
ticle," the  Journal  of  the  Canadian  Medical 
Association  published  an  ironic  examination 
of  the  status  of  the  professional  man  as 
compared  with  that  of  the  "executive."  Call- 
ed "Mens  Sana  m  Corporation  Sana",  it  is  a 
satiric  account  of  the  futile  attempts  of  a 
physician  to  be  treated  by  the  psychiatrist 
whose  services  are  available  at  a  motel  cat- 
ering to  executives^. 

Perhaps  the  author  of  the  article  is  cor- 
rect in  implying  that  the  physician  is  less 
highly  regarded  than  the  business  executive, 
but  is  this  new?  The  status  of  the  physician 
has  varied  greatly  in  the  societies  of  the 
past,  and  the  present  favorable  financial 
position  of  medicine  among  the  professions 
has  not  always  been  the  case.  In  Plato's 
Republic  the  physician  occupies  a  place 
among  the  skilled  artisans,  well  removed 
from  those  who  wield  political  and  econom- 
ic power.  His  position  in  the  scheme  of 
things  today  is  probably  not  substantially 
different.  It  is  something  to  think  about. 
Whether  it  is  something  to  worry  about  is 
another  matter. 
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AN  ORGANIZATION  OF  STATE 
MEDICAL  SOCIETY  PRESIDENTS 
The  ever  increasing  number  of  problems 
facing  organized  medicine  has  created  a 
need  for  a  closer  relationship  and  exchange 
of  information  between  the  presidents  of  the 
various  state  medical  organizations.  A  dis- 
cussion with  Dr.  George  M.  Fister,  in  1963, 
elicited  his  interest  and  support  and  subse- 
quently that  of  the  A.M. A.  headquarters 
staff  for  some  type  of  organization  devoted 
to  this  function.  Accordingly  a  prospectus 
was  developed  and  presented  to  the  Council 
of  the  presently  existing  Conference  of 
Presidents  and  Other  Officers  of  State  Med- 
ical Associations  as  an  expansion  of  their 
activities  which  are  now  limited  to  a  Sun- 
day afternoon  session  during  the  June  Meet- 
ing of  the  A.M. A.  After  due  consideration 
the  Council  decided  to  take  no  action  now. 
Interest  in  the  project  has  continued  to 
grow  through  the  medium  of  a  Presidents' 
Breakfast  during  the  Public  Relations  Insti- 
tute in  August  1963,  an  informal  luncheon 
during  the  annual  meeting  in  San  Francisco, 
and  an  afternoon  discussion  group  at  the 
A.M.A.  Headquarters  in  August  of  this  year. 
Approximate^  40  presidents  representing 
30  states  have  attended  each  of  these  events. 
Future  plans  encompass  a  luncheon  and 
afternoon  meeting  during  the  Clinical  Meet- 
ing in  Miami  and  a  one-  or  two-day  meeting 
during  the  spring  or  summer  at  a  place  to 
be  determined.  Suggested  topics  for  discus- 
sion are  "Over-utilization  of  Health  Insur- 
ance," Medical-Press  Relations,"  "Modus 
Operandi  of  State  Medical  Meetings,"  "Prob- 
lems of  State  Medical  Journals,"  "Medico- 
legal Problems,"  "Legislation,"  etc. 

This  is  not  a  new  idea.  It  has  never  prop- 
erly materialized,  however,  owing  to  the 
fact  that  a  one-year  term  of  office  is  too 
short  to  justify  an  additional  obligation 
which  would  begin  to  bear  fruit  only  near 
the  end  of  the  j^ear.  A  three-year  continuity 
is  provided  in  the  present  plan  by  inclusion 
of  presidents-elect  and  immediate  past  presi- 
dents as  well  as  those  currently  in  office. 
The  functions  would  therefore  serve  as  in- 
doctrination for  presidents-elect,  productiv- 


ity in  exchange  of  ideas  and  experience  by 
current  presidents,  and  profit  from  the 
counsel  of  those  who  have  already  served. 
What  can  be  accomplished  remains  to  be 
seen.  The  success  of  the  plan  will  depend 
upon  attendance  and  participation.  The 
principles  are  sound  and  enthusiasm  on  the 
part,  those  concerned  is  high.  If  these  con- 
tinue, the  organization,  whether  official  or 
informal,  maj'  well  forge  a  strong  link  in 
the  chain  of  communication  between  all  lev- 
els of  organized  medicine.  Just  as  the  Con- 
ference of  Governors  is  able  to  settle  many 
problems  at  the  state  level,  so  can  we  by 
free  exchange  of  ideas  and  experience  solve 
some  of  the  problems  germane  to  state  medi- 
cal organizations. 

*  *  It! 

A  MATTER  OF  OPINION 
Members  of  the  State  Medical  Society  are 
frequently  asked  to  support  or  oppose  pend- 
ing legislation.  At  times  this  may  assume 
the  aspects  of  bureaucratic  control  by  the 
Officers  and  Covmcil  of  the  State  Society. 
I  would  hasten  to  assure  you  that  this  is  not 
the  intent  of  these  bodies  nor  of  the  Legis- 
lative Committee.  Its  primary  purpose  is  to 
educate  members  in  legislative  matters  so 
that  they  may  become  enlightened  in  a  mass 
of  legislati\'e  confusion.  Once  informed,  the 
individual  has  the  opportunity  and  respon- 
sibility of  expressing  his  views  and  opinions 
to  his  legislators.  He  is  bound  bj'  no  rec- 
ommendations or  suggestions  of  the  officers 
nor  of  the  Council,  although  these  are  made 
only  after  exhaustive  study. 

A  current  case  in  question  is  the  inclusion 
of  physicians  under  the  Social  Security  sys- 
tem, a  provision  partially  submerged  under 
the  broader  imialications  of  increased  taxa- 
tion and  increased  benefits  to  recipients. 
The  medical  profession  has,  in  general,  dis- 
approved of  this  principle.  However,  various 
polls  and  solicitations  of  indi^adual  opinion 
have  shown  many  to  be  in  favor  of  it.  We 
feel  that  once  informed,  every  man  has  the 
right  to  his  own  opinion  and  to  express  it. 
In  a  profession  which  cherishes  free  enter- 
prise, freedom  of  thought  and  speech  are 
inviolate. 

Theodore  S.  Raiford,  M.D. 
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TERMINOLOGY  IN   MIND-BODY 
RELATIONSHIPS 

To  the  Editor: 

In  the  interest  of  l^etter  communication, 
a  chart  is  presented  below  outHning  some 
of  the  terminology  of  mind-body  relation- 
ships. The  need  for  better  communication 
has  been  made  evident  by  conversations 
with  colleagues  and  medical  students  which 


illustrated  that  the  same  term  does  not  al- 
ways have  a  uniform  meaning.  This  is  par- 
ticularly true  of  the  first  on  the  list,  "psy- 
chosomatic," which  is  so  frequently  misused 
as  synonjanous  with  "psychogenic." 

Inevitably,  there  are  omissions  a  n  d 
opinions  in  such  a  brief  description  as  this, 
but  if  communication  is  ad\'anced,  the  jiur- 
pose  will  have  been  served. 

Myron  G.  Sandifer,  M.D. 

N.  C.  Department  of  Mental  Health 

Director  of  Research 


Term 

1.  "Psychosomatic" 


2.  "Psychophysiological" 


3.  Conversion  Reaction 


4.  Somatic  Pholnas 


5.  Somatic  Delusions 


6.  Hypochondriasis 


7.  Somatopsychic 


8.  Malingering 


9.  Special  reactions  to  physical 
disease  or  surgery 


Dffinition 

Disorders  of  mived  psychic  and 

somatic  etiology  (not  "psycho- 
genic"). The  psychic-somatic  bal- 
ance varies  not  only  with  the 
disorder,  but  also  among  indi- 
viduals having  the  disorder. 

Physiologic  disturbances,  usually 
autonomic,  triggered  by  emo- 
tions. 


Synonymous  with  conversion 
hysteria.  Symbolic  emotional  ex- 
pression through  physical  symp- 
toms. Usually  involves  the  so- 
matosensor.y  nervous  system. 

Persistent,  irrational  feai-.s  of 
bodily  disease   or  damage 


Persistent,    irrational    bclici 
bodilv  disease  or  damage 


of 


Persistent  physical  complaints 
without  physical  cause,  especial- 
ly' if  multiple  or  shifting.  Usual- 
ly accompanied  by  depression. 

Mental  or  emotional  mainifesta- 
tions  secondary  to  physical  dis- 
ease or  disturbance. 

Conscious  feigning  of  physical 
disease  for  secondary  gain.  Prob- 
ably less  frequent  than  sus- 
pected. 

A  common  phenomenon,  usually 
manifested  by  anxiety,  depres- 
sion, or  irritability,  dependent  on 
the  individual's  reaction  to  any 
illness,  but  especially  those  in- 
volving the  cardiac  or  reproduc- 
tive svstems. 


Examples 

Peptic  ulcer,  l^ronchial  asthma, 
etc.  Not  a  hard  and  fast  "group 
of  diseases."  Listings  primarily 
by  clinical  experience  and  con- 
vention 


Psychophysiologic  gastrointesti- 
nal disorder  (diarrhea)  P.sycho- 
phj'siologic  cardio\'ascular  disor- 
der (tachycardia) 

Hysterical  paralysis 
Hysterical   anesthesia 


Ca  necrophobia 
Cardiac   phobias 

"1  have  cancer"  (not  "I'm  afraid 
I  have  cancer").  Delusion  of  im- 
pending death. 

Pain,  constipation,  weakness,  etc. 


Depression,  secondary  to  hyper- 
parathyroidism. Weakness,  sec- 
ondary to  hyperinsulinemia. 

Orthopedic   problems    (paralysis, 
limitation  of  motion,  etc.) 
False   laboratory  specimens. 

Post-hysterectomy    depression. 
Inability    to    moderate    life    pat- 
terns   with    heart    disease. 
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NORTH  CAROLINA  ASSOCIATION  OF 
PROFESSIONS 

To  the  Editor: 

Organizations  such  as  the  North  Carolina 
Association  of  Professions  are  designed  to 
maintain  and  promote  professionalism. 

One  way  tliey  do  tliis  is  by  action:  (a) 
against  any  activity  whicli  would  permit 
third  party  control  from  whatever  source — 
labor,  business,  government,  farming,  or  in- 
dustry— over  professional  persons  in  the  ex- 
ercise of  their  judgment  and  services:  (b) 
in  support  of  activity  which  serves  to  en- 
courage private  practice  and  individual  re- 
sponsibility and  support  professional  attri- 
butes of  professional  persons  in  employed 
practice. 

Secondly,  organizations  like  N.C.A.P. 
jointly  promote  educational  efforts  to  obtain 
student  interest  in  professional  careers  as 
well  as  to  advise  secondary  schools  and  col- 
leges on  curriculum  development  to  better 
serve  the  professions. 

Third,  use  is  made  of  all  communication 
media  to  tell  the  public  why  professional 
people  do  what  the}^  do  in  the  way  that  they 
do  it,  and  why  that  way  is  in  the  public 
interest.  Joint  effort  of  the  professions  in 
presenting  television,  radio,  and  other  public 
presentations  has  proved  very  acceptable  to 
avenues  of  communications  media. 

Fourth,  such  organizations  develop 
mutual  understanding  and  knowledge  be- 
tween the  professions,  by  way  of  interprofes- 


sional meetings — the  annual  one  is  called 
the  Congress  of  the  Professions — and  by  a 
journal  of  the  professions. 

Fifth,  such  organizations  have  business 
services  designed  to  aid  individual  profes- 
sional people  to  obtain  savings  through 
group  purchasing,  such  as  group  term  life 
insurance,  group  major  medical  insurance, 
group  disability  insurance,  group  pension- 
trust  plans,  etc.  These  can  be  maintained 
when  several  professions  are  together,  when 
many  individual  professions  or  professional 
persons  could  not  otherwise  obtain  them. 

N.C.A.P.  type  organizations  represent  the 
professional  segment  of  society  to  balance 
representation  of  other  segments  represent- 
ed by  such  organizations  as  N.A.M.  for  in- 
dustiy,  U.  S.  Chamber  of  Commerce  for 
business,  A.F.L.-C.I.O.  for  labor,  and  the 
Farm  Bureau  for  farming.  It  is  necessary 
that  one  organization  be  able  to  present  the 
basic  thinking  of  the  professional  segment 
of  society  as  these  organizations  do  for  their 
segments. 

In  organizing  N.C.A.P.  t^^pe  organizations 
it  is  mandatory  that  at  least  five  state  pro- 
fessions agree  to  join  together,  and  it  is 
necessary  to  have  individual  membership  as 
well.  Individual  members  are  ciualified  for 
N.C.A.P.  membership  by  membership  in 
their  individual  state  professional  societies. 

Hugh  W.  Brennem.an 

Michigan   State  Medical   Society 

Executive  Director 

East  Lansing,  Michigan 


Winslon-Salem       -Greensboro 

•^       -  ••    Roleigh       •        •• 
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Committees  &  Ordaniziations 


BOARD  OF  MEDICAL  EXAMINERS 
OF  THE   STATE   OF  NORTH   CAROLINA 


MEDICAL   PRACTICE   ACT 

WITH    1953   AND   1957    AMENDMENTS 
Art.  1.    Practice  of  Medicine. 

§  90-1.  North  Carolina  medical  society  incorporat- 
ed. —  The  association  of  regularly  graduated  physi- 
cians, calling  themselves  the  state  medical  society.  Is 
hereby  declared  to  be  a  body  politic  and  corporate, 
to  be  known  and  distinguished  by  the  name  of  The 
Medical  Society  of  the  State  of  North  Carolina.  (Rev., 
s.  4491;  Code,  s.  3121;   1858-9,  c.  258,  s.  1;  C.  S.  6605.) 

§  90-2.  Board  of  examiners.  —  In  order  to  properly 
regulate  the  practice  of  medicine  and  surgery,  there 
shall  be  established  a  board  of  regularly  graduated 
physicians,  to  be  known  by  the  title  of  The  Board 
of  Medical  Examiners  of  the  State  of  North  Caro- 
lina, which  shall  consist  of  seven  regularly  graduated 
physicians.  (Rev.,  s.  4492;  Code.  s.  3123:  1858-9,  c.  258, 
ss.  3.  4;  Ex.  Sess.  1921,  c.  44,  s.  1;  C.  S.  6606.) 

§  90-3.  Medical  society  appoints  board.  —  Tlie  Medi- 
cal Society  shall  have  power  to  appoint  the  Board  Of 
Medical  Examiners.  (Rev.,  s.  4493;  Code,  s.  3126;  1858-9, 
c.  258.  s.  9;  C.  S.  6607.) 

§  90-4.  Board  elects  officers  and  fills  vacancies. — The 
Board  of  Medical  Examiners  is  authorized  to  elect  all 
such  officers  and  to  frame  all  such  by-laws  as  may 
be  necessary,  and  in  the  event  of  any  vacancy  by 
death,  resignation,  or  otherwise,  of  any  member  of 
said  board,  the  board,  or  a  quorum  thereof,  is  em- 
powered to  fill  such  vacancy.  (Rev.,  s.  4494;  Code,  s. 
3128:    1858-9,   c.   258,  s.   11:    C.   S.  6608.) 

§  90-5.Meetings  of  board.  —  The  Board  of  Medical 
Examiners  may  assemble  once  in  e\ery  year  in  the 
city  of  Raleigh,  and  shall  remain  in  session  from 
day  to  day  until  all  applicants  who  may  present 
themselves  for  examination  within  the  first  two  days 
of  this  meeting  have  been  examined  and  disposed 
of:  other  meetings  in  each  year  may  be  held  at  some 
suitable  point  in  the  state  if  deemed  advisable.  (Rev., 
s.  4495:   1915,  c.  220,  s.  1;   1935,  c.  363:   C.  S.  6609.) 

§  90-6.  Regulations  governing  applicants  for  license, 
examinations,  etc.  —  The  Board  of  Medical  Examiners 
is  empowered  to  prescribe  such  regulations  as  it  may 
deem  proper,  governing  applicants  for  license,  admis- 
sion to  examinations,  the  conduct  of  applicants  dur- 
ing examinations,  and  the  conduct  of  examinations 
proper.  (1921,  c.  47,  s.  5;  Ex.  Sess.  1921,  c.  44.  s,  2; 
C.   S.   6610.1 

§  90-7.  Bond  of  secretary.  —  The  secretary  of  the 
Board  of  Medical  Examiners  shall  give  bond  with 
good  surety,  to  the  president  of  the  board,  for  the 
safe-keeping  and  proper  payment  of  all  moneys  that 
may  come  into  his  hands,  (Rev,,  s.  4497:  Code,  s. 
3134:   1858-9,  c.  258,  s,  17:   C.  S.  6611.) 

§  90-8,  Officers  may  swear  applicants  and  summon 
witnesses,  —  The  president  and  secretary  of  the  Board 
of  Medical  Examiners  of  this  state  shall  have  power 
to  administer  oaths  to  all  persons  who  may  apply 
for  examination  before  the  board,  or  to  any  other 
persons  deemed  necessary  in  connection  with  per- 
forming the  duties  of  the  board  as  imposed  by  law. 
The  board  shall  have  power  to  summon  any  wit- 
nesses   deemed    necessary    to    testify    under    oath    in 


connection  with  any  cause  to  be  heard  before  it;  or 
to  summon  any  licentiate  against  whom  charges  are 
preferred  in  writing,  and  the  failure  of  the  licen- 
tiate, against  whom  charges  are  preferred,  to  ap- 
pear at  the  stated  time  and  place  to  answer  to  the 
charges,  after  due  notice  or  summons  has  been  sen'ed 
in  writing,  shall  be  deemed  a  waiver  of  his  right  to 
said  hearing,  as  provided  in  5  90-14.2  (1913,  c.  20,  s. 
7;  Ex.  Sess.  1921,  c.  44,  s.  3:  C.  S.  6612.) 

5  90-9.  Examination  for  license:  scope;  conditions 
and  prerequisites.  —  It  shall  be  the  duty  of  the  board 
of  Medical  Ejaminers  to  examine  for  license  to  prac- 
tice medicine  or  surgery,  or  any  of  the  branches 
thereof,  every  applicant  who  complies  with  the  fol- 
lowing provisions:  He  shall,  before  he  is  admitted 
to  examination,  satisfy  the  board  that  he  has  an 
academic  education  equal  to  the  entrance  require- 
ments of  the  University  of  North  Carolina,  or  fur- 
nish a  certificate  from  the  superintendent  of  public 
instruction  of  the  county  that  he  has  passed  an  ex- 
amination upon  his  literary  attainments  to  meet  the 
requirements  of  entrance  in  the  regular  course  of 
the  state  university.  He  shall  exhibit  a  diploma  or 
furnish  satisfactory  proof  of  graduation  from  a  med- 
ical college  in  good  standing  requiring  an  attendance 
of  not  less  than  four  years,  and  supplying  such  fa- 
cilities for  clinical  and  scientific  instruction  as  shall 
meet  the  approval  of  the  board:  but  the  requirement 
of  four  years  attendance  at  a  school  shall  not  apply 
to  those  graduating  prior  to  January  the  first,  nine- 
teen  hundred. 

The  examination  shall  cover  the  following  branches 
of  medical  science;  anatomy,  embryology,  histology, 
physiology,  pathology,  bacteriology,  surgery,  pediatrics, 
medical  hygiene,  chemistry,  pharmacy,  materia  med- 
ica,  therapeutics,  obstetrics,  gynecology,  and  the  prac- 
tice of  medicine. 

If  on  such  examination  the  applicant  is  found 
competent,  the  board  shall  grant  him  a  license  au- 
thorizing him  to  practice  medicine  or  surgery  or  any 
of  the  branches  thereof. 

Five  members  of  the  board  shall  constitute  a 
quorum,  and  four  of  those  present  shall  be  agreed 
as  to  the  qualifications  of  the  applicant.  (Rev.,  s. 
4498;  1913,  c.  20,  ss.  2,  3,  6;  1921,  c,  47,  s.  1:  C.  S. 
6613.1 

>;  90-10.  Two  examinations,  preliminary  and  final, 
allowed.  —  It  shall  be  the  duty  of  the  state  board  of 
medical  examiners  to  examine  any  applicant  for  li- 
cense to  practice  medicine  on  the  subjects  of  anat- 
omy, histology,  physiology,  bacteriology,  embryology, 
pathology,  medical  hygiene,  and  chemistry,  upon  his 
furnishing  satisfactory  evidence  from  a  medical  school 
in  good  standing,  and  supplying  such  facilities  for 
anatomical  and  laboratory  instruction  as  shall  meet 
with  the  approval  of  the  board,  that  he  has  completed 
the  course  of  study  in  the  school  upon  the  subjects 
mentioned.  The  board  shall  set  to  the  credit  of  such 
applicant  upon  its  record  books  the  grade  made  by 
him  upon  the  examination,  which  shall  stand  to  the 
credit  of  such  applicant;  and  when  he  has  subsequent- 
ly completed  the  full  course  in  medicine  and  pre- 
sents a  diploma  of  graduation  from  a  medical  college 
in  good  standing,  requiring  a  four  years  course  of 
study  of  medicine  for  graduation,  and  when  he  has 
completed  the  examination  upon  the  further  branches 
of  medicine,  to  wit,  pharmacy,  materia  medica,  thera- 
peutics, obstetrics,  gynecology,  pediatrics,  practice  of 
medicine  and  surgery,  lie  shall  have  accounted  to  his 
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credit  the  grade  made  upon  the  fornaer  examination, 
and  if  tlien  upon  such  completed  examination  he  be 
found  competent,  said  board  sliall  grant  him  a  li- 
cense to  practice  medicine  and  surgery,  and  any  of 
the  branches  thereof.  (1921,  c.  47,  s.  2;  Ex.  Sess.  1921, 
c.  44,  s.  4;  C.  S.  6614.) 

§  90-11.  Qualification  of  applicant  for  license.  — 
Every  person  making  application  for  a  license  to 
practice  medicine  or  surgery  in  the  state  shall  be 
not  less  than  twenty-one  years  of  age,  and  of  good 
moral  character,  before  any  license  can  be  granted 
by  the  board  of  medical  examiners:  Provided,  that 
the  age  requirement  shall  not  apply  to  students  tak- 
ing the  examinations  of  the  first  two  years  in  medi- 
cine. (1921,  c.  47,  s.  3;  Ex  Sess.  1921,  c.  44,  s.  5;  C.  S. 
6615.) 

S  90-12.  Limited  license.  —  The  board  may,  when- 
ever in  its  opinion  the  conditions  of  the  locality 
where  the  applicant  resides  are  such  as  to  render 
it  advisable,  make  such  modifications  of  the  require- 
ments of  the  preceding  sections,  both  as  to  applica- 
tion for  examination  and  examination  for  license, 
as  in  its  judgment  the  interests  of  the  people  living 
in  that  locality  may  demand,  and  may  issue  to  such 
applicant  a  special  license,  to  be  entitled  a  "Limited 
License,"  authorizing  the  holder  thereof  to  practice 
medicine  and  surgery  within  the  limits  only  of  the 
districts  specifically  described  therein.  The  holder  of 
the  limited  license  practicing  medicine  or  surgery 
beyond  the  boundaries  of  the  district  as  laid  down 
in  said  license  shall  be  guilty  of  a  misdemeanor, 
and  upon  conviction  shall  be  fined  not  less  than 
twenty-five  dollars  nor  more  than  fifty  dollars  for 
each  and  every  offense;  and  the  board  is  empowered 
to  revoke  such  limited  license,  in  its  discretion,  after 
due  notice.  The  clerk  of  the  superior  court,  in  register- 
ing the  holder  of  a  limited  license,  shall  copy  upon 
the  certificate  of  registration  and  upon  his  record 
the  description  of  the  district  given  in  the  license. 
(1909,  c.  218,  s.  1;   C.  S.  6616.) 

§  90-13.  When  license  without  examination  allow- 
ed. —  The  Board  of  Medical  Examiners  shall  in  their 
discretion  issue  a  license  to  any  applicant  to  practice 
medicine  and  surgery  in  this  state  without  examina- 
tion if  said  applicant  exhibits  a  diploma  or  satis- 
factory proof  of  graduation  from  a  medical  college 
in  good  standing,  requiring  an  attendance  of  not  less 
than  four  years  and  a  license  issued  to  him  to  prac- 
tice medicine  and  surgery  by  the  board  of  medical 
examiners  of  another  state.  (1907,  c.  890;  1913,  c.  20, 
s.  3;  C.  S.  6617.) 

5  90-14.  Board  may  rescind  license.  —  The  board 
shall  have  the  power  to  revoke  and  rescind  any  li- 
cense granted  by  it,  when,  after  due  notice  and  hear- 
ing, it  shall  find  that  any  physician  licensed  by  it 
has  been  guilty  of  grossly  immoral  conduct,  or  of 
producing  or  attempting  to  produce  a  criminal  abor- 
tion, or.  by  false  and  fraudulent  representations, 
has  obtained  or  attempted  to  obtain,  practice  in  his 
profession,  or  is  habitually  addicted  to  the  use  of 
morphine,  cocaine  or  other  narcotic  drugs,  or  is 
habitually  addicted  to  the  use  of  marijuana,  bar- 
biturates, demerol  or  any  other  habit  forming  drug 
or  derivative  of  such  drug,  or  has  by  false  or  fraud- 
ulent representations  of  his  professional  skill  obtain- 
ed, or  attempted  to  obtain,  money  or  anything  of 
value,  or  has  advertised  or  held  himself  out  under 
a  name  other  than  his  own,  or  has  advertised  or 
publicly  professed  to  treat  human  ailments  under  a 
system  or  school  of  treatment  or  practice  other  than 


that  for  which  he  holds  a  license,  or  is  guilty  of 
any  fraud  or  deceit  by  which  he  was  admitted  to 
practice,  or  has  been  guilty  of  any  unprofessional 
or  dishonorable  conduct  unworthy  of,  and  affecting, 
the  practice  of  his  profession,  or  has  been  convicted 
in  any  court,  state  or  federal,  of  any  felony  or  other 
criminal  offense  involving  moral  turpitude,  or  has 
been  adjudicated  a  mental  incompetent  or  whose 
mental  condition  renders  him  unable  safely  to  prac- 
tice medicine.  And,  for  any  of  the  above  reasons, 
the  said  board  of  medical  examiners  may  refuse  to 
issue  a  license  to  an  applicant.  The  findings  and 
actions  of  the  Board  of  Medical  Examiners  in  re- 
voking or  rescinding  and  refusing  to  issue  licenses 
under  this  Section  shall  be  subject  to  review  upon 
appeal  to  the  Superior  Court,  as  hereinafter  pro- 
vided in  this  Article.  The  said  Board  of  Medical 
Examiners  may.  in  its  discretion,  restore  a  license 
so  revoked  and  rescinded,  upon  due  notice  being 
given  and  hearing  had,  and  satisfactory  evidence 
produced  of  reformation  of  the  licentiate.  (1921,  c. 
47.  s.  4;  Ex  Sess.  1921,  c.  44,  s.  6;  1933,  c.  32;  C.  S. 
6618,   1953,   c.   1248.) 

j  90-14.1.  Judicial  review  of  board's  decision  deny- 
ing issuance  of  a  license.  —  Whenever  the  Board  of 
Medical  Examiners  has  determined  that  a  person 
who  has  duly  made  application  to  take  an  examina- 
tion to  be  given  by  the  board  showing  his  educa- 
tion, training  and  other  qualifications  required  by 
said  board,  or  that  a  person  who  has  taken  and 
passed  an  examination  given  by  the  board,  has  failed 
to  satisfy  the  board  of  his  qualifications  to  be  ex- 
amined or  to  be  issued  a  license,  for  any  cause  other 
than  failure  to  pass  an  examination,  the  board  shall 
immediately  notify  such  person  of  its  decision,  and 
indicate  in  what  respect  the  applicant  has  so  failed 
to  satisfy  the  board.  Such  applicant  shall  be  given 
a  formal  hearing  before  the  board  upon  request  of 
such  applicant  filed  with  or  mailed  by  registered 
mail  to  the  secretary  of  the  board  at  Raleigh,  N.  C, 
within  10  days  after  receipt  of  the  board's  decision, 
stating  the  reasons  for  such  request.  The  board 
shall  within  20  days  of  receipt  of  such  request  notify 
such  applicant  of  the  time  and  place  of  a  public 
hearing,  which  shall  be  held  within  a  reasonable 
time.  The  burden  of  satisfying  the  board  of  his 
qualifications  for  licensure  shall  be  upon  the  appli- 
cant. Following  such  hearing,  the  board  shall  deter- 
mine whether  the  applicant  is  qualified  to  be  exam- 
ined or  is  entitled  to  be  licensed  as  the  case  may  be. 
Any  such  decision  of  the  board  shall  be  subject  to 
judicial  review  upon  appeal  to  the  Superior  Court 
of  Wake  County  upon  ihe  tiling  with  the  board  of 
a  written  notice  of  appeal  with  exceptions  taken  to 
the  decision  of  the  board  within  20  days  after  serv- 
ice of  notice  of  the  board's  final  decision.  Within  30 
days  after  receipt  of  notice  of  appeal,  the  secretary 
of  the  board  shall  certify  to  the  Clerk  of  the  Superior 
Court  of  Wake  County  the  record  of  the  case  which 
shall  include  a  copy  of  the  notice  of  hearing,  a 
transcript  of  the  testimony  and  evidence  received 
at  the  hearing,  a  copy  of  the  decision  of  the  board, 
and  a  copy  of  the  notice  of  appeal  and  exceptions. 
Upon  appeal  the  case  shall  be  heard  by  the  judge 
without  a  jury,  upon  the  record,  except  that  in  cases 
of  alleged  omissions  or  errors  in  the  record,  testi- 
mony may  be  taken  by  the  court.  Tlie  decision  of 
the  board  shall  be  upheld  unless  the  substantial 
rights  of  the  applicant  have  been  prejudiced  because 
the  decision  of  the  board  is  in  violation  of  law,  or  is 
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not  supported  by  any  evidence  admissible  under  this 
Article,  or  is  arbitrary  or  capricious.  Each  party  to 
the  review  proceeding  may  appeal  to  the  Supreme 
Court  as  hereinafter  provided  in  Section  90-14.11. 

§  90-14.2.  Hearing  before  revocation  or  suspension 
of  a  license.  —  Before  the  board  shall  revoke  or  res- 
cind any  license  granted  by  it  to  any  physician,  it 
will  give  to  the  physician  a  written  notice  indicating 
the  general  nature  of  the  charges,  accusation,  or 
complaints  preferred  against  him  and  stating  that 
the  licensee  will  be  given  an  opportunity  to  be  heard 
concerning  such  charges  or  complaints  at  a  time  and 
place  stated  in  such  notice,  or  to  be  thereafter  fixed 
by  the  board,  and  shall  hold  a  public  hearing  not 
less  than  30  days  from  the  date  of  the  service  of 
such  notice  upon  such  licensee,  at  which  he  may 
appear  personally  or  through  counsel,  may  cross- 
examine  witnesses  and  present  evidence  in  his  own 
behalf.  A  physician  who  is  mentally  incompetent 
shall  be  represented  at  such  hearing  and  shall  be 
served  with  notice  as  herein  provided  by  and  through 
a  guardian  ad  litem  appointed  by  the  clerk  of  the 
court  of  the  county  in  which  the  physician  has  his 
residence.  Such  licensee  or  physician  may.  if  he  de- 
sires, file  written  answers  to  the  charges  or  complaints 
preferred  against  him  within  30  days  after  the  service 
of  such  notice,  which  answer  shall  become  a  part  of 
the  record  but  shall  not  constitute  evidence  in  the 
case. 

§  90-14.3.  Sen'ice  of  notices.  —  Any  notice  required 
by  this  Chapter  may  be  served  either  personally  or 
by  an  officer  authorized  by  law  to  sen'e  process,  or 
by  registered  mail,  return  receipt  requested,  directed 
to  the  licensee  or  applicant  at  his  last  known  address 
as  shown  by  the  records  of  the  board.  If  notice  is 
served  personally,  it  shall  be  deemed  to  have  been 
served  at  the  time  when  the  officer  delivers  the 
notice  to  the  person  addressed.  Where  notice  is 
served  by  registered  mail,  it  shall  be  deemed  to 
have  been  served  on  the  date  borne  by  the  return 
receipt  showing  delivery  of  the  notice  to  the  addressee 
or  refusal  of  the  addressee  to  accept  the  notice. 

§  90-14.4  Place  of  hearings  for  revocation  or  suspen- 
sion of  license.  —  Upon  written  request  of  the  accused 
physician,  given  to  the  secretary  of  the  board  20 
days  after  service  of  the  charges  or  complaints  against 
him,  a  hearing  for  the  purpose  of  determining  revo- 
cation or  suspension  of  his  license  shall  be  conducted 
in  the  county  in  which  such  physician  maintains  his 
residence,  or  at  the  election  of  the  board,  in  any 
county  in  which  the  act  or  acts  complained  of 
occurred.  In  the  absence  of  such  request,  the  hear- 
ing shall  be  held  at  a  place  designated  by  the  board, 
or  as  agreed  upon  by  the  physician  and  the  board. 

§  90-14.5.  Vse  of  trial  examiner  or  depositions.  — 
Where  the  licensee  requests  that  the  hearing  herein 
provided  for  be  held  by  the  board  in  a  county  other 
than  the  county  designated  for  the  holding  of  the 
meeting  of  the  board  at  which  the  matter  is  to  be 
heard,  the  board  may  designate  in  writing  one  or 
more  of  its  members  to  conduct  the  hearing  as  a 
trial  examiner  or  trial  committee,  to  take  evidence 
and  report  a  written  transcript  thereof  to  the  board 
at  a  meeting  w'here  a  majority  of  the  members  are 
present  and  participating  in  the  decision.  Evidence 
and  testimony  may  also  be  presented  at  such  hear- 
ings and  to  the  board  in  the  form  of  depositions 
taken  before  any  person  designated  in  writing  by 
the  board  for  such  purpose  or  before  any  person 
authorized   to   administer   oaths,   in   accordance   with 


the  procedure   for  the   taking  of   depositions   in  civil 
actions  in  the  Superior  Court. 

§  90-14.6.  Evidence  admissible. — In  proceedings  held 
pursuant  to  this  Article  the  board  shall  admit  and 
hear  evidence  in  the  same  manner  and  form  as 
prescribed  by  law  for  civil  actions.  A  complete  record 
of  such  evidence  shall  be  made,  together  with  the 
other  proceedings  incident  to  such  hearing. 

S  90-14.7.  Procedure  where  person  fails  to  request 
or  appear  for  hearing.  —  If  a  person  who  has  re- 
quested a  hearing  does  not  appear,  and  no  con- 
tinuance has  been  granted,  the  board  or  its  trial 
examiner  or  committee  may  hear  the  evidence  of 
such  witnesses  as  may  have  appeared,  and  the  board 
may  proceed  to  consider  the  matter  and  dispose  of 
it  on  the  basis  of  the  evidence  before  it.  For  good 
cause,  the  board  may  reopen  any  case  for  further 
hearing. 

§  90-14.8.  Appeal  from  board's  decision  revoking  or 
suspending  a  license.  —  A  physician  whose  license 
is  revoked  or  suspended  by  the  board  may  obtain  a 
review  of  the  decision  of  the  board  in  the  Superior 
Court  of  Wake  County  or  in  the  Superior  Court  in 
the  county  in  which  the  hearing  was  held  or  upon 
agreement  of  the  parties  to  the  appeal  in  any  other 
Superior  Court  of  the  State,  upon  fUing  with  the 
secretary  of  the  board  a  written  notice  of  appeal 
within  20  days  after  the  date  of  the  service  of  the 
decision  of  the  board,  stating  all  exceptions  taken 
to  the  decision  of  the  board  and  indicating  the  court 
in  which  the  appeal  is  to  be  heard. 

Within  30  days  after  the  receipt  of  a  notice  of 
appeal  as  herein  provided,  either  by  an  applicant  or 
a  licensee,  the  board  shall  prepare,  certify  and  file 
with  the  Clerk  of  the  Superior  Court  in  the  county 
to  which  the  appeal  is  directed  the  record  of  the 
case  comprising  a  copy  of  the  charges,  notice  of 
hearing,  transcript  of  testimony,  and  copies  of  docu- 
ments or  other  written  evidence  produced  at  the 
hearing,  decision  of  the  board,  and  notice  of  appeal 
containing  exceptions  to  the  decision  of  the  board. 

S  90-14.9.  Appeal  bond;  stay  of  board  order.  —  The 
person  seeking  the  review  shall  file  with  the  clerk 
of  the  reviewing  court  a  copy  of  the  notice  of  appeal 
and  an  appeal  bond  of  S200  at  the  same  time  the 
notice  of  appeal  is  filed  with  the  board.  At  any  time 
before  or  during  the  review  proceeding  the  aggrieved 
person  may  apply  to  the  reviewing  court  for  an  order 
staying  the  operation  of  the  board  decision  pending 
the  outcome  of  the  review,  which  the  court  may  grant 
or  deny  in  its  discretion. 

§  90-14.10.  Scope  of  review.  —  Upon  the  review  of 
the  board's  decision  revoking  or  suspending  a  license, 
the  case  shall  be  heard  by  the  judge  without  a  jury, 
upon  the  record,  except  that  in  cases  of  alleged 
omissions  or  errors  in  the  record,  testimony  thereon 
may  be  taken  by  the  court.  The  court  may  affirm 
the  decision  of  the  board  or  remand  the  case  for 
further  proceedings;  or  it  may  reverse  or  modify  the 
decision  if  the  substantial  rights  of  the  accused 
physician  have  been  prejudiced  because  the  findings 
or  decisions  of  the  board  are  in  violation  of  sub- 
stantive or  procedural  law,  or  are  not  supported  by 
competent,  material,  and  substantial  evidence  admis- 
sible under  this  Article,  or  are  arbitrary  or  capricious. 
At  any  time  after  the  notice  of  appeal  has  been  filed, 
the  court  may  remand  the  case  to  the  board  for  the 
hearing  of  any  additional  evidence  which  is  material 
and  is  not  cumulative,  and  which  could  not  reason- 
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ably  have  been  presented  at  the  hearing  before  the 
board. 

§  90-14.11.  Appeal  to  Supreme  Court;  appeal  bond. — 

Any  party  to  the  review  proceeding,  including  the 
board,  may  appeal  to  the  Supreme  Court  from  the 
decision  of  the  Superior  Court  under  rules  of  pro- 
cedure applicable  in  other  civil  cases.  No  appeal  bond 
shall  be  required  of  the  board.  The  appealing  party 
may  apply  to  the  Superior  Court  for  a  stay  of  that 
court's  decision  or  a  stay  of  the  board's  decision, 
whichever  shall  be  appropriate,  pending  the  outcome 
of  the  appeal  to  the  Supreme  Court. 

§  90-14.12.  Injunctions.  —  The  board  may  appear 
in  its  own  name  in  the  Superior  Courts  in  an  action 
for  injunctive  relief  to  prevent  violation  of  this 
Article  and  the  Superior  Courts  shall  have  power 
to  grant  such  injunctions  regardless  of  whether 
criminal  prosecution  has  been  or  may  be  instituted  as 
a  result  of  such  violations.  (Sections  90-14,1  through 
90-14.12  were  added  by  1953  Session.) 

§  90-15.  License  fee;  salaries,  fees  and  expenses 
of  board.  —  Each  applicant  for  a  license  by  examina- 
tion shall  pay  to  the  treasurer  of  the  Board  of 
Medical  Examiners  of  the  State  of  North  Carolina 
a  fee  which  shall  be  prescribed  by  said  board  in  an 
amount  not  exceeding  the  sum  of  fifty  dollars  ($50.00) 
before  being  admitted  to  the  examination:  Provided, 
however,  that  in  the  case  of  applicants  taking  the 
examination  in  two  halves,  as  provided  in  Section 
90-10,  one-half  of  the  prescribed  fee  shall  be  paid  by 
the  applicant  for  each  of  the  two  half  examinations. 
Whenever  any  license  is  granted  without  examination, 
as  authorized  in  Section  90-13,  the  applicant  shall 
pay  to  the  treasurer  of  the  board  a  fee  in  an  amount 
to  be  prescribed  by  the  board  not  in  excess  of  one 
hundred  dollars  ($100.00).  Whenever  a  limited  license 
is  granted  as  provided  in  Section  90-12,  the  applicant 
shall  pay  to  the  treasurer  of  the  board  a  fee  of  fifty 
dollars  ($50.00),  except  where  a  limited  license  to 
practice  within  the  confines  of  a  hospital  for  the 
purpose  of  education  or  training,  the  applicant  shall 
pay  a  fee  of  ten  dollars  ($10.00).  A  fee  of  ten  dollars 
($10.00)  shall  be  paid  for  the  issuance  of  a  duplicate 
license.  All  fees  shall  be  paid  in  advance  to  the 
treasurer  of  the  Board  of  Medical  Examiners  of  the 
State  of  North  Carolina,  to  be  held  by  him  as  a 
fund  for  the  use  of  said  board.  The  compensation 
and  expenses  of  the  members  and  of&cers  of  the 
said  board  and  all  expenses  proper  and  necessary 
in  the  opinion  of  the  board  to  the  discharge  of  its 
duties  under  and  to  enforce  the  laws  regulating 
the  practice  of  medicine  or  surgery  shall  be  paid 
out  of  said  fund,  upon  the  warrant  of  the  president 
and  secretary  of  said  board.  The  salaries  and  fees 
of  the  officers  and  members  of  said  board  shall  be 
fixed  by  the  board  but  shall  not  exceed  ten  dollars 
($10.00)  per  day  per  member  for  time  spent  in  the 
performance  and  discharge  of  his  duties  as  a  member 
of  said  board,  and  reimbursement  for  travel  and 
other  necessary  expenses  incurred  in  the  perform- 
ance of  his  duties  as  a  member  of  said  board.  Any 
unexpended  sum  or  sums  of  money  remaining  in  the 
treasury  of  said  board  at  the  expiration  of  the  terms 
of  office  of  the  members  thereof  shall  be  paid  over 
to  their  successors  in  office.  (Rev.,  s.  4501;  Code  s.  3130; 
1858-9,  c.  258,  s.  13;  1913,  c.  20,  ss.  4-5;  1921,  c.  47,  s. 
5;  Ex.  Sess.  1921,  c.  44,  s.  7;  C.  S.  6619;  amended. 
Session  1953.) 

§  90-15.1.  Every  person  heretofore  or  hereafter  li- 
censed to  practice  medicine  by  said  Board  of  Medical 


Examiners  shall,  during  the  month  of  January,  1958, 
and  during  the  month  of  January  in  every  even- 
numbered  year  thereafter,  register  with  the  Secretary- 
Treasurer  of  said  Board  his  name  and  office  and  resi- 
dence address  and  such  other  information  as  the 
Board  may  deem  necessary  and  shall  pay  a  registra- 
tion fee  fixed  by  the  Board  not  in  excess  of  five 
dollars  ($5.00 1 .  In  the  event  a  physician  fails  to  regis- 
ter as  herein  provided  he  shall  pay  an  additional 
amoimt  of  ten  dollars  ($10.00)  to  the  Board.  Should  a 
physician  fail  to  register  and  pay  the  fees  imposed,  and 
should  such  failure  continue  for  a  period  of  thirty 
days,  the  license  of  such  physician  may  be  suspended 
by  the  Board,  after  notice  and  hearing  at  the  next 
regular  meeting  of  the  Board.  Upon  payment  of  all 
fees  and  penalties  which  may  be  due,  the  license  of 
any  such  physician  shall  be  reinstated.  (Section  90-15.1 
was  added  by  1957  session.) 

§  90-16.  Board  to  keep  record;  publication  of  names 
of  licentiates;  transcript  as  evidence.  —  The  board 
of  examiners  shall  keep  a  regular  record  of  its  pro- 
ceedings in  a  book  kept  for  that  purpose,  together 
with  the  names  of  the  members  of  the  board  present, 
the  names  of  the  applicants  for  license,  and  other  in- 
formation as  to  its  actions.  The  board  of  examiners 
shall  cause  to  be  entered  in  a  separate  book  the  name 
of  each  applicant  to  whom  a  license  is  issued  to 
practice  medicine  or  surgery,  along  with  any  informa- 
tion pertinent  to  such  issuance.  The  board  of  exam- 
iners shall  publish  the  names  of  those  licensed  in 
three  daily  newspapers  published  in  the  state  of  North 
Carolina,  within  thirty  days  after  granting  the  same. 
A  transcript  of  any  such  entry  in  the  record  books, 
or  a  certificate  that  there  is  not  entered  therein  the 
name  and  proficiency  or  date  of  granting  such  license 
of  a  person  charged  with  the  violation  of  the  pro- 
visions of  this  article,  certified  under  the  hand  of  the 
secretary  and  the  seals  of  the  board  of  medical 
examiners  of  the  state  of  North  Carolina,  shall  be 
admitted  as  evidence  in  any  court  of  this  state  when 
it  is  otherwise  competent.  (Rev.,  s.  4500;  Code,  s.  3129; 
1858-9,  c.  258,  s.  12;   1921,  c.  47,  s.  6;   C.  S.  6620.) 

§  90-17.  Blanks  furnished  clerk.  —  It  shall  be  the 
duty  of  the  Medical  Society  of  the  State  of  North 
Carolina  to  prescribe  proper  form  of  certificates  re- 
quired by  this  article  and  all  such  blanks  and  forms 
as  the  clerk  may  need  to  enable  him  to  perform  his 
duties  under  this  article.  (Rev.,  s.  4505:  1889,  c.  181, 
s.  7;    1899,  c.  93,  s.  93,  s.  4;   C.  S.  6621.) 

§  90-18.  Practicing  without  license;  practicing  de- 
fined; penalties.  —  No  person  shall  practice  medicine 
or  surgery,  or  any  of  the  branches  thereof,  nor  in 
any  case  prescribe  for  the  cure  of  diseases  unless 
he  shall  have  been  first  licensed  and  registered  so 
to  do  in  the  manner  provided  in  this  article,  and  if 
any  person  shall  practice  medicine  or  surgery  with- 
out being  duly  licensed  and  registered,  as  provided 
in  this  article,  he  shall  not  be  allowed  to  maintain 
any  action  to  collect  any  fee  for  such  services.  The 
person  so  practicing  without  license  shall  be  guilty 
of  a  misdemeanor,  and  upon  conviction  thereof  shall 
be  fined  not  less  than  fifty  dollars  (S50)  nor  more 
than  one  hundred  (SlOO),  or  imprisoned  at  the  dis- 
cretion of  the  court  for  each  and  every  offense. 

Any  person  shall  be  regarded  as  practicing  medi- 
cine or  surgery  within  the  meaning  of  this  article 
who  shall  diagnose  or  attempt  to  diagnose,  treat  or 
attempt  to  treat,  operate  or  attempt  to  operate  on, 
or  prescribe  for  or  administer  to,  or  profess  to  treat 
any  human  ailment,  physical  or  mental,  or  any  phy- 
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sical  injury  to  or  deformity  of  another  person:  Pro- 
vided, that  the  following  cases  shall  not  come  within 
the  definition  above  recited: 

I.  The  administration  of  domestic  or  family  reme- 
dies in  cases  of  emergency. 

3.  The  practice  of  dentistry  by  any  legally  licensed 
dentist  engaged  in  the  practice  of  dentistry  and  dental 
surgery. 

3.  The  practice  of  pharmacy  by  any  legally  li- 
censed pharmacist  engaged  in  the  practice  of  phar- 
macy. 

4.  The  practice  of  medicine  and  surgery  by  any 
surgeon  or  physician  of  the  United  States  Army,  Navy, 
or  Public  Health  Service  in  the  discharge  of  his  official 
duties. 

5.  The  treatment  of  the  sick  or  suffering  by  mental 
or  spiritual  means  without  the  use  of  any  drugs  or 
other  material  means. 

6.  The  practice  of  optometry  by  any  legally  licensed 
optometrist  engaged  in  the  practice  of  optometry. 

7.  The  practice  of  midwifery  by  any  woman  who 
pursues  the  vocation  of  midwife. 

8.  The  practice  of  chiropody  by  any  legally  licensed 
chiropodist  when  engaged  in  the  practice  of  chiropody, 
and  without   the  use  of  any  drug. 

9.  The  practice  of  osteopathy  by  any  legally  licensed 
osteopath  when  engaged  in  the  practice  of  osteopathy 
as  defined  by  law,  and  especially  §  90-129. 

10.  The  practice  of  chiropractic  by  any  legally  li- 
censed chiropractor  when  engaged  in  the  manual  ad- 
justment of  the  twenty-four  spinal  vertebrae  of  the 
human  body  and  without  the  use  of  drugs. 

II.  The  practice  of  medicine  or  surgery  by  any 
reputable  physician  or  surgeon  in  a  neighboring  state 
coming  into  this  state  for  consultation  with  a  resident 
registered  physician.  This  proviso  shall  not  apply  to 
physicians  resident  in  a  neighboring  state  and  regular- 
ly practicing  in  this  state. 

12.  Physicians  who  have  a  diploma  from  a  regular 
medical  college  or  were  practicing  medicine  and  sur- 
gery in  this  state  prior  to  the  seventh  day  of  March, 
one  thousand  eight  hundred  and  eighty-five,  and  who 
are  properly  registered  as  required  by  law. 

13.  .4ny  person  practicing  Radiology  as  hereinafter 
defined  shall  be  deemed  to  be  engaged  in  the  practice 
of  medicine  within  the  meaning  of  this  article.  "Radi- 
ology" shall  be  defined  as,  that  method  of  medical 
practice  in  which  demonstration  and  examination  of 
the  normal  and  abnormal  structures,  parts  or  func- 
tions of  the  human  body  are  made  by  use  of  x-rays. 
Any  person  shall  be  regarded  as  engaged  in  the  prac- 
tice of  Radiology  who  makes  or  offers  to  make  for  a 
consideration,  a  demonstration  or  examination  of  a 
human  being  or  a  part  or  parts  of  a  human  body  by 
means  of  fluoroscopic  exhibition  or  by  the  shadow 
imagery  registered  with  photographic  materials  and 
the  use  of  x-rays:  or  holds  himself  out  to  diagnose 
or  able  to  make  or  makes  any  interpretation  or  ex- 
planation by  word  of  mouth,  writing  or  otherwise  of 
the  meaning  of  such  fluoroscopic  or  registered  shadow 
imagery  of  any  part  of  the  human  body  by  use  of 
x-rays:  or  who  treats  any  disease  or  condition  of  the 
human  body  by  the  application  of  x-rays  or  radium. 
Nothing  in  this  subsection  shall  prevent  the  practice 
of  Radiology  by  any  person  licensed  under  the  pro- 
visions of  Articles  2,  5,  6,  and  11  of  chapter  110. 
(Rev.,  ss.  3645,  4502;  Code,  s.  3122;  1858-9,  c.  258,  s. 
2;  1885,  c.  117,  s.  2;  1885.  c.  261;  1889,  c,  181,  ss,  1,  2; 
1921,  c.  47,  s.  7;  Ex.  Sess.  1921,  c.  44,  s.  8;  1941,  c.  163; 
C.  S.  6622.) 


§  90-19.  Practicing    without    registration:    penalties. 

— Any  person  desiring  to  engage  in  the  practice  of 
medicine  or  surgery  shall  personally  appear  before 
the  clerk  of  the  superior  court  of  the  county  in 
which  he  resides  or  practices,  for  registration  as  a 
pliysician  or  surgeon.  The  person  so  applying  shall 
produce  and  exliibit  before  the  clerk  of  the  superior 
court  a  license  obtained  from  the  board  of  medical 
examiners  of  the  state.  The  clerk  shall  thereupon 
register  the  date  of  registration,  witli  the  name  and 
residence  of  such  applicant,  in  a  book  to  be  kept  for 
this  purpose  in  his  office  marked  "Register  of  Phy- 
sicians and  Surgeons,"  and  shall  issue  to  him  a 
certificate  of  registration  under  the  seal  of  the  su- 
perior court  of  the  county  upon  the  form  furnished 
him  by  the  Medical  Society  of  Nortli  Carolina,  for 
which  the  clerk  shall  be  entitled  to  collect  from  said 
applicant  a  fee  of  twenty-five  cents.  Tlie  person  ob- 
taining such  certificate  shall  be  entitled  to  practice 
medicine  or  surgery,  or  both,  in  the  county  where 
the  same  was  obtained,  and  in  any  other  county 
in  this  state;  but  if  he  shall  remove  his  residence  to 
another  county  he  shall  exhibit  said  certificate  to  the 
clerk  of  such  other  county  and  be  registered,  which 
registration  shall  be  made  by  said  clerk  without  fee 
or  charge. 

Any  person  who  practices  or  attempts  to  practice 
medicine  or  surgery  in  this  state  without  first  hav- 
ing registered  and  obtained  the  certificate  required 
in  this  section,  shall  be  guilty  of  a  misdemeanor, 
and  upon  conviction  thereof  shall  be  fined  not  less 
than  twenty-five  dollars  nor  more  than  one  hundred 
dollars,  or  be  imprisoned  at  the  discretion  of  the 
court,  for  each  and  every  offense:  Provided,  this  sec- 
tion shall  not  apply  to  women  pursuing  the  vocation 
of  midwife,  nor  to  reputable  physicians  or  surgeons 
resident  in  a  neighboring  state  coming  into  this 
state  for  consultation  with  a  registered  physician  of 
this  state.  (Rev.,  ss.  3646,  4504;  1889,  c.  181,  ss.  5; 
1891,  c.  420;  Ex.  Sess.  1921,  c.  44,  s.  9;  C.  S.  6623.) 

§  90-20.  Clerk  punishable  for  illegally  registering 
physician.  —  If  any  clerk  of  the  superior  court  shall 
register,  or  issue  a  certificate  to,  any  person  prac- 
ticing medicine  or  surgery  in  any  other  manner  than 
that  prescribed  by  law,  he  shall  be  guilty  of  a  mis- 
demeanor, and  upon  conviction  thereof  shall  be  fined 
not  less  than  two  hundred  dollars  and  shall  be  re- 
moved from  office.  (Rev.,  s.  3647;  1889,  c.  181,  s.  6; 
C.  S.  6624.) 

§  90-21.  Certain  offenses  prosecuted  in  superior 
court:  duties  of  attorney-general.  —  In  case  of  the 
violation  of  the  criminal  provisions  of  §§90-18  to 
90-20,  the  attorney-general  of  the  state  of  North 
Carolina,  upon  complaint  of  the  Board  of  Medical 
Examiners  of  the  state  of  North  Carolina,  shall  in- 
vestigate the  charges  preferred,  and  if  in  his  judg- 
ment the  law  has  been  violated,  he  shall  direct  the 
solicitor  of  the  district  in  which  the  ofl'ense  was  com- 
mitted to  institute  a  criminal  action  against  the 
offending  persons.  A  solicitor's  fee  of  five  dollars  shall 
be  allowed  and  collected  in  accordance  with  the  pro- 
visions of  §§6-12.  The  Board  of  Medical  Examiners 
may  also  employ,  at  their  own  expense,  special  coun- 
sel to  assist  the  attorney-general  or  the  solicitor. 

Exclusive  original  jurisdiction  of  all  criminal  actions 
instituted  for  the  violations  of  §§90-18  to  90-20  shall 
be  in  the  superior  court,  the  provisions  of  any  special 
or  local  act  to  the  contrary  notwithstanding.  (1915, 
c.   220,  s.  2;    C.   S.   6625.) 
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Bulletin  Board 

COMING  MEETINGS 

Southern  Surgical  Association  Meeting — Boca 
Raton,  Florida,  Dec.  8-10. 

North  Carolina  Mental  Health  Association,  An- 
nual Meeting — Hotel  Sir  Walter,  Raleigh,  March 
11-13,  1965. 

A.M.A.  Council  on  Rural  Health,  18th  National 
Conference  on  Rural  Health — Americana  Hotel, 
Miami  Beach,  Florida,  March  26-27.  1965. 


New  Members  of  the  State  Society 

Drs.  Hugh  T.  Wallace,  GP,  307  Lindsay  St., 
High  Point;  Wm.  Ivan  Proctor,  I,  219  N.  Boylan 
Ave.,  Raleigh;  Robert  Samuel  Brice,  Jr.,  I,  2240 
Cloverdale  Ave.,  Winston-Salem;  Henry  Ray 
Sturkie,  Jr.,  ObG,  1900  S.  Hawthorne  Rd„  Win- 
ston-Salem; Howard  Allen  Jemison,  Jr.,  Box  7386, 
Reynolda    Station,    Winston-Salem. 

Also,  Drs.  John  Irving  Brooks,  Jr.,  I,  212 
Thrash  Ave.,  Tarboro;  Norman  Alan  Thorne,  R, 
103  Doctors  Bldg.,  Asheville;  Wm.  Ewart  East- 
erling,  ObG,  UNC  School  of  Medicine,  Chapel 
Hill;  Whitman  Erskine  Smith,  Jr.,  S,  Box  9S8, 
Albemarle;  Francis  Weatherly  Green,  I,  228  Yad- 
kin Ave.,  Albemarle;  John  Morris  Wallace,  Path, 
Stanly  County  Hospital,  Albemarle;  Thoman 
Lane  Ormand,  ObG,  114  N.  Main  St.,  Monroe. 

News  Notes  from  the 

University   of   North   C.a.rolin.\ 

School  of  Medicine 

The  Universitj'  of  North  Carolina  School  of 
Medicine  is  entering  a  new  phase  characterized 
by  a  desperate  need  for  expansion,  the  new  dean 
of  the  school  told  a  faculty-student  conference. 

"We're  at  a  stage  now  where  we  must  go 
ahead,"  Dean  Isaac  M.  Taylor  declared. 

"Space  is  our  .greatest  need.  It  really  is  the 
limiting  factor  in  the  growth  and  development 
of  the  school." 

Dr.  Taylor  and  the  University's  new  chancel- 
lor here.  Dr.  Paul  F.  Sharp,  were  formally  pre- 
sented to  the  medical  faculty  and  first-year  stu- 
dents at  the  special  afternoon   conference. 

Dr.  Taylor  reported  that  construction  is  ex- 
pected to  start  next  spring  on  a  $7.5  million  am- 
bulatory patient  wing  at  N.  C.  Memorial  Hospi- 
tal. Plans  are  advanced  for  enlarging  space  for 
the  teaching  of  the  basic  sciences,  and  applica- 
tions have  been  made  for  other  medical  school 
construction. 

+       *       H* 

Four  chiefs  of  special  services  within  the  De- 
partment of  Surgery  at  the  University  of  North 
Carolina  School  of  Medicine  were  among  five 
faculty  members  promoted  to  full  professor  re- 
cently. 


Promoted  to  full  professor  on  the  medical 
faculty  were:  Drs.  Paul  L.  Bunce,  a  native  of 
Fargo,  N.  D.,  and  chief  of  the  Section  of  Urol- 
ogy; Gordon  S.  Dugger,  a  native  of  Vilas  in  Wa- 
tauga County,  and  chief  of  the  Section  of  Neuro- 
surgery; Newton  D.  Fischer,  a  native  of  San 
Antonio,  Texas,  and  chief  of  the  Section  of 
Otolaryngology;  Kenneth  Sugioka,  native  of  Hol- 
lister,  California,  and  chief  of  the  Section  of 
Anesthesiology;  Fred  W.  Ellis,  native  of  Heath 
Springs,  South  Carolina,  and  acting  head  of  the 
Department  of  Pharmacology. 

Also  receiving  promotions  were: 

Miss  Louise  Ward  of  Wallace,  supervisor  of  the 
medical  technology  program,  to  assistant  pro- 
fessor in  medical  technology;  Miss  Margaret  L. 
Moore,  director  of  the  physical  therapy  curricu- 
lum at  the  U.N.C.  School  of  Medicine,  to  asso- 
ciate professor  of  physical  therapy;  Dr.  Irving  I. 
Gottesman  of  Cleveland,  Ohio,  to  assistant  pro- 
fessor of  psychology  in  the  Department  of  Psy- 
chiatry; Miss  Euzelia  C.  Smart,  director  of  the 
Social  Service  Department,  to  associate  profes- 
sor. 

The  following  new  faculty  appointments  were 
approved: 

Drs.  Jorge  Ferriz  of  Mexico  City,  Mexico,  as- 
sistant professor  in  the  Department  of  Psychia- 
try; James  Perry  Harkness  of  Detroit,  Michigan, 
assistant  professor  of  sociology  in  the  Depart- 
ment of  Hospital  Administration;  Jan  Hermans 
of  the  Netherlands,  assistant  professor  of  bio- 
chemistry in  the  School  of  Medicine;  Erie  Schop- 
ler  of  Germany,  assistant  professor  of  psychology 
in  the  Department  of  Psychiatry. 

Sir  George  W.  Pickering,  Regius  Professor 
of  Medicine  at  Oxford  University  in  London, 
England,  since  1956,  was  a  visiting  professor  of 
medicine  at  the  University  of  North  Carolina 
School  of  Medicine  on  September  25-30. 

He  is  immediate  past  president  of  the  British 
Medical  Association  and  is  known  internationally 
as  the  author  of  the  book,  "High  Blood  Pressure," 
a  classic  in  its  field. 

He  attended  ward  rounds,  lectured  to  medical 
students,  and  visited  the  Duke  University  Med- 
ical Center  while  here. 

On  September  29,  he  lectured  at  a  U.N.C.-Duke 
faculty  dinner  on  "The  Nature  of  Nodular  Ar- 
tei'iosclerosis." 

Dr.  John  Hueston,  who  is  considered  Austra- 
lia's leading  hand  surgeon,  spent  three  days  at 
the  University  of  North  Carolina  Hand  Rehabili- 
tation Center  and  with  the  Division  of  Plastic 
Surgery  at  the  U.N.C.  School  of  Medicine  re- 
centl3^ 

During  his  visit  he  lectured  on  his  special 
field  of  interest,  contractures  of  the  hand. 

Dr.  Hueston  is  the  Guj'  Miller  tutor  in  opera- 
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live  surgery  in  the  Department  of  Surgery  in 
Melbourne,  Australia,  and  recently  was  honored 
as  a  Hunterian  professor  by  the  Royal  College  of 
Surgeons  of  England. 

*     *     * 

The  U.  S.  Public  Health  Service  has  awarded 
$363,000  to  the  Clinical  Research  Unit  at  N.  C. 
Memorial  Hospital  here  for  the  year  beginning 
October  1. 

The  National  Institutes  of  Health  in  June  also 
awarded  $301,000  to  U.N.C.  for  construction  of  a 
new  general  clinical  research  unit  on  the  third 
floor  of  a  proposed  new  hospital  wing.  It  would 
replace  the  unit  now  located  on  the  fifth  floor 
of  the  hospital's  South  Wing. 

The  unit  here  provides  for  the  meticulous 
study  of  a  variety  of  diseases  in  patients  (all  vol- 
unteers) to  help  collect  the  scientific  data  neces- 
sary for  solving  these  medical  problems. 

Dr.  Walter  Hollander,  Ji-.  is  the  dii-ector  of 
the  unit. 

*  H:  + 

Dr.  Keith  R.  Porter,  professor  of  biology  at 
Harvard  University  in  Cambridge,  Massachusetts, 
was  the  first  speaker  for  the  1964  Medical 
Sciences  Lecture  Series  at  the  University  of 
North  Carolina   School  of  Medicine. 

The  Saturday  morning  series  of  nine  lectures 
will  deal  with  cells.  Lectures  will  be  at  11  a.m. 
in  the  Clinic  Auditorium  of  N.  C.  Memorial 
Hospital. 

Dr.  A.  T.  Miller  Jr.,  professor 
at  the  U.N.C.  School  of  Medicine, 
for  the  1964  lecture  series. 

Sex'enty  students  embarking  on  four  years  of 
studies  leading  to  a  medical  degree  were  intro- 
duced to  the  I'outine  at  the  University  of  North 
Carolina  School  of  Medicine  on  September  16. 

Dr.  John  T.  Sessions,  Jr.,  professor  of  medicine, 
will  be  the  class  adviser  and  will  be  available  to 
the  incoming  first-year  class  throughout  its  four 
years  in  Medical  School. 

A  departure  from  past  practice  will  be  a  4 
p.m.  staff  conference  at  which  the  medical  facul- 
ty, students  and  house  staff  will  hear  talks  by 
the  new  dean,  Dr.  Taylor,  and  the  new  U.N.C. 
chancellor,  Dr.  Paul  F.  Sharp. 


The  Eighth  Annual  University  of  North  Caro- 
lina School  of  Medicine  Symposium  will  be  held 
Thursday  and  Friday,  November  19  and  20,  with 
physicians  from  throughout  the  State  attending 
along  with  doctors  from  Virginia  and  South 
Carolina. 

This  year's  Symposium  is  devoted  to  hema- 
tology with  emphasis  on  the  clinical  aspects  of 
diagnosis  and  treatment  of  anemias,  white  cell 
and  bleeding  disorders. 

The  Symposium  will  be  staffed  by  the  mem- 
bers of  the  Departments  of  Medicine,  Pediatrics 
and  Pathology  at  the  University  of  North  Caro- 


of   physiology 
is  coordinator 


lina  School  of  Medicine  with  Dr.  Wallace  N.  Jen- 
sen, Professor  of  Medicine,  Uni\-ersity  of  Pitts- 
burgh School  of  Medicine  and  Dr.  Howard  A. 
Pearson,  Assistant  Professor  of  Pediatrics,  Uni- 
versity of  Florida,  Gainesville,  as  guest  partici- 
pants. 

News  Notes  from  the 
Duke  University  Medical  Center 

A  series  of  seminars  on  recent  advances  in  the 
study  of  chemical  structure  and  actions  of  vir- 
uses that  cause  disease  in  man  will  be  held 
at  the  Duke  Uni\-ersity  Medical  Center  during 
the  next  four  months. 

Eight  prominent  authorities  in  the  field  from 
medical  centers  around  the  countrj'  will  speak 
on  ''Recent  Advances  in  Biochemical  Virology" 
in  the  series  of  programs  to  be  sponsored  by  the 
Duke  Department  of  Microbiology  and  Immunol- 
ogy. 

Dr.  J.  E.  Darnell  Jr.,  of  the  Department  of 
Biochemistry,  Albert  Einstein  College  of  Medi- 
cine, Yeshiva  University,  New  York,  was  the  fea- 
tui'ed  speaker  at  the  first  seminar  held  October 
9.  His  topic  was  "RNA  Synthesis  in  Uninfected 
Animal  Cells  in  Culture." 

The  seminars  are  scheduled  for  bi-weekly  in- 
tervals through  next  January  22.  The  remaining 
seven  will  be  held  in  the  Medical  School  amphi- 
theater at  the  Duke  Medical  Center.  They  will 
be  open  to  all  interested  persons. 

*     *     * 

Studies  headed  by  a  Duke  University  political 
scientist  designed  to  assist  the  nation's  multi- 
million  attack  on  mental  illness  and  retai'dation 
currentlj'  are  under  way  in  six  fast-growing 
metropolitan  areas. 

The  National  Institute  of  Health  has  awarded 
Duke  an  $83,961  grant  in  support  of  the  studies 
during  the  coming  year.  Dr.  Robert  H.  Company, 
professor  of  political  science  at  Duke  is  the  prin- 
ci]ra\  investigator  for  the  studies. 

Metropolitan  areas  where  studies  are  in  pro- 
gress are  New  Orleans,  Houston,  Seattle,  Minne- 
apolis-St.  Paul,  Syracuse,  and  Boston.  Universi- 
ties and  colleges  in  the  six  areas  are  assisting 
with  the  work,  which  is  designed  to  find  out 
what  administrative  problems  must  be  antici- 
pated to  implement  the  Mental  Health  Commu- 
nity Center  and  Mental  Retardation  Act  passed 
by  Congress  last  year. 

Dr.  Connery  also  announced  the  appointment 
of  a  Consulting  Group,  composed  of  leaders  in  the 
mental  health  and  allied  fields,  to  assist  with 
the  current  project.  Included  are  Dr.  Ray  E. 
Brown,  professor  of  hospital  administration  at 
Duke  Hospital;  and  Dr.  Paul  M.  Gross  of  Duke, 
who  served  as  chairman  of  the  U.  S.  Public 
Health  Service's  Special  Committee  on  Environ- 
mental Health  Problems. 
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News  Notes  from  the 

Bowman  Gray  School  of  Medicine 

OF  Wake  Forest  College 

Dr.  Frank  R.  Lock,  chairman  of  the  Depart- 
ment of  Obstetrics  and  Gynecology,  recently  be- 
came the  first  person  to  hold  top  offices  simul- 
taneously in  two  of  the  three  most  highly  re- 
garded national  organizations  for  obstetricians 
and  gynecologists. 

Dr.  Lock,  who  last  May  was  installed  as  the 
fourteenth  president  of  the  American  College  of 
Obstetricians  and  Gynecologists,  was  named 
president-elect  of  the  American  Association  of 
Obstetricians  and  Gynecologists  at  the  75th  meet- 
ing of  the  association,  September  9-12,  in  Hot 
Springs,  Virginia. 

Formerly  assistant  secretary  and  secretary  of 
the  association,  he  will  be  installed  as  president 
in  September,  1965.  He  will  succeed  Dr.  Ralph 
Reis,  professor  of  obstetrics  and  gynecology  at 
Northwestern  University  School  of  Medicine. 

A  former  member  of  the  Board  of  Governors 
of  the  American  College  of  Surgeons,  Dr.  Lock 
has  served  as  treasurer  of  the  American  Gyne- 
cological Society  and  as  associate  examiner  of  the 
American  Board  of  Obstetrics  and  Gj-necology. 
*     *     * 

A   new  program  of   research   and   training   in 


marriage  and  family  life  problems,  now  being 
formulated  at  the  Bowman  Gray  School  of  Medi- 
cine, is  staffed  by  the  presidents  or  presidents- 
elect  of  four  national  professional  organizations. 

Dr.  Clark  E.  Vincent,  who  recently  joined  the 
medical  school  faculty  as  professor  of  sociology 
in  the  Department  of  Obstetrics  and  Gynecology, 
will  head  the  program.  He  is  president  of  the 
National  Council  on  Family  Relations. 

Associated  with  him  are  Dr.  Frank  R.  Lock, 
professor  and  chairman  of  the  Department  of 
Obstetrics  and  G.ynecology,  and  Mrs.  Ethel  M. 
Nash,  assistant  professor  of  preventive  medicine. 

Dr.  Lock  is  president  of  the  American  College 
of  Obstetricians  and  Gynecologists  and  president- 
elect of  the  American  Association  of  Obstetri- 
cians and  Gynecologists.  Mrs.  Nash  is  president- 
elect of  the  American  Association  of  Marriage 
Counselors,  Inc. 

Although  there  has  been  increasing  interest  in 
the  importance  of  the  physician's  role  in  the  area 
of  family  life  problems,  only  two  medical  schools 
in  the  United  States  currently  offer  formal  edu- 
cational opportunities  for  students  in  the  area  of 
marriage  and  marriage  counseling — a  required 
course  is  given  at  the  Bowman  Gray  School  of 
Medicine  and  an  elective  course  is  available  for 
seniors  at  the  University  of  Pennsylvania. 

Dr.    Vincent,    who    has   held   teaching   and   re- 
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search  positions  on  tlie  faculties  of  tlie  LTniver- 
sity  of  Iowa  and  tire  Uni\'ersity  of  California, 
has  served  for  the  past  three  years  as  chief  of 
the  National  Institute  of  Mental  Health's  Social 
Sciences  Section. 

He  is  the  author  of  two  books.  "Readings  in 
Marriage  and  Counseling"  and  "Unmarried 
Mothers." 

An  assistant  professor  and  three  instructors 
received  recent  appointments  to  the  faculty  of 
the  Bowman  Gray  School  of  Medicine. 

They  are  Dr.  Henry  Dre.xler,  assistant  profe.s- 
sor  of  microbiology';  Dr.  Joseph  L.  Borowitz,  in- 
structor in  pharmacology;  Dr.  John  R.  Kennedy 
Jr.,  instructor  in  anatomy;  and  Di'.  Franklin  B. 
Wilkins,  instructor  in  pathology. 

Dr.  Drexler,  a  native  of  Carnegie,  Pennsylvania 
and  a  former  instructor  in  microliiology  at  the 
University  of  Southern  California  School  of  Medi- 
cine, recently  completed  a  two-yeai'  postdoctoral 
fellowship  at  Karolinska  Institute,  Stockholm, 
Sweden.  He  holds  the  Ph.D.  degree  from  the 
University  of  Rochester. 

Dr.  Borowitz,  a  native  of  Columbus,  Ohio, 
holds  Ph.D.  degree  from  Northwestern  Univer- 
sity. He  recently  completed  a  National  Science 
Foundation     Fellowship     at      Har\'ard     Medical 

Dr.   Kennedy,  of  Grand   Rapids,   Michigan,  re- 


cently received  the  Ph.D.  degree  from  the  State 
University  of  Iowa. 

Dr.  Wilkins  has  spent  the  past  year  stud>ing 
surgical  pathology  in  Geneva  and  Zurich,  Switz- 
erland, and  at  the  University  of  Vienna.  A 
graduate  of  Wake  Forest  College  and  the  former 
two-j'ear  Wake  Forest  Medical  School,  he  holds 
the  M.D.  and  M.Sc.  degrees  from  Temple  Uni- 
versity School  of  Medicine. 
*    *    * 

The  Bowman  Gray  School  of  Medicine-North 
Cai'olina  Baptist  Hospital  Medical  Center  recent- 
ly became  the  third  patient-care  institution  in 
the  nation  with  both  inpatient  and  outpatient 
programs  in  inhalation  therapy. 

A  medical  center  paramedical  school  for  the 
training  of  inhalation  therapists  also  became  one 
of  seven  such  schools  in  the  United  States  to  be 
approved  by  the  American  Medical  Association's 
Council  on  Medical  Education. 

An  outpatient  program  in  inhalation  therapy 
was  established  in  August  after  new  facilities 
were  installed  at  Kembly  Inn,  a  motel  acquired 
by  the  medical  center  more  than  a  year  ago. 

The  hospital's  inpatient  program  in  inhalation 
therapy  has  been  in  operation  for  two  years. 

Inhalation  therapy,  which  utilizes  mechanical 
pressure   breathing   devices,    is   directed    toward 
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restoring    normal    breathing    in    patients    with 
chronic   obstructive   lung   problems. 

Dr.  J.  Stanton  King,  research  assistant  profes- 
sor of  surgery  (biochemistry)  presented  a  paper 
on  "Ninhydrin-Positive  Compounds  in  Human 
Urine"  at  the  Technicon  International  Symposia 
on  Automated  Anah'tical  Chemistry.  He  spoke  in 
New  York  City,  London,  Paris,  and  Frankfurt. 

Dr.  William  M.  McKinney,  instructor  in  neurol- 
ogy, participated  in  the  seventh  Symposium 
Radiologicum  in  New  York  City.  He  presented  a 
paper  on  "Evaluation  of  500  Psychiatric  In- 
patients by  Midline  Echoencephalography."  He 
also  presented  an  exhibit  entitled  "Midline 
Echoencephalography." 

*  !j!  * 

Dr.  I.  Meschan,  professor  and  chairman  of  the 
Department  of  Radiologj',  conducted  a  refresher 
course  in  radiology  at  the  eighth  Inter-American 
Congress  of  Radiologj-  held  October  2-9  in  Cara- 
cas, Venezuela. 

=f=        =i=        =f= 

Two  members  of  the  Department  of  Phj^siol- 
ogy  presented  papers  at  the  fall  meeting  of  the 
American  Physiological  Society  at  Brown  Uni- 
versity. Dr.  John  A.  Gergen,  assistant  professor, 


spoke  on  "Action  of  Hippocampus  on  Subcorti- 
cal Neurones  in  the  Squirrel  Monkey."  Dr.  Carlos 
E.  Rapela,  associate  professor,  spoke  on  "Effect 
of  Subclavian  Artery  Occusion  on  Cerebral 
Venous  and  Vertebral  Artery  Flows." 

Dr.  Charles  C.  Middleton,  assistant  professor 
of  laboratory  animal  medicine,  presented  a  paper 
on  "Parasites  of  Squirrel  Monkeys"  at  the  Fif- 
teenth annual  meeting  of  the  Animal  Care  Panel 
in  New  York  Citj'. 

Dr.  Howard  H.  Bradshaw,  professor  and  chair- 
man of  the  Department  of  Surgery,  was  honored 
with  a  special  "Dr.  Bradshaw  Day"  September 
IT  at  a  district  meeting  of  the  Academy  of  Gen- 
eral Practice  in  Johnson  City,  Tennessee.  He 
spoke  on  "The  Sliding  Esophageal  Hiatal  Hernia, 
Its  Implications,  Complications  and  Manage- 
ment." 

Heart  Services  of  Charlotte  and 
Mecklenburg  County 

James  A.  Nelson,  Occupational  Health  Council 
chairman  and  Douglas  Aircraft's  director  of  ad- 
ministration, announced  that  Governor  George 
Romney  of  Michigan  has  tentatively  accepted  an 
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invitation  to  be  the  keynote  speaker  at  Char- 
lotte's Ninth  Occupational  Health  Conference  on 
Motivation  set  for  March  1965.  Plans  for  the  Con- 
ference were  revealed  at  a  luncheon  meeting  re- 
cently under  the  auspices  of  Heart  Services  of 
Charlotte  and  Mecklenburg  County,  one  of  the 
45  United  Appeal  services. 

Robert  A.  Earle  announced  plans  for  a  second 
series  of  seminars  on  "Prejiaration  for  Retire- 
ment" to  be  held  early  in  1965.  The  series,  to  be 
conducted  by  Heart  Services,  will  cover  such  top- 
ics as  wills  and  estate  planning,  investments, 
home  and  family  relationships,  work  and  use  of 
leisure  time,  and  health  and  medical  problems. 

News    Notes    from    the    North    C.-\rolin.\ 
Heart  Association 

Dates  for  the  sixteenth  annual  meeting  and 
scientific  sessions  of  the  North  Carolina  Heart 
Association  have  been  changed  to  Thursday  and 
Friday,  May  20-21,  1965,  Dr,  Logan  Irvin,  plan- 
ning committee  chairman,  has  announced.  The 
two-day  meeting,  originally  set  for  May  19-20,  will 
be  held  at  the  Jack  Tar  Hotel  in  Durham. 

The  North  Carolina  Heart  Association  has  an- 
nounced the  creation  of  two  multi-county  regions 
in  an  administrative  reorganization  involving 
Heart  Associations  in  11  western  counties.  The 
new  NCHA  units  will  be  known  as  the  Nantahala 
and  Blue  Ridge  Regions. 

The  Nantahala  Region  of  the  state  heart  group 
includes  Clay,  East  Cherokee,  Graham,  Macon, 
and  Swain  Heart  Associations.  Mac  Gray,  of 
Asheville,  will  serve  as  consultant  to  the  Nan- 
tahala Region. 

The  Blue  Ridge  Region  includes  the  Alleghany. 
Davie,  Wilkes.  South  Surry  and  Yadkin  Heart 
Associations  and  the  Stokes  County  Heart  Asso- 
ciation, currently  being  organized.  William  Lein- 
bach,  of  Greensboro,  is  acting  as  consultant  to 
the  Blue  Ridge  unit. 

American   Industrial  Health   Conference 

The  1965  American  Industrial  Health  Con- 
ference will  be  held  April  5-8  at  the  American 
Hotel  in  Bal  Barbour,  Miami  Beach,  Florida,  it 
has  been  announced  by  the  Industrial  Medical 
Association  of  Industrial  Nurses. 

Further  information  about  the  conference  may 
be  obtained  b\-  writing  American  Industrial 
Health  Conference,  55  East  Washington  Street, 
Chicago,  Illinois.  60602. 

American  Academy  of  Dermatology 

The  American  Academy  of  Dermatology  will 
hold  its  23rd  annual  meeting  in  Chicago.  Illinois, 
December  5-10.  The  meeting  will  take  place  in 
the  Palmer  House. 


Inquiries  may  lie  made  to  Stanley  E.  Huff, 
M.D„  636  Church  St.,  Evanston,  Illinois. 

America.n  Medical  Writers'  Association 

The  American  Medical  Writers'  Association 
has  conferred  its  highest  indi\-idual  honors 
on  a  medical  teacher  and  author,  and  the  editor 
of  one  of  the  nation's  leading  medical  journals. 
The  Association's  "honor  award",  presented  an- 
nually to  a  non-member  who  has  made  "dis- 
tinguished contriljutions  to  medical  communica- 
tions", was  given  to  Dr.  Tinsley  R.  Harrison, 
professor  of  medicine  of  the  Medical  College  of 
Alabama.  Dr.  Harrison  was  cited  for  "high  ac- 
complishment as  a  teachei'.  wi'iter,  counsellor, 
and  pi-actitioner  of  medicine." 

The  "Harold  Swanberg  Distinguished  Service 
Award",  named  for  the  founder  and  Honorary 
President  of  the  Association,  Dr.  Harold  Swan- 
berg of  Quincy,  Illinois,  was  presented  to  Dr. 
Joseph  Garland,  of  Boston,  editor  of  "The  New 
England  Journal  of  Medicine."  Dr.  Garland  was 
honored  for  having  "brought  one  of  the  most 
distinguished  medical  publications  of  the  United 
States  to  a  psak  of  superiority  for  the  scientific 
character  and  literary  ciuality  of  its  presenta- 
tions." The  association  further  stated  of  Dr.  Gar- 
land: "You  have  spoken  fearlessly  in  behalf  of 
high  standards  in  medical  education  and  practice 
.  .  .  Your  books  .  .  .  have  inspired  young  men  into 
medical  careers.  Your  perspicacity  and  humor 
ha^■e  endeared  you  to  physicians  everywhere." 


U.  S.  Department  of  Health,  Education, 
and  Welfare 

Two  new  reports  from  the  National  Cancer  In- 
stitute on  the  impact  of  cancel-  in  the  United 
States  and  elsewhere  were  given  initial  distribu- 
tion at  the  Fifth  National  Cancer  Conference  in 
Philadelphia  September  17-19.  Both  are  publica- 
tions of  the  Public  Health  Service,  Department 
of  Health,  Education,  and  Welfare. 

Both  reports  are  addressed  primarily  to  pro- 
fessional audiences.  One,  "End  Results  in  Cancer: 
Report  No.  2,"  summarizes  the  experience  of 
more  than  100  hospitals  in  the  United  States  in 
treating  thousands  of  cancer  cases  during  four 
5-year  periods  from  1940  through  1959. 

The  other  report,  "Cancer  Rates  and  Risks," 
was  prepared  by  the  Demography  Section  of  the 
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National  Cancer  Institute's  Biometry  Branch.  In 
question  and  answer  form,  it  describes  cancer 
trends  in  the  United  States  and  abroad,  includ- 
ing survival  rates,  diagnosis  and  treatment,  and 
factors  associated  with  high  or  low  risks  of 
developing  cancer,  such  as  ethnic  origin,  maritial 
status,  and  environment. 

Both  publications  will  be  available  for  general 
distribution.  Single  copies  may  be  requested  from 
the  Public  Health  Service,  Washington,  D.  C. 
20201.  Quantities  may  be  purchased  from  the 
Superintendent  of  Documents,  Government  Print- 
ing Office.  Washington,  D.  C.  20402.  "End  Results 
in  Cancer:  Report  No.  2,"  Public  Health  Service 
Publication  No.  1149,  is  priced  at  75  cents  a  copy. 
"Cancer  Rates  and  Risks,"  Public  Health  Service 
Publication  No.  1148,  costs  40  cents  per  copy. 

New  clues  to  the  possible  role  of  viruses  in 
human  leukemia  are  described  in  four  scientific 
reports  in  the  September  issue  of  the  Journal 
of  the  National  Cancer  Institute. 

Two  of  the  articles  report  findings  by  Public 
Health  Service  scientists  of  the  Department  of 
Health,  Education,  and  Welfare  working  in  the 
laboratories  of  the  National  Cancer  Institute, 
Bethesda,  Maryland.  The  others  are  by  Public 
Health  Service  grantees  at  Baylor  University, 
Houston,  Texas. 

Phisohex  Reduces  Infant  "Staph"  Infections  And 
Maternal  Breast   Abscesses 

Regular  washing  with  the  antibacterial  skin 
cleanser  pHisoHex  was  able  to  reduce  sharph' 
the  incidence  both  of  "staph"  infections  among 
newborn  babies  and  breast  abscesses  contracted 
by  their  mothers  during  and  after  the  hospital 
stay,  according  to  an  article  in  the  British  Med- 
ical Journal  (2:414,  1964). 

Breast  abscesses  are  nearly  always  caused  by 
staphylococcus.  In  most  cases,  mothers  acquire 
the  infection  from  their  breast-feeding  infants, 
states  Dr.  V.  D.  Plueckhahn,  an  Australian  phy- 
sician. The  organisms  are  usually  found  in  the 
babies'  noses  and  navels. 

The  marked  drop  in  "staph"  infections  among 
the  babies,  and  the  subsequent  reduction  in 
maternal  breast  abscesses,  is  attributed  to  reg- 
ular use  of  pHisoHex  by  hospitals  nurses, 
mothers  and  babies.  Over  18,000  women  were  in- 
volved in  the  study  at  the  Geelong  and  District 
Hospital  in  Victoria,  Australia.  There  was  a  fol- 
low-up investigation  in  the  home  for  a  six-months 
period  after  the  babies  were  born. 

First  Directory  of  Retirement  Residences  .Just 
Published 

In  the  "olden  daj's,"  preparation  for  retirement 
meant  selling  the  old  family  home  and  moving 
in  with  the  children.  Today  manj'  influences  go 
together  to  make  up  rapidly  growing  opportun- 
ities for  retirees  to  live  independently. 


But  how  does  one  go  about  finding  out  what 
retirement  facilities  are  available  and  where, 
whom  and  how  they  serve?  The  Dartnell  Cor- 
poration of  Chicago  has  just  published  the  first 
comprehensive  national  directory  of  retirement 
residences.  Titled  "1001  Best  Places  to  Live  When 
You  Retire,"  it  is  co-authored  by  Mrs.  Helen 
Heusinkveld  and  Mr.  Noverre  Musson. 

This  director  discusses  both  the  socio-economic 
needs  of  and  available  residences  for  retirees  in 
all  parts  of  the  United  States. 

The  listings  are  alphabetical  by  state  names, 
by  cities  under  each  state  name,  and  Ijy  residence 
name  under  each  city  name.  Thej'  include  the 
name  of  the  residence,  location  (rural,  suburban, 
or  central  city),  telephone  number,  sponsor,  and 
administrator.  The  authors  then  itemize  the 
charges  and  what  the  establishments  pay  for  or 
include  in  their  services. 

1001  Best  Places  to  Live  When  You  Retire  is 
available  in  two  forms:  paperback  for  $3.95  and 
hardbound  for  $5.95.  They  may  be  obtained 
through  local  book  store  or  from  the  Dartnell 
Corporation,  4660  North  Ravenswood,  Chicago, 
Illinois  60640. 
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lirfectious    Diseases    of    Children.    By    S. 

Krugman,  M.D.,  and  R.  Ward,  M.D.,  ed. 
3.  423  pages.  Price  $15.75.  St.  Louis:  The 
C.  V.  Mosby  Company,  1964. 

The  third  edition  of  this  book  is  again  a  valu- 
able and  quick  source  of  reference  for  my 
clinician,  but  especially  for  the  physician  dealing 
with  children. 

Due  to  the  rapid  increase  in  knowledge, 
especially  in  the  field  of  virology,  the  present 
edition  has  been  enlarged  25  pages.  The  two  en- 
tirely new  chapters  on  the  etiology  and  clinical 
syndromes  of  acute  respiratory  disease  more 
than  justify  this  increase  in  volume,  since  they 
present  probably  the  best  organized  summary  of 
the  complex  and  widel3'  scattered  data  published 
on  the  subject  in  recent  years. 

The  chapter  on  cytomegalovirus  infections  is 
also  a  welcome  addition;  however  it  is  difficult  to 
understand  why  that  particular  topic  would  be 
preferred  over  a  summary  on  the  present  status 
of  such  diseases  as  tuberculosis,  .syphilis,  or  the 
sj'stemic  fungal  infections. 

Although  the  treatment  of  various  types  of 
bacterial  infections  was  discussed  in  the  appro- 
priate places  in  the  text,  this  book  would  benefit 
greatly  from  the  addition  of  a  chapter  on  the 
the  properties  of  various  antimicrobial  agents, 
particularly  the  newer  synthetic  ones.  Also,  for 
the  physician  without  formal  training  in  viro- 
logy, a  table  showing  the  newest  classification 
of  viral  agents  undoubtedly  would  fill  a  great 
need. 
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A    Marriage    >Iaiiiial    for    Catholics.    By 

William  A.  Lynch,  M.D.  359  pages.  Price, 
$4.95.  New  York:  Trident  Press,  1964. 

The  fact  that  Richard  Cardinal  Cushing,  Arch- 
bishop of  Boston,  wrote  the  foreword  of  this  book 
prepares  the  reader  for  the  conservative  Catholic 
approach  to  marriage  and  reproduction  which 
this  book  embodies.  To  loyal  Catholics  it  will  be 
useful  in  its  wide  coverage  of  subject  matter,  for 
it  includes  the  meaning  of  marriage  to  a  Catholic 
the  selecting  of  a  mate,  the  premarital  examina- 
tion, family  limitation,  pregnancy,  and  many 
other  topices.  To  the  non-Catholic  it  makes  clear 
how  a  rigid  framework  can  be  yoked  with  a 
warm  understanding  of  the  essentials  of  the  mar- 
riage relationship. 

Some  sentences  in  the  introduction  are  per- 
tinent for  all  obstetricians:  "I  see  love  in  all  of  its 
stages — earlj',  joyful,  maturing,  painful,  produc- 
tive, God-fearing,  and  enduring.  I  see  new  life 
come  into  the  world  and  all  the  joy  that  it  brings 
with  it.  I  see  mothers  face  the  birth  process 
with  courage  and  eager  anticipation.  I  am  also 
present  at  a  birth  the  world  consistently  ignores 
— the  birth  of  a  mother.  The  obstetrician-gy- 
necologist in  a  real  sense  helps  a  mother  through 
her  own  swaddling  clothes  era  .  .  ." 

"I  see  fathers  emerge  from  parenthood  shaken 
and  proud,  determined  and  fierce,  gentle  and 
loving. 

"I  see  families  born:  1  see  society  grow." 


The  Handbook  of  Pediatric  Emergencies. 

By  Adolph  G.  DeSanctis,  M.D.,  Charles 
Varga,  M.D.,  with  nine  contributors. 
457  pages.  Price,  $12.75.  St.  Louis:  The 
C.  V.  Mosby  Company,  1963. 

This  handbook  will  find  greatest  usage  by  pedi- 
atric house  officers  and  medical  students.  As  is 
so  frequently  the  case  with  handbooks,  many  of 
the  modes  of  therapy,  particularly  those  which 
are  contro\'er3ial,  are  not  well  documented.  As 
an  example,  the  reviewer  was  disturbed  that 
corticosteroids  were  recommended  for  treatment 
of  acute  laryngotracheobronchitis  with  no  ref- 
erence to  document  their  beneficial  effects  in 
such  a  situation.  Likewise,  in  dealing  with  the 
same  disease,  the  author  suggests  that  penicillin- 
streptomycin  oxygen  aerosol  therapy  may  be  of 
value  in  "selected  cases.''  but  does  not  elaborate 
further,  nor  does  he  document  the  value  of  this 
therapy.  In  the  discussion  of  staphylococcal  men- 
ingitis, it  is  recommended  that  erythromycin  be 
given  in  four  equal  doses  orally.  This  hardly 
seems  to  be  appropriate  therapy  in  a  child  with 
such  a  life-threatening  disease. 

Other  sections  of  the  handbook  are.  in  contrast, 
quite  outstanding.  In  particular,  the  reader  \\"ill 


find  the  chapter  dealing  witli  pediatric  proce- 
dures to  be  excellent.  The  practical  aspects  of 
such  a  chapter  are  great.  The  chapter  dealing 
with  poisoning  is  likewise  quite  good,  even 
though  it  is  presented  in  outline  form.  Another 
valuable  portion  of  the  book  is  found  in  Appendix 
Table  1,  in  which  the  commercial  sources  of  poi- 
sons generally  found  in  household  articles  are 
listed.  This  is  one  of  the  most  comprehensive 
lists  of  ingredients  of  common  household  poisons 
that  this  reviewer  has  seen.  The  book  is  well 
indexed. 

With  the  foregoing  reservations  concerning 
certain  types  of  therapy  with  which  the  reader 
will  have  to  exercise  judicious  discrimination, 
this  will  probably  continue  to  be  of  value  to  med- 
ical students,  house  officers,  and  the  practicing 
pediatrician. 
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Amytal  is  a  moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  an  absolute  contraindica- 
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of  uncontrolled  pain  may  produce  excitement.  Warning— IVlay 
be  habit-forming. 

Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (12  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 
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A  rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 
A— Sphenoid:  A  sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 
B-Maxillary:  A  conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A  conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 


hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 


sooner 


can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  —  to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  'A  per  cent  solu- 
tion is  a  preferred  vasoconstrictor,  "...most 
closely  approximating  physiologic  composition 
with  the  least  'rebound'  tendency. . .  ."*  Gentle 
Neo-Synephrine  is  well  tolerated  by  delicate  re- 

"Reed,  G.  F.:  Sir>ustlis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a  standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  ('AVo) 
and  children  ('AVo),  in  solutions  of  'A,  'A  or  1 
percent. 


Winthrop  Laboratories  I  //f /-     ff,,,. 
New  York   N   Y    Wi/Tf/jrOp 


North  Carolina  Medical  Journal 

Owned  and  Published  by 
The  Medical  Society  of  the  State  of  North  Carolina 


Volume  25 


December,  1964 


Number  12 
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The  expectative  attitude,  "he  can  live 
ivith  it  for  a  long  time,''  is  rapidly  giving 
place  to  a  more  sovind  surgical  approach  in 
the  treatment  of  abdominal  aortic  aneu- 
rysms. This  is  due  mainly  to  the  apprecia- 
tion of  the  following  facts: 

1.  Aneurysms  of  the  abdominal  aorta  are 
not  rare,  as  previously  suspected.  Statis- 
tics^'^  based  on  a  large  number  of  autopsies 
show  that  abdominal  aortic  aneurysms  are 
found  in  0.6-0.9%  of  all  postmortem  exami- 
nations, and  they  are  the  frequent  cause 
of  death  by  rupture  and  exsanguination. 

2.  The  prognosis  of  untreated  aneurysms 
is  very  poor.  The  average  life  span  of  pa- 
tients with  aneurysm  of  the  abdominal 
aorta  does  not  exceed  two  years,  and  most  of 
them  die  within  six  months  of  diagnosis^-^. 

3.  Due  to  recent  advances  in  surgical 
technique,  suture  material  and  synthetic 
grafts,  the  operative  mortality  has  de- 
creased and  the  latest  results  have  improved 
dramatically.  Because  of  these  develop- 
ments, the  operative  and  postoperative  mor- 
tality of  abdominal  aortic  aneurysms  does 
not  exceed  5-10%  and  the  functional  re- 
sults are  very  satisfactory^"^. 

The  situation,  however,  is  less  promising 
if  the  aneurysm  has  already  ruptured.  Some 
of  the  patients  die  within  a  matter  of  min- 
utes in  hemorrhagic  shock;   others,  due  to 


From  the  Department  of  Thoracic  and  Cardiovascular 
Surgery,  Charlotte  Memorial  Hospital,  Charlotte,  North 
Carolina. 

This  work  was  supported  by  grants  from  the  John  A. 
Hartford   Medical   Research   Foundation. 


the  tamponade  by  the  retroperitoneal  hema- 
toma, may  live  for  several  hours  or  even 
days'-'-i-.  Many  of  these  still  can  be  saved 
by  rapid  surgical  therapy. 

In  the  past  nine  years  we  have  operated 
on  68  patients  who  had  aneurysm  of  the 
abdominal  aorta.  The  aorta  was  already 
ruptured  at  the  time  of  admission  to  the 
hospital  in  16  of  these  patients.  The  pur- 
pose of  this  report  is  to  give  an  analysis  of 
our  experience  with  these  cases,  and  to 
emphasize  the  role  that  accurate  diagnosis 
and  prompt  surgical  intervention  can  play 
in  improving  results  in  the  treatment  of 
ruptured  aneurysms. 

Clinical  Picture   and  Diagnosis 

Ruture  of  an  aneurysm  may  occur  in  a 
person  seemingly  in  perfect  health  who  has 
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absolutely  no  history  of  abdominal  distress 
or  vascular  disease.  On  the  other  hand,  it 
may  be  that  the  patient  is  well  aware  of  his 
condition,  but  surgery  has  not  been  ad- 
vised, or  has  been  refused.  Some  indi\id- 
uals  give  an  excellent  recollection  of  a  mass 
in  the  abdomen  gradually  increasing  in  size, 
but  did  not  feel  the  need  to  consult  a  physi- 
cian. 

The  one  most  consistent  symptom  of  an 
expanding  or  ruptured  abdominal  aneurysm 
is  pain,  which  often  radiates  into  the  lower 
part  of  the  back,  the  groin,  or  the  buttock. 
Pain  of  various  intensity  was  present  in  all 
of  the  16  patients;  in  most  of  them  it  was 
severe,  barelj'  tolerable.  Because  of  the  lo- 
calization of  the  pain  into  the  lower  region 
of  the  back,  3  patients  were  treated  for  sev- 
eral months  for  "herniated  disc"  before  the 
rupture  occurred  and  they  were  rushed  to 
the  hospital. 

The  classic  picture  of  the  ruptured  ab- 
dominal anevuysm  is  one  of  severe  pain, 
shock  and  a  pulsating  abdominal  mass.  In 
most  patients  this  mass  is  easily  palpable; 
but  it  vadiY  occur,  especially  if  the  aneurysm 
is  relati\'ely  small,  the  blood  pressure  low, 
and  the  muscular  defense  extensive,  that 
the  aneurysm  can  not  be  felt  by  the  hand 
of  the  examiner.  This  was  the  situation  in 
3  of  the  patients;  in  2  of  them  vascular  sur- 
gical consultation  was  obtained  only  after 
the  abdomen  was  explored  with  a  tentative 
diagnosis  of  perforated  peptic  ulcer  and  pan- 
creatitis. 

Because  tumors  over  the  aorta  may  trans- 
mit pulsations,  it  is  to  be  rememljered  that 
the  pulsation  of  the  aortic  anevn-ysm  is  ex- 
pansile in  character.  In  order  to  demon- 
strate this  expansile  pulsation  it  is  neces- 
sary to  use  two  fingers,  one  from  each 
hand^^,  and  see  the  fingers  move  apart. 

As  a  rule,  the  abdomen  is  tender  and 
tympanitic  because  of  the  accompanying 
paralytic  ileus.  Anuria  is  not  uncommon  and 
if  present  it  is  a  grave  prognostic  sign. 

The  rupture  maj'  take  place  in  the  inferior 
caval  vein  which  is  closely  adherent.  The 
appearance  of  a  continuous  bruit,  venous 
dilatation,  and  heart  failure  makes  such  an 
aneurysmo-venous  fistula  easily  recog- 
nizable. It  could  also  happen  that  the  aneu- 


rysm breaks  into  the  other  organs — duo- 
denum, descending  colon,  or  e\'en  into  the 
ureter"'^  It  is  interesting  that,  in  such 
cases,  the  bleeding  is  usuall}-  not  severe  at 
the  beginning  and  the  patient  may  lose 
small  amounts  of  blood  intermittently  for 
days  before  the  fatal  hemorrhage  de\'elops. 
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Fig.  1.  "Flat"  abdominal  x-ray  film  showing 
eggshell  calcification  of  the  aneurysmal  wall. 

Delaying  the  operation  by  the  taking  of 
x-rays  and  arteriograms  of  a  patient  who  ha? 
a  palpable  pulsating  mass  and  who  is  bleed- 
ing heavily  is  unnecessary:  it  could  be  a 
fatal  mistake.  If  conditions  permit,  however, 
a  flat  abdominal  film  can  be  taken  "on  the 
wa}'  to  the  operating  room."  This  could  be 
helpful  if  the  wall  of  the  aorta  contains 
enough  calcium  to  outline  the  contours  of 
the  aneurj'sm.  Contrast-injection  studies  in 
patients  with  ruptured  aneurysms  are  sel- 
dom indicated  and  are  dangerous.  We  found 
it  necessary  on  only  one  occasion,  when  the 
general  condition  was  fairly  good,  and  the 
mass  of  the  aneurysm  could  not  be  felt  due 
to  the  extremely  tympanitic  abdomen. 

Red  cell  counts,  hemoglobin  determina- 
tions and  blood  volume  studies  usually  in- 
dicate progressive  blood  loss,  but  they  can 
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Fig.  2.  Contrast-visualization  of  a  rupturod 
aneurysm  by  needle-puncture  lumbar  aorto- 
graphy. The  dye  injected  outlines  the  proximal 
portion  of  the  aneurysm  and  could  be  seen  ex- 
travasated  in  the  lumbar  area. 

also  be  misleading.  Xormal  values  ha\-e  bean 
reported  repeatedly'--'-'  in  patients  with  hem- 
orrhagic shock  caused  by  ruptured  aneur- 
ysm. Leukocytosis  is  frequently  present'". 
In  summary,  the  diagnosis  of  a  ruptured 
abdominal  aneurysm  should  be  made  from 


three  consistent  symptoms:  signs  of  pro- 
gressive blood  loss,  abdominal  and  low  back 
pain,  and  a  pulsatile  abdominal  mass,  rather 
than  by  special  studies. 

Treatment 

After  the  diagnosis  has  been  made,  the 
patient's  fate  largely  depends  upon  the 
speed  with  which  his  treatment  is  carried 
out.  Immediate  steps  should  be  taken  to  ad- 
mit him  to  an  institution  which  is  well 
equipped  to  handle  major  vascular  emer- 
gencies. An  advance  notice  to  the  surgeon, 
who  can  assure  the  readiness  of  the  operat- 
ing room  and  the  availability  of  a  large 
amount  of  group-identical  blood,  may  make 
the  difference  between  success  and  failure. 
Morphine  is  given  to  ease  the  pain;  intra- 
venous infusion  of  glucose,  Dextran  or  blood 
if  available  is  started  immediately  and  con- 
tinued while  the  patient  is  being  trans- 
ported. 

The  operation  is  done  under  endotracheal 
anesthesia.  Adecjuate  oxygenation  and  con- 
tinuous replacement  of  the  blood  loss  is 
mandatory  in  these  patients,  whose  general 


Fig.  3.  Operative  picture  of  a  ruptured  abdominal  aneurysm  before  (A)  and  after  (B)  replacement  by 
a  bifurcated  Dacron  graft. 
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Fig.  4.  Lumbar  aorfogiaph  tour  year;*  follow- 
ing graft  replacement  of  a  ruptured  aortic 
aneurysm.  The  graft,  extending  from  the  renal 
region  down  to  the  bifurcation  of  the  iliac,  is 
patent  and  shows  no  irregularities  in  filling. 

condition  is  usually  veiy  poor.  A  midline 
incision  is  made  from  the  xyphoid  process 
down  to  the  pubis;  the  extension  of  the  ex- 
posure into  the  left  hemithorax'^  is  seldom 
necessary.  After  the  peritoneal  cavity  is 
entered,  the  bowels  are  retracted  upward 
and  protected  b}^  moist  sponges.  If  free 
blood  is  present,  it  is  removed  by  suction 
and  the  bluish  mass  of  the  retroperitoneal 
hematoma  is  exposed.  The  posterior  peri- 
toneum is  incised  longitudinally;  while  an 
assistant  applies  direct  pressure  to  the  site 
of  the  bleeding,  the  surgeon  gets  speedy 
control  of  the  aorta,  proximal  to  the  aneur- 
ysm. Special  attention  is  given  to  avoid  in- 
jury of  vital  structures,  such  as  the  ureters, 
renal  vessels,  and  the  duodenum.  The  iliac 
arteries  are  dissected  free,  cross-clamped, 
and  injected  with  a  diluted  Heparin  solu- 
tion. The  aneurysmal  sac  is  then  incised, 
the  mural  thrombus  evacuated,  and  the 
aneurysm  removed,  leaving  conveniently 
behind   a   portion  attached  to   the   inferior 


caval  vein.  The  bleeding  from  the  lumbar 
arteries  is  controlled  by  suture  ligature. 
The  continuity  of  the  blood  flow  is  restored 
by  replacing  the  resected  segment  of 
the  aorta  (and  iliac  arteries)  with  a  crimped 
Dacron  vascular  prosthesis.  The  anastomos- 
es are  usually  easily  accomplished  b}-  using 
through-and-through  simple  continuous  000 
Alercilene  sutures.  After  the  removal  of  the 
occluding  clamps  and  the  restoration  of  the 
aortic  blood  flow,  there  is  usually  a  further 
drop  in  the  blood  pressure,  which  is  tran- 
sient and  could  be  counteracted  by  vaso- 
pressors and  by  temporarily  increasing  the 
rate  of  the  blood  transfusion.  Because  the 
measurement  of  blood  loss  before  and  during 
these  stormy  operations  is  nearlj-  impossible, 
the  estimation  of  the  optimal  rate  and  quan- 
tity of  blood  transfusions  requires  great 
experience  and  sound  clinical  judgment. 
After  the  vascular  prosthesis  is  carefully 
co\"ered  by  suturing  the  posterior  periton- 
eum above  it,  the  abdominal  wall  is  closed 
with  stainless  steel  wire  sutures. 

The  postoperative  course  demands  closest 
attention;  intravenous  fluids  are  continued 
and  blood  transfusions  are  given  if  neces- 
sary. Hematocrit,  hemoglobin,  blood  volume, 
electrolyte,  concentration  of  the  plasma,  etc., 
are  determined  frequently.  Gastric  suction  is 
maintained  until  motilitj'  of  the  gastroin- 
testinal tract  returns.  Even  though  compli- 
cations are  frequent,  renal  shutdown  is  a 
definite  possibility;  it  occurred  in  5  of  the 
patients  and  was  the  cause  of  4  of  the  5 
postoperative  deaths.  The  exact  pathogene- 
sis of  renal  failure  following  resection  of 
aneurysms  is  not  completely  understood, 
but  some  of  the  factors  are  undoubtedly  ar- 
teriosclerosis, shock,  low  blood  pressure, 
and  perhaps  reflex  vasospasm  of  the  intra- 
renal  vessels.  Infiltration  of  the  renal  ped- 
icle with  novocain  during  surgery^-,  good 
hydration^*  and  osmotic  diuresis^*  have  been 
advocated  as  preventive  measures.  Manni- 
tol,  a  hexahydroxic  alcohol  closely  related  to 
mannose  appears  to  be  an  excellent  agent 
for  the  induction  of  osmotic  diuresis^.  It 
is  freely  filtered  at  the  glomerulus  but  un- 
dergoes no  tubular  excretion  or  re-absorp- 
tion. Its  value  in  preventing  renal  failure 
following  resection  of  aneurysms  has  been 
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Table  1.  Data  on  16  cases  of  ruptured  aortic  aneurysm  treated  surgically. 


questioned  recently^.  In  this  limited  expe- 
rience, however,  it  proved  to  be  a  very  valu- 
able agent  in  promoting  postoperative  diu- 
resis. If  renal  shutdown  does  develop  and 
conservative  measures  fail,  extracorporeal 
dialysis  using  the  artificial  kidney  may  be 
lifesaving.  It  was  applied  to  three  of  the 
patients;  one  resumed  normal  function  fol- 
lowing four  consecutive  episodes  of  dialysis. 
Paralytic  ileus,  surgical  shock  and  cor- 
onary occlusion  were  complications  other 
than  renal  failure  encountered  after  re- 
section of  ruptured  abdominal  aneurysms. 
Bleeding  did  not  constitute  a  postoperative 
problem,  even  in  patients  who  were  pre- 
viously on  anticoagulants. 

Prognosis 

The  outlook  of  a  patient  with  a  ruptured 
abdominal  aneurysm  is  hopeless  unless  he 
receives  immediate  and  active  surgical  at- 
tention; therefore,  while  discussing  surgical 
treatment  of  this  universally  fatal  disease, 
one  should  talk  about  salvage  rate  rather 


than  operative  mortality^^. 

Seven  out  of  the  16  patients  were  lost;  2 
died  during  operation  and  5  died  after  the 
operation.  This  compares  favorably  with 
larger  statistics^'^^'^^  where  the  average 
mortality  rate  Avas  around  50%.  An  explana- 
tion for  this  might  be  that  most  of  the  pa- 
tients came  from  rural  areas,  and  the  most 
critically  ill  undoubtedly  died  on  the  way 
to  the  hospital. 

If  a  patient  survives  surgery  and  the  post- 
operative period,  his  prognosis  should  be 
considered  as  excellent,  unless  he  suffers 
from  other  far  advanced  conditions.  Accord- 
ing to  DeBakey^  and  Moore^^,  the  life  ex- 
pectancy of  individuals  who  have  undergone 
operations  for  abdominal  aneurysms  suc- 
cessfully approximates  that  of  the  general 
population. 

Cornmenfs 

This  question  follows:  What  can  we  do  to 
improve  this  mortality  rate,  which  is  still 
very  high?  Studying  the  problem  in  detail 
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leads  to  the  inevitable  conclusion  that  the 
key  person  in  this  respect  is  the  family 
physician  rather  than  the  vascular  surgeon. 
At  the  present  stage  of  development  we  are 
most  certainly  unable  to  prevent  the  oc- 
currence of  arteriosclerotic  aneurysms;  on 
the  contrary,  it  is  very  likely  that  because  of 
the  increase  in  the  longevity  of  the  popula- 
tion, we  will  see  more  of  this  disease.  The 
rupture  of  such  aneur3'sms,  however,  could 
be  pre\'ented  by  diagnosing  the  condition  in 
time  and  submitting  the  patient  to  surgery 
before  this  diastrous  situation  develops. 

Even  "silent"  aneurysms  could  be  de- 
tected by  careful  palpation  if  their  diameter 
exceeds  5  cm.  All  patients  having  "low  back 
pain"  or  vniexplained  abdominal  discomfort 
should  be  studied  with  plain  abdominal  x- 
ray  films  in  both  posterio-anterior  and  lat- 
eral projections.  Para-aortic,  eggshell-like 
calcium  deposits  usually  readily  reveal  the 
presence  of  the  aneurysm.  Doubtful  cases 
would  be  investigated  by  aortography. 

The  recognition  that  aneurysms  of  the 
abdominal  aorta  which  are  large  enough  to 
be  diagnosed  clinically  inevitably  rupture, 
has  led  to  the  conclusion:  elective  resection 
of  such  aneurysms  is  the  method  of  choice 
and  an  expect  at  ive  attitude  has  no  place  in 
the  management  of  this  disease.  Certainly  no 
one  would  advocate  treating  a  malignant 
tumor  of  the  lung  conservatively!  We  have 
to  realize  that  a  man  with  a  bronchogenic 
carcinoma  has  only  a  54%  statistical  chance 
to  live  one  year  or  longer,  and  not  more 
than  10%  chance  to  be  alive  5  years  or  long- 
er^^  even  after  having  undergone  "cvu-ative" 
surger}'.  In  contrast  to  this,  most  patients 
with  abdominal  aneurysms  die  within  six 
months*'  of  diagnosis  if  not  operated  upon, 
but  60-80%  of  them  remain  alive  for  five 
years  or  more  if  they  undergo  resection  and 
graft-replacement. 

Approximately  2,500  peoj^le  die  yearly 
of  ruptured  aneurysm  in  the  United  States'*. 
With  timely  diagnosis  and  proper  surgical 
treatment  this  number  could  be  greatly  re- 
duced. 

Summary 

Experiences  in  the  management  of  16  pa- 
tients with  ruptured  abdominal  aneurysms 


is  presented.  The  clinical  features  and  the 
treatment  of  this  condition  are  described, 
and  a  plea  is  made  for  early  surgical  inter- 
vention in  all  diagnosed  cases  of  abdominal 
aneurysm. 

Rejerences 

1.  Barratt-Bo.ves.  B.  G.:  S.vmptomatology  and  Prognosis 
of     Abdominal     Aortic     Aneurysm.     Lancet     2:710-720 

(Oct.)    1957. 

2.  Barr.v,  K.  G.,  and  others;  Mannitol  Infusion.  II  Per- 
centage of  Acute  Functional  Renal  Failure  During 
Resection  of  an  Aneur.vsm  of  the  Abdominal  Aorta, 
New  Eng  J  Med  264:  967-971    (May  11)    1961. 

3.  Beall,  A.  C,  Jr..  Holman,  M.  R.,  Morris,  C.  G.,  Jr., 
DeBakey,  M.  E.:  Mannitol-induced  Osmotic  Diuresis 
During  Vascular  Surgery,  Arch  Surg  SG:  4S-.52  (Jan.) 
1963. 

4.  Burch.  G.  E..  and  DePasquale.  X.:  Study  of  Incidence 
of  Abdominal  Aortic  Aneurysm  in  New  Orleans. 
JAMA   172:   2011-2013    (April  30)    1960. 

5.  DeBakey.  M.  E.,  and  Cooley,  D.:  Surgical  Treatment 
of  Aneurysms  of  the  Abdominal  Aorta,  Surg  Gynec 
Obstet   97:    257-20G    (Sept.)    1953. 

C.  Cooley,  D.  A.,  and  DeBakey,  M.  E.:  Ruptured  Aneur- 
ysms of  the  Abdominal  Aorta.  Postgrad  Med  16:331- 
342    (Oct.)    1954. 

7.  DeBakey,  M.  E..  and  Cooley,  D.  A.:  Surgical  Consider- 
ations of  Acquired  Disease  of  the  Aorta,  Ann  Surg 
139:    763-777    (June)    1954. 

8.  Estes,  J.  E.,  Jr.:  Abdominal  Aortic  Aneurysm:  A 
Study  of  102  Cases,  Circulation  2:  258-264  (Aug.) 
1950. 

n.  Garrett,  H.  E.,  Beall,  A.  C.  Jr.,  Jordan,  G.  L..  and 
DeBakey.  M.  E.:  Surgical  Considerations  of  Massive 
Gastrointestinal  Tract  Hemorrhage  Caused  by  Aorto- 
duodenal  Fistula.  Amer  J  Surg  105:   6-12   (Jan.)    1963. 

10.  Gliedman,  M.  L..  Ayers.  W.  B..  and  Vestal.  B.  L.: 
Aneurysms  of  the  Abdominal  Aorta  and  Its  Branches: 
A  Study  of  Untreated  Patients.  Ann  Surg  146:  207- 
214    (Aug.)    1957. 

11.  Handy,  Gerhardt,  P.  R..  Schultz.  H.  H..  and  Kaminsky. 
\.:  Value  of  Coiiimunity  Chest  X-ra.v  Siir\'e.\'s  in 
Detecting  Limg  Cancer,  New  York  J  Med  61:  1859- 
1863    (June    1)    1961. 

12.  Jackson,  T.  L.:  Ruptured  Aneurysm  of  Abdominal 
Aorta:  Diagnosis,  Treatment  and  Prognosis,  Angio- 
logy  14:   43-47   (Jan.)    1963. 

13.  Knox,  W.  C,  Coletti,  L. :  Symptomatic  Abdominal 
Aortic  Aneurysm:  Need  for  Accurate  Diagnosis  and 
Prompt  Surger.v  in  Improving  Surgical  Salavage 
Rate.  New  York  J  Med  62:  3089-3092    (Oct.  1)    1962. 

14.  MacBeth,  R.  A.:  Rupture  of  Abdominal  Aneurysms 
into  the  Gastrointestinal  Tract,  Canad  J  Surg  5:  372- 
378    (Oct.)    1962. 

15.  Moore,  S.  W.,  and  Wantz,  G.:  Abdominal  Aortic 
Aneurysm,  Surg  Clin  N  Amer  41:  497-509  (April) 
1961. 

16.  Powers,  S.  R.,  Jr.,  Boba.  A.,  and  Stein.  A.:  The  Me- 
chanism and  Prevetition  of  Distal  Tubal  Necrosis 
Following  Aneurysmectomy.  Surgery  42:  156-162 
(July)    1957. 

17.  Pratt-Thomas,  H.  R.:  Aneurysm  of  the  Abdominal 
Aorta:  An  Analysis  of  17  Cases,  J  S  Carolina  Med 
Ass  40:  251-253   (Dec.)   1944. 

18.  Savage,  C.  R.:  Transthoracic  Aortic  Control  in  the 
IManagement  of  Acute  Rupture  of  Abdominal  Aortic 
Aneur.vsm,   Brit  J   Surg  47:    257-258    (Nov.)    19,59. 

19.  Stallworth,  J.  M.,  Price,  R.  G.,  Jr.,  Hughes.  J.  C,  and 
Parker,  E.  F.:  Surgical  Treatment  of  Ruptured  Ab- 
dominal Aortic  Aneurysms.  .\nn  Surg  155:  711-721 
(May)   1962. 

20.  Szilagyi,  D.  E.,  Smith,  R.  F..  Macksood,  A.  J.,  and 
Whltcomb,  J.  O.:  Expanding  and  Ruptured  Abdominal 


December,  1964 


BLOOD  TRANSFUSIONS— FOX 


507 


21. 


22. 


Aortic  Aneurysms:  Problems  of  Diagnosis  and  Treat- 
ment, Arcli    Surg  S3:    395-40S    (Sept.)    1961. 
Weinstein,  H.  J.:  Current  Appraisal  of  Diagnosis  and 
Treatment  of  Bronchiogenic  Carcinoma,  Dis  Chest  43: 
404-410   (April)   1963. 
■\Vhitley,    J.    E.,    Witeofski,    R.    L.,    Felts,    J.    H.,    and 


23. 


Meschan,  I.:  The  Investigation  of  Renal  Complica- 
tions of  Aortic  Clamping,  Surgery  50:  673-675  (Oct.) 
1961. 

Voyles,  W.  R.,  and  Moretz,  W.  H.:  Rupture  of  Aortic 
Aneurj'sms  Into  Gastrointestinal  Tract,  Surgery  43: 
666-671    (April)    1958. 


Tke  Value  of  P 


re-^varme 

J.  W.  C.  Fox,  M.D. 

Durham 


d  Blood  tor  Transr 


ransrusions 


Progress  in  anesthetic  and  surgical  tech- 
niques is  being  made  today  at  a  rate  un- 
paralleled in  the  history  of  the  two  special- 
ties. Procedures  formerly  attempted  in  on- 
ly a  few  large  medical  centers  are  rapidly 
spreading  throughout  the  country.  A¥ith 
few  exceptions,  cities  are  expanding  and  im- 
proving their  hospital  facilities.  In  these  en- 
larging centers  there  will  be  qualitative  and 
quantitative  changes — more  extensive  and 
more  complex  operations,  for  example. 

As  anesthesiologists,  we  shall  be  able  to 
make  possible — indeed  we  must  insure — ■ 
qualitatively  better  surgery  as  the  result 
of  improved  patient  care  and  management. 
Only  as  anesthetic  techniques  have  been  re- 
fined and  more  anesthesiologists  trained  to 
use  them  has  surgery  begun  to  take  posses- 
sion of  its  apparently  boundless  domains. 

Associated  with  neurosurgery  and  thor- 
acic and  vascular  surgery  is  the  problem  of 
blood  loss.  It  is  during  operations  that  blood 
transfusion  is  most  often  needed.  It  follows 
that  anesthesiologists  administer  more  blood 
than  any  other  medical  specialists.  In  1960, 
64%  of  all  transfusions  at  the  Mayo  Clinic 
were  given  by  anesthesiologists.  At  Duke 
University  Medical  Center,  75%  of  all  blood 
transfusions  are  now  administered  by  per- 
sonnel of  the  Department  of  Anesthesiology. 

Because  blood  is  such  a  potent  therapeu- 
tic agent,  we  who  use  it  more  frequently 
than  any  other  physicians  must  be  well- 
versed  in  the  theory  of  typing,  cross-match- 
ing, collection,  and  storage  of  human  blood. 
Close  cooperation  and  rapport  with  the  di- 
rector of  the  blood   bank   and  transfusion 


Read  before  the  Section  on  Anesthesiology,  Medical 
Society  of  the  State  of  North  Carolina,  Greensboro,  May, 
1964. 

From  the  Department  of  Anesthesiology,  Duke  Uni- 
versity Medical  Center,  Durham,  North  Carolina. 


service  is  a  matter  of  high  priority  to  all 
anesthesiologists. 

Exact  Replacement  of  Blood  Loss 

Ideally  a  patient  undergoing  surgery 
should  suffer  no  blood  loss.  Despite  the  me- 
ticulous techniques  of  our  surgical  collea- 
gues and  their  predilection  for  hemostasis 
with  radiofrequency  coagulation,  this  ideal 
is  not  attained.  Since  blood  loss  will  and 
does  occur  in  all  operations,  the  next  ideal 
should  be  an  exact  replacement  of  loss.  To- 
day this  is  theoretically  possible,  and  one 
can  imagine  a  series  of  electronic  computers, 
sensors,  and  transducers  that  would  deter- 
mine the  patient's  normal,  ideal  blood  vol- 
ume before  anesthesia,  and  then,  during  op- 
eration, would  detect  any  loss  and  present 
the  exact  amount  neatly  printed  on  a  chart. 
A  logical  further  step  would  be  to  compute 
the  difference  or  variation  from  the  ideal 
and  automatically  infuse  the  deficit. 

Such  a  system  will  very  likely  be  built  or 
assembled  as  a  triumph  of  medical  automa- 
tion and  the  brilliant  application  of  cyber- 
netics to  biomedical  engineering.  When  this 
device  arrives,  we  will  certainly  find  that  it 
contains  some  form  of  integrator  module  for 
taking  into  account  the  rate  at  which  blood 
is  being  lost.  Armed  with  our  servotrans- 
fusor,  we  shall  be  able  to  meet  the  challenge 
of  the  most  adventurous  surgeon. 

To  return  from  the  \-ery  near  future  to  the 
more  pressing  present,  not  only  must  blood 
be  replaced  volumetrically  but  also  syn- 
chronously with  its  loss.  AVe  have  to  keep  up 
with  it  or  we  fall  behind.  This  we  all  know 
today,  as  we  pump  awaj^  manually.  What 
happens  if  we  don't?  The  patient  suffers  and 
possibly  expires  of  hypovolemia. 

The  answer  would  seem  to  lie  in  using 
more  infusion  lines  and  pumps.  About  four 
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years  ago  Boyan  and  Howland',  working 
at  the  Sloan-Kettering  Cancer  Center  in 
New  York,  along  with  many  others  over  the 
world,  were  doing  that.  Making  quite  cer- 
tain that  the  massive  blood  loss  in  extensive 
cancer  operations  was  replaced,  they  often 
replaced  as  much  as  35  units  of  blood  rapid- 
ly. Some  patients  survived  and  presumably 
were  improved,  but  too  many  failed  to  sur- 
vive an  otherwise  well  managed  anesthetic 
and  beautifully  executed  operation. 

These  patients  just  seemed  to  deteriorate 
and  succumb  to  uncontrolled  oozing  or  fib- 
rillation or  simple  cardiac  standstill.  These 
investigators  began  an  extensive  inciuiry 
into  all  aspects  of  blood  transfusion,  with 
particular  emphasis  on  large  and  rapid  re- 
placement of  blood  loss. 

Problems  in  the  Use  of  Cold  Stored  Blood 

We  speak  of  pints  or  units  or  so  many 
milliliters  of  blood,  and  yet  this  is  only 
about  80  per  cent  correct.  The  contents  of  a 
bottle  or  a  plastic  bag  of  blood  is  really 
only  a  bloody  fluid.  To  start  with,  the  con- 
tainer has  in  it  a  quantity  of  acid-citrate- 
dextrose  solution  (ACD)  which  varies  from 
system  to  system  and  bank  to  bank,  but  is 
in  the  magnitude  of  some  100  ml.  When 
blood  is  collected  into  the  container  it  fills 
it  to  a  final  volume  of  between  500  and  600 
ml.  The  purpose  of  the  citric  acid,  trisodium 
citrate  and  dextrose  in  water  is  to  prevent 
the  blood  from  clotting  and  to  insure  the 
survival  of  a  sufficient  number  of  red  cells 
for  as  many  as  21  days.  By  storing  the 
blood  at  a  temperature  of  1  to  4  degrees 
Centigrade,  this  can  be  achieved. 

However,  from  a  few  minutes  to  a  few 
days  after  being  shed,  the  blood  undergoes 
a  number  of  important  changes.  The  pH 
falls  to  6.8  to  7.1,  intracellular  potassium  dif- 
fuses into  the  plasma,  sodium  diffuses  into 
the  red  cells,  and  the  oxygen  partial  pres- 
sure falls  to  near  zero.  Hematologic  changes 
such  as  the  loss  of  platelets,  disintegration 
of  white  cells,  and  the  loss  of  various  clot- 
ting factors  occur. 

When  we  administer  this  solution  of 
blood  and  ACD  to  a  patient,  we  hope  to 
achieve  the  physiologic  effect  of  supplying 
an  adequate  oxygen  transport  system  and 


maintaining  an  adequate  circulatory  volume, 
plus  maintaining  adequate  proteins  and 
electrolytes.  This  is  beneficial,  and  indeed 
necessary  to  life.  But  at  the  same  time,  we 
will  bring  about  some  simple  physical  and 
chemical  changes  that  may  have  disastrous 
consequences. 

If  the  blood  has  been  stored  properly,  it 
reaches  us  at  a  very  low  temperature.  As 
large  quantities  of  the  cold  blood  solution 
reach  the  body,  the  various  vessels  through 
which  it  flows  and  the  adjacent  tissues  will 
inevitably  be  cooled.  Veins  will  constrict 
and  the  right  side  of  the  heart  is  in  for  a 
chilling  time.  By  placing  a  thermistor  probe 
in  the  esophagus  at  the  level  of  the  heart, 
Boyan  and  Howland  showed  that  extreme 
and  rapid  falls  in  temperature  occur. 
Esophageal  temperatures  of  28  to  20  C. 
were  recorded  on  several  occasions  during 
rapid,  massive  transfusions.  If  the  cardiac 
region  reaches  this  temperature,  the  patient 
is  soon  on  the  way  to  generalized  hypother- 
mia, with  all  that  the  term  implies:  slowing 
of  all  chemical  reactions,  impaired  and  alter- 
ed myocardial  conduction  with  increased  ir- 
ritability often  leading  to  arrhythmia,  fibril- 
lation or  standstill,  inadequate  tissue  per- 
fusion from  vasoconstriction,  and  a  shift  in 
the  hemoglobin  dissociation  curve,  altering 
the  availability  of  oxygen. 

Stored  blood  has  all  its  ionized  calcium 
bovmd  in  a  citrate  complex  to  prevent  the 
clotting  mechanism  operating  mi  vitro.  With 
intracellular  potassium  dislocated,  banked 
blood  is  quite  high  in  potassium  citrate  and 
low  in  calcium.  Physiologically,  calcium 
and  potassium  ions  exert  antagonistic  ac- 
tions. Excess  potassium  stops  a  perfused 
heart  in  diastole  and  excess  calcium  arrests 
it  in  systole. 

Hoivs  and  Whys  of  Pre-ioarming  Blood 

Few  will  disagree  if  we  conclude  that  the 
rapid  and  large  infusion  of  hypothermic, 
acidic,  hyperkalemic,  hypocalcemic  blood  is 
not  entirely  beneficial.  The  smaller  the  pa- 
tient, the  more  pronounced  these  effects  be- 
come. A  child  or  infant,  having  a  much 
smaller  blood  volume,  is  less  able  to  avoid 
profound  hypothermia;  exchange  trans- 
fusion is  also  completed  sooner  in  these  pa- 


December,  1964 


BLOOD  TRANSFUSIONS— FOX 


509 


tients.  What  is  the  answer,  in  the  face  of 
surgery  and  large  amounts  of  blood  loss? 
If  blood  is  withheld,  death  from  hemorrhag- 
ic shock  and  hj'poxia  is  cjuite  likely. 

How  much  cold  blood  and  how  fast  must 
it  be  given  before  these  physiologic  tres- 
passes take  their  toll'?  A  "normal"  person 
can  usually  compensate  for  a  loss  of  5  per 
cent  of  his  total  blood  volume.  We  see  sur- 
prisingly few  "normal"  people  on  the  oper- 
ating table,  and  as  the  hours  go  by  they 
become  even  less  "normal." 

Clinically,  these  problems  will  begin  to  be 
seen  in  adults — if  we  take  the  trouble  to 
look  for  them — when  replacement  of  blood 
loss  equals  two  units  or  more,  or  when  the 
infusion  rate  ec^uals  one  unit  given  in  30 
minutes  or  less.  Boyan  and  Rowland  found 
that,  in  their  cases,  one  simple  change  in 
technique  greatly  improved  the  patient's 
tolerance  to  surgical  and  anesthetic  stress. 
That  change  is  to  warm  the  blood  before 
it  reaches  the  patient. 

Method 

The  idea  of  the  ^•alue  of  warm  blood  is 
not  new^  It  enjoyed  some  vogue  about  two 
decades  ago,  but  fell  into  disrepute.  The  dif- 
ference between  then  and  now  lies  in  the 
method  of  warming.  The  blood  container 
itself  must  not  be  heated  in  a  warming  closet 
nor  by  placing  it  in  a  sink  or  pail  of  hot 
water.  This  results  in  uneven  heating,  in- 
creased red  cell  destruction,  and  further 
shifts  in  electrolytes. 

To  warm  blood  properly,  safely,  and  effi- 
ciently, it  need  only  be  passed  through  a 
heat  exchanger  which  in  clinical  practice 
consists  of  ( 1 )  a  length  of  sterile  tubing; 
(2)  a  bucket  or  an  operating  room  hand 
basin;  (3)  an  accurate  centigrade  thermo- 
meter; (4)  sufficient  water  at  40  C  to  fill  the 
container.  A  system  of  stopcocks,  sjainges, 
or  one's  choice  of  other  safe  pumping  meth- 
ods is  used.  The  inside  of  the  tubing  is 
sterile,  but  the  outside  is  not.  All  connec- 
tions from  the  giving  set  and  the  extension 
tube  must  be  outside  the  warming  bath. 

Two  pharmaceutical  houses  have  pro- 
duced sterile  disposable  extension  tubes  in 
lengths  of  10  and  24  feet  or  a  pre-formed 
helix.  At  least  two  other  firms  supply  elec- 


trically heated  blood-warming  devices.  One 
has  a  helix  immersed  in  a  thermostatically 
controlled  water  bath,  and  the  other  uses 
24  feet  of  tubing  wound  around  a  dry  heat- 
ing drum  unit. 

Simple  systems  having  fewer  parts  are 
less  apt  to  go  wrong  or  fail.  For  this  reason 
the  warm  water,  thermometer,  and  exten- 
sion tube  system  is  safer,  more  economical, 
and  less  subject  to  human  error.  One  need 
not  know  the  laws  of  thermodynamics  to  ap- 
preciate the  fact  that  warm  water  generally 
gets  cold.  Thermostats  can  and  do  fail.  In 
the  dry  heat  system,  if  the  blood  flow  is  in- 
terrupted and  the  heating  unit  is  not  switch- 
ed off,  the  blood  remaining  in  the  24-foot 
coil  is  purely  and  simply  cooked. 

Advantages 

By  the  simple  expedient  of  warming  the 
blood  we  infuse,  we  can  correct  and  prevent 
the  life-threatening  processes  that  follow 
the  administration  of  cold  stored  blood.  The 
normothermic  body  can  rapidly  metabolize 
excess  citrate.  The  normothermic  body  can 
successfully  buffer  the  lowered  pH  of  bank- 
ed blood.  The  normothermic  myocardium 
will  continue  to  contract.  As  the  stored 
erythocj'tes  regain  normal  temperatvu'e  and 
metabolism,  the  potassium-sodium  shift  is 
corrected.  Blood  warmed  to  normal  bod.y 
temperature  does  not  cause  vasospasm,  and 
for  patients  under  regional  or  spinal  anes- 
thesia who  require  blood,  the  absence  of  the 
cold,  dull  ache  in  the  arm  and  shoulder  will 
be  much  appreciated. 

Assuming  that  all  other  vital  safeguards 
of  transfusion  are  observed — and  these  in- 
clude proper  typing,  cross-matching,  and 
identification  of  the  donor's  blood  and  recip- 
ient, followed  by  aseptic,  airfree  administra- 
tion— the  failure  to  warm  blood  to  body 
temperature  can  endanger  the  patient's  im- 
mediate and  later  survival  of  surgery  and 
anesthesia  when  large  and  rapid  transfusion 
is  required.  Large  transfusions  are  defined 
as  three  units  or  more.  Rapid  transfusion  is 
defined  as  the  administration  of  one  unit  of 
blood  in  30  minutes  or  less.  If  either  of  these 
conditions  is  present,  pre-warmed  blood  is 
indicated. 

All  children  of  10  vears  of  age  or  less  must 
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ha\'e  prewarmed  blood.  The  >'ounger  and 
smaller  the  patient,  the  more  urgent  it  be- 
comes to  insure  the  exact  volume  loss  and 
rate  of  replacement  with  known,  measured, 
warmed  blood. 

Su)U))}ary    and    Conclusion 

In  the  increasing  number  of  extensive 
surgical  interventions,  massive,  rapid  trans- 
fusions of  10,  20.  and  35  units  of  blood  are 
being  and  will  be  encountered  with  growing 
frequency.  If  these  patients  are  to  be  offered 
tlie  best  chances  for  survival,  blood  for 
transfusion  must  be  pre-warmed  to  prevent 
the  harmful  and  often  fatal  effects  of  cardiac 
and  generalized  hypothermia.  After  8  units 
of  blood  are  given,  250  ml.  of  fresh  plasma 


or  lyophilized  fresh,  frozen,  and  reconsti- 
tuted plasma  must  be  given  to  prevent 
hemorrhagic  diathesis  from  loss  of  coagula- 
tion factors  in  stored  blood. 

Man  is  a  loarm-blooded  creature.  Let  us 
resolve  to  treat  him  as  sucJi  hcnccfortli. 
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Historical  Revieio 

As  respiration  ceases,  circulation  fails  and 
ultimately  the  patient  dies  unless  there  is 
available  a  competent  person  who  can  apply 
artifical  respiration.  In  the  past,  various 
means  of  ventilating  patients  were  develop- 
ed, the  oldest  being  the  mouth-to-mouth 
method  mentioned  in  the  Bible-.  Among 
other  techniques  used  ha\'e  been  prone  chest 
pressure,  and  chest  pressure  followed  by 
arm  or  hip  lift.  Most  of  these  techniques  ac- 
complish only  dead-space  ventilation,  al- 
though the  latter  two  also  yield  some  ah'eo- 
lar  ventilation.  Unfortunately  their  main  dis- 
advantage was  difficulty  with  the  airway, 
particularly  when  the}-  were  applied  by  lay- 
men. 

About  40  years  ago  the  tank  ventilator 
was  developed,  principally  for  the  treatment 
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of  patients  with  paralytic  poliomyelitis,  and 
was  enthusiastically  used,  together  with  the 
cuirass,  until  about  1948  to  1950'''.  Then 
Whittenberger''  and  other  authors  began  to 
write  about  the  problems  involved  in  the 
use  of  this  method  in  the  treatment  of  res- 
piratory failure  and  pulmonary  disease. 
Some  of  the  disadvantages  include  the  inac- 
cessibility of  the  patient  while  in  the  tank, 
the  difficulty  of  maintaining  a  clear  airway, 
particularly  when  complicated  by  secretions 
if  the  cough  reflex  is  suppressed,  and  the 
proximity  of  the  collar  of  the  tank  to  the 
tracheostoma. 

One  of  the  advantages  supposedly  offered 
by  the  tank  respirator  actually  represented 
a  misinterpretation  of  the  patient's  true 
state.  It  was  thought  that  the  negative 
pressure  within  the  tank  while  causing  in- 
spiration would  supplement  the  thoracic 
pump  and  help  return  blood  to  the  heart. 
Whittenberger  stated,  in  1950,  that  produc- 
ing a  positive  intrapulmonary  pressure 
while  leaving  the  pressure  around  the  body 
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constant  is  like  producing  a  negative  pres- 
sure around  the  body  while  leaving  the  in- 
trapulmonary  pressure  constant.  Both  pro- 
duce a  flow  of  air  into  the  lungs,  and  both 
decrease  venous  return  to  the  heart,  thus 
reducing  cardiac  output. 

In  the  middle  thirties,  Poulton  in  England 
and  Barach  in  the  United  States  began  using 
continuous  positive  presure  on  the  airway  to 
treat  pulmonary  disease' ■  ^'\  The  pressures 
ranged  from  13.  cm.  of  water  on  inspiration 
to  4  cm.  of  water  on  expiration.  The  dis- 
advantage, of  course,  was  that  the  positive 
pressure  never  allowed  the  chest  to  return 
to  a  normal  end-expiratory  volume,  and  that 
it  also  decreased  venous  return. 

During  World  War  II  continuous  positive 
IDressure  was  used  by  high  altitude  pilots', 
although  they  had  to  wear  a  pressure  suit 
to  maintain  venous  return  to  the  heart.  This 
development  was  followed  in  1947  by 
Barach 's  introduction  of  intermittent  posi- 
tive pressure  breathing  (IPPB)i-'^. 

While  work  was  being  done  with  IPPB  in 
the  United  States,  Europe  was  also  ha\'ing 
trouble  with  respiratory  failure.  From  1948 
to  1953  the  Scandinavian  countries  had 
several  polio  epidemics,  each  with  a  high  in- 
cidence of  the  bulbar  or  paralytic  type. 
There  were  so  many  cases  that  the  avail- 
able tanks  were  far  too  few.  Aside  from  the 
disadvantage  of  the  tank  respirator,  there 
were  not  enough  ventilators  of  any  type.  Pa- 
tients were  tracheotomized  and  ventilated 
through  an  anesthesia  machine  b}^  anesthe- 
tists, nurses,  medical  students,  and  others. 

In  1952  Lassen,  Ibsen,  and  others  in  Scan- 
dinavia treated  300  patients  by  prolonged 
artificial  ventilation.  Of  those  treated  by 
tank  ventilators,  80  per  cent  died  because 
of  respiratory  insufficiency.  Of  those  treated 
by  IPPB  (bag  or  mechanical),  40  per  cent 
died,  mostly  of  pulmonary  infections.  In- 
dications for  tracheotomy  were  the  same  in 
both  groups:  decreased  vital  capacity;  diih- 
culty  in  swallowing;  secretion  in  the  airway, 
with  a  weak  cough;  ascending  paralysis;  and 
signs  of  encephalitis". 

In  a  re\iew  of  4G2  cases  involving  res- 
piratory problems  from  1948  to  1959,  Head" 
reported  the  overall  effect  of  tracheostomy 
in  these  patients.   The   mortality   resulting 


from  tracheostomy  alone,  that  is,  in  patients 
who  might  have  survived  without  it,  was 
0.99c.  The  mortality  in  which  tracheostomy 
was  a  contributing  factor  but  was  neverthe- 
less mandatory,  was  5%.  Approximately 
38%  of  the  patients  were  salvaged  who 
would  have  died  had  it  not  been  for  tracheo- 
stomy. 

It  was  also  during  the  late  1940's  and 
early  1950's  that  Engstrom"'  began  to  de- 
velop his  ventilator — a  volume-cycled  ma- 
chine using  predetermined  ^•olumes  taken 
from  a  nomogram  for  each  patient. 

Interference  icith   Normal  Respiration 

Basically,  respiration  is  normally  main- 
tained by  the  level  of  carbon  dioxide  in  the 
arterial  blood,  and  to  a  lesser  extent  de- 
pend upon  the  hydrogen  ion  content  and 
oxygen  tension.  Respiratory  failure  may  be 
due  to  a  disease  of  the  lungs  which  inter- 
feres with  proijer  blood-gas  diffusion.  Crush- 
ing of  the  chest,  pneumothorax,  fracture  of 
the  ribs  and  puncture  of  the  lung,  as  well  as 
splinting  of  the  chest  for  pain  due  either  to 
accidental  trauma  or  thoracic  or  upper  ab- 
dominal surgery,  also  interfere  with  pul- 
monary ventilation.  In  any  of  these  situa- 
tions, ventilation  may  appear  to  be  normal 
or  adeciuate,  but  when  some  areas  are  un- 
der\-entilated  but  still  perfused,  consider- 
able right-to-left  shunting  of  unoxygenated 
blood  occurs.  Hypoventilation  can  be  treated 
with  oxygen  inhalation,  causing  an  increase 
in  hemoglobin  saturation;  but  carbon  dioxide 
accumulates,  causing  respiratory  acidosis 
and  eventually  narcosis. 

Of  increasing  importance,  we  are  today 
treating  patients  with  respiratory  failure 
due  to  conditions  other  than  those  already 
listed.  Among  them  are  carbon  monoxide 
poisoning,  Guillain-Barre  syndrome,  polio- 
myelitis, myasthenia  gravis,  barbiturate  poi- 
soning, overdosage  of  anesthetics  or  muscle 
relaxants,  tetanus,  metabolic  acidosis  fol- 
lowing open-heart  procedures,  and  severe 
shock. 

Requirements  of  the  "Ideal"  Ventilator 

The  ideal  ventilator  should  produce  ade- 
cjuate  ventilation  by  monitoring  tidal  vol- 
umes   and    airway    pressures.    Often    these 
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\'alues  are  misleading;  therefore  it  is  neces- 
sary to  sample  the  arterial  pCOi.,  pO:;,  and  pH 
as  a  guide  to  further  adjustments  and  treat- 
ment. The  peak  pressures  must  be  high 
enough  to  o\'ercome  increased  pulmonary- 
resistance,  but  the  mean  airway  pressure 
should  be  kept  low  to  avoid  interference 
with  venous  return  leading  to  a  decrease  in 
cardiac  output.  In  order  to  accomplish  this, 
the  ventilator  should  mimic  the  type  III 
pressure  cur\'e  of  Cournand,  which  produces 
a  mean  of  about  5  cm.  of  water  '■'■"'. 

The  Cournand  type  III  curve  can  be  de- 
scribed as  follows:  The  effect  of  IPPB  on  de- 
creasing cardiac  output  is  proportional  to 
the  mean.  The  best  type  of  mask  pressure 
curve  consists  of  a  rapidly  increasing  pres- 
sure during  inspiration,  with  inspiratory 
flow  rates  of  75  liters  or  more  per  minute, 
and  after  the  valve  cycles,  a  rapid  drop  in 
pressure  back  to  atmospheric,  with  the  res- 
piratory time  as  long  as  or  longer  than  the 
inspiratory  time. 

The  use  of  pressure  breathing  promotes 
bronchial  drainage  and  enables  the  patient 
to  cough  up  retained  secretions,  since  air 
must  pass  beyond  the  retained  secretions  in 
order  to  produce  an  effective  cough  mechan- 
ism. 

In  the  patient  with  emphysema,  low  in- 
spiratory flow  rates  ranging  from  30  to  40 
liters  per  minute  are  used,  with  a  slight 
positive  pressure  on  expiration  to  prevent 
collapse  of  the  terminal  bronchioles  and  air 
trapping. 

The  first  effect  of  increased  expiratory 
resistance,  as  in  patients  with  asthma, 
chronic  bronchitis  and  obstructive  emphy- 
sema, is  a  reduction  in  minute  ventilation. 
If  additional  time  is  not  available  for  ade- 
ciuate  tidal  respiration,  the  functional  resi- 
dual volume  increases. 

The  ventilator  should  function  with  room 
air  or  less  than  a  oOVf  concentration  of  oxy- 
gen in  a  non-rebreathing  circuit.  The  addi- 
tion of  a  circle  system  with  rebreathing  and 
carbon  dioxide  absori^tion  adds  to  the  com- 
plexity of  the  method  and  the  complications 
that  may  develop.  Simplicity  and  reliability 
are  key  words  for  the  design  of  a  ventilator. 

Humidification  must  be  adequate  to  com- 
pensate  for   the  deficit   of  water   vapor   in 


room  air  or  dry  gases  at  room  temperature. 
In  addition,  there  must  be  enough  excess 
water  to  satvu'ate  the  air  when  the  tempera- 
ture rises  from  ambient  levels  to  that  of  the 
patient's  trachea.  How  this  can  be  accom- 
plished is  somewhat  a  controversial  cjues- 
tion,  some  authors  utilizing  steam  from  a 
"hot  pot"  and  others  depending  upon  nebu- 
lizers whose  particles  measure  from  0.5  to 
1.0  microns'"''". 

IPPB  machines  should  also  have  some 
method  of  assisting  the  patient's  own  in- 
spiratory efforts.  A  controller  would  not 
need  this  device. 

Automatic  compensation  for  leakage  is 
necessary  for  the  patient's  safety.  In  the 
same  line,  a  circuit  should  be  provided  to 
alarm  when  the  patient  is  not  getting 
enough  air.  The  best  place  for  determining 
this  modality  would  be  at  the  airway. 

Hai-jtifiil  Effects 

The  harmful  effects  of  controlled  or  as- 
sisted ventilation  upon  the  cardiovascular 
system  are  exerted  upon  the  heart  itself  and 
the  pulmonary  circulation.  The  main  effects 
are  interference  with  the  pulmonary  circula- 
tion by  retarding  flow  during  positive  pres- 
sure, and  elevating  the  mean  thoracic  pres- 
sure, which  ordinarily  measures  about  — 4 
cm.  of  water.  This  shift  in  the  mean  toward 
the  positive  mode  reduces  venous  return  to 
the  heart  and  cardiac  output.  Most  normal 
patients  are  able  to  compensate  by  increas- 
ing the  peripheral  venous  pressure. 

Cardiac  tamponade  can  occur  if  the  pres- 
sure is  high  and  prolonged.  This  further  re- 
duces cardiac  output  by  reducing  the  filling 
\-olume  of  the  ventricles  and  thus  the  stroke 
volume. 

Other  harmful  effects  of  posit i\e  pressure 
breathing  invol\-e  the  risk  of  damage  to  the 
lung.  The  lung  can  ordinarily  tolerate  pres- 
sures of  80  to  90  cm.  of  water,  and  even  high- 
er, but  the  maximum  safe  pressure  is  70  cm. 
of  water.  However,  if  splinting  is  employed 
to  prevent  overexpansion  of  the  chest  and 
displacement  of  the  diaphragm,  pressures 
as  high  as  260  cm.  of  water  can  be  used 
without  damage  to  the  lung'-'*. 

To  minimize  the  potential  harmful  effects 
of  positive  pressure,  several  things  can  be 
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done.  The  pressure  can  be  maintained  as 
short  a  time  as  possible  in  keeping  with 
proper  tidal  volumes  and  oxygenation.  The 
inspiratory  time  should  be  shorter  than  the 
expiratory  time,  to  permit  a  return  to  nor- 
mal end-expiratory  volumes  and  allow  time 
during  the  expiratory  period  for  venous  pres- 
sure adjustments  to  accomplish  cardiac  fill- 
ing. The  lungs  should  be  inflated  as  rapidly 
as  possible  in  keeping  with  their  state  of 
health,  more  time  being  allowed  in  obstruc- 
tive disease,  and  less  in  patients  with 
healthy  lungs.  Again,  expiratory  resistance 
should  be  low,  to  allow  a  return  to  end- 
expiratory  volumes  and  reduce  vascular  ob- 
struction by  positive  pulmonary  pressure. 
Cutting  down  dead  space  by  the  use  of  an 
endotracheal  tube  or  tracheotomy  increases 
alveolar  ventilation  with  the  same  tidal  vol- 
umes. Negative  pressure  in  the  airway,  eith- 
er continuous  or  intermittent,  during  the 
expiratory  phase  can  compensate  for  inspir- 
atory positive  pressure,  thus  effectively  re- 
ducing the  mean  intrapulmonary  pressure. 
Of  course,  negative  pressure  has  the  dis- 
advantage of  "trapping"  air  in  some  pa- 
tients, particularly  those  with  mucosal 
edema  and  dilated,  diseased  bronchi  with 
loss  of  elastic  tissue.  Even  in  these  states, 
however,  negative  pressure  can  be  phased  so 
that  it  would  occur  only  after  air  flow  had 
ceased.  Negative  pressure  is  especially 
necessary  in  patients  with  loss  of  vasomotor 
tone,  barbiturate  intoxication,  spinal  anes- 
thesia, or  hemorrhagic  shock. 

Physical  Aspects  of  Automatic 
Ventilators'^^ 

Essentially  there  are  two  types  of  positive 
pressure  machines.  One  is  the  floiv  genera- 
tor,  which  controls  volume  and  flow  regard- 
less of  the  characteristics  of  the  lung.  The 
pressure  is  determined,  however,  by  the  lung 
and  its  compliance,  by  airway  resistance, 
and  by  the  health  of  the  distal  functional 
lung.  Examples  are  the  Engostrom,  the 
Morch,  and  the  Bird  (100':f  oxygen).  The 
pressure  generator  determines  the  pattern 
of  pressure  in  the  machine,  but  the  flow  and 
volume  are  the  result  of  effects  in  the  lung 
itself.  Examples  are  the  Bennett,  the  Bird 
(or  mix),  and  the  Monaghan. 


Inspiratory  phase 

The  type  of  ventilation  produced  depends 
upon  the  methods  of  introducing  air  into  the 
lungs.  The  flow  generator  uses  either  a 
constant  or  a  sine  wave  flow  that  introduces 
air  into  the  lung  at  a  fairly  constant  linear 
rate.  Pressure  in  the  alveolae  reaches  a  peak 
relatively  late  in  the  cycle. 

Pressure  generators  produce  flow  by  a 
pressure  differential  between  the  mouth  and 
the  alveolae.  High  pressure  occurs  early  in 
the  cycle,  and  a  cycle  longer  than  1.5  sec- 
onds provides  very  little  increase  in  tidal 
air.  Volumes  occur  sooner  than  with  the 
flow  generator,  but  may  not  ventilate  as 
well  if  the  pressure  limit  is  not  set  at  an 
optimum  le\'el.  This  is  because  if  tubulence 
occurs  in  the  airway,  a  shock  wave  is  trans- 
mitted back  to  the  pressure-limiting  device, 
causing  the  machine  to  cycle  off. 

The  change-over  to  the  expiratory  phase 
can  be  (1)  time-cycled,  controlled  by  a  pre- 
fixed ratio  of  time  of  inspiration  to  expira- 
tion; (2)  pressure-cycled,  when  a  rotary 
valve,  diaphragm,  or  magnet  is  overcome  to 
cause  the  machine  to  cycle  off;  (3)  volume- 
cycled,  when  a  certain  \'olume  leaves  the 
machine  although  air  does  not  necessarily 
get  into  the  lungs;  (d)  volume-cycled,  by  a 
limiting  device  surrounding  the  chest  wall 
of  the  patient,  guaranteeing  a  certain  vol- 
ume; (5)  combined  time-  and  pressure- 
cycled. 

Expiratory  phase 

Flow  generator  machines  control  the  dis- 
charge of  air  from  the  lungs  either  by  me- 
chanical linkage,  by  being  open  to  ambient 
air,  by  constant  negative  airway  pressure, 
or  by  various  wave  forms  produced  by  dif- 
ferent cams  on  a  mechanical  device. 

In  pressure  generator  machines,  air  in  the 
lungs  is  connected  to  the  atmosphere,  and 
pressure  in  the  lungs  causes  flow  from  the 
lungs.  Some  of  the  machines  supply  nega- 
tive pressure  either  during  the  entire  cycle 
or  only  at  the  end.  They  can  produce  posi- 
tive exhalational  pressure  or  resistance  dur- 
ing most  of  the  expiratory  phase,  with  nega- 
tive pressure  after  all  flow  has  ceased.  Nega- 
tive pressure  is  produced  by  weight  on  a 
bellows  bag,  pull  of  a  piston  in  a  cylinder. 
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or  air  entrainment  by  use  of  an  injector  or 
Venturi. 

When  the  expiratory  phase  is  complete, 
the  change  to  in.spiration  can  be  (1)  time- 
cycled,  if  the  respirations  are  controlled; 
(2)  pressure-cycled,  inspiration  usually 
starting  when  there  is  still  some  air  left  in 
the  lungs;  (.3)  volume-cycled,  mechanically 
triggered  when  a  set  volume  is  exhaled;  (4) 
patient-cycled,  when  the  patient  pneumatic- 
ally trijDS  a  magnet,  diaphragm,  or  valve. 

Fresh  gas  jlow 

The  part  fresh  gas  flow  plays  in  ventila- 
tion must  be  understood  or  false  reliance 
may  be  placed  on  excursions  of  the  reservoir 
bag.  In  the  non-breathing  techniciue,  with 
fresh  gas  flowing  only  on  inspiration,  the 
volume  inspired  is  also  expired. 

When  used  to  operate  a  reservoir  bag  in 
a  circle  system,  however,  the  supply  of  fresh 
gas  can  either  add  to  or  substract  from 
the  volume  reaching  the  patient,  depending 
upon  when  the  excess  gas  is  discharged. 
When  fresh  gas  is  added  continuously 
throughout  the  cycle,  the  flow  during  in- 
spiration must  be  added  to  the  \-olume  re- 
ceived by  the  patient.  This  volume  can  be 
determined  by  obstructing  the  flow  of  gas 
from  its  source  and  operating  the  venti- 
lator in  a  completely  closed  circle  for  sev- 
eral cycles.  The  volimre  will  be  seen  to  be 
half  again  as  great  as  before,  since  the  con- 
tribution ciuring  inspiration  is  usually  add- 
ed on  the  inhalational  side  of  the  circle. 

The  discharge  of  excess  gas  flow  is  impor- 
tant in  that  if  spillover  takes  place  during 
inspiration,  the  volume  entering  the  lungs 
will  be  the  tidal  volume  less  the  fresh  gas 
flow.  If  no  consideration  is  given  to  the  loss, 
especially  if  the  patient  is  being  ventilated 
by  excursions  of  the  bag.  hypoventilation 
may  result.  The  best  spillover  should  occur 
before  inspiration  starts  or  before  the  in- 
spiratory volume  is  measured. 

Minute  volume  produced  by  the  ventilator 
is  influenced  by  changes  in  compliance  and 
the  development  of  leaks.  Most  \-entilators 
become  inefficient  when  these  changes  oc- 
cur However,  compensation  can  be  effected 
on  these  machines,  which  can  adjust  to 
changes   in   compliance    or   to    leakage.    In 


the  former,  a  pneumatic  sensing  device 
strapped  around  the  chest  guarantees  maxi- 
mum chest  expansion,  effectively  ventilat- 
ing the  patient  despite  great  changes  in 
compliance. 

During  anesthesia,  ventilators  can  be  sub- 
stituted for  the  hand  on  the  bag  as  long  as 
one  assumes  that  mechanical  ventilation, 
in  its  refined  state,  is  more  precise  and  cer- 
tain than  ventilation  by  hand.  Mechanical 
ventilators  produce  a  predetermined  pattern 
of  respiration  and  maintain  it  for  hours.  Un- 
fortunately, in  addition  to  the  disadvantages 
listed  later,  the  pattern  is  too  regular  and 
should  be  by-passed  occasionally  to  allow 
manual  ventilation  to  "sigh"  the  lung,  thus 
helping  prevent  the  spotty  atelectasis  that 
occurs  while  the  patient  is  under  anesthesia 
with  regular  tidal  volumes. 

An  experimental  ventilator  that  was 
originally  developed  to  ventilate  large  ani- 
mals such  as  the  horse  and  the  cow  pro- 
duces flows  of  200  liters  per  minute  and 
pressures  of  200  mm.  of  mercury"*.  When 
used  for  human  beings,  this  machine,  cyc- 
ling at  rates  of  40  to  60  per  minute,  has  prov- 
ed beneficial  to  some  patients  manifesting 
the  "oxygenator  syndrome"  following  heart- 
lung  by-pass.  It  has  been  suggested  that  the 
success  of  this  machine  where  others  had 
failed  was  due  not  to  ventilation,  but  to 
pneumatic  systole.  ComjDaring  the  ventilator 
cycle  to  the  arterial  pressure  curves  and 
electrocardiographic  tracings,  pneumatic 
systole  i^roduced  a  rise  in  arterial  pressure. 
These  patients  had  weak,  large  hearts  with 
poor  ejection  because  of  myocardial  stretch- 
ing, 

LiDtitations  and  Dangers  of  IPPB 

The  following  limitations  and  ri.sks  of  in- 
termittent positi\'e  pressure  breathing 
should  be  noted: 

1.  General  contraindications:  Hemoptysis, 
active  tuberculosis,  mediastinal  emphysema, 
tension  pneumothorax,  myocardial  infarc- 
tion, severe  coronary  insufficiency,  bullous 
emphysema,  and  the  physician's  lack  of 
familiarity  with  the  equipment  are  definite 
contraindications  to  IPPB, 

2.  Insufficient  dilution  of  bronchodilator 
drugs:  With  side-arm  nebulizers,  the  solu- 
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tion  should  be  about  twice  the  strength  used 
with  mainline  nebulizers,  because  of  the 
more  efficient  pick-up  with  the  latter. 

3.  High  cycling  pressures:  Ventilators 
should  be  adjusted  to  low  pressures  for  pa- 
tients with  obstructive  disease,  or  to  a  limit 
of  30  to  40  cm.  of  water  for  high  resistance, 
as  in  infant  airways^-. 

4.  High  inspiratory  flow  rates  should  be 
adjusted  from  5  liters  per  minute  to  60  liters 
per  minute. 

5.  Negative  phase:  Although  effective  in 
certain  situations  already  described,  nega- 
tive pressure  is  definitely  contraindicated  in 
the  patient  with  pulmonary  edema. 

6.  Retard  on  exhalation  valve:  This  de- 
vice constitutes  a  relative  danger  and  should 
not  be  used  continuously  for  long  periods. 

7.  Lejt  heart  failure  and  pulmoyiary 
edema:  Although  congestive  heart  failure 
is  not  a  contraindication  to  IPPB,  use  of  the 
method  in  this  condition  should  be  limited 
to  physicians  who  are  competent  to  use  the 
equipment. 

8.  Right  heart  failure. 

Summary 

Patients  with  pulmonary  disease  and  res- 
piratory failure  have  been  given  new  high- 
ways to  partial  or  complete  recovery  by  the 
development  of  mechanical  ventilators. 
These  machines  are  being  refined  and  tail- 
ored to  fit  all  forms  of  respiratory  disease. 
As  additional  studies  point  to  further 
changes  necessary  in  treating  patients  with 
such  disorders,  artificial  ventilators  should 
be  i'e-evalua:ted  at  frequent  intervals  to 
modify  their  function  and  our  use  of  them. 
This  paper  presents  a  modest  review  and 


discussion  of  present  day  thinking  concern- 
ing the  physical  aspects  of  such  machines.. 
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CoryneDacterium  Acnes— A  Cause  or  Meningitis 


Odell  C.   Kimbrf.ll,   Jr.,    M.D. 
Raleigh 


The  genus  Corynebacterium  is  composed 
of  the  diphtheria  baciUus  and  other  mic- 
robes referred  to  as  diphtheroids  or  dipli- 
theroid  bacilli.  Diphtheria  bacilli  are  widely 
known  and  highly  respected  for  the  toxin 
they  produce,  while  the  diphtheroids  are  re- 
garded as  non-toxin-producing  saprophytes. 
The  diphtheroid  bacilli  most  commonly  ob- 
served in  man  are  three:  C.  -pseudodiphtheri- 
cu»}.  C.  xerosis,  and  C.  acnes'^. 

C.  acnes  was  first  obser\-ed  by  Unna 
(1896)  in  histologic  sections  of  acne  come- 
dones and  first  grown  in  pure  culture  from 
acne  pustules  by  Sabouraud  (1897)-.  It  is 
widely  scattered  and  constitutes  a  significant 
part  of  noi-mal  human  skin  flora.  This  or- 
ganism is  \'ariably  anaerobic  in  that  most 
strains  prefer  anaerobic  conditions  but  may 
grow  in  air  with  a  heavy  inoculum.  They 
vary  from  uniform  short  plump  rods,  often 
in  A^-shaped  pairs  under  anaerobic  condi- 
tions, to  diphtheroid  clubbing  and  e\'en  rudi- 
mentary branching  under  aerobic  condi- 
tions--'. At  various  times  it  has  been  refer- 
red to  as  C.  liquijaciens  and  Propioiuhacter- 
ium  acnes. 

Since  its  identification,  ^•arious  authors'"'" 
ha\'e  suggested  that  on  unexplained  oc- 
cisions  C.  acnes  may  become  virulent  for 
man.  The  microbes  in  se^'eral  of  these  re- 
corded cases  were  shown  to  be  pathogenic 
for  animals  and  in  one  case  to  produce  a 
toxin.  In  this  paper  I  shall  present  a  similar 
case  and  review  previous  contributions. 

Case  Report 

An  11  year  old  white  female  suddenly  expe- 
rienced generalized  headache  and  dizziness  while 
attending  the  North  Carolina  State  P'air,  October 
17.  1961.  That  night  her  temperature  rose  and  she 
vomited.  These  complaints  were  still  present 
the  following  day  on  admission  to  the  hospital. 
Dizziness  (a  staggering  from  side  to  side,  espe- 
cially just  after  stooping)  had  been  noted  with 
increasing  frequency  during  the  preceding  two 
j'ears.  She  had  been  normal  when  examined  by  a 
physician  in  the  past.  Cutaneous  infections  and 
rashes  had  never  been  a  problem. 

On  admission  the  oral  temperature  was  101  F, 


respirations  IS/min..  pulse  90/min.,  and  blood 
pressure  120  mm.  Hg.  Except  for  some  nuchal 
rigidity,  no  other  significant  changes  were  noted. 
The  thi'oat  and  ears  appeared  normal;  no  cutan- 
eous lesions  were  present. 

Immediately  after  entrance  to  the  hospital  a 
lumbar  puncture  was  performed,  revealing 
slightly  cloudy  fluid  under  an  opening  pressure 
of  220  mm.  of  water.  The  total  white  cell  count 
was  3,400/cu.  mm.  (virtually  all  granulocytes), 
total  protein  49  mg./lOO  ml.;  and  sugar  75  mg./ 
100  ml.  The  venous  blood  sugar,  determined  at 
the  same  time,  was  111  mg./lOO  ml.  The  Gram 
stain  and  methylene  blue  fluid  smears  showed 
man>-  segmented  leukocytes  in  a  state  of  disrup- 
tion. Several  observers  thought  they  saw  gram- 
positive  cocci. 

Other  initial  laboratory  findings  were  as  fol- 
lows: hemoglobin  13. G  Gm.,  hematocrit  40%,  white 
blood  cell  count  15,000/cu.  mm.,  with  86%  poly- 
morphonuclears, 7%  lymphocytes,  and  7%  mono- 
cytes. Results  of  urinalysis  were  normal,  and 
VDRL  was  nonreactive.  X-rays  of  the  chest  and 
skull  were  normal. 

Along  with  routine  suppoi'tive  care,  1,000,000 
units  of  aqueous  penicillin  G  was  administered 
intramuscularly   every    four    hours. 

Within  40  hours  the  temperature  and  venous 
white  blood  cell  count  returned  to  normal  and 
sta^-ed  there.  Examination  of  the  spinal  fluid 
following  a  traumatic  lumbar  puncture  done  on 
October  23  disclosed  1,820  red  blood  cells/cu.  mm., 
5  segrnented  leukocytes/cu.  mm.,  135  mononu- 
cluear  leukocytes/cu.  mm.,  and  total  protein  40 
mg./lOO  ml.  By  this  time  the  first  spinal  fluid 
culture  report*  was  available.  In  the  light  of  a 
possible  r.  diphtheria  meningitis,  the  patient  was 
evaluated  closely  for  signs  of  paralysis.  No  so- 
matic muscle  weakness  was  detected.  The  heart 
sound,  heart  size,  pulse  rate,  and  blood  pressure 
reading  remained  normal.  No  pericardial  friction 
rub  was  heard.  The  serum  glutamic  oxaloacetic 
transaminase  was  17  units/100  ml.  (normal,  0-40 
units)  when  the  first  electrocardiogram  (October 
24,  1961)  outlined  definite  T  wave  changes. 

On  October  23  the  antibiotic  medication  was 
changed  to  procaine  penicillin  G,  600,000  units 
every  eight  hours,  and  gradually  decreased  until 
administration  was  stopped  after  25  days.  During 
this  time  0.5  Gm.  of  Probenecid  was  given  four 
times  a  day. 

Before  the  patient  was  discharged  from  the 
hospital  on  November  4,  a  lumbar  puncture  was 
completed,  showing  an  opening  spinal  fluid  pres- 
sure  of   170  mm.   of  water,   2   segmented  leuko- 
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cj'tes/cu.  mm..  16  mononuclear  leukocytes/cu. 
mm.,  and  total  protein  28  mg./lOO  ml. 

Except  for  an  unexplained  fever  lasting  48 
hours  at  Thanksgiving,  she  remained  essential- 
ly asymptomatic  at  home.  Because  of  the  unusual 
spinal  fluid  cultures,  she  returned  to  the  hospital 
on  December  3,  1961,  for  follow-up  evaluation. 

Examiation  and  routine  laboratory  data  at 
this  time  were  unremarkable.  The  total  serum 
proteins  and  their  electrophoretic  pattern  were 
normal.  A  lumbar  puncture  revealed  an  opening 
fluid  pressure  of  130  mm.  of  water,  3  white  blood 
cells/cu.  mm.,  sugar  72  mg./lOO  ml.,  and  total 
protein  24  mg./lOO  ml.  The  electrocardiogram  was 
repeated  and  compared  with  earlier  ones. 

The  initial  12-lead  electrocardiograms  recorded 
Pardee  type  T  wave  inversion  varjing  in  depth 
from  0.5  mm.  to  2.0  mm.  in  all  leads  except  AVR 
and  AVL.  In  AVL  the  T  was  essentially  isoelec- 
tric. Serial  tracings  (total  of  five,  the  last  four 
being  obtained  when  the  patient  was  afebrile) 
outlined  gradual  return  of  normal  positive  T 
waves  and  normal  ST  configuration  in  all  leads 
except  L  III  and  AVF.  On  the  last  tracing  (De- 
cember 22,  1961)  the  T  was  inverted  to  a  depth 
of  1.5  mm.  in  L  III  and  almost  isoelectric  in  AVF 
(slightly  diphasic).  The  rest  of  the  EKG  patterns 
were  similar  except  qRs  V^  on  the  initial  record- 
ing with  qS  present  at  Vj  on  the  remaining 
four  tracings.  Transition  zone  was  between  Vo 
and  Vg.  The  axis  was  intermediate.  These  serial 
tracings  were  interpreted  as  either  evidence  of 
myocarditis  or  nonspecific  ST  and  T  changes. 

Bacteriology 

All  four  spinal  fluid  specimens  were  cultured 
in  fluid  thioglycollate  medium  as  well  as  plain 
and  chocolate  blood  agar  plates.  All  were  incubat- 
ed at  37  C,  with  the  chocolate  agar  plate  in  a 
candle  jar.  The  plate  cultures  were  discarded 
after  48  hours  since  no  growth  was  present.  On 
the  fifth  day  of  incubation  a  few  spherical,  com- 
pact, easily  emulsified  white  colonies  were  noted 
to  be  floating  in  the  fluid  thioglycollate  medium 
of  the  first  two  spinal  fluid  specimens.  Appro- 
priate staining  and  study  of  these  colonies  char- 
acterized the  organisms  as  non-sporogenous,  non- 
encapsulated,  non-motile,  non-acid-fast,  gram-posi- 
tive bacilli,  with  many  pleomorphic  club-shaped 
and  dumbbell-shaped  forms  arranged  in  pali- 
sades, short  chains,  or  "Y"  forms.  All  these  char- 
acteristics are  compatible  with  typical  Corynebac- 
teriuni.  Neutrapen  penicillinase  (800,000  units) 
was  added  to  the  last  three  specimens  before 
culturing.  The  third  and  fourth  spinal  fluid  speci- 
mens failed  to  show  any  microbic  growth. 

After  subcultures  were  established  on  Loef- 
flers's  medium,  samples  were  sent  to  the  Com- 
municable Disease  Center  (CDC)  in  Atlanta, 
Georgia,  and  others  to  the  Microbiology  Depart- 
ment of  the  North  Carolina  Memorial  Hospital 


of  the  University  of  North  Carolina  at  Chapel 
Hill.  A  rabbit  virulence  test  (Schaub's  methodn) 
done  at  the  University  of  North  Carolina  Micro- 
biology- Department  was  positive  for  the  presence 
of  a  diphtheria-type  toxin,  and  the  organism  was 
reported  as  C.  diphtheriae.  Cultures  from  both 
spinal  fluid  specimens  were  classified  by  the  CDC 
as  C.  acnes;  the  CDC  did  not  perform  a  virulence 
test.  Because  the  CDC  had  identified  the  organism 
as  C.  aenes  on  two  separate  occasions,  and  after 
investigations  particularlj'  directed  toward  iden- 
tification rather  than  virulence,  their  classifica- 
tion was  accepted. 

Attempts  to  preserve  the  bacteria  by  freezing 
were  a  failure. 

Initially  this  appeared  to  be  a  case  of  C.  diph- 
theriae meningitis;  therefore,  cultures  of  the  naso- 
pharynx of  all  persons  (including  the  phj^sician) 
coming  in  contact  with  the  original  spinal  fluid 
samples  were  obtained  and  failed  to  grow  any 
similar  organisms.  C.  acnes  was  not  grown  from 
any  of  the  other  numerous  spinal  fluid  cultures 
at  this  laboratory  until  almost  two  years  after 
this  patient's  stay  in  the  hospital.  In  the  summer 
of  1963  two  unrelated  spinal  fluid  specimens 
grew  this  diphtheroid.  Re-examination  for  pos- 
sible sources  of  contamination  resulted  in  the  cul- 
turing of  C.  acnes  from  a  sterilized  but  unused 
routine  lumbar  puncture  tray. 

Discussion 

Corynebacteriuvi  acnes  is  widely  distrib- 
uted. It  is  known  to  be  a  common  inhabitant 
of  man's  sebaceous  glands,  skin,  mucous 
membranes,  and  intestinal  tract.  It  has  been 
obtained  from  domestic  and  wild  animals 
and  from  sewage^-^.  Several  authors  (mainly 
at  the  turn  of  the  century)  noted  the  pure 
culture  of  C.  acnes  from  blood  specimens 
and  tymph  nodes,  usually  in  terminal  ill- 
nesses such  as  malignant  lymphomas-''"''^. 
Generally  these  occurrences  have  been  con- 
sidered as  contaminants  picked  up  from  the 
skin  by  a  hypodermic  needle. 

Can  a  known  saprophyte  under  favorable 
or  extenuating  circumstances  become  viru- 
lent? Can  Corynehacterium  acnes  under  ex- 
posure to  an  unknown  bacteriophage  become 
toxigenic  as  has  been  demonstrated  in  tests 
with  C.  diphtheriae  organisms^-""? 

More  recently  C.  acnes  has  been  consid- 
ered in  the  bacterial  etiology  of  acne  pus- 
tules. Pochi  and  Strauss^**  have  repeatedly 
grown  this  diphtheroid  from  acne  lesions 
using  deep  culture  techniques;  Olansky  and 
Tully"  have  had  promising  results  using 
C.  acnes  vaccine  as  a  desensitizing  agent. 
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Rpported  Cases  of  Meningitis  Due  to  an  Organism 
Kesenibling  C.  acnes 


Authors 

Number 

Path 

ogenic 

Toxin- 

Motil 

of  cases 

for  animals 

producing 

Atkinson,  1917« 

5t 

no 

X 

none 

Dick,  1920T 

yes 

X 

X 

Schultz,  et  al.,  19338 

yes 

X 

X 

Tesdal,  19345 

yes 

no 

X 

Gibson,  19359 

yes 

yes 

none 

Shew,  Turk,  1954" 

yes 

X 

X 

t  All  chUdren 

X  Not  recorded 

I  have  been  able  to  find  references  to  10 
cases  of  meningitis  in  wliich  pure  cultures 
of  an  organism  resembling  C.  acnes  were  ob- 
tained. These  are  outlined  in  Table  1.  Those 
in  which  no  mention  of  mortality  was  re- 
corded could  possibly  have  been  of  the  Lis- 
terella  genus. 

To  this  evidence  that  the  diphtheroid  C. 
acnes  may  for  yet  unexplained  reasons  be- 
come pathogenic  and  toxigenic,  I  wish  to 
add  the  present  case.  As  outlined  in  this  re- 
port, the  organism  was  grown  from  the  ini- 
tial two  of  four  separate  spinal  fluid  speci- 
mens; electrocardiographic  changes  were 
documented;  and  the  organism  was  shown 
to  be  a  toxin-producer.  No  source  of  contami- 
nation could  be  uncovered  at  that  time.  I  do 
not  believe  that  the  discovery  of  C.  acnes  as 
a  spinal  tray  contaminant  nearly  two  j^ears 
later  at  the  same  institution  is  grounds  for 
dismissal  of  the  significance  of  this  case. 

C  07}  elusion 

The  identification  in  unusual  circum- 
stances of  a  microorganism  which  is  custo- 
marily thought  to  be  nonpathogenic  moti- 
vates one  to  consider  whether  such  results 
are  significant.  In  many  instances  it  is  easy 
to  assume  that  one  is  dealing  with  a  contami- 
nant of  a  particular  culture,  but  in  this  case 
we  are  dealing  with  the  diphtheroid  Cory- 
nebacterium  acnes,  which  has  taken  on  an 
exceptional  relationship  to  its  host.  It  has 
shed  its  role  as  a  saproph5'te  and  aggressive- 
ly infected  a  member  of  the  human  species. 
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Blunt  Ortital  Trauma  as  a  Cause  or  Optic  Atropny 


Alan  Davidson,  M.D. 
New  Bern 


This  paper  presents  three  cases  of  optic 
atrophy  resulting  from  blunt  orbital  trauma; 
it  reviews  the  literature  and  discusses  the 
problem. 


Case  Reports 


Case  1 


A  pretty,  24  year  old  mother  placed  her  baby 
in  a  play  pen  on  the  floor,  stood  up,  turned,  and 
stepped  directly  into  the  metal  rod  of  a  towel 
rack  fastened  to  the  wall.  The  rod  struck  her  in 
the  upper  inner  aspect  of  the  right  orbit,  one- 
half  centimeter  above  the  inner  canthus.  The 
rod  was  one-quarter  inch  square,  14  inches  long, 
and  had  rounded  corners.  The  immediate  pain 
was  so  intense  that  she  sank  to  her  knees,  but 
did  not  lose  consciousness.  She  noted  immediate 
loss  of  vision  in  the  eye,  and  on  looking  in  the 
mirror,  was  horrified  by  her  appearance.  She 
was  seen  by  me  within  30  minutes  after  the  acci- 
dent. 

The  first  impression  was  of  a  tremendous  right 
exophthalmos.  The  eyeball  was  almost  pushed 
out  between  the  lids,  which  felt  very  tense  and 
could  not  be  closed;  the  lid  aperture  measured 
16  mm.;  the  eyeball  itself  was  immovable.  There 
was  no  chemosis  or  subconjunctival  hematoma. 
There  was  a  small  laceration  of  the  upper  lid 
where  the  rod  had  impinged.  There  was  light 
perception  in  the  temporal  field,  and  the  visual 
fields  could  not  be  measured.  The  pupil  was 
fully  dilated  and  did  not  react  to  light,  either 
directly  or  consensually,  nor  to  accomodation. 
The  intraocular  tension  was  17/7.5  gram  Schiotz. 
The  corneal  reflex  was  absent. 

The  striking  ophthalmoscopic  abnormality  was 
a  marked  pulsation  of  all  the  retinal  veins.  The 
caliber  of  the  retinal  arterioles  was  diminished. 

Vision  was  20/20  in  the  other  eye  (left),  which 
was  normal  in  every  aspect. 

The  patient  was  immediately  hospitalized, 
given  1  ml.  of  streptodormase-streptokinase  intra- 
muscularly, and  sedated.  Two  hours  after  injury 
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the  laceration  was  explored  and  sutured.  There 
was  no  penetration  of  the  orbicularis  oculi.  Five 
hundred  turbidity  units  of  hyaluronidase  in  1  ml. 
of  2  per  cent  Xylocaine  with  adrenalin  was  in- 
jected into  the  muscle  cone  by  the  usual  route  in 
the  outer  lower  aspect  of  the  orbit.  The  orbit  was 
vigorously  massaged  for  10  minutes.  The  patient 
suddenly  exclaimed,  "I  can  see  better!"  and  was 
able  to  count  fingers  three  feet  distant  in  the 
temporal  field.  A  16-gauge  needle  inserted  into  the 
retrobulbar  area  yielded  no  blood.  The  proptosis 
was  definitely  reduced.  The  intraocular  tension 
was  8/7.5  gram  Schiotz.  The  lid  aperture  was 
reduced  to  7  mm.,  and  the  upper  lid  could  be 
moved  down  to  cover  the  entire  cornea. 

Because  of  the  improved  vision,  reduced  exoph- 
thalmos, and  evidence  of  lateral  rectus  activity, 
it  was  decided  not  to  explore  the  orbit.  The  pa- 
tient was  started  on  a  regimen  of  1.0  ml.  of 
streptodornase-streptokinase  given  intramuscu- 
larly every  6  hours,  hot  compresses  to  the  eye 
for  one  hour  three  times  daily,  sedation,  and 
antibiotics.  Hourly  observations  disclosed  gradual 
changes  during  the  next  9  hours.  Three  hours  af- 
ter the  injury  she  could  count  fingers  at  five 
feet  in  the  temporal  field.  After  6  hours  chemosis 
began  to  develop.  At  18  hours  the  striking  venous 
pulsation  ceased  and  the  retinal  arterioles  re- 
turned to  normal  size.  The  lid  gap  diminished  to 
3  mm.  There  was  complete  loss  of  the  nasal  field 
of  vision. 

Twenty-four  hours  after  the  injury,  a  subcon- 
junctival hematoma  began  to  appear  in  the  upper 
nasal  aspect  of  the  eyeball  and  at  36  hours  had 
enclosed  the  entire  globe.  The  proptosis  began 
to  subside  rapidly  at  this  point,  and  it  became 
evident  that  there  was  complete  oculomotor 
paralysis. 

There  were  no  significant  retinal  changes  until 
the  eighth  day  after  the  injury,  when  there  ap- 
peared to  be  fewer  tiny  blood  vessels  on  the  right 
optic  disc  than  on  the  left.  By  then  the  corneal 
reflex  had  returned  and  much  of  the  orbital  and 
lid  swelling  was  gone.  Twenty-three  days  after 
injury  there  was  generalized  pallor  of  the  disc. 
The  field  showed  a  vertical  hemianopsia  that 
split  the  fixation  area.  The  patient  could  count 
fingers  at  five  feet  in  the  temporal  field.  On  the 
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twenty-sixth  clay  the  upper  hd  spontaneously 
opened  about  5  mm,  and  remained  opened  until 
the  patient  went  to  bed,  but  the  following  morn- 
ing it  was  completely  closed  again;  by  mid-day 
there  was  a  complete  return  of  oculomotor  func- 
tion. The  extraocular  muscles  were  normal  and 
coordinated.  The  pupils  were  round,  regular  and 
equal,  and  reacted  to  light  and  accomodation.  The 
\usual  acuity  was  unchanged. 

Nine  years  later  the  patient  could  count  fingers 
at  five  feet  in  the  temporal  field  of  the  right  eye. 
The  right  pupil  was  slightly  larger  than  the  left. 
It  reacted  sluggishlj'  to  light  and  normally  to  ac- 
comodation; the  consensual  reaction  was  normal. 
Tension  in  the  right  eye  was  10  Schiotz.  Oph- 
thalmodynamometry, with  the  patient  in  the  sit- 
ting position,  was  90/40  in  both  eyes.  The  disc 
was  sharply  outlined  and  very  pale.  No  tiny  stu'- 
face  vessels  were  present.  The  cribiform  plate 
was  visible,  but  appeared  to  be  covered  by  a 
delicate  white  membrane.  At  the  superior  edge 
of  the  disc  there  was  a  dark  tricorn-shaped  patch 
of  pigment.  Two  smaller  areas  of  pigment  ap- 
peared in  the  inferior  nasal  portion  of  the  disc. 
This  pigment  was  not  present  in  the  other  eye. 
The  arterioles  were  of  normal  caliber,  but  ap- 
peared translucent  by  comparison  with  those  of 
the  other  eye.  Almost  the  entire  nasal  half  of  the 
visual  field  was  lost,  except  for  a  window  in  the 
upper  quadrant.  There  was  a  dense  central  sco- 
toma extending  10  degrees  from  the  fixation 
point. 

Case  2 

On  January  31,  1964,  a  64  j'ear  old  farmer  was 
cutting  brush  in  a  ditch  when  a  branch  snapped 
and  "pecked''  him  on  the  left  upper  eyelid.  He 
immediately  felt  a  smarting  pain,  and  the  vision 
in  that  eye  was  "all  mixed  up."  Because  of  the 
pain,  he  went  home  and  bathed  the  eye  in  hot 
water.  He  described  the  loss  of  vision  during 
the  first  two  days  as  a  generalized  blurring. 
Three  days  later  the  upper  part  of  the  visual  field 
was  clear,  but  the  lower  one  "had  a  dark  curtain 
over  it."  He  consulted  an  optometrist  who  refer- 
red him  to  me  six  days  after  the  accident. 

On  examination  the  right  eye  was  normal  in 
every  aspect;  the  visual  acuity  was  20/20. 

Vision  in  the  left  eye  was  20/200.  The  tension 
was  15/7.5  gram  Schiotz.  The  pupils  were  round, 
regular  and  equal,  and  reacted  to  light  and  ac- 
comodation. The  extraocular  muscles  were  nor- 
mal and  coordinate.  There  was  no  external  evi- 
dence of  injury  to  the  eyeball.  The  upper  half  of 
the  optic  disc  was  edematous  and  elevated.  Tiny 
hemorrhages  streaked  its  surface.  The  upper 
temporal  vein  was  dilated  and  tortuous.  There 
^\•as  complete  loss  of  the  left  inferior  visual  field 
coming  to  within  .3  degrees  of  the  fixation  area. 

A  regimen  of  vasodilators  and  intramuscular 
injections  of  heparin  continued  for  10  days  failed 


to  produce  any  improvement  in  visual  field  or 
acuity.  When  the  patient  was  last  seen  on  April 
16,  the  upper  two  thirds  of  the  optic  disc  was 
pale,  and  the  visual  acuity  and  visual  fields 
were  unchanged. 

Ca^e  3 

On  Septemljer  5,  1963,  a  19  j'ear  old  youth  was 
thrown  from  his  car  when  it  skidded  off  a  wet 
road  and  hit  an  obstacle.  He  landed  on  his  left 
shoulder,  striking  the  left  side  of  his  head  and 
suffering  jagged  lacerations  of  the  left  temporal 
region  and  forehead,  a  concussion,  and  an  injured 
shoulder.  He  remembers  nothing  of  the  next 
two  days,  although  he  was  able  to  answer  ques- 
tions on  admission  to  the  emergency  room  of 
the  hospital  about  an  hour  after  the  accident. 
To  the  examining  surgeon  he  appeared  "con- 
scious but  stunned."  X-rays  of  the  skull  were 
reported  as  unremarkable.  When  first  examined, 
the  pupils  were  reported  as  normal.  The  left 
upper  ej'elid  was  swollen  and  ecchymotic. 

I  first  saw  the  patient  about  36  hours  after 
the  injury,  when  it  was  difficult  to  examine  the 
left  ej'e  because  the  lids  were  swollen  shut.  A  sub- 
conjunctival hematoma  completely  obscured  the 
schlera.  The  pupils  appeared  normal  and  reacted 
to  light  and  accomodation.  The  extraocular 
muscles  were  normal  and  coordinate.  Visual  acui- 
ty was  questionable  counting  of  fingers  at  three 
feet;  rough  visual  fields  were  not  obtainable.  The 
retina  could  not  be  seen  clearly. 

Four  days  after  the  injury  it  was  possible  to 
detect  a  loss  of  the  inferior  visual  field.  The 
i-ight  pupil  was  slightly  larger  than  the  left 
and  reacted  sluggishh-  to  light.  Orbital  edema  was 
much  reduced. 

Fourteen  days  after  the  injury,  vision  in  the 
left  eye  was  20/40.  There  was  a  horizontal  field 
loss  of  the  lower  field.  Pallor  of  the  optic  disc 
began  to  be  evident  five  weeks  after  the  injury. 
On  April  28,  1964,  the  right  eye  was  normal  in 
every  aspect.  Vision  in  the  left  eye  was  20/70. 
correctable  to  20/40.  The  optic  disc  was  definite- 
ly pale.  The  visual  field  showed  a  dense  in- 
ferior scotoma  and  some  small  scotomas  superior- 
ly. 

Discussion 

Considering  the  vast  number  of  head  in- 
juries due  to  automobile  accidents,  it  is  sur- 
prising tliat  more  cases  of  optic  atrophy  due 
to  trauma  are  not  reported.  Turner^  re- 
ported 25  such  cases  among  1,550  head  in- 
juries studied  at  a  British  military  hospital. 
Rowbotham-  reported  an  incidence  of  0.5% 
in  1,000  head  injuries.  Onlj^  a  scattering  of 
cases  have  been  reported  in  the  literature 
since  1955.  Almost  all  of  the  writers  express 
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surprise  at  the  severity  of  the  visual  loss 
in  view  of  the  often  trivial  nature  of  the 
orbital  injury,  and  at  the  failure  of  these 
cases  to  respond  to  medical  or  surgical  treat- 
ment. 

Smith^  reported  a  case  involving  a  woman 
who  suffered  a  catastrophic  loss  of  vision 
when  a  curtain  rod  struck  her  left  lower  eye- 
lid. Another  report'*  concerns  a  17  year  old 
boy  who  struck  his  right  eye  against  a 
clothes  hook  and  almost  immediately  expe- 
rienced a  loss  of  vision.  He  was  treated  con- 
servatively and  five  weeks  after  the  injury 
had  "regained  his  vision  except  for  a  cut 
in  the  nasal  field  corresponding  to  the  re- 
tinal involvement,  and  for  a  dense  central, 
scotoma  of  about  15  degrees."  The  disc  was 
definitely  much  paler  than  the  left.  The  vis- 
ual acuity  was  not  reported.  An  army  oph- 
thalmologist told  me  of  two  similar  cases  in- 
volving soldiers  who  incurred  orbital  in- 
juries by  striking  radio  antennas  when 
jumping  into  fox  holes  at  night. 

Pathogenesis 

The  pathogenesis  is  obscure  because  of  a 
lack  of  postmortem  material.  If  the  patient 
has  a  head  injury  severe  enough  to  cause 
death,  he  is  rarely  conscious  enough  on  ex- 
amination to  furnish  any  useful  visual  find- 
ings. This  uncertainty  has  given  rise  to 
much  speculation  through  the  centuries. 

In  order  to  understand  the  current  theor- 
ies regarding  the  pathogenesis  of  this  condi- 
tion, it  is  necessary  to  review  briefly  the 
gross  anatomy  of  the  optic  nerve  and  the 
apex  of  the  orbit,  and  the  microscopic  ana- 
tomy of  the  blood  supply  of  the  optic  nerve. 
For  purposes  of  discussion,  the  optic  nerve  is 
divided  into  three  parts:  the  intraorbital,  the 
intracanalicular,  and  the  intracranial.  The 
intraorbital  varies  in  length  from  25  to  30 
mm.®,  although  the  actual  distance  from 
the  eyeball  to  the  optic  canal  is  18  mm.  This 
slack  in  the  nerve  allows  for  the  normal 
movements  of  the  eye  as  well  as  for  some 
degree  of  proptosis  caused  by  orbital  hemor- 
rhages and  edema  from  trauma.  The  nerve 
is  fixed  just  in  front  of  the  optic  canal  at 
site  of  origin  of  the  recti — the  annulus  of 
Zinn.  In  the  optic  canal,  the  optic  nerve 
sheath  and  the  dura  superiorly  are  fused  in- 


to one  membrane  attached  tightly  to  the 
bone,  so  that  the  nerve  is  completely  immo- 
bilized. The  intracranial  portion  of  the  nerve 
is  also  fixed  tightly  to  the  sphenoid  bone 
just  posterior  to  the  canal. 

The  blood  supplj^  of  the  optic  nerve  is 
probably  its  vulnerable  point  as  regards 
trauma.  The  intracanalicular  portion  of  the 
nerve  is  supplied  by  small  branches  coming 
at  right  angles  from  the  ophthalmic  artery'. 
These  contribute  to  a  network  of  vessels  in 
the  pia  mater  which  surrounds  the  nerve. 
From  this  network  small  vessels  pass  at 
right  angles  into  the  nerve,  taking  with 
them  a  coat  of  pia  and  being  covered  bj'  glial 
tissue  which  forms  the  septa,  dividing  the 
nerve  into  a  large  number  of  separate 
bundles.  As  the  vessels  pass  into  the  nerve, 
thej^  divide  and  send  branches  forward  and 
backward. 

The  apex  of  the  orbit  is  a  crowded,  com- 
plex region  through  which  pass  many  struc- 
tures vital  to  vision,  pupillary  reactions, 
and  ocular  movement.  The  space  inside  the 
muscle  cone  contains  the  optic  nerve,  the 
ciliary  ganglion,  nerves  to  the  extraocular 
muscles,  and  fat,  which  Kestenbaum^  de- 
scribes as  semi-fluid  and  virtually  noncom- 
pressible.  Perhaps  this  fat  plugged  the 
needle  when  I  tried  to  aspirate  blood  from 
the  retrobulbar  space  in  Case  1.  Kestenbaum 
has  also  stated  that  the  extravasation  of 
blood  into  this  space  causes  severe  exoph- 
thalmos. 

Present  thinking  on  the  pathogenesis  of 
optic  atrophy  following  indirect  injury  to  the 
nerve  is  about  as  follows:  The  main  factor 
is  a  disruption  of  the  nerve  itself,  resulting 
in  immediate  hemorrhage  and  building  up 
of  intracanalicular  and  intraorbital  pressure 
associated  with  tears  and  contussion  necro- 
sis at  the  points  where  the  optic  nerve  is 
firmly  attached.  Later  there  is  edema  and 
thrombosis  of  vessels,  resulting  in  necrosis 
and  softening  of  the  nerve.  Belloni"  reported 
a  case  involving  a  patient  who  reported 
diminished  vision  in  one  ej'e  shortty  before 
death  occurred  seven  days  after  a  head  in- 
jury. Autopsy  revealed  only  a  triangular 
area  of  disintegrated  nerve  fibers  and  blood 
vessels  in  the  optic  nerve. 

It  seems  improbable  that  hemorrhage  into 
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the  sheath  of  the  optic  nerve  alone  causes 
atrophy,  because  subarachnoid  hemorrhages 
from  the  ruptured  aneurysms  are  the  most 
frequent  cause  of  blood  in  the  sheath  of  the 
nerve,  but  optic  atrophy  does  not  occur  un- 
less there  is  actual  pressure  on  the  nerve  by 
the  aneurysm  itself. 

Walshio  believed  that  not  enough  atten- 
tion is  paid  to  actual  movement  of  the  optic 
nerve  at  the  instant  of  injury,  since  most  of 
the  traumatic  lesions  are  found  where  the 
nerve  is  fixed. 

Lowenstein'i  reported  3  cases  involving  a 
lesion  found  at  the  very  point  where  Bruch's 
membrane  terminates  at  the  optic  nerve.  I 
think  that  this  is  probably  the  site  of  the 
lesion  in  Case  2. 

To  summarize:  The  most  probable  cause 
of  optic  atrophy  following  indirect  trauma 
is  contusion  necrosis  and  a  vascular  lesion 
with  hemorrhage  into  the  substance  of  the 
nerve  itself,  resulting  in  edema,  thrombosis 
and  softening. 

Clinical  course 

The  loss  of  vision  begins  immediately. 
Even  when  the  nerve  is  only  partially  dam- 
aged, there  may  be  an  almost  complete  loss 
of  vision  for  the  first  two  or  three  days.  If 
vision  has  not  returned  by  the  fourth  week 
after  injury,  it  never  will'-.  Partial  or  com- 
plete oculomotor  palsy  may  accompany 
damage  to  the  optic  nerve. 

The  prognosis  is  bad.  One  must  remember 
that  the  optic  nerve  is  anatomically  a  part 
of  the  brain,  and  is  not  a  peripheral  nerve; 
therefore  no  regeneration  can  be  expected. 

Various  types  of  scotomas  and  sector  de- 
fects are  found,  depending  on  which  part 
of  the  nerve  is  involved  in  the  injury'-^  They 
may  be  present  singly  or  in  combination.  A 
common  defect  is  a  horizontal  or  altitudinal 
loss  of  the  lower  field  with  ^-ery  steep  mar- 
gins. 

Retinal  changes  vary  from  none,  until 
pallor  of  the  disc  becomes  evident,  to  edema 
and  hemorrhages  of  the  disc  and  hemorrhage 
around  the  disc'"".  Scattered  retinal  hemor- 
rhages occur,  but  they  may  be  the  result  of 
trauma  to  the  globe  and  not  necessarily  to 
the  optic  nerve. 

Pallor  of  the  disc  has  been  reported  as 


appearing  anywhere  from  the  fourth  to  the 
fifty-sixth  day  after  injury'".  It  is  a  subtle 
change  and  difficult  to  determine  exactly — 
or  even  to  explain.  It  is  said  that  the  first 
sign  of  atrophy  is  the  disappearance  of  the 
tiny  arterioles  on  the  optic  disc'^.  One  would 
expect  degeneration  resulting  from  injury 
to  advance  up  the  afferent  tract  to  the  brain, 
away  from  the  site  of  injury,  and  that  those 
parts  of  the  neurones  nourished  by  the  un- 
damaged ganglion  cells  of  the  retina  would 
not  degenerate  at  all.  Perhaps  the  optic 
nerve  should  not  be  thus  compared  to  a  peri- 
pheral nerve.  Suffice  it  to  say  that  the  exact 
mechanism  is  no  more  accurately  under- 
stood than  is  the  exact  cause  of  papilledema. 

Pupillary  changes  vary  from  none  to  com- 
plete immobility  and  full  dilation.  This,  of 
course,  may  be  due  to  traumatic  mydriasis 
or  coincidental  inury  to  the  third  cranial 
nerve. 

Because  of  the  complicated,  crowded  archi- 
tecture of  the  apex  of  the  orbit  and  to  the 
thinness  of  the  bones  in  that  region,  sophis- 
ticated radiologic  techniques  are  required 
to  furnish  much  clinical  assistance.  Among 
56  cases  reported  by  Turner,  only  4  patients 
had  fissures  extending  into  the  optic  canal; 
so  clinical  observations  should  outweigh 
radiological  findings. 

Treatitierjt 

The  treatment  of  these  cases  is  difficult. 
On  the  basis  of  my  management  of  the  .3 
cases  reported,  I  am  in  a  poor  position  to 
offer  advice.  But  I  am  not  alone.  Rodgers'* 
has  stated:  "As  the  defect  can't  be  recog- 
nized with  any  success  at  an  early  stage  and 
as  the  possibility  of  parenchymatous  bleed- 
ing can't  be  excluded,  effective  treatment 
appears  to  be  impossible."  Odum'"  stated  at 
the  recent  neurophthalmological  course  in 
Miami,  in  answer  to  a  question  from  Walsh, 
that  the  consensus  is  for  conservative,  not 
operative  treatment.  Langholt'-  advocated 
early  decompression  to  reduce  the  high  inci- 
dence of  permanent  blindness.  Pringle'-'  also 
advocated  early  decompression. 

Conservative  treatment  should  consist  of 
something  more  than  atropine  and  bed  rest. 
Every  means  of  reducing  orbital  swelling 
and   intraorbital   pressure  should   be   tried. 
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Perhaps  the  inti-avenous  administration  of 
urea  would  be  of  some  help  in  reducing 
intraorbital  pressure.  Certainly  a  retrobul- 
bar injection  of  a  large  amount  of  hyaluroni- 
dase  followed  by  vigorous  massage  did  ma- 
terially reduce  the  proptosis  in  Case  1,  al- 
though it  did  not  improve  vision.  The  vari- 
ous proteolytic  enzymes  should  be  used 
routinely  in  large  doses. 

In  retrospect,  I  think  the  first  patient 
should  have  had  the  benefit  of  surgical  de- 
compression, preferably  by  the  transfrontal 
approach,  provided  that  it  could  have  been 
undertaken  within  six  hours  of  the  injury. 
If  exploration  can  not  be  undertaken  by  this 
approach  and  within  this  time  limit,  a  Kron- 
lein  approach  should  be  used. 

In  Case  2,  I  don't  think  anj'thing  could 
have  been  done  surgically  except  to  make  a 
bad  situation  worse.  The  point  of  optic  nerve 
damage  was  probably  close  to  the  eyeball,  if 
not  at  the  point  of  entrance  into  the  globe. 
The  damage  occurred  immediately,  and  no 
amount  of  surgical  skill  or  medical  therapj' 
now  known  could  have  changed  the  out- 
come. 

Case  3  illustrates  the  difficulty  in  detect- 
ing optic  nerve  damage  soon  enough  for 
surgery  to  be  effective,  and  the  necessity 
for  constant  alertness  to  visual  field  loss  in 
head  injuries.  Precious  days  were  lost  be- 
cause of  the  patient's  mental  confusion,  the 
prominence  of  concussion,  the  technical  dif- 
ficulty of  examining  such  a  swollen  orbit, 
as  well  as  the  fact  that  the  optic  disc  itself 
appeared  normal.  When  it  became  evident 
that  damage  to  the  optic  nerve  was  present 
(four  days  after  injury),  I  thought  it  too 
late  to  accomplish  anything  by  surgical  de- 
compression. 

Each  of  the  three  cases  discussed  ended 
in  optic  atrophy,  but  each  differed  as  to  the 
agent  and  the  immediate  result  of  injury. 
Differentiating  the  types  of  orbital  trauma 
might  aid  in  deciding  which  are  operable. 
The  cases  caused  by  the  impingement  of  a 
rod-like  agent  may  have  more  damage  from 
hemorrhage    into    the    neural    sheath    and 


muscle  cone,  and  these  would  be  helped  by 
immediate  surgical  decompression.  A  fruit- 
ful field  for  clinical  research  on  this  type  of 
injury  lies  in  the  retrobulbar  hematomas 
that  follow  retrobulbar  injections. 

Summary 

Three  cases  of  optic  atrophy  following 
blunt  trauma  to  the  orbit  are  reported.  One 
of  these  cases  has  been  followed  closely  from 
30  minutes  after  the  injury  to  the  present — 
some  nine  years.  These  cases  carry  a  poor 
prognosis.  Successful  management  requires 
early  diagnosis  and  heroic  treatment. 
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HELP  WANTED 

In  recent  j'ears  the  income  of  state  med- 
ical journals  has  gone  down,  largeh-  because 
there  has  been  less  advertising  material 
from  drug  companies.  Some  have  blamed 
this  on  the  decline  in  new  drugs,  but  there 
is  good  evidence  that  the  new  drug  dearth  is 
only  partlj'  to  blame.  More  pertinent  is  the 
decision  of  various  advertising  agencies  to 
put  the  drug  compai\y's  money  in  the  con- 
trolled circulation  periodicals  and  news- 
papers, where  more  readers  are  allegedly 
reached  per  dollar.  The  state  medical  journ- 
als, however,  feel  that  they  have  a  special 
role  in  medical  journalism,  and  are  current- 
ly attempting  to  present  their  case  to  the 
drug  industry.  Since  each  member  of  the 
Society  has  a  financial  interest  in  the  Jour- 


nal, to  say  nothing  of  the  other  interests 
which  we  hope  he  has,  we  are  asking  all 
our  readers  to  complete  the  short  question- 
naire in  this  issue  and  return  it  as  promptly 
as  possible.  It  is  perforated  for  easy  removal 
and  needs  no  postage. 

Our  readers  might  reasonable  ask  what 
good  a  state  journal  really  is.  In  editorials 
over  the  past  year,  we  have  tried  to  point 
out  our  ideas  in  this  regard.  That  it  serves 
as  a  vehicle  for  interchange  of  ideas  within 
the  Society  is  obvious,  and  no  other  publica- 
tion fills  that  role.  The  president  and  of- 
ficers use  it  for  special  needs  dictated  by 
their  occurrence,  rather  than  the  time  of 
Society  meetings.  On  the  scientific  side,  the 
Journal  aims  to  present  medical  material 
with  special  emphasis  on  North  Carolina 
conditions.  Examples  chosen  at  random  are 
the  articles  on  snake  bite  in  North  Carolina, 
the  admission  of  alcoholics  to  Butner,  and 
maternal  health  problems  in  rural  areas. 
Medical  history  in  the  state  receives  special 
attention,  as  it  did  in  articles  on  health 
spas,  health  matters  in  the  Confederate 
prison  in  Salisbury,  and  the  story  of  the  first 
Moravian  physician.  Most  of  the  original 
articles  are  the  work  of  Society  members,  as 
should  be  the  case. 

Your  help  and  opinion  are  earnestly  so- 
licited. 


THE  GREAT  SEAL  MYSTERY 

A  few  months  ago  the  plate  used  for  the 
cover  of  the  North  Carolina  Medical  Jour- 
nal broke,  and  the  opportunity  of  redesign- 
ing the  cover  presented  itself.  In  the  course 
of  the  work  the  Society  seal  was  looked  at 
carefully,  and  the  records  of  the  Society 
were  inspected  to  see  if  those  who  designed 
the  seal  ever  said  what  it  was  supposed  to 
mean.  If  they  have,  we  have  been  unable  to 
locate  the  material,  despite  careful  search  by 
Mr.  Barnes  and  the  editorial  staff. 

It  would  seem  that  the  Society  had  no 
seal  prior  to  1903,  when  a  new  constitution 
was  adopted.  The  new  constitution,  still  in 
effect,  was  patterned  after  suggestions  made 
by  the  American  Medical  Association,  and 
one  of  the  Articles  provided  that  a  seal  be 
authorized.  No  such  article  was  in  the  old 
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DOCTOR:    WE  URGENTLY  NEED  YOUR  OPINION!  2  in 

ield 

1    X- 

ute 


It  is  of  considerable  importance  to  your  Journal  that  the  following 
questionnaire  be  completed,  removed  from  your  journal  and  mailed  to  your 
state  medical  society  as  shown  below.  We  urge  you  to  take  just  a  moment 
for  this  task,  with  the  assurance  that  your  effort  will  help  us  produce  a  , 

better  journal  for  you.  ■. 

be 
ae, 
;k, 

FOLD 

1.  My  chief  professional  interest  is 

general  practice  (  )  or  specialty  

2.  I  rate  the  scientific  papers  in  North  Carolina  Medical 
Journal  as: 

(  )  Excellent  (  )   Fair  (  )  Poor 

3.  I  read  pharmaceutical  advertising  in  the  journal: 

(  )  Regularly  (  )  Sometimes         (  )  Rarely 

4.  I  have  referred  to  the  local  advertising  in  the  journal: 

(  )  Often  (  )  Sometimes         (  )  Never 

5.  Please  give  the  name  of  one  local  service,  firm  or  institution  (pro- 
fessional or  commercial)  which  you  have  referred  to,  or  purchased 
from,  as  a  result  of  seeing  its  advertisement  in  your  journal: 

3 

6.  Please  list  the  professional  journals  you  read  in  order  of  prefer-  o 

ence.  (You  may  show  your  opinion  of  your  state  medical  journal  > 

by  its  position  on  this  list.)  o 

a 

1 4 5 

r 


2 5. 

3 6.. 


7.  When  examining  your  journal  do  you  more  often  read 
papers  by  authors  or  from  hospitals  with  which  you 
are  personally  familiar,  than  articles  from  other 

sources?  (  )  Yes     (  )  No 

8.  What  feature  do  you  like  best 

in  your  journal?  

9.  What  do  you  like  least?  

10.  What  is  missing  that  you  would  like  added?  


FOLD 


)e 

s- 

r- 

Please  Tear  Out  and  Return  to:  ^ , 

NORTH  CAROLINA  MEDICAL  SOCIETY  ^^' 

203  Capital  Club  Building 

ros- 
inal 


Raleigh,  North  Carolina  27602 
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constitution.  With  this  license,  Society  of- 
ficials apparently  had  the  seal  designed  and 
made,  but  kept  its  meaning  to  themselves; 
a  fire  which  destroyed  Society  archives 
may  have  spelled  the  end  of  the  real  story. 

The  appearence  of  the  seal  on  the  Journal 
cover  through  May  of  this  year  was  down- 
right amusing,  when  one  stopped  and  look- 
ed at  it.  Many  interpretations  were  offered, 
perhaps  to  be  considered  in  the  same  light 
as  the  results  of  Rorschach  tests.  Most  view- 
ers felt  that  it  depicted  a  bearded  man  with 
a  fire  under  his  collar,  perhaps  with  a  snake- 
entwined  sword  in  his  shirt  front.  Impres- 
sions of  the  seal  itself  were  a  little  better, 
but  not  much.  Careful  search  of  Raleigh 
sources  revealed  no  portrait  of  figures  in 
medical  history  which  might  ha\'e  been 
copied. 

The  seal  which  now  appears  on  the 
Journal  cover  represents  the  best  judgment 
of  the  editorial  staff  and  of  the  artist,  Mr. 
George  Lj'nch,  director  of  the  department 
of  medical  illustration  at  Bowman  Gray.  The 
head  represents  Asclepias  (Aesculapius 
in  Latin),  the  god-man  considered  by  the 
Greeks  as  the  god  of  medicine.  The  son  of 
Apollo,  Aesculapius  was  considered  to  be  the 
pupil  of  a  centaur,  Chiron,  who  instructed 
both  in  medicine  and  the  arts  of  hunting 
(an  interesting  combination).  The  scroll 
signifies  the  information  Aesculapius  receiv- 
ed from  Chiron.  The  Aesculapian  staff,  with 
its  familiar  entwined  single  serpent,  is  the 
historic  Aesculapian  symbol.  Sometimes  two 
snakes  are  incorrectly  used  for  this  symbol, 
as  in  the  case  of  the  medical  insignia  of  the 
Army.  The  error  is  an  unfortunate  one,  for 
the  double-snake  staff  denotes  Mercury, 
Greek  god  of  commerce  and  thieves!  Ap- 
parently those  who  designed  our  seal  were 
aware  of  the  distinction. 


ATHEROSCLEROSIS  AND  ANEURYSMS 

There  was  a  time,  not  so  long  ago,  when 
the  mention  of  aneurysm  instantly  invoked 
thoughts  of  a  manifestation  of  tertiary  sy- 
philis. The  present  generation  of  medical 
students  will  probably  never  develop  this 
quick  connotation,  but  rather  will  first  think 
of  a  complication  of  atherosclerosis.   With 


the  change  in  etiology  comes  a  change  in 
location,  the  thoracic  aorta  yielding  the  field 
to  the  abdominal  aorta,  where  the  plain  x- 
ray  film  is  less  helpful.  With  the  absolute 
number  of  people  beyond  65  increasing 
rapidly,  the  incidence  of  late  syphilis  de- 
creasing and  vascular  surgery  continuing  its 
advances,  the  present  situation  is  apt  to  be 
the  state  of  things  for  a  long  time  to  come, 
making  the  paper  of  Drs.  Sanger,  Robicsek, 
Taylor,  and  Thomas  a  timely  one. 

There  was  little  interest  in  congenital 
heart  disease  until  surgical  relief  or  cure  of 
at  least  some  such  conditions  became  pos- 
sible, and  the  increasing  interest  in  athero- 
sclerosis probabl}'  has  a  similar  component. 
It  is  now  worthwhile  to  give  much  more  de- 
tailed attention  and  thought  to  problems  in 
this  field,  and  to  cast  aside  some  old  un- 
truths and  half-truths.  One  of  the  worst  con- 
cepts in  medicine  is  that  of  "generalized 
arteriosclerosis,"  and  the  hopelessness  that 
it  connotes.  One  of  the  prime  characteristics 
of  atherosclerosis  is  its  focal  nature,  and  the 
lack  of  strong  correlation  between  the  de- 
gree of  disease  in  one  vessel  and  that  in  an- 
other vessel^.  If  atherosclerosis  were  a  uni- 
form process  there  would  be  little  virtue  in 
operations  for  atherosclerotic  aneurysms, 
for  other  vessels  would  soon  become  insuf- 
ficient. If  one  realizes  that  reasonably  good 
renal  vessels  may  branch  off  a  severely  dis- 
eased aorta,  one  might  pay  more  attention  to 
causes  other  than  renal  artery  occlusion  for 
postoperative  anuria  in  patients  undergoing 
aortic  grafts,  for  example.  In  a  similar  vein, 
a  patient  may  have  severe  localized  atheros- 
clerosis producing  cerebral  vascular  insuf- 
ficiency (e.g.,  subclavian  steal  syndrome)  or 
gastrointestinal  symptoms  due  to  mesenteric 
vascular  disease  while  young  and  substan- 
tially without  the  more  common  manifesta- 
tions of  atherosclerosis.  One  hates  to  think 
that  still  another  subject  must  now  be 
thought  al30ut  in  greater  detail,  but  atheros- 
clerosis is  so  common  that  it  rates  top  prior- 
ity on  the  list  of  subjects  to  be  reviewed 
constantly  as  new  knowledge  becomes  avail- 
able. 

1.  Glagov.  S..  Rowley,  D.  A.,  and  Kohut,  R.  I.:  Atheros- 
clerosis of  Human  Aorta  and  Its  Coronary  and  Renal 
Arteries,   Arch  Path   72:    558-371    (Nov.)    1961. 
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HOMAGE  TO  DR.  KOCH 

When  the  pioneers  of  bacteriology  were 
active,  it  was  difficult  for  them  to  convince 
tliemselves,  to  say  nothing  of  the  profession, 
tliat  a  given  bacterium  was  the  cause  of  a 
cUsease.  Such  a  problem  is  the  one  faced  by 
Dr.  Kimbrell  in  presenting,  in  this  issue,  his 
case  of  meningitis  associated  with  recovery 
of  Corynebacterhun  acnes  from  the  cerebro- 
spinal fluid.  In  the  particular  instance  of  his 
patient  no  complete,  philosophicalh"  satis- 
factory conclusion  can  be  reached  as  to 
whether  or  not  C.  acnes  caused  the  menin- 
gitis. The  circumstantial  evidence  that  the 
organism  was  the  responsible  agent  is 
strong,  and  for  that  reason  he  felt  the  case 
worth  reporting,  and  we  agreed. 

Eventually,  enough  cases  of  associated 
meningitis  and  culture  of  C.  acnes  from  the 
cerebrospinal  fluid  will  be  recorded  to  allow 
detailed  analysis  of  the  cases  and  a  general 
statement  about  the  importance  of  this  com- 
mon organism  in  the  very  occasional  pro- 
duction of  disease.  What  are  generally  called 
Koch's  postulates  will  probablj'  never  be 
brought  to  bear  on  this  problem,  for  several 
reasons.  First,  it  would  seem  that  the  host, 
not  the  agent,  is  of  prime  importance.  Sec- 
ond, too  little  is  known  of  human  disease 
caused  by  C'  acnes  to  allow  its  comparison 
with  whatever  might  happen  in  the  experi- 
mental animal.  It  might  also  be  well  to  re- 
call that  Koch  never  stated  any  postulates 
in  the  form  in  which  they  are  usually  pre- 
sented. Were  he  alive  today  he  would  prob- 
ably want  to  revise  these  statements  derived 
from  his  methods,  to  which  his  name  has 
become  attached.  As  Lester  King  has  point- 
ed out',  Koch's  approach  was  well  suited  to 
his  time,  but  in  the  years  since,  much  has 


1.     King,  L.  S.;   Dr.  Koch's  Postulates.  J  Hist  lied  7:   350- 
361  (Oct.)   1952. 


been  learned  which  makes  these  tenets  too 
restricti\-e  for  application  to  cuii-ent  prob- 
lems. 

WHEN  IS  ICE  CREAM  NOT  ICE  CREAM? 
(WHEN  IT  DOESN'T  MELT) 

In  ovu'  youth,  now  sevei'al  weeks  ago,  ice 
cream  presented  a  few  problems,  together 
with  its  many  pleasures.  Among  the  pi'ob- 
lems  was  dealing  with  it  rapidly.  When 
bought  from  the  stores,  where  it  was  packed 
in  a  container  also  used  (a  different  con- 
tainer of  the  same  type,  that  is)  for  gold- 
fish, it  had  to  be  carried  home  without  in- 
termediate stops  for  inspecting  new  kittens, 
firecrackers,  and  other  natural  phenomena. 
The  speed  was  necessary  because  without  it 
the  ice  cream  would  melt.  In  the  summer- 
time, when  ice  cream  was  made  at  home, 
activity  rose  to  a  fine  pitch  as  the  dasher 
could  no  longer  be  turned.  The  indulgent 
older  generation  took  the  container  off  to 
dish  out  the  ice  cream,  while  the  exhausted 
younger  generation  licked  the  dasher.  The 
speed  was  needed  because  the  ice  ci'eam 
would  melt. 

Since  those  times  the  world  has  seen  great 
changes.  It  has  also  seen  little  changes.  Ice 
cream  is  now  eaten  year  round,  and  rare  is 
the  store  in  which  ice  cream  is  packed.  Our 
children  sometimes  carry  ice  cream  home, 
but  unlike  us,  will  forget  and  leave  it  on  the 
sidewalk  while  they  show  a  friend  how  to 
throw  a  baseball  or  pick  out  the  latest  guitar 
chords.  They  are  lucky  kids,  ^\'hen  the\' 
pick  up  the  ice  cream  it  is  as  good  as  new. 
Modern  ice  cream  won't  melt:  firmly  en- 
cased in  its  gelatin,  starch  and  binders,  it 
stands  ready  to  meet  the  closest  scrutiny 
(not  the  most  careful  tasting,  though).  Some 
are  concerned  that  non-melting  ice  cream 
might  be  bad  for  health.  There  is  no  evi- 
dence that  it  is.  The  question  remains, 
though — -is  it  ice  cream? 
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PREVENTATIVE 
MEDICINE . . . 


has  become  one  of  the  medical 
profession's  major  tools  in  the 
fight  against  disease.  The  'annual 
check-up'  guards  the  health  of 
the  patient  while  it  prepares  the 
physician  for  any  eventuality. 
Blue  Shield  guards  the  physician 
while  it  prepares  the  patient  for 
financial  crisis.  More  than  60  mil- 
lion Americans  are  now  prepared 
with  prepayment  plans  through 
Blue    Cross-  Blue   Shield. 


BLUE  CROSS      I     BLUE  SHIELD 


HOSPITAL  CARE  ASSOCIATION 

DURHAM,  NORTH  CAROLINA 
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The  New  Enlarged  Program  of 

DISABILITY  INSURANCE 


AVAILABLE  TO   MEMBERS  OF 


The  Medical  Society  of  the  State  of  North  CaroHna 


DESIGNED  TO  MEET   PRESENT   DAY   NEEDS 


PLANS  UP  TO 


•  $250.00  WEEKLY  DISABILITY  INCOME  BENEFITS  ($1,080.00  monthly) 

$20.00  PER  DAY  EXTRA  HOSPITAL  BENEFIT  (Optional) 


PLAN   A      (Basic) 


Lifetime  Accident 

and 
7  years  Sickness 


SEMI-ANNUAL   PREMIUMS 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum  For 

Accidental 

Death 

Premium  Age 
40  and  Over 

tReduced  Premium 
To  Age  40 

$250.00 

Up  to  $50,000.00 

$5,000.00 

$244.50 

$183.50 

$200.00 

Up  to  $40,000.00 

$5,000.00 

$196.50 

$147.50 

$150.00 

Up  to  $30,000.00 

$5,000.00 

$148.50 

$111.50 

$100.00 

Up  to  $20,000.00 

$5,000.00 

$100.50 

$  75.50 

PLAN    AA      (Long  Term) 


SEMI-ANNUAL   PREMIUMS 


Lifetime  Accident 

and 
For  Sickness,  from 

Inception  of 

Disability  to  Your 

Attainment  of 

Age  65 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum  For 

Accidental 

Death 

Premium  Age 
40  and  Over 

tReduced  Premium 
To  Age  40 

$250.00 

Up  to  $50,000.00 

$5,000.00 

$292.00 

$219.25 

$200.00 

Up  to  $40,000.00 

$5,000.00 

$234.50 

$176.00 

$150.00 

Up  to  $30,000.00 

$5,000.00 

$177.00 

$133.00 

$100.00 

Up  to  $20,000.00 

$5,000.00 

$119.50 

$   89.75 

The  premiums  for  Plan  AA  will  be  reduced  to  the  same  premium  as  for  Plan  A  at  age  58. 

Note:  The  above  rotes  do  not  increose  at  age  50,  or  even  at  age  60' 
tOn  attaining  age  40,  age  40  rates  apply  on  renewal. 

J.  L.  CRUMPTON, 

State  Mgr. 

Professional    Group    Disability    Division 

COMMERCIAL   INSURANCE  COMPANY   OF   NEWARK,   N.   J. 

Box    147,    Durham,    N.   C. 

J.   Slade   Crumpton,    Field    Representative 

If  more  information  is  needed  or  help  desired  in  completing  your  enrollment, 
please  call  us  collect: 

Area   Code   919— Phone   682-5497. 
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WHO'S  HOAXING  WHOM? 

On  October  28  there  appeared  in  the  Ral- 
eigh Neios  and  Observer  an  editorial  entitled 
"A  Cruel  Hoax."  The  theme  of  this  diatribe 
was  the  confusion  created  among  elder  citiz- 
ens in  this  and  other  states  by  a  national 
program  of  education  launched  by  the  AMA 
intended  to  inform  persons  over  65  as  to  the 
health  benefits  available  under  existing  leg- 
islation in  their  respective  states.  Since 
Keri'-Mills  provisions  vary  from  state  to 
state,  the  "Health  Opportunity  Program" 
dealt  in  generalities  only  and  specifically 
advised  those  in  need  of  medical  assistance 
to  consult  their  physician  or  local  medical 
organization  regarding  eligibility  require- 
ments and  benefits  available.  This  immedi- 
ately released  a  flood  of  inquiries  by  tele- 
phone and  letter  to  all  persons  who  might 
be  cognizant  of  these  factors,  including  doc- 
tors, nurses,  hospitals,  welfare  departments, 
insurance  agents,  attorneys,  congressmen, 
and  even  neighbors. 

True,  there  was  and  still  is  a  great  deal 
of  confusion  in  the  minds  of  many,  for  when- 
ever anj'  new  program  is  instituted  there 
are  innumerable  details  of  implementation 
to  be  worked  out  before  it  can  function 
smoothly.  This  is  just  as  true  in  the  case  of 
Social  Security  Medicare. 

The  "Cruel  Hoax"  editorial  was  challeng- 
ed by  telegram  and  an  opportunity  offered 
the  editor  to  support  its  statements  in  open 
forum.  This  challenge  was  answered,  and 
while  the  basic  statements  of  the  editorial 
were  not  formally  retracted  nor  was  the  of- 
fer to  debate  the  issue  publicly  accepted,  the 
reply  was  definitely  less  aggressive  than  the 
editorial. 

There  were  these  obvious  courses  of 
action:  one,  to  pursue  the  telegraphic  chal- 
lenge, ending  in  a  possible  "empty  chair" 
debate;  the  other  to  pursue  whatever  ad- 
vantage may  have  been  provided  by  a  pos- 
sible change  in  attitude  toward  the  medical 
profession  engineered  by  the  challenge. 
After  consultation  among  officials  of  the 
Medical  Society  and  the  headquarters  staff 
of  AMA,  it  was  elected  to  employ  the  Quak- 


er aphorism,  "Let  us  sit  down  and  reason  to- 
gether". Accordingly  a  conference  was  held 
with  the  editor  for  frank  and  open  discus- 
sion of,  first,  the  relative  merits  of  the  pro- 
posed Medicare  and  Kerr-Mills  programs; 
second,  the  difference  in  view-points  and  the 
reasons  therefor.  The  result  of  this  confer- 
ence led  to  the  publication  of  a  statement, 
without  change,  representing  the  \'iews  of 
the  Medical  Society  on  the  editorial  page  of 
the  Neivs  and  Observer  on  November  8.  This 
had  the  advantage  of  bringing  before  the 
readers  of  the  "Cruel  Hoax"  editorial,  our 
views  with  respect  to  health  benefits  for 
elderly  citizens. 

This  poses  the  interesting  but  controver- 
sial problem  of  how  best  to  treat  the  fre- 
cjuent  editorial  or  other  public  condem- 
nation of  the  medical  profession.  We  might 
take  no  action  whatever,  comforting  our- 
selves with  the  thought  that  "this  is  false, 
so  ridiculous  as  to  be  beneath  the  dignity  of 
our  profession."  What  is  this  facade  of  dig- 
nity behind  which  we  would  so  often  re- 
treat? Is  it  the  conviction  that  if  we  pay  no 
attention  to  castigation,  the  public  will  for- 
get? Or  is  it  our  reticence  to  strike  back  at 
false  accusation? 

It  seems  to  me  that  the  physician  demeans 
neither  himself  nor  his  profession  by  taking 
strong  issue  against  unjust  condemnation, 
nor  on  the  other  hand  does  the  profession 
lose  stature  by  demonstrating  willingness 
to  supplant  vitriolic  controversy  with  reason 
and  logic.  Aggressive  pursuit  may  gain  per- 
sonal revenge  but  does  little  to  improve  the 
image  of  either  the  participants  or  the  pro- 
fession. By  following  the  course  of  reason 
and  logic,  however,  it  it  possible  that  some 
of  these  unpleasant  incidents  may  be  turned 
to  an  advantage. 

*     *     * 

SPITE  LETTERS 

Rare  indeed  is  the  president  of  this  or  any 
other  organization  who  does  not  become  the 
involuntary  target  of  critical  letters,  the 
number  and  vehemence  being  almost  direct- 
ly proportional  to  the  conviction  with  which 
he  states  and  maintains  his  views.  Although 
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superficialh'  irritating,  these  communica- 
tions may  include  pertinent  elements  of 
truth  which  should  be  carefully  considered, 
possibly  answered.  They  may  be  roughh- 
divided  into  three  categories. 

The  constructivehj  critical  letter  usually 
emanates  from  an  intelligent  (but  some- 
times misguided)  indi\'idual  who  has  never 
quite  been  able  to  rid  himself  of  a  chip  on 
the  shoulder  ingrained  in  his  personality. 
He  is  a  crusader,  a  "voice  crying  in  the  wild- 
erness," who  has  an  answer  for  everything. 
To  these,  pay  heed!  You  may  disco\-er  hid- 
den truths  of  great  help  in  self-evaluation. 

The  destructively  critical  missive  is  usual- 
ly the  product  of  a  frustrated  personality. 
The  author  is  chronicall}'-  against  many 
things  and  has  a  chip  on  each  shoulder,  is 
intelligent  in  a  misguided  fashion,  but 
through  a  persuasive  personality  can  gain 
the  ear  of  a  receptive  audience  and  cause 
real  harm.  His  wholesale  condemnations  are 
usual!}-  unfounded  and  based  on  ignorance. 
For  these  I  would  say  "call  the  bluff,"  cor- 
rect his  misconceptions  in  personal  com- 
munication, and  challenge  him  to  support 
his  views  publicl3^ 

The  "crack-pot"  diatribe  is  on  the  surface 
the  most  vicious,  and  one's  initial  reaction  is 
that  of  anger.  It  is  obvious  from  the  total 
absence  of  reason  and  logic  and  the  repeti- 
tive obscenities  that  this  is  the  product  of  a 
sick  and  distorted  mind  and  protends  an  un- 
derlying psychopathic  personality.  It  is  the 
voice  of  a  madman  shouting  his  vituperation 
of  all  things  into  the  teeth  of  an  unyielding 
storm.  One  can  almost  see  the  level  of  whis- 
key in  the  bottle  fall  with  each  paragraph 
as  the  letter's  context  becomes  steadily  more 
irrational,  confused,  garbled,  and  repeti- 
tious. Authors  of  such  letters  are  in  need  of 
psjT'hiatric  help  but  unfortunately  they  can- 
not be  helped  because  of  anonymity.  I  would 


say  of  these,  read  with  pathos,  and  refer  to 
a  psychiatrist.  Above  all,  do  not  let  them  dis- 
turb your  emotional  ec|uilibrium  and  peace 

of  mind. 

*    *    * 

THE  IMAGE  MAKERS 

Some  years  ago  a  motion  picture  called 
"The  Enchanted  Cottage,"  featuring  Her- 
bert Marshall  and  Dorothy  McGuire,  por- 
trayed a  young  wife  with  features  horribly 
mutilated  by  fire.  So  marred  were  they  that 
the  casual  acquaintance  quickly  turned 
aside  after  the  briefest  glance.  When  ad- 
dressed by  her  husband,  however,  the 
camera,  by  a  bit  of  photographic  legerde- 
main, showed  a  beautiful  woman  with  face 
unmarked.  In  her  hu.sband's  eyes,  she  re- 
mained as  beautiful  as  on  the  day  they  had 
met. 

A  few  months  ago  I  recei\'ed  a  letter  from 
the  wife  of  a  retired  college  professor  in  one 
of  ovu-  larger  cities.  She  complained  bitterly 
of  the  lack  of  economic  consideration  shown 
persons  in  her  category  by  all  physicians. 
W'hen  her  specific  complaints  were  recog- 
nized and  an  offer  was  made  by  the  local 
Grievance  Committee  to  investigate  her  com- 
plaints, she  immediately  assumed  the  defen- 
si\-e,  stating  that  her  doctor  was  not  guilty, 
but  had  shown  her  the  utmost  considera- 
tion. It  was  the  other  doctors  who  failed  to 
appreciate  the  economic  shortcomings  of 
elder  citizens. 

Human  nature  being  what  it  is,  a  person 
usually  creates  the  image  he  wishes,  based 
on  association  and  knowledge  of  the  sub- 
ject. How  often  has  one  heard  the  state- 
ment: "Doctors  are  greedy,  selfish,  and 
think  only  of  themselves,  but  mj-  doctor  is 
different!"  It  might  be  well  when  next  we 
hear  such  generalized  castigation  to  ask, 
"Have  you  seen  3'our  doctor  latety?" 

Theodore  S.  R.a^iford,  M.D. 
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Duke's  Clinical  Research  Unit 

To  the  Editor: 

Several  years  ago,  the  National  Institutes 
of  Health  created  small,  satellite  clinical 
centers  similar  to  the  Clinical  Center  in 
Bethesda  in  ^•arious  institutions  through- 
out the  country.  In  North  Carolina  these 
clinical  research  centers  ha^'e  been  estalj- 
lished  at  the  Medical  Center  of  the  Uni\-er- 
sity  of  North  Carolina  in  Chapel  Hill  and  at 
the  Duke  University  Medical  Center  in  Dur- 
ham. The  N.  I.  H.  grant  supports  the  hospi- 
talization expenses  of  the  patients  as  well 
as  the  salaries  of  the  personnel  essential  to 
care  for  them.  The  physician's  service  is 
rendered  without  charge. 

A  ph3'sician  maj'  admit  a  patient  to  a  Clin- 
ical Research  Center  after  a  detailed  proto- 
col outlining  the  purpose  and  methods  of  ap- 
proach of  the  proposed  stud}*  has  been  ap- 
proved by  the  Clinical  Research  Center  Ad- 
visory Committee.  It  is  the  responsibilit}'  of 
the  Clinical  Director  to  facilitate  the  work 
of  the  investigators  utilizing  the  Center.  The 
Clinical  Director  is  also  responsible  for  the 
services  rendered  by  the  Center. 

The  Clinical  Research  Center  in\-estiga- 
tors  welcome  the  opportunity  of  working 
with  other  physicians  in  the  State  of  North 
Carolina.  Any  one  desirous  of  collaborating 
with  one  of  the  clinical  investigators  is  en- 
couraged to  contact  the  Clinical  Director. 

James  B.  Sidbury,  Jr.,  M.D. 
Clinical  Director 
Clinical  Research  Unit 
Duke  University  Medical 
Center 

Note:  A  current  list  of  studies  being  conducted 
in  the  Clinical  Research  Center  of  the  Duke  Uni- 
versity Medical  Center  appears  on  page  5.30  of 
this  issue. 

A  total  of  6.2  billion  dollars  in  hospital-surgical- 
medical  insurance  benefits  was  paid  in  1962.  An- 
other 906  million  dollars  was  paid  to  insured  per- 
sons for  loss  of  income  during  ilhiess  or  hospital- 
ization. 


Nearly  1.5  million  persons  are  patients  in  hos- 
pitals on  anj'  given  day. 


COIIXG  AIEETTXGS 

Watts  Hospital  Syniposliiiii — ^Vatts  Hospital, 
Durham,  Febraury  19-20. 

North  Carolina  Mental  Health  A.ssociatiou, 
Annual  Meeting — Hotel  Sir  Walter,  Raleigh, 
March  11-13. 

North  Carolina  Chapter  of  the  American  Col- 
lege of  Surgeons — The  Blockade  Runner  Hotel, 
Wrightsville  Beach.  April  23-24. 

North  Carolina  Heart  Association.  Kith  Annual 
.Meeting  and  Scientific  Sessions — Jack  Tar  Hotel, 
Durham,  May  20-21. 

New  Members  of   the   State   Society 

Drs.  Clyde  James  Dellinger,  GP,  Drexel  Med. 
Center,  Box  207,  Drexel;  Constantine  George  Pan- 
telakos,  Otol,  2704  Ft.  Bragg  Rd.,  Fayetteville; 
Julius  Alpheus  Green,  Jr.,  R,  227  Bryan  Bldg., 
Raleigh;  Donald  Edward  Johnson,  GP,  1603  N. 
Blount  St.,  Raleigh;  Donald  Baumann  Reibel,  Or, 
600  Wade  Ave.,  Raleigh;  Robert  Henr3'  Fleming, 
Pd,  623  W.  Jones  St.,  Raleigh;  James  Harold 
Owsley,  R,  13  18th  Ave.,  NE,  Hickory;  Robert 
Kent  Dyer,  U,  101  W.  27th  St.,  Lumberton;  Mary 
Ann  Hampton  Taylor,  Box  7386,  Reynolda  Sta- 
tion, Winston-Salem. 

News  Notes  from  the 

Bowman  Gray  School  of  Medicine 

OF  Wake  Forest  College 

A  program  of  drug  therapy-  which  may  extend 
the  range  of  "potentially  curable  cancer"  is  now 
being  studied  at  the  Bowman  Gray  School  of 
Medicine. 

Dr.  William  H.  Boyce,  professor  and  director 
of  the  Section  on  Urology,  is  chief  investigator 
for  the  project  which  deals  with  cancer  of  the 
urinary  bladder. 

A  §198,000  grant  was  recently  awarded  to  the 
medical  school  by  the  National  Institutes  of 
Health  to  support  the  work  for  a  six-year  period. 

The  study  is  aimed  at  evaluating  the  different 
types  of  bladder  cancer  and  determining  which 
types  will  respond  favorably  to  chemotherapy 
when  used  as  an  adjuvant  to  the  surgical  or 
radiological  treatment  of  these  tumors. 
*     *     * 

Dr.  Stephen  H.  Richardson,  assistant  professor 
of  microbiology,  has  been  awarded  a  $33,600  re- 
search grant  by  the  National  Institutes  of  Health 
to  support  his  studies  on  cholera. 

Dr.  Richardson's  studies  are  aimed  at  determin- 
ing the  physiologj'  of  the  disease-causing  bac- 
teria (vibrios)  and  the  manner  in  which  these 
organisms  attack  their  host. 

While  cholera  cases  are  rare  in  the  United 
States,  Dr.  Richardson  explained  that  under  cer- 
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Project   Title 


Investigator 


Study  of  Patients  with  Carcinoid  Syndrome 


Metabolic  &  Psychophysiologic  Studies  During 
Periods  of  Food  Deprivation  and/or  Singular 
Dietary  Modification 

Pathophj-siology  of  Ureteral  Obstruction 

The  Use  of  Insulin  in  the  Insulin  Dependent  Dia- 
betic Patient.  (A  Trial  of  Desalanino  (pork)  In- 
sulin &  Pork,  Beef  &  Sheep  Insulins). 

Study  of  a  New  Oral  Hj'poglycemic  Agent 

Chemical  &  Physical  Alterations  of  Immunoglobulin 
Structure  Human  Disease 

Inhibition  of  Porphyrin  Biosynthesis  by  Pyridoxine 
Antagonists 

Evaluation  of  Dimethyl  Sulfoxide  in  Treatment  of 
Scleroderma 

Instrumentation  &  Study  of  the  Pyloric  Sphincter 
&  Duodenum 

Hypertension 

Investigation  of  Myopathies 

Effects  of  Hyperbaric  Oxygenation  LTpon  Cerebral 
Circulation  in  Patients  with  Cerebral  Vascular 
Disease 

Partial  Characterization  of  Inborn  Errors  of  Thy- 
rodial  Genesis  in  Familial  Goitrous  Cretinism 

Hyperbaric  Oxygenation  in  Patient  with  Sickle  Cell 
Disease 

Endocrine  Disturbances  in  Intracranial  Extrasellar 
Lesions 

An  Investigation  of  the  Adrenal  &  Extra-adrenal 
Effects  of  Corticotropin  &  Related  Peptides 

A  Radiographic  &  Hemodynamic  Evaluation  of 
Unilateral  Renal  Disease  as  a  Cause  of  Hyper- 
tensive Vascular  Disease 

A  Study  of  the  Hemodynamic  Effects  of  Cardiovas- 
cular Drugs  on  Cardiac  Function 

A  Study  of  the  Reciuirements  for  Successful  Re- 
placement of  the  Human  Heart  Valves  with  Pros- 
thetic Valves 


Electrical  &   Drug  Conversion  of  Supraventricular 
Arrhythmias 


William  Anlyan,  M.D. 
Charles  Mengel,  M.D. 

Morton  Bogdonoff,  M.D. 


Saul  Boyarsky,  M.D. 

Rubin  Bressler,  :\I.D. 
Rubin  Bressler,  M.D. 
C.  E.  Buckley,  M.D. 

T.  David  Elder,  M.D. 

T.  David  Elder,  M.D. 

Keith  S.  Crimson,  M.D. 

Keith  S.  Crimson,  M.D. 
Martin  Hatcher,  M.D. 
Albert  Heyman,  M.D. 


James  Wynn,  i\I.D. 
Elizabeth  Lamb,  M.D. 

John  Laszlo,  M.D. 


Harold  Lebovitz,  M.D. 


Harold  Lebovitz,  M.D. 


Henry  D.  Mcintosh,  M.D. 


Henry  D.  Mcintosh,  M.D. 
Robert  E.  Whalen,  M.D. 

Henry  D.  Mcintosh,  M.D. 
Robert  E.  Whalen,  M.D. 
Will  C.  Sealy,  M.D. 
Ivan  W.  Brown,  M.D. 
Glenn  Young.  M.D. 

Henry  D.  Mcintosh,  M.D. 


(List  of  projects  to  be  continued  in  January  issue) 
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tain  circumstances  the  disease  could  be  a  real 
problem  here.  He  cited  such  examples  as  war, 
flood  or  any  other  calamity  in  which  water  sup- 
plies could  become  contaminated. 

*  *    * 

Dr.  J.  William  Rogers,  instructor  in  ophthal- 
mology, has  returned  to  the  faculty  of  the  Bow- 
man Gray  School  of  Medicine,  following  two 
years  of  military  service. 

While  on  leave  of  absence  he  was  head  of 
the  Department  of  Ophthalmology  at  the  IT.  S. 
Naval  Hospital  in  Pensacola,  Fla.,  holding  the 
rank  of  lieutenant  commander, 

*  *     * 

Dr.  Clarence  F.  Clark,  on  furlough  as  a  medical 
missionary  of  the  Southern  Baptist  Foreign 
Mission  Board,  has  joined  the  faculty  of  the  Bow- 
man Graj'  School  of  Medicine  for  a  nine-month 
period. 

A  1949  graduate  of  the  Bowman  Gray  School  of 
Medicine,  he  has  been  head  of  the  Department 
of  Pediatrics  at  Japan  Baptist  Hospital,  Kyoto, 
Japan,  for  the  past  11  years.  He  has  served  as 
administrator  of  the  120-bed  mission  hospital 
since  1959. 

In  his  new  facultj'  position,  he  will  work  pri- 
marily with  the  medical  school's  program  for 
mentally  retarded  children.  He  will  return  to 
Japan  Baptist  Hospital  in  June,  1965. 

^        ^        if; 

Dr.  Felda  Hightower,  associate  professor  of 
surgery  at  the  Bowman  Graj'  School  of  Medicine, 
has  been  appointed  to  the  Board  of  Governors 
of  the  American  College  of  Surgeons. 

He  will  serve  a  three-year  term  on  the  board 
as  a  representative  of  the  Southern  Surgical  As- 
sociation. 

Dr.  Hightower,  who  is  currently  vice  presi- 
dent of  the  North  Carolina  Chapter,  American 
College  of  Surgeons,  is  a  past  president  of  the 
North  Carolina  Surgical  Association  and  past 
president  of  the  Forsyth  County  Medical  Society. 

*  *     * 

Dr.  Richard  L.  Burt  has  been  named  to  the 
newly  formed  project  committee  for  the  Child 
Health  and  Human  Development  Program  of  the 
U.  S.  Public  Health  Service.  He  will  serve  a 
four-year  term. 

Dr.  Burt  is  professor  of  obstetrics  and  gyne- 
cology and  director  of  the  Section  on  Reproduc- 
tive Biology  at  the  Bowman  Gray  School  of 
Medicine. 

*  *    * 

Miss  Helen  Vos,  director  of  the  School  of  Anes- 
thesia for  Nurses  at  North  Carolina  Baptist  Hos- 
pital and  the  Bowman  Gray  School  of  Medicine, 
was  recently  named  president-elect  of  the  Ameri- 
can  Association   of  Nurse   Anesthesists. 

*  *    * 

Dr.  William  H.  Boyce,  professor  of  urology, 
has  been  appointed  by  the  U.  S.  Pubhc  Health 


Service  to  serve  as  a  member  of  its  Surgery 
"A"  Study  Section.  His  four-year  term  will  be- 
gin Julj'  1,  1965. 

*  *     * 

A  scientific  exhibit,  prepared  at  the  Bowman 
Gray  School  of  Medicine,  was  presented  at  the 
annual  meeting  of  the  American  College  of  Sur- 
geons in  Chicago,  111. 

The  exhibit  on  "Human  Renal  Arterial  Blood- 
flow"  involved  research  being  conducted  by  Dr. 
William  H.  Boyce,  professor  of  urology.  Dr.  Boyce 
also  participated  in  a  panel  discussion  on  "The 
Problem  of  Recurrent  Stones"  at  the  meeting. 

*  *    * 

Two  members  of  the  Bowman  Gray  faculty  par- 
ticipated in  the  18th  annual  meeting  of  the  Coun- 
cil on  Arteriosclerosis  of  the  American  Heart 
Association  and  the  American  Society  for  the 
Study  of  Arteriosclerosis. 

Dr.  C.  Nash  Herndon,  professor  and  chairman 
of  the  Department  of  Preventive  Medicine  and 
Genetics,  presented  a  paper  on  "Genetic  Pre- 
disposition to  Atherosclerosis  in  Species  Other 
Than  Man."  Dr.  Hugh  B.  Lofland,  associate  pro- 
fessor of  biochemisti-y,  spoke  on  "Studies  on  Com- 
parative Arterial  Metabolism  Using  Perfusion 
Techniques." 

*  5}S  + 

Dr.  Frank  R.  Lock,  professor  and  chairman  of 
the  Department  of  Obstetrics  and  Gynecology, 
and  Dr.  H.  Kent  Bennett,  resident  in  obstetrics 
and  gynecology,  presented  papers  at  the  District 
IV  meeting  of  the  American  College  of  Obste- 
tricians and  Gynecologists  in  Jacksonville,  Fla. 

Dr.  Lock,  president  of  the  American  College  of 
Obstetricians  and  Gynecologists,  spoke  on  "The 
Obstetrician-Gynecologist  and  the  Family."  Dr. 
Bennett  presented  a  paper  on  "Post-Necrotic  Cir- 
rhosis Complicated  by  Pregnancy." 

Dr.  Richard  C.  Proctor,  professor  and  chair- 
man of  the  Department  of  Psychiatry,  served  as 
discussant  for  a  paper  on  "Desegregation — Delib- 
erate, De  Facto,  Discordant"  at  the  annual  meet- 
ing of  the  Southern  Psychiatric  Association  in 
Kansas  City,  Mo.  He  is  a  past  president  of  the 
association. 

Dr.  Proctor  also  spoke  on  "Practical  Aspects 
of  Psychiatry  for  the  General  Practitioner"  at 
an  Oct.  31  meeting  of  the  Ohio  Valley  Chapter 
of  the  American  Academy  of  General  Practice 
in  Wheeling,  W.  Va. 

Dr.  R.  Winston  Roberts,  professor  of  opthalmol- 
ogy,  taught  a  course  on  "Early  Glaucoma"  at 
the  annual  meeting  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology  in  Chicago, 
111.  He  also  presented  a  paper  on  "An  Unusual 
Form  of  Glaucoma  in  Aphakics." 
*    *    * 

John  Packer,  senior  student  at  the  Bowman 
Gray  School  of  Medicine  and  national  president 
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of  the  Student  American  Medical  Association, 
spol^e  at  two  sessions  of  the  75th  annual  meeting 
of  the  Association  of  American  Medical  Colleges 
in  Denver,  Colo. 

Meeting  with  the  group  on  Student  Affairs,  he 
spoke  on  "The  Role  of  a  National  Student  Organi- 
zation in  Medical  Education."  Later  he  spoke  on 
"The  Medical  Student— Is  He  Informed?"  at  a 
meeting  of  the  Medical  Section,  American  College 
Public  Relations  Association  which  was  held  in 
conjunction  with  the  AAMC  meetings. 
+     *     * 

Dr.  Richard  C.  Proctor,  professor  and  chairman 
of  the  Department  of  Psychiatry,  was  recently 
elected  secretary  of  the  North  Carolina  Neuro- 
psychiatric  Asociation  at  the  annual  meeting 
of  the  organization  in  Asheville. 

News  Notes  from  thp:  University  of 
North  Carolin.\  School  of  Medicine 

Burlington  Industries,  Inc.  has  given  $650,000 
to  the  University  of  North  Carolina  to  help  fin- 
ance the  first  phase  of  a  long-range,  multi-million 
dollar  expansion  of  N.  C.  Memorial  Hospital  in 
Chapel  Hill. 

Announcement  of  the  gift  was  made  recently 
by  Consolidated  University  President  William 
C.  Friday  at  a  special  luncheon. 


It  is  the  largest  gift  ever  given  to  the  Uni- 
versity by  a  business  firm  and  it  climaxes  a 
campaign  by  the  Medical  Foundation  of  North 
Carolina  to  raise  $8.4  million  for  an  ambulant  pa- 
tient wing  for  the  hospital. 

The  gift  will  establish  a  memorial  to  the  late 
J.  Spencer  Love,  founder  of  Burlington  Indus- 
tries and  chairman  and  president  of  the  textile 
firm  at  the  time  of  his  death  almost  three  years 
ago. 

All  of  the  outpatient  clinic  areas  of  the  five- 
story  hospital  addition  will  be  known  as  the  J. 
Spencer  Love  Clinics. 

Construction  of  the  new  addition  is  scheduled 
to  begin  next  spring.  The  structure  will  contain 
reception  areas,  the  J.  Spencer  Love  Clinics,  sup- 
porting patient-care  facilities  and  will  serve  as 
a  new  entrance  for  the  hospital.  The  existing  en- 
trance on  the  north  side  of  the  hospital  will  be 
mo\'ed  to  the  south  in  the  new  wing. 

A  Distinguished  Citizen  Award  has  been  pre- 
sented by  Governor  Terry  Sanford  to  Dr.  W. 
Reece  Berryhill,  who  stepped  down  September 
1,  after  23  years  as  dean  of  the  University  of 
North  Carolina  School  of  Medicine. 

The  award  cited  Dr.  Berryhill  "for  services 
rendered  above  and  beyond  the  call  of  duty  as 
an  outstanding  citizen  and  more  particularly  for 
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peculiar  talents  and  efforts  displayed  in  the  area 
of  medical  education." 

Dr.  Berryhill,  accompanied  by  his  wife,  is  in 
Europe  for  a  four-month  study  of  medical  edu- 
cation in  England,  Scotland,  Holland  and  Sweden. 
He  will  return  to  the  U.  S.  in  late  January  and 
will  tour  various  medical  centers  in  this  county 
before  returning  to  full-time  teaching  and  re- 
search here  next  September  1.  He  is  on  a  one- 
year  leave  of  absence. 

>i^        *        + 

Dr.  Robert  R.  Cadmus  of  Chapel  Hill  has  been 
named  to  a  three-year  term  on  the  General  Clin- 
ical Research  Centers  Committee  of  the  National 
Institutes  of  Health. 

He  is  chairman  of  the  Department  of  Hospital 
Administration  at  the  University  of  North  Caro- 
lina School  of  Medicine  and  formerly  was  direc- 
tor of  N.  C.  Memorial  Hospital  here  for  12  years. 

The  NIH  committee  reviews  applications  for 
federal  funds  to  establish  and  maintain  clinical 
research  centers  (there  are  78  such  centers  in 
the  United  States  now,  including  one  at  U.N.C. 
and  another  at  Duke.) 

*    +    * 

Dr.  Gordon  S.  Dugger,  professor  of  surgery  and 
chief  of  the  Division  of  Neurosurgery,  left  Octo- 
ber 22  to  spend  six  weeks  as  a  visiting  professor 
of  neurosurgery  in  India. 


He  has  been  awarded  an  International  Rehabili- 
tation Research  Fellowship  by  the  U.  S.  Depart- 
ment of  Health,  Education  and  Welfare. 

Dr.  Dugger  will  assist  in  neurological  rehabili- 
tation activities  at  Christian  Medical  College  in 
Vellore,  the  University  of  Madras  and  at  neuro- 
logical centers  in  Bombay  and  New  Delhi. 
*     +    + 

An  electronic  device  which  makes  graphic 
charts  of  the  vibrations  it  "feels"  on  the  surface 
of  a  child's  chest  holds  promise  of  becoming  an- 
other valuable  tool  in  detecting  ailing  young 
hearts. 

A  University  of  North  Carolina  cardiologist.  Dr. 
Ernest  Craige,  told  members  of  the  American 
Clinical  and  Climatological  Association  at  their 
annual  meeting  in  Colorado  recently  that  elec- 
tronic tracings  of  a  child's  chest  movements  can 
help  estimate  the  seriousness  of  certain  birth  de- 
fects of  the  heart  and,  also,  can  be  used  to  check 
the  effects  of  surgery  performed  to  correct  these 
defects. 

He  said  the  chamber  of  the  heart  which  pumps 
blood  to  the  lungs  is  near  enough  to  the  surface 
of  the  chest  for  a  sensing  device  placed  on  the 
skin  to  record  the  heart's  pumping  action.  No 
similar  studies  of  the  movements  in  this  area 
of  the  heart  in  children  have  been  made  previous- 
ly. 


..DBI  lowers  high  blood 
ugars  without  promoting 
at  synthesis,  encourages 
iradual  weight  loss^'^ 


to  manage  the  overweight  stable  adult  diabetic  unresponsive  to  diet  alone 

DBi:  DBI-TD 


tablets  25  mg. 


timed-disintegration  capsules  50  mg. 


BRAND  OF  PHENFORMIN  HCI 

DBI  promotes  glucose  utilization  via  the  physiologic  Embden-Meyerhof  pathway... 
reduces  high  blood  sugars,  lowers  toward  normal  elevated  blood  insulin  levels,  encour- 
ages gradual  weight  reduction.  For  the  ketoacidosis-prone  diabetic,  however,  insulin 
is  still  the  essential  hypoglycemic  agent. 

side  effects:  Gastrointestinal,  occurring  more  often  at  higher  dosage  levels,  abate  promptly 
upon  dosage  reduction  or  temporary  withdrawal,  precautions:  Occasionally  an  insulin- 
dependent  patient  will  show  "starvation"  ketosis  (acetonuria  without  hyperglycemia)  which 
must  be  differentiated  from  "insulin-lack"  ketosis  which  is  accompanied  by  acidosis,  and 
treated  accordingly.  Lactic  acidosis  has  been  reported  in  non-diabetics  and  diabetics  treated 
with  insulin,  with  diet,  and  with  DBI.  Question  has  arisen  regarding  possible  contribution 
of  DBI  to  lactic  acidosis  in  patients  with  renal  impairment  and  azotemia  and  also  those  with 
severe  hypotension  secondary  to  myocardial  or  bowel  infarction.  Periodic  B.U.N,  determina- 
tions should  be  made  when  DBI  is  administered  in  the  presence  of  chronic  renal  disease. 
DBI  should  not  be  used  when  there  is  significant  azotemia.  Any  cardiovascular  lesion  that 
could  result  in  severe  or  sustained  hypotension,  which  may  itself  lead  to  development  of  lactic 
acidosis,  should  be  considered  cause  for  immediate  discontinuation  of  DBI  at  least  until 
normal  blood  pressure  has  been  restored  and  is  maintained  without  vasopressors.  Should 
lactic  acidosis  occur  from  any  cause,  vigorous  attempts  should  be  made  to  correct  circulatory 
collapse,  tissue  hypoxia,  and  pH.  contraindications:  Severe  hepatic  disease,  renal  disease  with 
uremia,  cardiovascular  collapse.  Not  recommended  without  insulin  in  acute  complications  of 
diabetes  (metabolic  acidosis,  coma,  severe  infections,  gangrene,  surgery),  pregnancy  warning: 
During  pregnancy,  until  safety  is  proved,  use  of  DBI,  like  other  oral  hypoglycemic  drugs,  is 
to  be  avoided.  Consult  product  brochure  for  full  information. 

1.  Gordon,  E.S.:  Metabolism  11:819,  1962.  2.  Grodsky,  G.M,  et  al.:  Metabolism  12:278.  1963. 
3.  Waller,  C.  et  al.:  Scientific  Exhibit,  A.M.A.,  June  1962.  4.  Sadow,  H.S.:  Metabolism  12:333,  1963. 
5.  Faludi,  G.:  J.  Am,  Med,  Women's  Assoc.  18:722,  1963.  6.  Faludi,  G.:  Geriatrics  18:452,  1963. 
7.  Williams,  R.  H.:  Textbook  of  Endocrinology,  Ed.  3,  Saunders,  Phila.,  1962,  p.  510.  8.  Weller,  C.  and 
Linder,  M.:  Am.  Therap.  Soc,  June  1953,  9.  Moss,  J.  M.  et  al.:  Med,  Times,  July  1954. 


U.S.  vitamin  &  oharmaceutical  corn.  •  soo  second  Ave. 


New  York.  N.Y.  10017 


534 


NORTH  CAROLINA  MEDICAL  JOURNAL 


December,  1964 


"The  purpose  of  our  studies,  "  Dr.  Craige  ex- 
plained, "is  to  seel<:  information  wliich  might  en- 
hance the  accuracy  of  assessing  congenital  car- 
diac patients  in  the  pediatric  age  group  by  ex- 
ternal, non-traumatic  methods." 
+     *     * 

An  architect,  an  industrial  engineer,  and  a 
sociologist  have  been  added  to  the  staff  of  the 
Department  of  Hospital  Administration  at  the 
University  of  North  Carolina  School  of  Medicine. 

Raymond  Watson  Griffin,  a  native  of  Dillon, 
South  Carolina,  and  formerly  with  architectural 
firms  in  New  York  and  San  Francisco,  has  been 
appointed  an  instructor.  He  received  his  degree 
in  architecture  from  Clemson  University  in  1960. 

Dr.  Jay  Goldman,  a  faculty  member  at  Wash- 
ington University  in  St.  Louis  in  industrial  en- 
gineering and  engineering  since  1956,  has  become 
a  professor  of  industrial  engineering  at  N.  C. 
State  in  Raleigh  and  has  a  joint  faculty  appoint- 
ment here. 

Dr.  James  P.  Harkness  has  been  named  as  as- 
sistant professor  in  sociology.  Since  receiving  his 
doctoral  degree  from  Michigan  State  University 
in  1961,  he  has  been  a  sociologist  with  the  Be- 
havioral Science  Section,  Division  of  Community 
Health  Services,  U.  S.  Public  Health  Service, 
Washington,  D.  C. 


The  Board  of  Regents  of  the  American  College 
of  Surgeons  recently  appointed  a  U.N.C.  surgeon 
to  membership  on  its  Committee  for  the  Forum 
on  Fundamental  Surgical  Problems. 

Dr.  Erie  E.  Peacock,  Jr.,  associate  professor 
at  the  U.N.C.  School  of  Medicine  and  director  of 
the  U.N.C.  Hand  Rehabilitation  Center,  was  nam- 
ed to  a  five-year  term.  He  will  serve  with  14  other 
members. 

+     *     + 

Disorders  of  the  nervous  system  in  children 
are  outlined  in  a  newly  published  textbook  edited 
by  Dr.  Thomas  W.  Farmer,  professor  and  acting 
chairman  of  the  Department  of  Medicine  at  the 
University  of  North  Carolina  School  of  Medicine. 

"Pediatric  Neurology"  is  a  14-chapter  book  in 
which  13  specialists  in  neurology,  neurological 
surgery  and  pediatrics  pool  their  experiences. 

Ten  of  the  14  chapters  were  written  by  U.N.C. 
physicians.  In  addition  to  Dr.  Farmer,  chapters 
were  contributed  by  Drs.  J.  Norman  Allen,  Harrie 
R.  Chamberlin,  Allan  W.  Downie,  Gordon  S. 
Dugger,  R.  Barton  Jenkins  (formerly  of  U.N.C), 
and  Charles  E.  Morris. 

"Pediatric  Neurology"  was  published  by  Harp- 
er &  Row. 

*     +     ♦ 

The  International  Committee  for  Haemostasis 
and   Thrombosis,   comprising  members   from    15 
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countries,  has  elected  Dr.  Keneth  M.  Brinkhous 
of  U.N.C.  School  of  Medicine  as  its  new  chair- 
man. 

He  is  professor  and  chairman  of  the  Depart- 
ment of  Pathology. 

The  election  was  held  during  the  annual  meet- 
ing in  Amsterdam,  Holland.  Dr.  Brinkhous  suc- 
ceeds Dr.  Fritz  Roller  of  Switzerland. 

The  international  group,  known  prior  to  this 
year  as  the  International  Committee  for  the 
Nomenclature  of  Blood  Clotting  Factors,  is  con- 
cerned with  problems  in  the  field  of  blood  clot- 
ting and  bleeding  diseases. 

Dr.  Brinkhous  also  was  recently  elected  co- 
chairman  of  the  Medical  and  Scientific  Council 
of  the  World  Federation  of  Hemophilia.  This 
group  held  its  second  international  meeting  in 
Amsterdam. 

The  first  complete  textbook  on  modern  meth- 
ods of  x-raying  the  nervous  system  has  been  co- 
authored  by  radiologists  at  the  U.N.C.  School  of 
Medicine  and  the  College  of  Physicians  and 
Sui'geons  at  Columbia  L^niversity. 

"Diagnostic  Radiologj'"  represents  the  efforts 
of  Dr.  Ernest  H.  Wood,  U.N.C.  professor  and 
chaii'man  of  the  Department  of  Radiology,  and 
Dr.  Juan  M.  Taveras,  professor  of  radiology  at 
Columbia  University. 


The  961-page  book  provides  material  to  serve 
as  a  text  for  students,  as  a  handbook  for  graduate 
study  in  radiology  and  as  a  source  of  informa- 
tion for  consultants. 

The  WilUams  &  Wilkins  Co.  of  Baltimore, 
Md.,  is  the  publisher. 

A  special  study  of  how  the  kidneys  function 
has  been  extended  for  another  seven  years  at 
the  U.N.C.  School  of  Medicine. 

The  U.S.  Public  Health  Service  has  approved 
a  research  grant  of  about  $280,000  for  continuing 
a  micropunctive  study  of  kidney  function.  Dr. 
Carl  W.  Gottschalk,  U.N.C.  professor  of  medicine 
and  career  investigator  of  the  American  Heart 
Association,  is  the  principal  investigator. 


News  Notes  from  the  Duke  University 
Medical  Center 

Dr.  F.  Bayard  Carter  was  honored  recently  by 
his  colleagues,  and  former  residents  in  obstetrics 
and  gynecology  at  Duke  University. 

Medical  men  around  the  world  know  him  as  a 
clinician  and  pioneer  in  the  earlj'  detection  and 
operative  treatment  of  genital  cancer.  His  stu- 
dents think  of  him  fondly  as  "Nick"  Carter,  or- 
ganizer and  chairman  of  the  Duke  University 
School  of  Medicine's  Department  of  Obstetrics 
and  Gynecologj'  since  1931. 
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In  September  of  1951,  15  of  his  former  resi- 
dents in  the  Department  of  Obstetrics  and 
Gynecologj'  at  Duke  organized  the  Nick  Carter 
Travel  Club.  The  Club,  numbering  67  members, 
meets  each  year  in  a  hospital  or  teaching  in- 
stitution and  returns  every  third  year  to  Duke 
to  renew  old  ties. 

The  Club's  thirteenth  meeting  ths  year  was 
highlighted  by  presentation  of  the  $250,000  F. 
Baj'ard  Carter  Obstetrical  and  Gj'necological  Fund 
to  Duke  President  Douglas  M.  Knight. 

The  perpetually  endowed  fund  was  presented 
by  Dr.  Leonard  Palumbo,  president  of  the  Nick 
Carter  Travel  Club  and  professor  of  Obstetrics 
and  Gynecology,  University  of  North  Carolina 
School  of  Medicine,  Chapel  Hill. 

Before  a  crowd  of  about  500  persons,  the  cere- 
mony was  conducted  at  the  Jack  Tar  Hotel  in 
Durham.  Attending  were  members  of  the  Nick 
Carter  Travel  Club,  Duke  University  and  Duke 
Medical  Center  faculty  members  and  officials, 
and  other  guests  from  across  the  United  States. 
*     *     * 

Eighteen  brain  surgeons  from  across  the 
United  States  gathered  at  Duke  University  Med- 
ical Center  in  September  for  two  days  of  scien- 
tific sessions,  conferences,  and  social  events 
here  as  they  honored  Dr.  Guy  L.  Odom,  chief 
neurosurgeon  at  the  center. 


All  those  attending  are  former  residents  who 
have  served  under  Dr.  Odom. 

The  two-day  meet  was  planned  to  honor  Dr. 
Odom  on  his  twenty-second  anniversary  with 
Duke.  He  joined  the  Duke  faculty  in  1943,  be- 
came a  full  professor  in  1950,  and  has  headed 
the  department  of  neursourgery  since  1960. 

Fourteen  scientific  papers  were  presented  by 
members  of  the  group,  representing  some  of  the 
most  advanced  thinking  in  neurosurgery  today. 

Dr.  Jacinto  J.  Vazques,  associate  professor  of 
pathology,  Duke  Medical  Center,  acted  as  ad- 
viser in  the  establishment  of  immunology  labora- 
tories at  the  University  of  Ibadan  in  Nigeria, 
Africa.  Dr.  Vazques  was  invited  into  the  project 
by  the  immunology  unit  of  World  Health  Or- 
ganization. 

On  November  6  he  left  for  a  six-week  stay  at 
the  University  of  Ibadan,  after  which  time  he 
planned  to  participate  in  an  international  meet- 
ing on  immunology  and  parisitology  in  mid- 
December,  also  organized  by  the  immunology 
unit  of  World  Health  Organization. 


North  Carolin.-^  Congress  on  Medicine 
AND  Pharmacy 

A  statewide  Congress  on  Medicine  and  Phar- 
macv  was  held  November  11  and  12,  in  Durham, 
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under  the  joint  auspices  of  the  Medical  Society 
of  the  State  of  North  Carolina  and  the  North 
Carohna  Pharmaceutical  Association. 

In  addition  to  individual  addresses,  the  pro- 
gram included  a  panel  discussion  on  Fundament- 
al Issues  Affecting  the  Practice  of  Medicine  and 
Pharmacy  moderated  by  John  T.  Dees,  M.D., 
chairman,  Committee  Liaison  to  the  North  Caro- 
lina Pharmaceutical  Association  of  the  State 
Medical  Society.  Serving  with  him  on  the  panel 
■were  Dr.  Edgar  T.  Beddingfield,  Jr.,  chairman, 
State  Medical  Society  Committee  on  Legislation, 
Dean  E.  A.  Brecht,  University  of  North  Carolina 
School  of  Pharmacy,  Dr.  John  R.  Kernodle,  and 
H.  C.  McAllister,  secretary-treasurer.  North  Caro- 
lina Board  of  Pharmacj-. 

The  North  Carolina  Congress  on  Medicine  and 
Pharmacy  is  the  first  such  meeting  held  at  the 
state  level  anywhere  in  the  country,  and  is 
the  outgrowth  of  a  national  Congress  on  the  sub- 
ject held  in  March  of  this  year. 


North   Carolina   State   Board   of   Health 

Dr.  William  Burns  Jones,  Jr.,  of  Raleigh  has 
been  appointed  Director  of  the  Local  Health  Di- 
vision of  the  State  Board  of  Health,  according  to 
an  announcement  by  Dr.  J.  W.  R.  Norton,  State 
Health  Director.  Dr.  Jones  fills  the  vacancy  oc- 
casioned by  the  death  of  Dr.  Robert  D.  Higgins 
on  October  9  of  this  year. 

Dr.  Jones  served  as  local  health  director  of 
^^'arren  and  Franklin  Counties  prior  to  coming 
to  the  State  Board  in  1962  as  Assistant  Director 
of  the  Local  Health  Division.  He  has  also  served 
in  the  State  Board  as  Assistant  Chief  of  the 
Chronic  Disease  Section. 


North  Carollna  State  Board  of  Medical 
Examiners 

A  meeting  of  the  Board  of  Medical  Examiners 
will  be  held  January  8-9,  1965,  at  the  Mid  Pines 
Club,  Southern  Pines.  Applicants  for  license  by 
endorsement  will  be  interviewed  on  January  8. 


North  Carolina  Heart  Association 

The  North  Carolina  Heart  Association  an- 
nounces the  creation  of  two  multi-county  regions 
in  an  administrative  reorganization  involving 
Heart  Associations  in  12  northeastern  counties. 
The  new  NCHA  units  will  be  known  as  the  Pam- 
lico and  Tidewater  Regions. 

The  Pamlico  Region  of  the  state  heart  group 
includes  Beaufort,  Dare,  Hyde,  Pamlico,  Tyrell 
and  Washington  Heart  Associations.  Mrs.  George 
Rountree,  of  Wilmington,  will  serve  as  consul- 
tant to  the  Pamlico  unit. 
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525  Bland  St.,  Bluefield,  W.  Va.  109  E.  Main  Street,  Beckley,  W.  Va. 

David  M.  Wayne,  M.D.  W.  E.  Wilkinson,  M.D. 

Phone:  325-9159  Phone:  253-8397 


Charleston  Mental   Health   Center 

1206  Quarrier  Street,  Charleston,  W.  Va. 

Malcolm  G.  MacAulay,  M.D. 

Phone:  344-3578 


Mental  Health  Clinic 

Professional    Building,    Wise,    Va. 

Pierce  D.  Nelson,  M.D. 

Phone:  328-221  1 
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COFINC  WITH  THE 
DOUBLE  TROUBLE  OF  A  COLD 


%^  MEDCOHIST  for  Relief  of  Congestion 


^'& 


c-ri 


Medcohist,  in  easy-fo-take  tablet  form,  is  the  reliable  "one-two  punch" 
for  relief  from  the  discomfort  of  common  colds,  flu,  and  sinusitis.  This 
antihistaminic/analgesic  formula  is  truly  effective  in  the  treatment  of 
nasal  drip  and  stuffiness,  respiratory  congestion  and  related  aches  and 
pains.  CAUTION:  Medcohist  may  cause  drowsiness.  Sold  by  prescription 
only.  Please  consult  PALMEDICO  literature  for  formula,  dosage,  pos- 
sible side  effects,  and  contraindications. 

Also  Available  MEDCOHIST  1/4    with  Codeine 

MEDITUSSIN  for  Relief  of  Cough 

Meditussin  is  the  effective  antitussive/antihistaminic  formula  with 
Dihydrocodeinone  for  narcotic  therapy  in  acute,  severe  and  refractory 
coughs.  It  is  also  an  efficient  expectorant.  Pharmacologically  more 
active  than  Codeine,  Dihydrocodeinone  also  has  less  tendency  to  pro- 
duce constipation,  nausea  and  drowsiness.  CAUTION:  Federal  law  pro- 
hibits dispensing  without  prescription. 

Also  Available  MEDITUSSIN  X  Exempt  Narcotic 
for  Children 


^ 
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The  Tidewater  Region  includes  the  Bertie, 
f'howan,  Cin-rituek,  Gates,  Hertford,  and  Per- 
qiiinians  Heart  Associations.  Jack  Storey,  of 
Greensboro,  has  been  named  consultant  to  the 
Tidewater  Region. 


American  Board  of  Obstetrics  and 
Gynecology 

Candidates  who  have  participated  in  the  Part  I 
(written)  examination  of  this  Board  given  on 
December  11,  1964,  will  be  notified  of  the  results 
of  their  examination  on  or  before  February  1, 
1965. 

Applications  for  the  Part  I  (written)  exami- 
nation to  be  given  on  .Jul.y  2,  1965,  will  be  accept- 
ed in  the  office  of  the  Secretar.y  during  the 
months  of  January  and  February.  All  applica- 
tions postmarked  after  February  28  will  be  re- 
turned to  the  sender.  Application  forms  and 
Bulletins  of  the  Board  may  be  obtained  by  writ- 
ing to  the  office  of  the  Secretary, — Clj'de  L. 
Randall,  M.D.,  American  Board  of  Obstetrics  and 
Gynecology,  100  Meadow  Road,  Buffalo,  New 
York  14216. 

Servicemen  applying  for  the  Part  I  exami- 
nation are  requested  to  submit  with  their  ap- 
plication, the  name  of  their  Commanding  Of- 
ficer. 


American  Academy  of  Facial  Plastic  and 
Reconstructive  Surgery,  Inc. 

A  new  societj',  the  American  Academy  of 
Facial  Plastic  and  Reconstructive  Surgery,  Inc., 
was  formed  Oct.  19  through  the  merger  of  two 
national  associations  of  otolaryngologists  (phys- 
icians specializing  in  ear,  nose,  and  throat). 

Entering  into  the  merger  were  the  American 
Otorhinologic  Society  for  Plastic  Surgery,  Inc., 
and  the  American  Society  of  Facial  Plastic  Sur- 
gery, Inc.  The  membership  of  both  groups  ap- 
proved the  move  at  a  meeting  in  the  Palmer 
House. 


U.   S.  Department  of  Health,  Education, 
and  Welfare 

Construction  of  community  mental  health  cent- 
ers for  the  first  time  will  he  partially  financed  in 
19G5  by  federal  grants-in-aid  of  $35  million. 

This  is  the  first  appropriation  under  a  $150 
million  three-year  program  of  federal  assistance 
to  finance  center  construction.  Grants  will  range 
from  one-third  to  two-thirds  of  the  building 
cost. 

Recent  signing  by  President  Lyndon  B.  John- 
son of  the  appropriations  bill  for  the  Depart- 
ment of  Health,  Education,  and  Welfare  budget 
of  $6.5  billion  makes  funds  immediately  available 
to  begin  actual  construction  of  these  centers. 


The  cooperation  of  phj'sicians  is  reciuested  in 
a  continuing  study  of  Ewing's  sarcoma  by  the 
Radiation  Branch  of  the  National  Cancer  In- 
stitute at  the  Clinical  Center,  National  Institutes 
of  Health,  Bethesda,  Maryland. 

Referrals  of  patients  with  a  radiographic  diag- 
nosis of  Ewing's  sarcoma  are  needed.  It  is  desired 
that  such  patients  be  referred  prior  to  establish- 
ment of  the  diagnosis  by  biopsy  in  order  that 
they  may  be  admitted  for  biopsy  and  immediate 
institution  of  therapy. 

Physicians  interested  in  having  their  patients 
considered  for  the  study  may  write  or  telephone: 
Dr.  Ralph  E.  Johnson,  Clinicial  Center,  Rooin  6-B- 
09,  National  Institutes  of  Health,  Bethesda,  Mary- 
land 20014. 


Committee  on  Eye  Care  Wains  Against 
Jlissile-Throuing  Toys 

A  warning  to  children  and  parents  about  the 
dangers  of  missile-throwing  toys  has  been  issued 
by  the  Committee  on  Eye  Care  of  the  Medical  So- 
ciety of  the  State  of  North  Carolina.  The  air  rifle 
or  Bee-Bee  Gun  was  singled  out  as  the  worst  of- 
fender in  producing  eye  injuries  to  children,  ac- 
cording to  Committee  Chairman  L.  B.  Holt,  M.D., 
a  Winston-Salem  ophthalmologist. 

The  Committee  was  quick  to  emphasize  that 
the  air  rifle  is  not  a  toy  but  a  weapon  and  should 
he  treated  as  such.  At  least  one  studj'  of  eye  in- 
juries by  missile-throwing  toj's  indicated  an  in- 
jury during  the  Christmas  holidays. 

Injuries  resulting  from  any  missile-throwing 
toy,  from  a  sling-shot  to  an  air  rifle,  frequently 
involves  loss  of  vision.  Ophthalmologists  (eye 
doctors),  who  are  frequently  called  on  to  treat 
such  injuries  to  the  eye,  feel  that  repeated  warn- 
ings of  this  particular  danger  are  considered  ap- 
propriate. 

The  State  Medical  Society's  Committee  on  Eye 
Care  suggests  that  parents  be  particularly  mind- 
ful of  the  dangers  involved  with  missile-throw- 
ing toys. 


On   the   average,   one   in   every   eight   persons 
probably  will  become  a  hospital  patient  this  year. 


The  number  of  births  in  hospitals  declined  last 
year  from  3,908,121  to  3,857,626,  reflecting  a  na- 
tionwide decline  in  the  birthrate. 


PROFESSIONAL  BUSINESS  PLANNING  SE 

Serving  the  Medical  Profession 

2616  Chelsea  Drive 

Charlotte,  N.  C.  28209 

332  8714  code  704 

h 
A  complete  professional  service 
Seab  Milner 
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Pediatric  Xeiirology.  Edited  by  Thomas 
W.  Farmer,  M.D.  690  pages.  189  Illustra- 
tions. Price,  S1S.50.  New  York:  Paul  B. 
Hoeber,  (Medical  Di\i.sion)  Harper  and 
Row,  1964. 

This  book  represents  a  well  organized  and 
generally  well  written  coverage  of  the  specialized 
field  in  medicine  with  which  it  deals.  It  rep- 
resents the  first  recent  attempt  to  cover  not  only 
the  frequently  seen  and  commonly  occurring  dis- 
orders of  the  central  nervous  .system  of  infants 
and  children  l5ut  also  all  of  the  rare  disorders. 
The  only  comparable  text  with  coverage  as  com- 
plete as  this  is  that  of  Dr.  R.  Ford,  which  has 
many  drawbacks  in  terms  of  index  and  arrange- 
ment. 

Pediatric  Neurologij  is  replete  with  tables  that 
organize  and  systematize  well  the  different 
groups  of  disorders.  In  addition,  each  major  dis- 
ease entity  is  presented  in  a  similar  format 
throughout  the  book,  in  which  etiologj',  patho- 
logy, clinical  symptoms  and  signs,  laboratory  ex- 
aminations, differential  diagnosis,  treatment,  and 
prognosis  are  discussed  in  order.  The  first  chap- 
ter on  historj-  and  examination  will  he  particul- 
arly useful  to  the  physician  not  specifically  train- 
ed in  neurology,  because  it  contains  directions  in 
considerable  detail  for  the  many  different  parts 
of  the  neurologic  examination  with  suggestions 
for  adaptation  to  small  infants  and  young  chil- 
dren who  are  not  cooperative. 

The  physician  not  trained  specifically  in  neuro- 
logy may  find  the  wealth  of  detail  in  this  book 
troublesome  at  the  outset,  but  the  index  is  ex- 
cellent and  the  use  of  a  standardized  format 
throughout  the  many  chapters  will  make  this 
text  an  easy  one  to  read  and  use  for  system 
problems.  Although  the  bibliographies  at  the  end 
of  each  chapter  are  abbreviated,  they  are  care- 
fully selected  and  will  in  turn  lead  to  further 
references  concerning  specific  entities.  The  biblio- 
graphies are  of  special  importance  in  pediatric 
neurology,  since  there  has  been  a  great  wealth 
of  recent  clinical  and  laboratory  research  in  many 
of  the  areas  covered  by  this  book. 

The  editor  is  to  be  commended  on  his  choice 
of  contributing  authors,  since  each  of  them  is 
able  to  speak  with  authority  in  the  area  that  he 
discusses.  The  book  dispenses  with  the  more 
classical  case  history  approach,  and  in  general 
the  subject  matter  is  presented  with  clarity  and 
with  remarkable  brevity  in  view  of  the  complex- 
ity of  the  many  syndromes,  diseases,  and  ab- 
normalities that  are  discussed. 

The  only  major  drawback  to  this  book  is  its 
current  price,  which  will  act  as  a  bar  to  its  ac- 
quisition by  the  practicing  pediatricians  who 
would  be  expected  to  profit  most  bj'  its  use. 

{In  Memoriam  appears  on  page  548.) 


For  Sale:  Fischer  7.>  >IA  X-iay-Fluoroscopy  I'liit 
and  all  accessories.  Fischei-  I)iathei-iiiy  Biiidick 
KK2  Klectrocardiograph.  C.  T.  Han  is,  .Ir.,  M.O., 
425  Koberts  Street,  Salisbiiiy,  .\.  ('. 

Needed:  General  physician  for  Infirniar.y  staff, 
University  of  North  Carolina  at  Gi'eensboro. 
Increased  enrollment  and  admission  of  male 
students  necessitate  addition  of  male  physician 
to  staff.  -Address  in(|uiries  to  Olivia  .Abernathy, 
>I.I).,  (Jove  Infirniai-y,  I'niversity  of  \.  ('.  at 
(;reensl)oro,  27412. 

For  Sale  or  Kent  Fully  Equipped  Medical  Office, 
Wadesboro,  N.  ( '.  Sj)Iendi(I  op|>ortunit,v  for 
either  one  or  two  doctors.  Fifty  bed  (Jeneral 
Hospital  in  next  block.  Write  Drs.  Kress  & 
Kress,  Box  .">l:5,  Wadesboio.  N.  ('. 

Space  available,  ."Medical  Arts  (enter,  Fa.yette- 
ville,  \.  V.  Suitable  for  general  practice  or 
specialty.  Modern  building,  located  in  estab- 
lished medical  center.  12  Physicians  in  J)rivate 
practice  in  area.  For  information  write  Box 
;$.'514,    Fayetteville,    North    Caridina. 

Anesthesiologist,  10  years  experience  in  large  city 
group.  Ti'aining  received  at  well  known  New 
England  Clinic.  Desire  relocation  to  small 
co7nmunity.  Reply  Box  790,  N.  V.  Afedical  .Jour- 
nal, Raleigh,  N.  C. 

Physician  Needed:  Physician  interested  in  general 
practice  in  community  of  2.5,000.  110  bed  hospi- 
tal. Office  furnished  if  desired.  Nurse  secretary 
also  available.  Repl.v  to  N.  C.  ^ledical  .loui'nal. 

Phy.sician  Needed:  Two  men  in  general  practice 
partnership  in  Eastern  North  Carolina  seeking 
aditioiial  general  practitioner.  Salary  intially 
with  partnership  at  the  end  of  one  year.  Hospi- 
tal available.  Apply  to  N.  C.  Medical  .loumal. 
Box  700,  Raleigh,  N.  C. 

WANTED — F'or  permanent  old  Salem,  exhibit — 
Old  ."Medical  and  Dental  instruments,  records, 
books,  prescription  bottles,  etc.  Contact — N.  C 
Medical  Journal  Box  790,  Raleigh,  95-34-184. 

Physician  Wanted:  Physician  interested  in  gen- 
eral practice;  excellent  opportunity.  Piedmont 
section.  Reply  in  care  of  the  Journal.  84-122-6. 

Needed  —  general  physician  —  family  internship 
by  four-man  group  in  growing  rural  program 
in  West  Virginia.  Modern  clinic  facilities,  reg- 
ular visiting  specialist  consultant  staff,  sched- 
uled training  and  vacation  periods,  foundation 
sponsorship,  no  investment  required.  Starting 
net  income  range  $14,000  through  $18,000  de- 
pending on  qualifications.  Reply  in  care  of  the 
Journal,  P.  O.  Box  790,  Raleigh,  N.  C. 
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OFFICERS— 1963-1964 
President — John  S.  Rhodes,  M.D.,  Raleigh 
President-Elect — Theodore  S.  Raifoed,  M.D.,  Asheville 
Past  President — John  R.  Kernodle,  M.D.,  Burlington 
First  Vice  President — William  F.  Hollister,  M.D.,  Pinehurst 
Second  Vice  President — Fred  G.  Patterson,  M.D.,  Chapel  Hill 
Secretary — Charles  W.  Styron,  M.D.,  Raleigh 
Speaker  of  the  House — John  C.  Reece,  M.D.,  Morganton 
Vice  Speaker  of  the  House — Wayne  J.  Benton,  M.D.,  Greensboro 
Executive  Director — James  T.  Barnes,  Raleigh 

COUNCILORS— 1961-1964 

First  District— Thomas  P.  Brinn,  M.D.,  118  West  Market  Street,  Hertford 

Vice  Councilor — Quinton  E.  Cooke,  M.D.,  212  East  High  Street,  Murfreesboro 

Second  District — Lynvvood  E.  Williams,  M.D.,  Kinston  Clinic,  Kinston 

Vice  Councilor — Ernest  W.  Larkin,  Jr.,  M.D.,  211  N.  Market  St.,  Washington 

Third  District — Dewey  H.  Bridger,  M.D.,  Bladenboro 

Vice  Councilor — Willlam  A.  Greene,  M.D.,  104  E.  Commerce  St.,  Whiteville 

Fourth  District — Edgar  T.  Beddingfield,  Jr.,  M.D.,  P.  O.  Box  137,  Stantonsburg 
Vice  Councilor — T.  Tilghman  Herring,  M.D.,  Wilson  Clinic,  Wilson 

Fifth  District— Ralph  B.  Garrison,  M.D.,  P.  O.  Box  71,  Hamlet 

Vice  Councilor — Harry  H.  Summerlin,  M.D.,  203  Atkinson  St.,  Laurinburg 

Sixth  District — George  W.  Paschal,  Jr.,  M.D.,  1110  Wake  Forest  Road,  Raleigh 
Vice  Councilor— Rives  W.  Taylor,  M.D.,  105  College  Street,  Oxford 

Seventh  District — Edward  S.  Bivens,  M.D.,  Stanly  County  Hospital,  Albemarle 
Vice  Councilor — Charles  L.  Stuckey,  M.D.,  1515  Elizabeth  Ave.,   Charlotte 

Eighth  District — Harry  L.  Johnson,  M.D.,  P.  O.  Box  530,  Elkin 

Vice  Councilor — John  C.  Burwell,  Jr.,  M.D.,  1026  Prof.  Village,  Greensboro 

Ninth  District — Thomas  L.  Murphy,  M.D.,  116  Rutherford  St.,  Salisbury 

Vice  Councilor — Paul  McN.  Deaton,  M.D.,  766  Hartness  Road,  Statesville 

Tenth  District — William  A.  Sams,  M.D.,  Main  Street,  Marshall 
Vice  Councilor — W.  Otis  Duck,  M.D.,  Drawer  517,  Mars  Hill 

SECTION  CHAIRMEN— 1963-1964 

General    Practice    of    MedJcme— George    T.    Wolff,    M.D.,    1311    N.    Elm    Street, 

Greensboro 

Internal  Mediczne— Frederick  A.  Thompson,  Jr.,  M.D.,  351  Mulberry  St.,  Lenoir 

Ophthalmology    &    Otolaryngology — B.    W.    Armstrong,    M.D.,    106    W.    7th    St., 

Charlotte  2 

Surgery — Addison  G.  Brenizer,  Jr.,  M.D.,  504  Doctors  Building,  Charlotte 

Pediatrics — John  F.  Lynch,  Jr.,  M.D.,  624  Quaker  Lane,  High  Point 

Obstetrics  &   Gynecology — Julian   T.   Brantley,   M,D.,   1024    Professional    Village, 

Greensboro 

Public  Health  &  Education — William  Bltrns  Jones,  M.D.,  State  Board  of  Health, 

Raleigh 

Neurology  &  Psychiatry— Thad  J.  Barringer,  M.D.,  800  St.  Mary's  St.,  Raleigh 

Radiology — A.  B.  Croom,  M.D..  624  Quaker  Lane,  High  Point 

Pathology — J.  0.  Williams,  M.D.,  Cabarrus  Memorial  Hospital,  Concord 

Anesthesiology — Lewis  J.  Gaskins,  M.D.,  1330  St.  Mary's  Street,  Raleigh 

Orthopaedics   &    Traumatology — Christian    F.    Sifwers,    M.D.,    1669    Owen    Drive, 

Fayetteville 

Student  AMA  Chapters — Marcus  Lawrence,  212  Lochland  Ave.,  Winston-Salem 
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1963  COMPILATIONS  of  ANNUAL  REPORTS 


REPORT  OF  THE  SECRETARY 

The  enrolled  memljership  December,  1962  was 
3,353  representing  an  increase  for  tlie  year  of  21 
members.  Scientific  members  now  number  tliree. 
A  call  meeting  was  held  on  December  9,  1962,  in 
Raleigh,  North  Carolina,  and  regular  meetings 
were  held  on  September  16,  1962,  in  Durham, 
North  Carolina  and  on  January  27,  1963  at  Pine- 
hurst,  North  Carolina.  The  resume  of  these  meet- 
ings are  recorded  in  the  transactions. 

The  secretary  attended  the  above  three  meet- 
ings, the  Annual  Meeting  of  the  American  Med- 
ical Association  in  Chicago  in  June  and  the 
Clinical  Meeting  in  Los  Angeles  in  November. 
At  both  meetings  particular  attention  was  given 
to  the  various  legislative  issues  in  regard  to  the 
"Medical    Care    For    The    Aged"    under    Social 


Security.  This  critical  issue  continues  to  be  in- 
creasingly important  and  demands  the  attention 
of  every  physician  for  the  preservation  of  the 
free  practice  of  medicine. 

The  Annual  Meeting  in  Asheville  will  continue 
to  be  conducted  in  the  manner  as  it  has  been 
conducted  in  the  past  with  minor  changes  in 
the  format. 

The  Society  mourned  the  loss  of  a  former 
president  and  a  member  of  the  Editorial  Board, 
G.   Westbrook   Murphy,   M.D. 

The  Headquarters  Office  has  continued  to 
function  well,  in  a  physically  sound  manner, 
and  continues  to  render  outstanding  service  to 
the  membership  of  the  Society. 

Charles  W.  Styron,  M.D. 
Secretary 


AUDITOR'S  REPORT 

Medical  Society  of  the  State  of  North  CaroUna.  Incorporated 

Raleigh,  North  Carolina 

12  Months  Ended  December  :?1,  19(12 

OFFICERS 

Dr.  John   R.   Kernodlo,   President Burlington,  N.  C. 

Dr.  John  S.  Rhodes,  President-Elect  Raleigh,  N.  C. 

Dr.  Claude  B.  Squires,  Past  President Charlotte,  N.  C. 

Dr.  H.  Fleming  Fuller,  First  Vice  President Kinston,  N.  C. 

Dr.  Jacob  H.  Shuford,  Second  Vice  President Hickory,  N.  C. 

Dr.  Charles  W.  Styron,  Secretary Raleigh,  N.  C. 

Dr.  John  C.  Reece,  Speaker  of  the  House  of  Delegates Morganton,  N.  C. 

Dr.  T.  S.  Raiford,  Vice  Speaker  of  House  of  Delegates Asheville,  N.  C. 

Mr.  James  T.  Barnes,  Executive  Director Raleigh,  N.  C. 


Chairman    and    Members    of    tlie    Finance    Com- 
mittee 
Medical  Society  of  the  State  of  North  Carolina, 

Inc. 
Raleigh,  North  Carolina 
Gentlemen: 

Pursuant  to  engagement,  we  lia\e  audited  the 
books  and  records  of  the  Medical  Society  of  the 
State  of  North  Carolina,  Inc..  Italeigh,  North 
Carolina,  for  the  period  bi'.uiiiiiing  .lanuary  1, 
19(12,  and  ending  December  :'A.  19fi2,  and  present 
herewith  our  report. 

Exhibits   iiiul    Schedules 

In  presenting  to  you  our  findings,  as  the  result 
of  the  audit,  we  have  prepared  four  Exhibits 
and  three  Schedules,  as  outlined  in  the  Index, 
which  are  attached  hereto  as  a  part  of  this  re- 
port. 
Bahmcc   Sheet— Exhibit   "A": 

The  first  statement  is  a  list  of  the  Assets, 
Liabilities.  Reserves  and  Fund  Balances,  which 
we  designate  as  Balance  Sheet,  December  31, 
1962,  Exhibit  "A."  This  statement  has  been  di- 
vided into  two  sections.  One  contains  the  Cur- 
rent Operating  Fund,  which  represents  the  Cur- 
rent Assets,  Liabilities  and  Reserves.  The  other 
has  been  designated  as  a  Capital  or  Non-Operat- 
ing Fund  containing  the  office  equipment,  real 
estate  and  capital  stock  owned  and  used  by  the 
Medical  Society — at  estimated  values  established 
in  a  prior  year  plus  actual  cost  for  purchases 
during  the  last  ten  years. 

The  Cash  on  Hand  and  in  Bank  is  made  up  of 
S50.00  Petty  Cash  Fund,  and  $4,452.31  in  the 
First-Citizens  Bank  and  Trust  Company,  Raleigh. 
North  Carolina.  The  Cash  in  Bank  was  verified 
through  a  reconciliation  of  the  balances  as  shown 
by  the  records  of  the  iMedical  Society  with  a 
certificate  which  was  obtained  independently 
from  the  bank.  This  reconciliation  is  shown  in 
detail  in  Schedule — 1  of  this  report. 

Accounts  Receivable — Regular  in  the  amount 
of  $1,747.22  are  shown  on  the  Balance  Sheet  and. 
in  the  main,  represents  the  total  of  several  un- 


collected balances  due  for  local  advertising  in 
the  State  Medical  .Journal.  Verifications  were 
forwarded  on  these  accounts  and  all  differences 
reported  were  reconciled  satisfactorily. 

Accounts  Receivable — National  Advertising  in 
the  amount  of  .$.5, (125. .53  represent  November  and 
December,  19(12,  National  .Advertising  in  the  State 
Medical  .Idurual.  'I'hcsc  anidinits  were  i-onfirmetl 
directl\'  with  the  Stale  Medical  .loin-nal  Adver- 
tising Bureau.  The  N(i\fnibt'r  amount  was  re- 
ceived in  .lanuary,  19(i:!. 

Prepaid  Expenses  and  Su|j|)lies  in  the  amount 
of  $2,714.40  represent  supplies  received  and  on 
hand  at  December  31,  19(12  and  Expenses  paid 
prior  to  December  31,  19f)2.  but  applicable  to  the 
operations  of  the  year  1963. 

The  investment  in  Mutual  Fund  stocks  is 
shown  at  cost  \-alue  of  $117,140.30.  This  repre- 
sents the  cost  of  10.873.092  shares  at  $10.78  per 
share.  During  the  year  under  audit  $1,500.00  in 
cash  and  $7,546.73  in  dividends  earned  was  in- 
vested in  this  stock.  The  value  of  this  investment 
at  December  31,  1962,  was  $10.79  per  share  or  a 
total  value  of  $117,320.06. 

Air  Ti-avel  Deposit  of  $425.00  is  cash  deposited 
with  Eastern  Airlines  in  order  to  secure  air 
travel  credit  cards. 

The  real  estate,  capital  stock  and  office  equip- 
ment and  furniture  shown  on  the  Balance  Sheet 
in  the  amount  of  $55,354.88  is  listed  in  detail  in 
Schedule — 2.  This  represents  an  estimate  made 
in  a  prior  year  which  has  beeit  adjusted  for  pur- 
chases made  during  the  last  eleven  years.  The 
items  shown  represent  cost  value  of  the  equip- 
ment to  the  Medical  Society  as  no  depreciation 
has  been  recorded.  As  there  were  no  liabilities 
outstanding  aganist  this  equipment,  we  have 
shown  the  entire  amount  as  Fund  Balances — 
Capital  Fund — in  the  Balance  Sheet.  LTnder  the 
"Liabilities"  section  we  have  listed  those  ac- 
counts, expenses,  etc..  incurred  prior  to  Decem- 
ber 31,  1962,  for  which  statements  or  accounts 
were  rendered  or  for  which  payment  was  due. 

The  Accounts  Pavable — Trade,  in  the  amount 


of  $19,860.06  represents  unpaid  accounts  at  De- 
cember 31,  1962.  These  were  confirmed  100% 
with  the  creditors  l)y  the  use  of  positive  verifi- 
cations. These  unijaid  accounts  are  for  .Journal 
and  Roster  puljlication,  $11,7-10.12,  legal  fees, 
$4,200.00,  and  other  expense,  $3,919.94.  Most  of 
these  items  were  paid  during  the  course  of  the 
audit. 

The  $85.00,  Dues  to  be  Refunded,  represents 
State  dues  collected  which  are  refundable  to  the 
members.  The  $37.50.  "Due  American  Medical 
Association,"  is  1SG3  A.M. A.  dues  collected  in 
1962.  The  $105.00,  -American  Medical  Association 
Dues  In  Escrow,"  represents  dues  paid  to  the 
State  Society  but  which  cannot  be  remitted  to 
the  National  Society  at  the  time  due  to  diverse 
disqualifying  reasons.  The  pay  roll  taxes,  $143.90, 
for  the  Society's  Social  Security  and  $1,159.10 
for  employees'  Social  Security  and  Withholding, 
were  paid  during  the  course  of  the  audit.  The 
$90.26,  "Due  Hospital  Savings  Association,"  rep- 
resents amount  withheld  from  employees'  sal- 
aries for  hospital  insurance  during  the  last  cjuar- 
ter  of  1962  but  unremitted  at  December  31,  1962. 

The  deferred  credits  of  $3,756.00  are  for  pay- 
ments of  $2,995.00  received  on  technical  exhibits 
space  at  the  1963  Convention,  $611.00  on  1963 
Convention  Banquet,  and  $150  00  on  1963  mem- 
bership dues.  These  remittances  were  received 
in  1962  and  will  be  transferred  to  the  income 
accounts   in    1963. 

The  Reserve  for  Mental  Hygiene  of  $5,000.00 
is  a  reserve  to  cover  expenses  and  costs  of  the 
said  committee  in  its  rehabilitation  work. 

The  Reser\-e  for  Raymond  Randolph  Scholar- 
ship Fund  of  $280.00  represents  a  reserve  for 
the  1955  Essay  Contest  Winner,  Raymond  Ran- 
dolph, Henderson,  North  Carolina.  This  amount 
is  held  in  escrow  for  payment  to  the  college  of 
his  choice,  in  accordance  with  the  contest  rules. 

The  Reserve  for  Medical  Building  Site  repre- 
sents the  unexpended  portion  of  the  $30,723.00 
received  from  the  sale  of  Series  "F"  Bonds. 
The  expanded  portion  of  this  fund  is  $26,104.55 
and  is  set  out  in  Schedule — 3  of  this  report.  This 
leaves  a  balance  of  $4,618.45  not  disbursed  to  date. 

The  Fund  Balance  section  of  the  Balance  Sheet 
is  comprised  of  two  figures,  $97,019.49  being 
the  balance  of  the  Current  Operating  Fund  for 
the  j^ear,  and  $55,354.88  representing  the  balance 
of  Capital  Fund. 

Statement  of  Fund  Balances — Exhibit  "B": 

The  second  statement  is  an  analysis  of  the 
changes  in  Fund  Balances  during  the  year. 

The  Current  Operating  Fund  Balance  was  ar- 
rived at  by  adding  to  the  balance  January  1, 
1962,  of  $97,500.23,  the  amount  of  Dividends  from 
investments  used  to  purchase  additional  shares 
of  $7,546.73  and  subtracting  the  Net  Deficit  from 
operations  for  the  current  year  of  $6,456.10, 
Write-off  of  uncollectible  Accounts  Receivable — 
$112.84,  Expenditures  for  Capital   Fund— $964.14 


and  Adjustment  for  1961  National  Advertising — 
$494.39,  leaving  a  balance  of  $97,019.49  at  De- 
cember 31,   1962. 

The  Capital  Fund  Balance  is  derived  from  add- 
ing purchases   during   the   year   from   operating 
funds  for  Capital  Assets  in  the  amount  of  $964.14 
to  the  balance  January   1,   1962  of  $54,390.74. 
Statement  of  Income  and  Expenses — Exhibit  "C": 

A  statement  showing  a  budget  comparison  of 
the  income  and  expenses  for  the  twelve-months 
period  is  given  in  Exhibit  "C."  This  statement 
is,  in  effect,  a  statement  of  operations  for  the 
year,  and  by  examination  it  will  be  seen  that  the 
Expenses  of  $217,401.33  exceeded  the  income  of 
$209,981.09  by  $7,420.24.  However,  there  was  in- 
cluded in  the  expenses  $964.14  in  Capital  Expendi- 
tures for  Equipment.  Eliminating  these  we  show 
a  deficit  from  operations  of  $6,456.10,  which  has 
been  subtracted  from  the  unexpended  balance 
of  the  Capital  Fund  and  shown  in  the  Fund 
Balances  Section  of  the  Balance  Sheet. 

In  comparison  with  the  Budget,  actual  income 
was  less  than  the  Budget  anticipated  by  $3,718.91. 
The  main  items  accounting  for  this  are  $9,086.73 
less  from  National  Journal  Advertising,  $1,797.42 
more  from  Local  Journal  .-Advertising  and 
$3,550.00  more  from  Memhershi])  Dues. 

Further  examination  re\'eals  that  the  total 
actual  expenses  were  $7,333.33  more  than  the 
budget  provision.  The  main  items  accounting  for 
this  increase  are  o\er-expenditures  of  $3,559.31 
in  Executive  Budget,  $5,224.42  in  the  Journal 
Budget,  $2,365.90  in  Annual  Sessions  Conven- 
tion Budget,  and  an  underexpenditure  in  the 
Public  Relations  Budget  of  $4,643.63. 

Cash  Receipts  and  Disbursements — Exhibit  "D": 

A  statement  showing  in  detail  the  cash  receipts 
and    disbtirsements    of    the    Society    during    the 
year    under    re\-iew    is    shown    in    Exhibit    "D" 
which  we  summarize  as  follows: 
Cash  Balance  January  1,  1962  12,271.16 

Cash  Receipts  During  The  Year  309,942.12 

Total   Cash    Available 

Ijess:  Disbursements 
During  The  Year: 
For  Operations 
To  A.M.A.— Dues 
For  Capital 

Expenditures 
Society  Employee — 

Salary  Supplement 
Investment  in  Mutual 

Fund  Stocks 


$322,213.28 


$215,751.83 
99,245.00 

964.14 

250.00 


1,500.00       317,710.97 


Cash  Balance  December  ;J1,  19(i: 


$     4,502.31 


We  made  a  careful  analysis  of  the  cash  trans- 
actions and.  where  practicable,  traced  the  re- 
ceipts to  their  original  source.  Disbursements  for 
expenses  were  supported  by  cancelled  checks  and 
invoices  issued  in  the  regular  course  of  business. 
We  believe  the  funds  have  all  been  accounted  for. 


(iciicral   < 'oiiiillciUs 

A  surety-  liond  cuxeriiig  faithful  performance 
of  Air.  Jcinios  T.  Barnes,  Executive  Director,  in 
tlie  amount  of  .$50,000.00,  i.s  in  force,  lield  by 
the  Medical  Society  and  was  examined  by  us. 
^\'e  also  examined  and  found  in  force  a  Pi'imary 
Commercial  Blanket  Honesty  Bond  in  the 
amount  of  $25,000.00;  a  fire  insurance  policy — 
with  80%  co-insurance  clause — covering  fire  loss 
on  office  equipment,  hooks  and  records  in  the 
office  of  the  Executive  Director,  Raleigh.  North 
Carolina,  in  the  amount  of  $2,500.00;  an  Automo- 
l3ile  Schedule  Liability  Policy;  a  Standard  Work- 
men's Compensation  and  Employer's  Liability 
Policy;  and  a  Comprehensive  General  Liability 
Policy. 

As  noted  under  Miscellaneous  Budget — Em- 
ployees' Retirement  System  (G-11),  payments  of 
$;3,574.90  on  the  Pension  Plan  of  the  Society 
were  made  during  the  current  year  to  Penn  Mu- 
tual Life  Insurance  Company.  At  December  31, 
1962,  there  were  four  employees  eligible  and 
covered  under  this  plan.  The  plan  liecame  effec- 
tive October  15,  1957  for  employees  who  are  full 
time  permanent  employees  between  the  ages  of 
twenty-five  and  fifty-five  and  have  three  years 
of  continuous  service  if  employed  liefore  October 
15,  1957,  or  four  years  of  continuous  service  if 
employed  after  October  15,  1957. 

We  were  extended  every  courtesy  and  coopera- 
tion during  the  course  of  the  audit  and  we  ex- 
perienced no  trouble  in  obtaining  the  necessarj' 
information  for  this  report. 

St'ojx-  of  Kxainiiiation  and  Opinion 
^\'e  ha\-e  examined  the  balance  sheet  of  the 
Medical  Society  of  the  State  of  North  Carolina, 
Incorporated,  as  of  December  31,  1962  and  the 
related  statements  of  income  and  expense  and 
net  worth  for  the  year  then  ended.  Our  exami- 
nation was  made  in  accordance  with  generally 
accepted  auditing  standards,  and  accordingly  in- 
cluded such  tests  of  the  accounting  records  and 
such  other  auditing  procedures  as  we  consid- 
ered necessary  in  the  circumstances. 

In  our  opinion,  the  accompanying  balance  sheet 
and  statements  of  income  and  expense  and  net 
worth  present  fairly  the  financial  position  of  the 
Medical  Society  of  the  State  of  North  Carolina, 
Incorporated,  at  December  31.  1962,  and  the  re- 
sults of  its  operations  for  the  year  then  ended,  in 
conformity  with  generally  accepted  accounting 
principles  for  non-profit  organizations  applied  on 
a  basis  consistent  with  that  of  the  preceding 
year. 

Verj"  truly  yours, 
A.  T.  ALLEN  &  COMPANY 
CERTIFIED    PUBLIC   ACCOUNTS 
By:  A.  T.  Allen 
Certified  Public  Accountant 
(SEAL) 
Raleigh,  N.  C. 
Februar^•  11,  1963 


Medical    Sixicty    ot    (he   Stale   of    Noidi    Carolina, 

Ineoipoiated 

Haleij;li,  Xoidi  Carolina 

IXDKX 
EXHIBITS 

Balance  Sheet  Exhibit  "A" 

Statement  of  Fund  Balance Exhibit  "B" 

Statement  of  Income  and  Expenses  .Exhibit  "C" 
Cash   Receipts  and   Disbursements     Exhibit  "D" 

SCHEDTLES 

Cash  On  Hand  And  In  Bank Schedule— 1 

Schedule  of  Capital  Assets Schedule— 2 

Schedule  of  Building  Site  Costs  -  .  _.    Schedule — 3 

EXHIBIT    "A"— B.\LANCE   SHEET 
December   31.    1962 
ASSETS: 
CURRENT  OPERATING    FUND: 

r.Lsh  Oj.    ll.iiul   ,iml    III    H.iiiks— (ScluJiilc— IJ    S     4,5u2.31 

AcoiLinlN      Keicn.ilik— Ke«ul.ir      1 .7^7.22 

.\C(;uunls    Kccciv.ibic — N;uion;il    .\(l\crti!.inj;    5.f,25,5i 

Prepaid    Kxpenscs    and    Supplies    2.7H.^U 

Air    Travel     Depnsit    ^25.00 

Inveslimiu    ill    .Miitu.il    Fund    Slocks    n7,H0..iU 

TOTAL   CURRENT   OPERATING    FUND    S1J2, 154.76 

CAPITAL   OR    NON-OPERATING    FUND— (SCHEDULE— 2): 

Ke.il      HMaic      $2r..lli4  55 

Olticc     Inirniuire     .ind     I-ixlure.s     2y,(J5U.ii 

Ca|iit.il    Suick,    Cuniinnii — Slate    .Medici!    juurn.il 

Adverlisiiig     Hureau     200.00 

TOTAL  CAPITAL  OR   NON-OPERATING   FUND   55,i54.88 

TOTAL     ASSETS  Sm7.5IW.M 

LIABILITIES.    RESERVES    AND    NET    WORTH: 
LIABILITIES: 

Accounts    Payable— Trade    S19,S60.0(i 


Dues  1o  Be    Refunded 

Due   .\nieric.in   .Medical    .Association    

Uuc  Americiin  .Medical  .Association — 

Dues    in    Escrow    

Federal  and   State   Income  Taxes  Withheld 

Payroll   Taxes   Payable    

Due    Hospital     Saving    .Association     


85.IJ0 
37.50 

105.00 

1.159.10 

143.90 

9026 


TOTAL      LIABILITIES      S  21  ,■ 

DEFERRED    CREDITS: 

.\dv.iiiced    I'.iMiKiit   on    Technical    Exhibit   Space 

at     1963     Convention     5  2,995.00 

.Adviincc    P.iyiiients    on     1963    Convention    Banquet  611.00 

.Advance   Payments  on    1963   Member.ship   Dues   150.00 

TOTAL  DEFERRED  CREDITS  i,\ 

RESERVES: 

Reserve    for   .Mental    Hyt'icnc    Committee    S  5.000.00 

Reserve    for    Raymond    Randolph   Scholraship    Fund  280.00 

Reserve    for    .Skdical    Building    Site    4.61S.45 


TOTAL      RESERVES      

FUND    BALANCES: 

Current    Operatini;    Fund— (Exhibit    "B")    597,019.49 

Capital    Fund— (Exhibit    "B")    55.354.88 

TOTAL     FUND     BALANCES      

TOTAL    LIABILITIES,    RESERVES    AND    NET    WORTH    


9,898.45 


EXHIBIT    •■B"— STATEMENT    OF    FUND    BALANCES 
December   31,    1962 
CURRENT   OPERATING    FUND: 

Bal.ince— lanuary     1.     1962 S  97,500.23 

ADD:  Incrc.ise  in  Investment — Dividends  on  Stock 
of  Investors  Mutual,  Inc.,  Used  to  Purchase 
Additional     Shares     7,546.73 

TOTAL        .«105.ljl6.96 

LESS:  Net  Deficit  From  Operations  ...56,456.10 
Expenditures  for  Capital  Fund  964.14 
.Adjustment    to   .National   .Advcrtisinc 

Account    for     1961    494.39 

Write  Off  of   Uncollectible 

Accounts     Receivable      1 1  :-«4  8.027.47 

TOTAL  CURRENT  OPERATING  FUND— TO  EXHIBIT  "A"     5  97,019.49 
CAPITAL  FUND: 

Balance— lanuary     1.     1962     5  54.390.74 

ADD:    Purchase    Made    Through    Current    Fund    ..  964.14 

TOTAL  CAPITAL  FUND— TO   EXHIBIT   "A"       55,354.88 

TOTAL    FUND     BALANCES— DECEMBER    31.     1962 


,5152.374.37 


EXHIBIT   "C"— STATEMENT   OF    INCOME    AND    EXPENSES 
12    Months    Ended    December    51.    1962 
Budget 

INCOME: 

Membership    Dues — Current 

and     Prior     'icars     ? 

Dividends    From    Reserve 

Investments      

Sales    of    Journals    and    Rosters    

Author    Contributions     to    Cuts    

Revenue      Unexpected      

Sales    of    Technical    Exhibit    Space    -. 

Journal      Advertising — Local       

Journal    Advertising — National     

Commission    (1%)    From  A.   M.   A. 

For    Dues    Collected    

Ticket    Sales — 1962    Convention 

Banquet     3,500.00 

Less:     Dividends     Reinvested     (-1,000.00 


roviiittii 

Aclual 

Difference 

43,800.00 

5147,350.00 

53,550.00 

4,000.00 

7,546.73 

3,546.73 

1,400.00 

1,839.12 

439.12 

300.00 

182.99 

(   117.01) 

5C0.00 

903.57 

403.57 

IS.500.00 

18,282.50 

(   217.50) 

5,000.00 

6,797.42 

1,797.42) 

40.000.00 

30,913,27 

(  9,086.73) 

700.00 


1,009.80 


2.702.42 
(7,546.73 


(      797.58) 
(  3,546.73) 


TOTAL    INCOME      S2I3 

EXPENSES: 

Executive    Budget: 

.■\-l      E.-cpcuse-— President     g 

Tni\cl — Secret.iry       

Sakiry — Executive  Director  ... 
Travel  Executive  Director  ,, 
Clerical     Assi.stant.s — Office 

Equipment — Office     

Expenses — Office  

Bonding      

A-10  Auditing      

A-U  Pay   Roll    Taxes    

A-12  Insurance     

A-13  Membership    Record    System 
A-14  Publications,    Reports   and 

Executive    .\ids    

.-\-15   Insurable:    Interest    Insurance 
and    Retirement    Plans    


■  00.00    5209,981.09     ($3,718.91) 


A-: 
A -4 
A -5 
A -6 
A -7 
A -8 
A-9 


3,000.00 

S  5.635.97 

($2,635.97) 

350.00 

656,95 

(   306.95) 

15,000.00 

15,000.00 

-0- 

3,100.00 

3,100.00 

-0- 

20.040.00 

21,385.06 

(  1.345.06) 

1  .or:o.oo 

742.41 

257.59 

9,000.00 

8,432.02 

567.98 

-0- 

-0- 

-0- 

750.00 

672.50 

77.50 

734.00 

799.29 

(   65.29) 

166.00 

221.25 

(   55.25) 

50.00 

106.30 

(   56.30) 

200.00 

196.76 

3.24 

1,370.00 

1.370.80 

(     .80) 

Total   Executive    Budget     S  5-1.760.00     S  58.319.31      {S3, 559. 31) 


Journal    Budget: 


B-1 
B.2 
B-3 
B-4 
B-5 
B-6 


Publication    of    lournal     $  50.132.00     S 


Cuts   For    lournal 

Salary — Editor      

Salary — Assistant    Editor    

Expenses — Editorial     Office     .. 

Expenses — Business  Manager's 

Office     ". 

B-7    Equipment — Business 

Manager's    Office    

B-8     Travel    For    Journal    

B-9     Pay    Roll    Taxes    

B-10  Sales    Tax    on    Journal    and 
Roster     Sales     

Total   Journal   Budget 


500.00 
2,310.00 
3.960.00 

300.00 

300.  CO 

-0- 

-0- 

IStS.OO 

400.  :'0 


54,917.18 

675.22 

2,310.00 

3.960.00 

408.12 

402.69 

-0- 

-0- 
195.96 


(54,785.18) 

(      175.22) 

-0- 

-0- 

108.12) 


102.69) 

-0- 

-0- 
7.96) 


445.25     (        45.25) 


S  58.C90.00    S  63.314.42     (55,224.42) 


Intra-Functional   Activity    Budget: 

C-1     Expenses— Executive     Council  S 

C-2     Expenses— Councilors       . 

C-3     Expenses — Legislative 

Committees       

C-4     Expenses — Maternal    Health 

Committee      

C-7     Expenses — Scientific    E.\hihits 

Committee 

C-8     Expenses — Mental    Health 

Committee     

C-9     Expenses — Grievance 

Committee     

C-10  Expenses — Chronic    Illness 

Committee     

C-1 1    Expenses — Committees    in 

General 

C-I3  Expenses — Occupational 

Health     Committee     

C-15  Expenses— Child    Health 

Committee     

C-I6  Expenses — Negotiations 

Committee 

C-17  Expenses — Student    A.M..\. 

Committee       

C-I8   Expenses — Military  and 

Emergency    Medical    Service 

Committee    

C-19  Expenses — Industrial 

Commission     Committee     

C-20  Expenses — Constitution   and 

By-Laws    Committee 
C-21    Expenses — Medical    Legal 

Committee      

Total    Intra-Functional    Activity 


2,500.00  S  1.855.35 
100.00      29.84 

S  644.65 
70.16 

3,000.00 

4.827.83 

(  1,827.83) 

3.200.00 

3,200.00 

-0- 

210.00 

33.83 

176.17 

200.00 

578.50 

(   378.50) 

300.00 

22.85 

277.15 

2,350.00 

2.083.32 

266.68 

2,00.00 

3.894. ,S9 

(  1.894,89) 

200.00 

264.74 

(   64.74) 

1,182.00 

473.05 

708.95 

1,000.00 

1.98 

998.02 

1.215.00 

926.99 

288.01 

600.00 

355.97 

244.03 

100.00 

38.35 

61.65 

-0- 

-0- 

-0- 

100.00 

175.01 

(   75.01) 

Budget  S  18,257.00    S  18.762.50     (S    505.50) 

Extra    Functional    Activities    Budget: 
D-1   Expense   of   AM.A    Delegates    ..   "      " 

D-2  Conference    Dues 

D-3  \\'oman's    Auxiliarv    

Total  Extra   Functional   Activities 


3,410.00  ? 

3.688.97  (S  278.97) 

150.00 

149.50       .50 

1.700.00 

1. 970.86  (   270.86) 

Public    Relations    Budget; 

E-1     Salary — Assistant   For 

Public    Relations    

E-2     Travel — .Assistant    For 

Public     Relations     

E-3     Travel    Committee    Chairman 
E-4     Secretarial   .Assistance — 

Office      

E-5     Equipment — Office     

E-6    Expenses — Office     

E-7     Taxes — Pay     Roll     

E-S     Publications    ;ind   Executive 

Aids    

E-9    .Audio-Visual    Depiction    

E-10  Educational      Distributions 

E-11   News    and    Press    Releases    

E-12  Public    Relations    Bulletin    

E-13  State    High    School    Science 

Fair    Program    

E-14  Exhibits    and    Displays    

E-15  .\nnual   Officers   Conference 

E-16  Physicians    Press    .Award    

E-17  Public   and    Personified 

Activities     

E-18  Collateral    Public    Relations 


Budget 
Provision 


5  10,000.00 

1 .800.00 
500.00 

4,500.00 
750.CO 
5,000.00 
225,00 


100.00 
300.00 
500.00 
350.00 
2,400.00 

200.00 

650.00 

1  .OCO.CO 

300.00 

600.00 
300.00 


1,221.59 
460.58 

2,264.55 
221.73 
4.325.01 
220.04 

116.08 
556.91 
445.96 
295.70 
2,072.47 

103.19 
615.40 
984.86 
295.24 

540.76 
91.30 


578.41 
39.42 

2,235.45 

528.27 

(    674.99 

4,96 

16.08) 
256.91) 
54.04 
54.30 
327.53 

96.81 
34.60 
15.14 
4.76 

59.24 
208.70 


Total   Public   Relations   Budget    ,,.    5  29.475.00    S  24.831.37      54.643.63 


Annual    Sessions    (108th)    Convention 

F-1      Programs      i 

F-2     Hotel    and    .Auditorium 

Expense     

F-3     E.xpenses — Publicity 

Promotion      

F-4     Entertainment     

F-5     Orchestra    and    Floor 

Entertainment      

F-6    Guest    Speakers     

F-7     Banquet    Speaker 

F-8     Electric    .Amplification     

F-9     Booth    Installation    and 

Supplies     

F-10  Projection    E.xpense    

F-11  Badges    

F-12  Transactions    Reporting 

Service      

F-13  Rental — Extra     Facilities     

F-14  Exhibitors    Entertainment    

F-15  Banciuet    Expense    

F-I6  Police    Security    

Total   Annual   Session    (108th) 

Convention    Budget      

Miscellaneous    Budget: 

G-3     Legal    Counsel     

G-4     Reporting    (Executive 

Council,   etc.)    

G.7     Fifty  Year  Club   

G-9     Contingency    and   Emergency 
G-Il  Employees'   Retirement 

System      

G-I2  .Advalorem    Taxes     


Budget: 

1,700,00    5     2,292.26 


200.00 
800.00 

2,000.00 

1.000.00 

200.00 

20U.00 

5,000.00 
300.00 
200.00 

1,000.00 

250.00 

1,200.00 

3.200.00 

425.00 


2.919.07 

570.76 
664.09 

2,060.00 

629.28 

S.45 

239.63 

4.847.32 
481.07 
160.00 

1,080.61 

824.42 

1.550.10 

3,468.84 

345.00 


(5  592.26) 
(  819. C7) 
( 


370.76) 
135.91 

60.00) 
370.72 
191.55 

39.63) 

152.68 
181.07) 
40.00 

80.61) 
574.42) 
350.10) 
26S.84) 

80.00 


5  19.775.00    $  22.140,90     (52,365.90) 
S     5.000.CO     5     4.472.21       5    527.79 


Total    .Miscellaneous    Budget    .5 

Rural  Health  Function   Budget: 
H-1      Expense — Committee 

Chairman     5 

H-2     Salary— Rural    Health 

Consultant     

H-3     Travel— Rural    Health 

Consultant     

H-4     Clerical    Assistant — Part 

Time    

H-5     Taxes- P,iy    Roll    

Rural    Health    Conferences    .... 

Office      Expenses      

4-H    Club    Activities    

Educational    Displays    

H-10  Dues- Rural    Health    Safety 

Council       

Total    Rural    Health    Function 


1,500.00 

300.00 

1,200.00 

2,950,00 
175.00 

11,125.00    5  11.227.89     (5    102.89) 


1,1.34.31  365.69 

307.72  (  7.72) 

1.439.20  (  239.20) 

3,574.90  (  624.90) 

299.55  (  124.55) 


H-6 
H-; 
H-8 
H-9 


300.00  5    18.60 

S  281.40 

6.606.00 

6,606.00 

-0- 

2,000.00 

2,064,74 

(   64.74) 

1,380.00 

1 ,440,00 

(   60.00) 

190.00 

202,68 

(   12.68) 

300.00 

121.93 

178.07 

2.000 

2,103.56 

(   103.56) 

450.00 

387.96 

62.04 

-0- 

11.70 

(    11.70) 

330.39 


Budget       5  13.326.00     5  12,995.61 

TOTAL    EXPENSES    5210.068.00    5217.401.33     (57.3.33.33) 


SUMMARY 

TOTAL     INCOME .  5209,981.09 

LESS:    EXPENSES: 

Executive     Budget     558,319.31 

Journal     Budget     63,314.42 

Intra-Functional    .Activity    Budget    18.762.50 

Extra-Functional     Activities     Budget     5,809.33 

Public    Relations    Budget 24,831.37 

Annual  Sessions   (108th)   Convention  Budget  22,140.90 

Miscellaneous    Budget        1 1,227.89 

Rural    Health    Function    Budge: 12,995.61       217,401.33 


Budget 


5     5.260.00    5     5,809.33     (S    549.33) 


EXCESS   OF   EXPENSES   OVER    INCOME   

LESS:    Caiiital    Expenditures    From    Current    Funds 

NET    DEFICIT    FROM    OPERATIONS    


-5    7,420.24 
964.14 


r.XHIBIT    "IV 

CASH    RECEIPTS    AND    DISBl  RSEMENTS 

12    Moiilh*    Ended    DcceiiibiT    31,    1962 

RECllI'lS; 

CASH    RE(  EIVED    FROM    REGULAR    OPERATIONS: 

Member?.'    Due.s- -Current    .mil    Prior    \e.irs    5Hi.875.0U 

Medif;i[     Journal     Advertisiiif:  -Local     6,641.19 

Medical    Journal   AilvcrliNinB— Nalionai    30,215.80 

Sale  of  Exhibit  S|)acc— 1962   Convention H,675.00 


ale%    of 


Sale  of   Exhibit   Space — 1963    Conventi. 

iMedic.il    Journal    Subscriptions    and 

Rosters    and    \'aluc    Sc.des    

Author's  Contributions  to  t'ost  of  Cuts  

Commission    (1%)    prom    .\.M,-\    For    Collecting 
National    Dues 

Unexpected    Revenue 

Reimbursements  for   Items   P.iid  by   the  Society   . 

Over    Criltection    of    Dues — Later    Refunded    

Miscellaneous    Refunds    

TOTAL    CASH    RECEIVED    FRONf    REGULAR 

OPERATIONS     

AMERICAN    MEDICAL   ASSOCIATION— REGULAR 

DUES     COLLECTED  

AMERICAN    MEDICAL    ASSOC  lATlON— DUES 

PLACED    IN    ESCROW  

RECEIPTS   FROM    1962  CONVENTION   BANQUET   ., 
RECEIPTS    FOR    1963    CONVENTION    BANQUET    .  . 

TOTAL   RECEIPTS    

CASH  BALANCES— JANUARY  1,  1962: 

First  Citizens   Bank    &    Trust  Co.,   Raleiith.   .N.  C„ 

Cash    On    Hand    " 


2,995.00 

1,861.49 
339,51 

l,009ilO 
681.25 
2.708.16 
1,555.00 
2,031.58 


S2II8 
9», 


TOTAL    TO    ACCOUNT    FOR 


UISHURSEMEN'TS: 
DISBURSEMENTS    FOR    CURRENT    OPERATIONS; 

Expenditures — Executive      Budget     558,226.17 

Less;    Capital    Expenditures — Office    Eciuipmcnt    ....        742.41 

Expenditures — Journal     Budget     

Expenditures — Intra-Functionai    .-Vctivity    Budget    -  , 
Expenditures — Extra-Functional    .\ctivities    Budget 

Expenditures — Public    Relations    Budget    ^25.146.91 

Less:    Capital    Expenditures — Office   Equipment    221.73 

Expcnilitures — .\nnual    Sessions    (108th) 

Convention     Budget     

Expenditures — .Miscellaneous     Budget      

Expenditures — Rural    Health    Ftuiction    Budget    

Refunds   of  Dues   Over  Collected    

Refunds   of   .-NM.V   Dues    in   Escrow   

Reftmds — Miscellaneous      

Accrued     Pay     Roll     Taxes— 12-31-61     

Accrued    Hospiral    Insurance. — 12-31-61     

Items    Paid    by    the    Society — Billed    to    Others    

Total      

LESS:  Deductions    From    Wages— Unpaid    at    12-31-62: 

Pay     Roll     Taxes        .  5  I.231.n4 

Hospil.d     Insur.uKe  9(1. 2(, 


i8.S.7,S 

135.011 

737.5U 

1,869.84 

611.00 


11,255.111 
1,016.15 


1.942.12 
1,271.16 


r.483.76 
>.41S.32 
).137.53 
i  ,870.17 


,816.05 
196.58 
595.06 

595. Ill) 
17.50 

15(,.S8 

071.56 
81.20 

71)8.34 


TOTAL    DISBURSEMENTS— CURRENT 

OPERATIONS  

PAYMENTS   TO  AMERICAN    MEDICAL  ASSOCIA- 
TION-REGULAR   OUES    COLLECTED 

SOCIETY    EMPLOYEE    SALARY    SUPPLEMENT    .... 

EXPENDITURES    FOR    CAPITAL    ASSETS 

INVESTMENT   IN    MUTUAL    FUND    STOCKS    

TOTAL     DISBURSEMENTS 

CASH   BALANCES— DECEMBER  31.   1962: 

First  Citizens  Bank  &   Trust  (>)..   Raleigh.  N,  C. 

Cash   On    Hand    


5215.751.83 

99,245.00 

250.00 

964.14 

1,500.00 

.S3I7.7I0.97 


...i  4,452.31 
50.00 


4,5(i:.^i 


TOTAL    ACCOUNTED     FOR         

SCHEDULE— 1 
CASH    ON    HAND    ANT)    IN    BANK 

December    31.    19ri2 
FIRST-CITIZENS   BANK    &    TRUST  COMPANY.   RALEIGH, 

Balance    Per    Bank    Statement    

LESS:    Outstanding    Clietks 

Niunlit 


Si22.2l3.2,s 


10780 

S  5.00 

11158 

75,00 

11159 

35.00 

11180 

45.00 

11198 

35.00 

11199 

107.50 

11200 

70.00 

11205 

386.13 

11206 

17.50 

11209 

44.00 

11210 

24.67 

11211 

20.50 

11213 

1.75 

11217 

.96.50 

11228 

210.41 

11234 

196.3S 

11235 

257.33 

11236 

749.63 

11240 

444.68 

11241 

24.72 

11246 

60.00   2,896.70 

CASH    ON    HAND     

PETTY    CASH    FUND    

TOT.iL  CASH— TO    EXHIBIT    "A" 


-0- 

50.110 

,.S4,502.31 


BALANCE    PER    BOOKS    $4,452.31 


SCHEDULE— 2 
S(  MlllULE   OF   CAPITAL  ASSETS 

December    31,    1962 
tJIFICL    lURMlUKL    AND    FIXIURES: 
EXECUTIVE    OFFICE: 

Wooden    File   Case    -Letter    .Si/.e    

'lypewntcr    Desk    

Steel  Office   Safe   

Steel    File   Case — Letter    Size    

Four   Steel   Card   Files   

Ol'licc    Chair    

One    Desk    

Steel  Filing  Cabinet  

Office    Desk     

Letter  File — Two  Drawer  

Steel  Filing  Cabinet 

Office     Chairs     

Office    Desk    .  , 

oflice  Equipment — .Miscellaneous      

One      Telephone      T.ihlc— Wooden       

Two   Pairs   12"   x  38  "  C.  S.   \enls  .ind  Brackets   

One     Desk     Lamp     

Two    .Master    .ludiograidis    and    .Vttachments    

t)ne   .Map  of  <ire:iler  C.irnliiuis  

Two  Double  Files  3"    X    5"      

Three      Pendallex      Frames      (Insl.illnl) 

Two    Gr.iy    Steel   Cabinets    

Three   Transfer   Files 

One  Spec.  B.  Outfit  File   

Two   Legal   Filing  C;ibinels   

One  Filing  Shelf  

Plywood    Carrying    Case    for    Audiograph    

Map    Framed 

Charter   Framed   

Cash    Box    

Steel    Desk 

Three   Desk   Trays    With    Sl.ickers   

Waste    Basket    

Large  Chair   Mat  

Glass  Desk  Top   

Stenograph    and    Tripod 

Four   Drawer   Steel    F'iling   Cabinet    

Four    Pcndaflex    Steel    Frames    (Installed)    

Postal    Scale    

Numbering    Machine    

Filin.;    Stool 

Bookcase      

Remington   Rand    Electric   Adding   .M;ichine   

Met;il    Storage   Cabinet    

Metal    Filing    Cabinet 

Two   Cabinet    Slielves    (Installed  I    

.Metal   Cash   Box       

Pro   R;ita    Share   of  Cost   of   .Mimeograph    .Machine    .... 

Typewriter    Table    

Metal    Correspondence    Separ;itcjr    

Metal   1-ile  and   Sections 

Two    Typewriters — L.irge   Type    (Bulletin)    

Kardex  File   and    P;trts    

Catalogue    Case    

Metal    File  and    Frames   

Electric    Typewriter 

Secretarial    Foot    Control 

Three   Tranfer    Files     

Junior    Pendaflcx    File    

Book   Case    Section 

Remington    Electric    Typewriter 

Swi\el  Chair  and   .\rni   Chair   

Audiograph    Converter 

Pendaflex     File     

Wood   Desk  and  Two   Files  

De   lur  Camera    With   Flash   .Attachment    and    Case 

Audiograph    Machine — Used        

Flight    Bag 

Tliree    Box    Files    

Portable    Lectern    

Metal    File    

Checkwritcr — Paymaster     

Desk  and  Chair 

Supply  Cabinet   Shelves   

Pro  Rata  .Share  of  Cost  of  Imperial  Safe  F.D  "60" 

(Kardex)     

.Air    Conditioning    Etiuipment — Office    .... 

Five-Drawer    Letter    File    and    Frames    

Five    Transfer    Files     

Two  Five-Drawer  Filing  Cabinets 

..\merican    Medical    Dictionary     

Two  Plate  Glass   Tops  for  Desks   

Desk,   .Swivel   Chair  and   Desk   Set    

Remington   Rand  Electric   Typewriter   

Pro    Rata    Share    of    Cost — ^^^ritvpe^ — Used 

Pro   Rata    Share  of  Cost— A.   B.   Dick   Offset 

Duplicator    

Ten    Pronto    Files    

Two  Four-Drawer  Durable  File  Cabinets   

One   Kardex    File    Safe   and    Base  

Pro   Rata   Portion   of  Postage   Mailing   Machine 

Pro    Rata    Portion    of    Robotypcr    

Pro  Rata   Portion   of  Perforator   


5      21.66 
25.UO 
150.00 
20.00 
20.00 
35.20 
62.55 
24.50 
47.93 
29.46 
71.75 
40.00 
87.29 
,   1,149.39 
15.45 
8.77 
10.26 
.      725.67 
37.50 
11.8(1 
5.57 
103.00 
11.89 
7.25 
19.90 
2.50 
17.00 
3.61 
2.57 
2.79 
158.98 
8.57 
1.40 
9.27 
1 1  .t,8 
100.70 
78.03 
7.42 
6.50 
14.88 
11.23 
hi. Hi, 
215.01 
78.28 
92.76 
10.30 
2.32 
337.47 
21.00 
6.18 
68.55 
321.23 
1,842.36 
20.00 
93.07 
477.00 
25.75 
16.23 
22.87 
26.25 
290.30 
74.48 
28.84 
5.88 
281.43 
100.44 
300.00 
38.31 
9.42 
29.93 
114.33 
101.48 
268.45 
25.35 

290.00 

1.621.00 

122.78 

20.35 
245.56 

25.00 

20.34 
253.87 
430.59 

50.00 

1 .602.27 
46.87 
61.70 
593.28 
427.85 
360.50 
121.03 


Pro    Rata    Portion    of    One    Tabic    

Pro    Rata    Portion   of   Posi.il    Scale    

Stenorette    Machine    #215391     

Stcnorette     Machine     #219890 

Two    Transcribing    Kits    Fur    Stenorcttcs    

Telephone   Adapter   and    Switch   Box    

Two    Gray     Legal    Desk    Trays     

Book   Case    Section    #813    Walnut    

Gray    Table    #1808    

Three    Transcribing    Kits    For    Stenorcttes    

Four   Stetho   Clips   For   Stenorettes   

Documentor     Electric     Typewriter  

Remington    Electric    Typewriter    #E-2289256    

Pro  Rata   Portion  of  Used   Addressograph    Machine 

#312185    With    Work    Table    

Pro    Rata    Portion    at    Hand    Truck     

Pro  Rata  Portion  of  Two  Gingher   Valets — #7-6-U  .- 
Pro  Rata  Portion  of  Remington  Electric  Typewriter 

#2129420     

Three   Letter   Size   File   Cabinets   

One— TU-24    Stak   Tube    Roll    File    

Pro  Rata  Portion   of  One   #11919   Paper  Cutter   

One— 15  Ft.   x   10   Ft.   Rug  and   Mat    

Pro   Rata   Portion   of  Five   Tables       

One— 122H   Steel   Cart  With  3   Shelves   

One    Brief    Case     

Six  Four-Drawer  Letter  Si/.e   Files     

One    Documentor    Electric    Typewriter 

One   Modern    Tub    Chair      

Two    Bookcases    

Two  Side  Arm  Chairs,  Walnut,  Maroon  Upholstery 

Two   side   chairs,    walnut,    maroon    upholstery 

One    Electric    Protection    Pointer    

One    J^esk    and    Chair    

One    Conference    Table — Walnut       

One  Executive  Swivel  Chair,   Walnut.   Maroon 

Upholstery      

One   Endura   Telephone   Timer    

One   Walnut  Credenza   

Carpet        

Two    Glass    Desk    Tops    

One  Book   Case    (Used)    

Pro   Rata   Portion    of   One   Toledo    Postage    Scale 

(Used)     

One   3-Seclion    Book    Case    

Pro  Rata  Portion  of  One  Divisumma  24  Calculator.,.. 

Mirror — Secretary's    Office    

Portable    Electric     Baseboard     Heater     

Lamp  For   Conference   Room   

Drapes   and    Rods    for   Conference    Room    

Walnut    Dictionary    Stand    

Costumer      

Four    Side    Chairs    

Stenorette    Portable    Dictating   Machine    and 

Case    #35077     " 

Pro   Rata   Portion   of   One   Premier   Ream    Cutter 

Checkwriter— #.XL4-076960      

Pro   Rata   Portion    of  One    Flcx-0-Buikl   Desk   end 

File    


TOTAi    EXECUTIVE    OFFICE 


18.47 
12.48 
156.06 
156.06 
60.08 
17.66 
14.63 
29.26 
49.59 
89.75 
12.00 
372.55 
360.21 

75.00 

26.59 

153.83 
103.72 
40.00 
10.70 
144.82 
27.78 
35.76 
53.51 
199.31 
372.55 
31.82 
66.64 
77.62 
55.62 
77.15 
44.81 
149.81 

104.37 
13.11 

125.30 
63.95 
22.45 
15.45 

77.25 
137.61 
100.00 
1.01 
17.82 
15.43 
114.75 
67.07 
12.98 
73.05 

228.11 
130.00 
45.05 


PUBLIC    RELATIONS    OFFICE: 

Four  .Aluminum   Desk   Trays    With    Supports 

Steel    Costumer     

Cash   Box 

Supply    Cabinet    

Two    Waste    Baskets    

Metal   Executive    Desk   

Exeoutive     Chair     

Two     Side     .\rm     Chairs     

Metal  Secretary   Desk  

Secretary    Chair    

Storage    Cabinet    

Two    Chair    Mats     

Ringe   Top    Card    File   

Stapler     

Punch    

Metal    Letter    File    With    Lock    

Storage   Cabinet    

Royal     Typewriter     

Two    Electric    Fans    

Four-Drawer    Metal     File        

Two-Drawer    Metal    File    With    Lock    and    Ba.se    

Supply    Cabinet     

Two  Desk  Trays  and  Stacks   

Pro   Rata    Share   of   Cost   of  Mimeograph    Machine . 

Pcndaflex     Frames     (Installed)     

Metal    Storage    Cabinet    

Folder  Machine  and    A.   B.   Dick    Stand    

Used    Elliott    .\ddressograph    

Two   Telephone   List   Fintlers    

Pendaflex    Frame    (Installed)    

Verifax    Printer    Type    I    

Used     Projector — Nedco     

Model    DLS    Screen    

Record   Player   

Microphone    and    Stand    

Projector    With    Case — Slide    

Lectern    Mike       

Display    Equipment — Flip    Chart    

Remington    Electric    Typewriter    

One   Camera    and    Flash    


9.00 

14.20 

1.50 

37.00 

7.00 

112.60 

48.80 

60.40 

136.40 

30.20 

37.00 

12.90 

1.60 

4.95 

3.15 

61.60 

37.00 

133,31 

63.29 

69.49 

18.36 

75.00 

4.64 

508.53 

4.64 

57.29 

397.38 

123.83 

6.06 

4.50 

247.20 

153.43 

32.45 

101.25 

19.40 

94.47 

56.85 

31.74 

4.30.55 


Film  Holders  and  Adapters  19-00 

Metal   File    95.79 

Pro    Rata    Share    of    Cost — Varityper — Used    50.00 

Pro    Rata    Share    of   Cost— A.    B.    Dick    Offset 

Duplicator     1 ,602.26 

Pro   Rata   Portion    of  Postage   .Mailing   Machine  427.85 

Pro    Rata    Portion    of    Rohotyper    360.50 

Pro   Rata    Portion   of   Perforator    121.02 

Pro    Rata    Portion    of   One    Table    17.58 

Pro    Rata    Portion    of    Postal    Scale    12.47 

Stcnorette  Machine  #205817  205.06 

Pro    Rata    Portion    of    Used    Addressograph    Machine 

#312185  With  Work  Table  75.00 

Pro   Rata   Portion  of   Hand    Truck  3.13 

Pro  Rata  Portion  of  Two  Gingher   Valets — #7-6-U....  8.83 

Pro  Rata  Portion  of  One  #11919  Paper  Cutter 10.70 

Pro  Rata   Portion   of  Five   Tables    27.78 

Two  4-Drawer  Files  Complete  With   Hanger  Frames  194.47 
Pro    Rata   Portion   of  One   Toledo    Postage    Scale 

(Used)      77.25 

One    Underwood    Scriptor    Electric    Typewriter — 

#21-8721980    337.64 

Pro  Rata  Portion  of  One  Divisumma  24  Calculator ...  327.79 

Crestline    Deluxe    Projector    79.26 

Pro    Rata    Portion    <>i   (jne    Premier    Ream    Cutter 129.47 

Pro    Rata    Pr.rtion    of   One    Flex-O-Build    Desk   end 

13.00 


fil 


TOTAL    PUBLIC    RELATIONS    OFFICE    

JOURNAL    BUSINESS    MANAGER'S    OFFICE: 

Steel    File    and    Frame    

Pro  Rata  Share  of  Cost  of   Imperial   Safe   ED   "60' 

(Kardex)      

Book — "Successful     Sales     Promotion"      

Pro    Rata    Portion    of    Remington    Electric    Typewriter 

#2129420     ,. 

Pro  Rata   Portion  of  One   Divisumma  24  Calculator 

TOTAL    JOURNAL    BUSINESS    MANAGER'S 

OFFICE        

RURAL  HEALTH  AND  MEDICAL  CARE  COMMITTEE: 

Masco    Tape    Recorder    ? 

One  Desk  

One    Steel    File    and    Trays    

One    Soundscriber    

Pro  Rata   Portion   of  Two  Gingher   \'alets — #7-6-U 


S7,534.29 


S      88.27 


170.77 
5.65 


153.83 
200.00 


TOTAL  RURAL  HEALTH  AND   MEDICAL  CARE 
COMMITTEE 
ANNUAL    SESSIONS    CONVENTION: 

Portable    Lectern     S 

Stenorette    Machine    #219618    

Stenorette  Machine  #214740  

Stenorette    M.ichine    #216837    •_ 

TOTAL   ANNUAL    SESSIONS    CONVENTION 

INTRA-FUNCTIONAL    ACTIVITIES: 

Gray    Secretary's     Desk    

Gray    Secretary's    Chair    


TOTAL     INTRA-FUNCTIONAL     ACTIVITIES  , 


618.52 


159.18 
185.40 
121.29 
150.00 
8.83 


29.67 
205.06 
196.75 
196.75 


224.35 
36.77 


628.23 


519,383.47  TOTA.L    OFFICE    FURNITURE    AND    FIXTURES 

REAL   ESTATE: 

Land— Durham-Raleigh      Highwa) — (Schedule — 3) 
OTHER    ASSETS: 

Capital   Stock — State   Medical   Journal   .advertising 
Bureau.    Inc.    


TOTAL  CAPITAL  ASSETS— TO   EXHIBIT   "A" 


129,050.33 
26,104.55 

200.00 
555,354.88 


Options     

Land     Purchase- 


SCHEDULE— 3 

SCHEDULE    OF    BUILDING    SITE    COSTS 

12    Months    Ended    December    31,    1962 

S      450.00 

-Durham-Raleigh    Highway    24,650,00 


126.75 
477.80 
400.00 

TOTAL— TO    SCHEDULE— 2    526,104.55 


Legal    Service         

Survey    and    Map    of    Property 
Architect    Service    


REPORT  OF  .ASSIST.WT  EXKCl  TIVE 

DIRECTOR 

William  X.  Hilliard 

Public  Relatioii.s  Director 

Contribution  to  the  development  of  programs 
and  activities  in  tlie  best  interest  of  the  Society 
has  been  the  primary  objective  of  your  Assistant 
Executive  Director,  and  it  is  sincerely  hoped  that 
these  efforts  have  proven  productive.  Our  efforts 
have  been  exerted  toward  whatever  objectives 
and  assignments  were  charted  by  The  Executive 
Director  or  the  Officers  and  Committees  of  the 
Society. 
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JMr.  James  T.  Barnes  has  always  been  graciuus 
and  generous  in  giving  this  time  for  valuable 
advice  on  the  important  o\'erall  direction  of 
effort  in  ordei'  that  it  might  be  propsrly  co- 
ordinated. Wholehearted  thanks  to  him  for  his 
assistance.  The  Chairman  of  the  Committee  on 
Public  Relations,  Dr.  Da\id  G.  A\'elton.  has  alsj 
been  particularly  helpful  with  his  wise  guidanC3 
and  his  willingness  to  participate  in  Society 
acti\it>-. 

Assistance  to  County  Medical  Societies  will  l5e 
readily  a\'ailable  to  assist  in  planning  and  pro- 
jecting local  efforts  if  your  desire  for  aid  will  be 
communicated  to  the  headtiuarters  office.  A 
number  of  valuable  program  aids  are  available, 
such  as  films  and  literature,  for  use  by  County 
Medical  Societies  upon  I'eciuest. 

The  Public  Relations  Bulletin  has  been  con- 
tinued on  a  basis  of  nine  issues  a  year,  being 
published  monthly  except  for  the  months  of 
May,  .July  and  August.  Every  effort  has  be.n 
made  to  see  that  the  Bulletin  is  brief  and  news- 
worthy and  a  means  of  reaching  the  member- 
ship as  expeditiously  as  i^ossible  witli  messages 
of  importance.  The  device  of  enclosing  material 
in  the  mailing  with  the  Bulletin  describing  the 
actix'ities  or  coming  events  of  \'arious  Society 
committees  or  other  organizations  of  interest  to 
the  Society  continues  to  grow  in  popularity.  Fol- 
lowing the  suggestions  of  the  Committe  on 
Pulilic  Relations,  continuing  efforts  are  made  tn 
improve  the  style  and  layout  of  the  Bulletin. 

Considerable  time  and  effort  was  spent  on  the 
necessary  preparation  and  arrangements  for  The 
Conference  of  County  Medical  Societ.v  Officers 
and  Committeemen  held  on  January  26,  1963,  at 
the  Carolina  Hotel  in  Pinehurst.  On  the  basis  of 
evaluations  submitted  by  those  in  attendance  it 
was  a  most  worthwhile  meeting.  The  indi\'idual 
members  of  the  Committee  instituted  a  new  ap- 
proach aimed  at  stimulating  better  attendance  on 
the  part  of  local  County  Medical  Society  repre- 
sentatives. These  efforts  resulted  in  the  largest 
attendance  ever  recorded  at  this  particular  meet- 
ing and  also  the  largest  number  of  County  Med- 
ical Societies  being  represented.  The  indi\idual 
members  of  the  Committee  on  Public  Relations 
are  to  be  commended  for  their  personal  visita- 
tions and  personal  contacts  with  the  various 
County  Medical  Society  officials. 

An  exhibit  at  the  North  Carolina  State  Fair, 
October  l.j-2().  was  sponsored  by  the  Committee 
on  Public  Relations  on  behalf  of  the  Medical 
Society  of  the  State  of  North  Carolina.  The  ex- 
hibit featured  an  educational  display  from  the 
American  Medical  Association  entitled  "Life  Be- 
gins" and  proved  to  be  one  of  the  most  popu- 
ular  exhibits  sponsored  by  the  State  Medical 
Society.  In  conjunction  with  the  exhibit,  and  in 
cooperation  with  the  North  Carolina  Association 
of  IMedical  Technologists  a  blood  typing  service 
was  again  offered  whereby  patrons  had  the  op- 


portunity to  ha\'e  their  l)lood  type  determinetl 
and  receix'e  a  pocket  size  identification  card  indi- 
cating the  individuals  blood  type.  The  Fair  ex- 
hibit provideil  an  excellent  opportunity  for  the 
distribution  of  educational  literature  and  thereby 
reaching,  with  health  education  information,  a 
cross  section  of  the  North  Carolina  population 
not  contacted  through  other  methods. 

A  "Reference  List  of  Medical  Spokesman"  com- 
pi'ising  the  County  Medical  Society  Presidents, 
Secretaries,  and  Chairmen  of  the  Committee  on 
Public  Relations  was  again  distributed  to  the 
newspapers  throughout  the  state  as  a  continuing 
effort  in  behalf  of  promoting  mutual  under- 
standing between  the  medical  profession  and 
representatives  of  the  information  media. 

Quarterly  meetings  of  the  Insurance  Industry 
Liaison  Committee  have  been  attended  and  as- 
sistance rendered  wherever  possible  in  this  ef- 
fort. .\  leaflet  for  distribution  through  physic- 
ians' offices  entitled  "Your  Guide  To  Voluntar.y 
Health  Insurance"  ha\ing  lieen  re\'ised  and  re- 
printed for  distribution  to  the  membership  and 
available  to  them  on  request  in  multiple  quanti- 
ties. The  Committee  is  also  preparing  a  similar 
leaflet  on  the  subject  of  insurance  coverage 
available  for  those  over  6.5.  This  new  leaflet  is 
expected  to  be  available  to  the  membership  soon 
for  distribution  to  interested  persons. 

The  Medical-Legal  Committee  in  cooperation 
with  the  N.  C.  Bar  Association  has  revised  and 
updated  the  "Interprofessional  Code  For  Phy- 
sicians and  Attorneys  in  North  Carolina."  Copies 
are  available  to  the  membership  on  request  and 
will  be  furnished  in  (|iiantity  for  an  organized 
interprofessional  meeting  planned  by  any  County 
Medical  Society  in  the  State. 

The  1963  Chamber  of  Commerce  of  the  United 
States  meeting  entitled  "Aircade  For  Citizenship 
Action"  held  in  Baltimore,  Maryland,  on  Feb- 
ruary' 7,  1963,  was  attended  along  with  the  Chair- 
man of  the  Committee  on  Public  Relations,  and 
it  is  considered  that  this  time  was  well  spent  as 
background  concerning  the  major  congressional 
issues  facing  the  medical  profession  today.  A 
portion  of  the  program  considered  the  admin- 
stration  plan  to  provide  medical  care  for  the 
aged  under  Social  Security  (H.  R.  3920— S.  S80). 
The  Chamber  of  Commerce  is  an  ally  of  medicine 
on  this  issue  and  has  a  strong  policy  statement 
in  opposition  to  the  administration  proposal. 

The  annual  meeting  of  the  Medical  Society 
Executive  Conference  and  the  AM  A  Institute, 
held  August  29-31  in  Chicago  provided  the  tradi- 
tional outstanding  opportunity  to  glean  new 
ideas  from  the  experiences  of  others  in  related 
capacities  with  other  State  Medical  Society 
groups  from  throughout  the  country.  It  is  felt 
that  the  information  obtained  at  these  meetings 
are  and  can  continue  to  be  put  to  good  use  for 
the  benefit  of  the  State  Medical  Society. 

As  a  member  of  the   Advisory   Committee  to 
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the  Director  of  the  Communications  Di\-ision  of 
AMA,  the  regular  quarterly  meetings  have  been 
attended  with  the  definite  feeling  that  the  early 
knowledge  and  information  of  AMA  Public  Rela- 
tions activities  is  certainly  of  value  to  the  State 
Medical  Society  in  this  state. 

The  Committee  on  Public  Relations  supports 
the  Statewide  High  School  Science  Fair  program 
aimed  at  stimulating  an  early  interest  in  the 
sciences  among  high  school  students.  A  repre- 
sentative of  the  Biological  Science  Division  of 
the  State  High  School  Science  Fair  is  invited 
to  display  his  or  her  exhibit  at  the  Annual  Meet- 
ing of  the  State  Medical  Society.  County  Med- 
ical Societies  are  encouraged  to  lend  their  sup- 
port to  the  local  and  regional  High  School  Science 
Fairs. 

The  Committee  on  Public  Relations  has  adopt- 
ed new  rules  for  the  Annual  Medical-Press 
Award,  dividing  the  presentation  into  two  classes. 
One  class  will  be  for  entries  from  newspapers 
with  more  than  25,000  circulation  and  the  other 
class  will  be  for  newspapers  with  less  than  25,000 
circulation.  This  new  plan  for  the  Medical- 
Press  Award  was  developed  in  an  effort  to  stimu- 
late more  interest  among  the  smaller  news- 
papers of  the  state  and  thereby  encourage  the 
development  of  additional  articles  on  health 
and  medical  topics. 

A  medical-press  informational  get  together  was 
held  in  Charlotte  on  March  11,  1963,  in  a  pilot 
effort  to  acciuaint  editorial  representati\'es  with 
some  of  the  areas  of  interest  of  the  State  Medical 
Society.  Organized  by  the  Chairman  of  the 
Committee  on  Public  Relations  the  dinner  ses- 
sion was  attended  by  an  approximately  equal 
number  of  physicians  representing  the  State 
Medical  Society  and  newspaper  representatives 
plus  representatives  from  the  AMA  Washington 
Office  and  the  AMA  Field  Service.  It  provided 
an  unusual  opportunity  to  make  background  in- 
formation available  to  the  press  representatives. 
Dependent  upon  an  evaluation  of  this  particular 
gathering,  meetings  with  press  representatives 
in  other  parts  of  the  state  may  be  planned  in 
the  future. 

Out  of  state  Conferences  attended,  in  addition 
to  those  already  referred  to,  included  the  fol- 
lowing: June  5-6,  1962.  Legislative  Keyman  visit 
to  N.  C.  Congressman  in  Washington.  N.  C; 
June  24-28,  1962,  AMA  Annual  Meeting  Chi- 
cago, Illinois;  September  IS,  1962,  Southern 
Consumer  Credit  Clinic,  Charlotte.  N.  C;  Feb- 
ruary 2-3,  1963,  Regional  Conference  on  Medical 
Aspects  of  Civil  Defense,  Atlanta.  Georgia. 

In  conclusion,  we  wisli  to  emphasize  that 
every  will  be  continued  to  carry  out  the  work 
of  the  Society  as  efficiently  as  possible  toward 
whatever  goals  may  be  set  by  the  appropriate 
officials  of  the  Society. 

Statistical  reference  is  made  to  the  following 


tabulation    witli    regard   to   the    public    relations 
mailings; 

Mail  received 2,064 

Total  mail  despatched     46,584 

Public  Relations  Bulletins 32,400 

Press  Releases  8,377 

Films  28 

Radio  Transcriptions 13 

Exhibits    3 

Educational  Pamphlets 27,585 

Telephone — Long  Distance 246 

Local    1,225 

Assistant  Executive  Director 
William  N.  Hilliard 

AXXUAL  REPORT  OF  THE  HEALTH 
EDICATIOX  COXSVLTAXT 
:\Iai  ch   15,  l!»(i2  -  March  15,  1963 

The  activities  and  functions  of  the  Health 
Education  Consultant  have  been  concentrated  on 
Committee  meetings,  reports,  and  followup  on 
recommendations  and  liaison  with  other  Society 
Committee  functions. 

A  real  effort  has  been  made  to  establish  and 
maintain  channels  of  commtmications  between 
Society  Committees  and  with  allied  state  agen- 
cies and  organizations  in  activities  involving 
these  groups. 

In  addition  to  inter-committee  and  society 
responsibilities,  liaison  with  public  health,  agri- 
culture, voluntary  health  agency,  and  inter-pro- 
fessional health  groups  has  been  promoted  and 
maintained.  This  has  required  attendance  to 
state-wide  meetings,  special  committee  meetings, 
conferences,  and  repeated  telephone  calls  be- 
tween the  persons  involved  in  planning,  execut- 
ing, and  furthering  committee  and  society 
activities. 

The  activities  of  the  writer  entail  contacts, 
studj-  of  programs,' evaluation  of  projects,  con- 
ference and  project  planning,  and  reporting  at 
all  levels  of  organizations — local,  state — and  on 
occasion,  national.  Attendance  to  national  or 
regional  meetings  has  made  it  easier  to  report 
back  to  state  and  local  planning  bodies  activties 
and  recommendations  from  top-level  representa- 
tives. 

Due  to  special  emphasis  programs  of  State 
Committees  during  the  year,  this  report  will  be 
divided  into  interest  and  project  areas,  rather 
than  specific  functions  of  the  consultant: 

].  Chronic  Illness  Committee: 

The  Committee  has  continued  to  be  active  at 
state,  area,  and  local  levels,  with  special  projects 
and  programs.  In  April,  1962  the  AMA  Committee 
on  Aging  sponsored  an  eight-state  Regional  Con- 
ference on  Aging  in  Charlotte,  N.  C.  with  the 
request  made  that  states  follow  a  similar  pattern 
of  conference  planning.  Within  the  year,  four 
Area  Conference  on  Aging  have  been  held  in 
North  Carolina  under  the  sponsorship  of  the 
State  Medical  Societv.  These  were  in  Greenville, 
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Ashe\ille,  High  Point,  and  I>vmil)frtun.  The  con- 
sultant worlved  with  local  planning  committees 
in  planning,  organizing,  and  promoting  atten- 
dance to  these  meetings.  .A  total  of  twelve  field 
trips  were  made  to  meet  witli  physicians  and 
and  allied  community  leaders  in  connection  with 
these  conferences.  Much  correspondence  and 
publicity  effort  was  neces.sary  to  finalize  pro- 
gram and  organization. 

Sub-committees  were  appointed  to  study  and 
report  on  selected  phases  of  the  State  Commit- 
tee's program  and  the  consultant  worked  with 
member  physicians  on  these  project  reports.  One 
required  a  series  of  committee  meetings — De- 
velopment of  a  Home-Care-Service-Guide-outline 
— in  cooperation  with  members  of  the  State 
Nurses  Association  and  the  State  Board  of 
Health.  The  project  was  completed  in  late  Feb- 
ruary and  the  Guide  to  be  printed  for  mass  dis- 
tribution by  the  State  Board  of  Health  at  an 
early  date. 

2.  Tetanus  Toxoid  Immunization  Campaign: 
The  Committee  on   Rural  Health  began  early 

in  19G2  to  promote  county  medical  societies  to 
sponsor  community-wide  clinic  for  tetanus  toxoid 
immunization.  At  the  request  of  the  State  Med- 
ical Society,  some  50  component  societies  ap- 
pointed special  committees  to  work  on  this  pro- 
ject, with  30  counties  reporting  at  the  end  of  the 
year  as  to  some  concentrated  effort  towards  this 
goal.  The  program  was  interrupted  in  early  fall. 
1962  because  of  a  proposed  state-wide  polio  oral 
vaccine  campaign.  It  is  hoped  that  additional 
counties  will  continue  their  initial  plans  to  hold 
clinics  for  tetanus  toxoid  in  the  spring  and  fall 
of  19G3.  This  will  again  be  promoted  by  the  Rural 
Health  Committee. 

The  consultant  met  with  fotirteen  different 
counties  for  initial  organization  and  planning  of 
campaigns.  Other  counties  -were  contacted  by 
mail  and  telephone. 

In  cooperation  with  this  special  project,  the 
State  Board  of  Health  printed  a  special  leaflet 
on  Tetanus  immunization  for  mass  distribution. 
The  first  printing  was  .50.000  and  the  supply  was 
exhausted  by  the  late  fall  of  1962  and  a  request 
has  been  made  to  have  an  additional  50,000  run 
for  the  1963  campaigns. 

3.  Mental  Health  Committee: 

It  has  been  reported  from  national  and  state 
authorities  that  1963  is  to  be  Mental  Health  Year. 
Reviewing  the  activities  and  meetings  of  the 
Medical  Society's  Committee  on  Mental  Health 
since  August,  1962,  this  statement  would  be 
proved  true.  Beginning  in  late  summer,  the 
Comittee  began  organization  for  attendance  at 
the  October,  1962  A.M.A.  Congress  on  Mental 
Health.  This  national  Congress  was  only  the  be- 
ginning of  the  Committtees  responsibilities. 
Upon  return  from  Chicago,  the  Committee  pre- 
pared its  State  Report  which  has  since  been 
adopted  by  the  State  Medical  Society  as  its  of- 


fical  Statement  of  Principles  on  Mental  Health. 
Priority  areas  needin,g  special  study  and  evalua- 
tion wei'e  identified  and  since  have  been  assign- 
ed to  sub-committees  for  continuation  of  activity. 
At  the  national  level,  the  AMA  is  piomoting  phy- 
sician participation  in  all  state  and  local  plan- 
ning for  mental  health  impro\'ement,  and  the 
state  medical  societies  is  encouraging  the  same 
goals  as  the  AMA. 

The  Committee  has  participated  in  state  plan- 
ning functions  and  meetings,  both  with  allied  and 
associated  professional  organizations  through  the 
N.  C.  Mental  Health  Council  and  through  close 
liaison  work  with  the  State  Board  of  Health; 
the  State  Board  of  Hospital  Control;  the  State 
Board  of  Public  Welfare;  and  with  the  State 
Mental  Health  Association.  Concerted  effort  has 
been  manifest  in  advising  and  counseling  state 
bodies  and  authorities  as  to  the  proposed  state 
administration's  efforts  to  create  a  separate  yet 
unified  State  Department  of  Mental  Health.  Al- 
though all  the  recommendations  made  by  med- 
ical leadership  do  not  seem  to  have  been  adopted, 
yet  many  of  the  recommendations  have  been 
followed  by  state  government  officials.  Action 
on  the  proposed  Bill  is  expected  early  in  the  1963 
session  of  the  General  Assembly. 

One  of  the  strongest  efforts  to  gain  public  sup- 
port and  interest  in  the  mental  health  needs  in 
the  state  was  made  by  sponsoring  a  State-wide 
Leadership  Conference  in  early  March,  1963  on 
Mental  Health. 

The  State  Medical  Society  was  one  of  the  spon- 
sors for  the  conference  program.  Response  and 
attendance  to  the  conference  was  far  greater 
than  any  expectations  with  some  960  persons 
registering  for  the  two  day  meeting  held  in  Ral- 
eigh. Top-flight  speakers  were  invited  to  par- 
ticipate on  program  and  the  only  disappoint- 
ment was  that  of  Dr.  William  Menninger's  ab- 
sence due  to  illness  at  the  last  minute.  However, 
his  son  did  appear  for  his  father  and  addressed 
a  joint  session  of  the  General  Assembly,  on 
March  7th  and  again  at  a  banquet  session  that 
night. 

Physician  participation  and  attendance  was  en- 
couraged by  the  health  consultant,  in  addition  to 
other  duties  as  a  member  of  the  Steering  Com- 
mittee for  the  Conference  and  assigned  duties 
during  the  two-day  meeting.  Medicine's  support 
and  approval  of  recommended  improvements  in 
existing  mental  health  programs  and  services 
was  quite  evident  throughout  the  session. 

The  writer  also  attends  quarterly  mestings 
of  the  N.  C.  Mental  Health  Council  as  an  ex- 
officio  member  of  the  State  Medical  Society's 
Committee  on  Mental  Health. 

Another  special  communitj^-based  program 
was  held  in  Wayne  County  in  February,  1963 
with  the  state  and  county  medical  society  spon- 
sorship in  cooperation  with  the  County  Mental 
Health   Association.    Program   participants   were 
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physicians  stating  the  Medical  Society  interest 
and  activity  in  tlie  areas  of  mental  liealtii. 

To  furtiier  promote  local  physician  leadership 
and  participation,  the  county  societies  have  heen 
requested  to  appoint  mental  health  chairmen 
to  serve  as  liaison  contacts  with  interested  com- 
munity and  professional  workers  at  the  local 
level.  The  health  consultant  has  and  will  con- 
tinue to  serve  as  an  arm  to  the  State  Committee 
in  promoting  local  activities  in  the  field  of  mental 
health. 

At  the  annual  meeting  of  the  State  Mental 
Health  Association,  the  consultant  was  elected 
Secretary  so  that  a  closer  working  relationship 
will  be  established  between  medicine  and  citi- 
zen's groups  interested  and  working  on  state 
and  local  services. 

The  activities  reported  ha\-e  involved  num- 
erous committee  meetings,  planning  sessions,  re- 
ports, to  establish  lines  of  communications  with- 
in the  Medical  Society  and  state  agencies. 

The  writer  attended  the  AMA  Conference  for 
State  Society  Mental  Health  Chairmen  in  Chi- 
cago in  early  March,  1963  to  gain  additional 
assistance  for  medical  leadership  at  the  state  and 
local  levels.  In  preparation  for  the  State  Leader- 
ship Conference,  the  writer  attended  a  Regional 
Leadership  Conference  in  Miami,  early  December 
1962  along  with  State  Committee  representatives. 

4.  Physicians  Committee  on  Nursing — Patient 
Care  Commission — and  Health  Careers: 

Working  with  the  State  Committee  on  Nurs- 
ing, the  writer  has  been  engaged  in  numerous 
state  meetings  and  committee  meetings  where 
health  personnel  needs  have  been  stated  as  one 
of  the  most  pressing  problems  in  the  total  health 
field.  The  consultant  has  continued  to  attend 
quarterly  meetings  of  the  Commission  on  Patient 
Care  and  Nursing  Education,  as  an  ex-officio 
member  of  the  Committee  on  Nursing. 

Attendance  and  participation  in  the  second 
Health  Careers  Congress  was  another  assign- 
ment of  this  Committee.  The  Medical  Society 
has  cooperated  with  state  and  local  efforts  to 
promote  Health  Careers  and  is  one  of  the  spon- 
sors of  a  new  state-wide  promotion  demonstra- 
tion known  as  Health  Careers  for  North  Carolina. 
Through  the  initiative  of  the  Hospital  Associa- 
tion, funds  have  been  obtained  from  Foundation 
resources  and  other  health  organizations  to 
finance  a  three  year  project  for  concentrated  field 
work  and  contact  in  the  interest  of  recruiting 
students  for  all  health  professions.  The  consul- 
tant has  been  involved  with  the  planning  and 
promotion  of  this  project  and  will  continue  to 
work  through  appropriate  committees  of  the 
State  Societj'  in  communicating  activities  and 
results  with  the  hope  of  involving  more  phj'- 
sician  participation  and  direction  of  the  pro- 
gram. 

5.  A  new  committee  appointed  in  1962  has  been 
quite  active  in  the  organization  of  a  State  Asso- 


ciation of  Professions.  Since  early  June,  1962  the 
group  of  Association  representatives  has  met 
monthly  to  orientate,  promote,  develop,  and  estab- 
lish such  an  organization  in  N.  C.  As  of  Decem- 
ber, 1962  the  Association  of  Professions  was  in- 
corporated with  four  charter  member  organiza- 
tions: engineers,  architects,  physicians,  and  vet- 
ernarians.  Officers  were  elected  in  February, 
1963  and  plans  for  the  first  conference  are  being 
finalized  for  late  March,  1963. 

Working  with  Dr.  Kernodle  in  the  initial  stage 
of  the  organization,  the  health  consultant  has  be- 
come an  ex-officio  representative  of  the  State 
Medical  Society  to  work  with  the  physician 
members  of  the  Board  of  Directors  for  the 
Association.  The  consultant  has  served  as  Act- 
ing Secretary  and  has  been  requested  to  con- 
tinue to  serve  as  Recording  Secretary  for  1963. 

6.  Participation  in  other  Medical  Society  meet- 
ings in  eludes  attendance  and  responsibilities 
for  Executive  Council  meetings,  annual  Commit- 
tee Conclave,  Officers  Conference,  State  Society 
annual  meeting,  and  assistance  to  any  Commit- 
tee upon  request. 

7.  Assistance  and  cooperation  with  allied  State 
organizations: 

The  consultant  has  played  an  active  role  in  the 
planning,  reporting,  and  communication  of  activi- 
ties for: 

a.  State  Rural  Safety  Council 

b.  N.  C.  Council  on  Foods  and  Nutrition 

c.  N.  C.  State  Health  Council 

d.  N.  C.  Mental  Health  Council 

e.  N.  C.  Mental  Health  Association 

f.  Community  Development  Associations 

g.  N.  C.  State  Grange,  Farm  Bureau,  Agricul- 
ture Extension,  Adult  Education  Associa- 
tion; N.  C.  Public  Health  Association:  and 
the  N.  C.  Conference  for  Social  Service. 

h.  Commission  on  Patient  Care  and  Nursing 
Education 

i.  N.  C.  Association  of  Professions 

S.  Phj'sician  Placement  Services: 

The  health  consultant  assists  the  Executive 
Director  with  correspondence,  field  visits,  and 
office  conferences  with  physicians  and  citizen 
groups  interested  in  obtaining  additional  medical 
personnel.  Close  liaison  is  maintained  with  the 
Sears-Roebuck  Community  :MedicaI  Assistance 
Foundation  and  the  State  ^Medical  Society.  Com- 
munit.y  surveys  have  been  made  in  five  com- 
munities during  the  year  with  inquiries  made 
by  some  five  additional  communities  \\'hich  have 
not  completed  or  follow-up  through  with  survey 
requirements  to  date.  Mr.  Norman  Davis,  Di- 
rector of  the  Sears  Program  has  visited  the  state 
twice  during  the  year  visiting  communities  mak- 
ing a  concerted  effort  to  evaluate  their  own  po- 
tential and  resources  for  supporting  additional 
medical  personnel  and  facilities.  North  Carolina 
has  two  Sears  office  facilities  completed  with  a 
third    communitj'    raising    funds    to    begin    con- 
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struction  early  in  the  spring  or  summer  of  1963. 
Two  young  pliysicians  just  completing  their  resi- 
dency training  will  begin  practice  in  the  new 
facility  built  at  Bayboro,  N.  C.  in  July.  1963.  The 
Sears  Foundation  cooperates  with  the  State  JNIed- 
ical  Society  in  communicating  requests  of  com- 
munities and  in  reporting  survey  findings  once 
completed  and  analyzed.  The  consultant  has 
served  as  the  coordinator  of  this  cooperative  ef- 
fort. 

Office  conferences  with  community  represen- 
tatives total  eight  for  the  year  and  field  visits — 
six.  Numerous  letters  and  telephone  calls  have 
been  necessary  to  service  reciuests  of  physicians 
and  communities  in  this  important  function  of 
the  the  State  Medical  Society's  program  and  serv- 
ice to  people. 
Statistical  Report: 
Meeting.';:  142 

Medical    Society    meetings    (Committee,    Execu- 
tive Council,  and  other  Medical   Society  spon- 
sored meeting:  4.5 
Meetings  with  state  a,gency  and  organizations:  22 
Meetings  with  allied  committees  and  associations: 

29 
Out  of  State  Meetings  attended:  .5 
Meetings   with    citizens   groups    and/or    commit- 
tees: 18 
Other  called  meetings:  23 
Conferences: 

lncli\'idual  and  group:  232 
Coniniiltee  Reports:  60 
Special   Uepoits:   IS 
Talivs:  3 

Field  Trips  in  connection  witli   IMi.vsieian  Place- 
ment: 7 
Special    meetings    with    i>liysicians    on    Tetanus 

Toxoid  Tmmiinixation:  11 
News  K<'leases:   16 
Telei>l)one   (alls:   1065 
:Mail  dispatched:  9802 


The  Auxiliary  to  the  Medical  Society  of  the 

State   of   Xortli   Carolina 

REPORT   OF   THK    PRFSIDEXT 

l!)()2-  1  !)(>:! 

Serving  as  President  of  the  Auxiliary  to  the 
Medical  Society  of  the  State  of  North  Carolina 
has  been  a  richly  rewarding  honor,  privilege, 
and  pleasure.  All  over  our  State  were  found 
doctors'  wives  doing  \-olunteer  work  in  their 
Auxiliaries,  and  thru  the  \\-hole  spectrum  of 
women's  organizations.  The  report  attached  to 
the  President's  Report  bespeaks  the  dedication 
of  these  loyal  officers,  committee  chairmen,  rep- 
resentatives, State  and  County,  and  councilors. 
Surely  the  aims  and  program  of  the  State  Med- 
ical Society  have  been  ad\anced  because  of  the 
efforts  of  the  Auxiliary.  Well  known  too  are  the 
themes  of  the  Woman's  Auxiliary  to  the  Amer- 
ican  Medical  Association   "Aim   for   Excellence" 


and  our  State's.  ''If  ye  know  these  things,  blessed 
are  ye  if  ye  do  them". 

While  serving  as  President-elect  plans  and 
preparations  were  made,  appointive  officers, 
some  committee  Chairmen  and  representatives 
were  secured  to  ser\e.  A  looseleaf  book,  stamp- 
ed in  gold  "President-elect"  was  prepared  for 
personal  use  as  a  working  manual.  This  was 
presented  to  my  successor  as  a  permanent  help 
for  succeeding  President-elects.  A  similiar  book, 
stamped  in  gold  "President"  was  prepared  along 
with  the  one  I  am  keeping  as  a  memento.  The 
extra  copy  has  been  presented  inadvance  of  in- 
stallation of  my  successor  so  she  can  be  well 
acquainted  with  her  duties.  The  President's  File 
has  been  kept  also.  For  fui'ther  preparation  the 
President  attended  the  Fall  Conferences  of  the 
Women's  Auxiliary  to  the  American  Medical 
Association,  the  First  Congress  on  Quackery  as 
well  as  the  meeting  of  the  Woman's  Auxiliary  to 
Southern  Medical  Association. 

At  the  annual  meeting  of  our  Auxiliary  in 
Raleigh,  May  1962.  carefully  laid  plans  made 
with  Mrs.  P.  G.  Fox,  .Ji'.  for  the  President-elect's 
luncheon  \\'ere  successfully  executed.  To  this 
luncheon  were  in\'ited  the  incoming  anil  out- 
going State  Officers,  Committee  Chairmen,  Rep- 
resentatives, Councilors,  County  Presidents  also 
the  Past  Presidents,  Honorary  and  Life  Mem- 
bers. Blessings  on  the  new  year  was  asked  by 
Dr.  Olin  T.  Binkley,  Dean,  but  now  President  of 
the  Southeastern  Theological  Seminary.  Oppor- 
tunity was  given  to  the  outgoing  President  of 
the  Medical  Society,  Dr.  Claude  Sciuires,  to  thank 
the  Auxiliary,  and  oppfirtunity  was  given  to  the 
incoming  President,  Dr.  .Inhn  Kernodle,  to  out- 
line his  aims  and  programs  for  us.  From  the 
l3eginning  of  his  year  Dr.  Kernodle  has  been 
most  thoughtful  and  helpful  to  the  President 
and  the  Auxiliary.  Wake  County  Auxiliary  pre- 
sented a  skit  which  emphasized  community  serv- 
ice. "The  Doctor's  Wife.  Who  is  she?  What  does 
she  belive'?"  In  1962-63  the  President  has  stress- 
ed community  service  with  "the  twist".  The 
twist  is  to  make  a  conscious  effort  thru  personal 
witness,  the  use  of  AMA  material  and  other 
pamphlets  to  reflect  credit  upon  organized  med- 
icine as  friend  of  the  community  and  defenders 
of  the  American  Way  of  Life.  A  special  meeting 
was  called  of  State  Chairmen  to  see  posters  pre- 
pared bj'  the  President  whereby'  the  Fall  Board 
Meeting  Workshop  might  be  presented  more 
quickly  and  clearly.  The  suggestions  were  en- 
thusiastically accepted.  State  Chairmen  promised 
to  prepare  posters  if  more  information  and  ideas 
were  given  them.  During  the  summer  the  Presi- 
dent sent  to  each  Chairmen  posters,  reports  from 
national  chairmen  with  ideas,  basic  programs, 
and  extra  sketches  of  ideas. 

With  the  acceptance  of  the  gavel  at  annual 
meeting  came  the  responsibility'  which  the  Presi- 
dent has  tried  faithfullv  to  discharge  to  the  best 
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of  her  ability.  At  the  June  meeting  of  the  Na 
tional  Auxiliary  she  read  the  report  of  her 
predecessor,  Mrs.  George  Noel,  which  was  highly 
praised.  North  Carolina  had  a  fine  delegation 
present  and  voting  with  Mrs.  John  Kernodle  as 
Chairman.  Other  North  Carolinians  president: 
Mrs.  R.  D.  Croom,  Southeastern  Vice-Presi- 
dent and  National  ^Mental  Health  Chairman,  Mrs. 
R.  L.  Garrard. 

During  the  summer,  the  President  designed 
the  cover  and  dedicated  the  yearbook  to  the 
Auxiliary  volunteer  workers.  Messages  were 
secured  for  inclusion  from  the  President  and 
Chairman  of  Ad\-isory  Committee  from  the  State 
Medical  Societj',  from  national  auxiliarj'  the 
names  of  officers  and  chairmen,  our  own  State 
officers,  chairmen  representatives  and  cormcilors 
sent  informative  messages.  The  yearbook  is  the 
working  manual  of  the  auxihary.  New  stationery 
was  ordered  for  distribution.  Planning  meetings 
were  called  of  the  Fall  Board  Meeting  and 
Workshop  Committee  and  the  Executive  Com- 
mittee. 

The  Fall  Board  Meeting  and  Worshop  was  held 
September  5,  1962,  at  the  Planetarium,  Chapel 
Hill,  N.  C.  Sincere  appreciation  is  expressed  to 
Mrs.  Carl  Patterson,  Durham  for  her  untiring 
efforts  as  Chairman.  Great  thanks  are  expressed 
to  Durham-Orange  County,  Mrs.  William  Shing- 
leton.  President  for  hospitalitj'  and  hostessing. 
To  my  husband.  Dr.  C.  Tolbert  Wilkinson,  we 
are  indebted  for  his  assistance  with  heavy  pack- 
ets and  exhibits  for  the  Fall  Board  Meeting  and 
Workshop.  The  President  presided  at  the  morn- 
ing business  session.  Dr.  John  Kernodle,  Presi- 
dent of  the  Medical  Society  of  North  Carolina 
address  the  auxiliary.  Dr.  Rex  Speers  spoke 
about  the  work  of  the  Child  Psychiatric  Unit 
for  which  was  established  our  MHREF.  Mrs. 
Robert  Marshall  spoke  for  the  National  Founda- 
tion. An  informal  luncheon  between  sessions 
allowed  time  for  exchange  of  ideas  between 
members.  The  Workshop  followed  with  Mrs. 
John  Reece,  president-elect,  presiding.  With  the 
aid  of  posters  the  Committee  Chairmen  ciuicklj' 
and  effectively  instructed  County  representa- 
tives. The  result  was  a  stimulating  Workshop. 
When  showing  their  posters,  the  Chairmen  made 
priceless  side  remarks  which  excited  interest. 
Everyone  was  given  a  packet  which  included  a 
copy  of  the  yearljook,  and  a  "packet  within  a 
packet"  with  instructions  and  pamphlets  for 
County  Chairmen.  Everj-one  was  interested  in 
the  displays  in  the  entrance  to  the  Planetarium, 
and  availed  themselves  of  extra  material  on  dis- 
play. 

The  President  attended  the  Fall  Conference 
of  the  Woman's  Auxiliary  to  the  American  Med- 
ical Association  in  Chicago  where  she  acted  as 
Recorder  for  the  dinner  meeting  of  the  South- 
eastern Regional  Vice-President.  While  in  Chic- 
ago the  President  attended  a  session  of  the  First 


Congress  on  Mental  Health.  She  gave  her  report 
to  the  September  meeting  of  the  Council  of  the 
Medical  Societj',  and  later  alerted  the  Auxiliary 
to  attend  the  January  meeting  in  Pinehurst.  She 
attended  the  January  meeting.  Regrettable  con- 
flicts prevented  the  acceptance  of  two  speaking 
engagements  to  the  Auxiliarj-.  However  she  has 
spoken  to  S  District  Meetings,  County  Meetings, 
represented  the  Auxiliary  at  the  N.  C.  Family 
Life  Conference,  the  N.  C.  Health  Conference,  the 
N.  C.  Mental  Health  Congress,  and  Board  Meet- 
ing, the  Governor's  Conference  for  Fine  Arts, 
N.  C.  Nurses  Association,  meetings  of  the  N.  C. 
Council  of  Women's  Organizations,  Area  Con- 
ference for  Aging  Greenville,  N.  C,  World  Af- 
fairs Conference.  The  North  Carolina  road  map 
on  which  routes  are  traced  to  meetings  looks 
like  a  many  tenacled  octopus  from  Wake  Forest 
extending  to  the  furthermost  parts  of  the  State. 
North  Carolina  is  a  beautiful  State  and  worthy 
of  our  best  efforts  in  service.  Our  latest  effort 
vvill  be  to  organize  more  for  legislative  con- 
tacts with  the  State  Medical  Society.  The  Presi- 
dent and  Legislative  Chairman  met  with  a  group 
at  Medical  Society  Headciuarters.  At  this  writing 
there  are  still  more  Auxiliary  meetings  I  hope 
to  attend  if  possible. 

By  way  of  preparing  for  the  annual  meeting  in 
Asheville,  May  5-8  1063,  your  President  met  with 
Mrs.  John  Shirey  and  Mrs.  Phillip  Russel,  Chair- 
men and  their  committee  in  Asheville,  June,  1962. 
Tentative  plans  were  printed  in  the  yearbook. 
Detailed  plans  will  appear  in  the  Spring  issue 
of  the  Auxiliary  News.  Buncombe  County  will  be 
hostess  and  they  have  made  wonderful  plans  for 
the  meeting.  AVe  are  indeed  indebted  to  Bun- 
combe again.  And  we  sincerely  thank  them  for 
their  graciousness. 

Words  are  inadequate  to  express  appreciation 
to  all  who  have  cooperated  this  year.  Dr.  John 
Kernodle,  the  energetic  statesman  President  of 
the  Medical  Societj'  has  encouraged  us  in  every- 
way he  could.  We  thank  the  Chairman  of  the  Ad- 
visory Committee  from  the  Medical  Society  for 
being  friend  as  usual.  We  are  indebted  to  the 
Staff  of  the  Medical  Headquarters  especially 
Mr.  James  Barnes.  Mr.  William  Hilliard.  Mrs. 
Boutwell  and  Mrs.  King.  Heartfelt  thanks  to  our 
membership  all  of  whom  have  encouraged  with 
kindliness  the  earnest  endeavors  of  j^our  Presi- 
dent. Special  commendation  goes  to  our  Officers 
and  all  Board  members  for  a  magnificient  job. 
They  would  want  me  to  include  their  thanks  for 
the  cooperation  they  have  received  as  thej^  have 
tried  to  discharge  their  duties  to  the  members. 

Triljute  must  be  paid  to  Past  Presidents  who 
have  contributed  to  the  vigorous  development  of 
our  Auxiliary  for  the  Awards  which  stimulate 
interest.  The  idea  of  an  index  card  file  of  mem- 
bers, with  their  generous  service  and  useful 
talents  recorded,  has  proven  a  blessing  not  only 
on  the  State  le^'el  but  to  the  Counties  who  have 


14 


made  their  own  liles.  Our  >ear))nok  has  been  an 
inspiration  to  other  State  Auxiliaries.  Connecti- 
cut asked  for  a  eop\'  which  they  might  emulate. 
Our  use  of  posters  has  brought  a  request  from 
national  for  an  article  on  the  effecti\'eness  of 
their  use.  The  March  Bulletin  will  contain  an 
account  of  North  Carolina's  excellence  in  "Serv- 
ice to  Others".  The  President  salutes  the  Auxili- 
aiw,  especially  those  to  whom  the  work  was  new, 
for  stri^■ing  to  maintain  the  excellence  which 
has  brought  Noi'th   Carolina  recognition. 

The  President  wants  to  thank  her  home  Dis- 
trict and  County  Auxiliary-  for  strong  support 
and  encouragement  throughout  the  year,  Wake 
County  and  the  Sixth  District. 

Gratefully  the  President  and  President-elect 
of  the  Auxiliary  thank  the  Medical  Society  for 
financial  assistance.  With  their  backing  we  will 
lie  happy  to  increase  our  activities.  It  is  our 
ilesire  to  be  a  real  Auxiliary,  to  ser\'e  where 
needed  or  wanted. 

The  abbreviated  reports  of  activities  in  the 
Counties  cannot  do  them  justice.  Howe\ei-  the 
leports  that  are  included  in  this  transcript  will 
furnish  some  idea  whereby  we  can  appreciate 
the  efforts  of  each  othei'.  They  will  gi\'e  the 
Medical  Society  some  indication  of  the  scope  of 
our  work  whereb>'  we  reflect  honoi"  on  our  hus- 
liands  and  their  Medical  Societies.  Please  read 
carefullj'  the  report  of  the  Community  Service 
Chairman  for  a  profile  on  County  work.  Remem- 
ber that  thrti  this  sincere  serx'ice  we  ha\'e  avail- 
ed ourselves  of  the  opportunity  to  tell  med- 
icine's aims  and  programs. 

Mrs.  Charles  Tolbert  Wilkinson, 
President 

The  following  Report  of  the  Auxiliary  Presi- 
dent is  to  acquaint  the  Medical  Society  with  the 
work  of  the  Auxiliary  and  some  of  its  results: 

ACTIVITIES  of  the  Auxiliary  are  the  responsi- 
bility of  the  2nd  Vice  President.  Activities  in- 
clude work  and  contributions  for  our  4  endowed 
Sanatoria  Beds.  Auxiliary  members  write,  send 
gifts  and  encourage  our  "guests."  The  Student 
Loan  Fund  is  another  of  our  activities,  as  is  the 
Mental  Health  Fund.  Information  on  these  last 
two  activities  is  mentioned  elsewhere  in  this 
report. 

AMA-ERF  is  the  education  and  research  foun- 
dation to  which  county  auxiliar^•  members  gave 
$2,413.30  1962-63— March  1st  from  36  cotinties,  an 
increase  over  last  year.  Sympathy  cards,  appre- 
ciation and  memorial  cards  sales  added  to  contri- 
butions. 

AUXILIARY  NEWS  is  the  cohesive  attraction, 
the  news  sheet  by  which  we  communicate  with 
all  paid  members.  Printed  by  Hospital  Saving 
Association  of  Chapel  Hill  it  is  now  mailed  out 
by  the  Headquarters  Office  of  the  Medical  So- 
ciety since  they  purchased  the  addressographer. 

AWARDS  gi\en   by   9  past   presidents   of   the 


Auxiliar>-  stimulates  inieiest  in  the  work,  and 
creates  interest  in  the  general  meeting  at  annual 
con\'ention  when  they  are  presented. 

BULLETIX  is  the  publication  of  National  Aux- 
iliarj-,  and  the  chief  means  of  States  to  com- 
municate with  National.  139  subscriptions  were 
sold  in  North  Carolina.  Two  counties  were  100% 
in  subscriptions. 

BV-IiAWS  needed  slight  re\isions  to  meet  a 
situation  involving  Branch  auxiliaries. 

CIVIL  DEFENSE  placed  emphasis  on  Medical 
Self  Help  Among  other  preparations  for  disaster. 
Nearlj-  every  County  had  a  program,  gave  or  at- 
tended courses  offered  by  Civil  Defense,  and 
prepared  their  own  homes.  12  .\uxiliaries  are 
aware  of  Civil  Defense:  400  members  have  taken 
courses,  180  reported  home  preiiaredness;  19  re- 
ceived C.  D.  Home  Preparedness  Awards. 

COMMUNITV  SERVICE  with  the  "Twist"  of 
using  the  opportunities  to  reflect  credit  on  to 
organized  medicine  liy  explaining  Medicine's  aims 
and  programs  for  the  welfare  of  the  public.  A 
certificate  of  merit  was  offered  to  County  Auxil- 
iaries with  which  to  honor  a  member.  The  volume 
of  work  repoi'ted  by  the  Counties  is  most  heart- 
warming, the  work  has  lieen  a  (.'ontinuin.g  serv- 
ice foi'  years. 

COXVEXTIO.X  ( O.M.-MITTEE  from  Buncombe 
County.  Ashe\'ille.  Xoinh  Carolina,  states  the 
Con\ention  is  their  major  project  of  the  year. 
This  is  a  special  committee  from  Buncombe 
County  charged  with  the  many  duties  invoh'ed 
in  preparing  for  the  Annual  Convention. 

DOCTORS'  DAY  established  b\'  W.A.S.M.A.  to 
contribute  better  understanding  within  the  pro- 
fession and  community,  and  to  pay  tribute  to 
our  husbands,  had  a  new  project  this  year.  Coun- 
ties collected  data  on  community  and  other  serv- 
ices over  and  beyond  their  private  practice.  This 
data  will  be  used  to  show  that  doctors  are  most 
helpful  citizens.  The  Auxiliary  won  recognition 
for  last  j'ear's  observance  of  Doctors'  Day,  and 
Sampson  County-  won  an  award  from  the 
W.A.S.M.A. 

FALL  BOARD  MEETING  AXD  WORKSHOP 
was  a  special  Committee  from  Durham-Orange 
County  which  made  arrangements  at  the  Plane- 
tarium, Chapel  Hill  for  what  proved  to  be  most 
successful. 

HEALTH  CAREERS  is  our  program  whereby 
vocations  are  introduced  to  High  School  students. 
Manj'  County  Auxiliaries  conducted  Health  Ca- 
reer Days  in  the  schools  and  with  tours  of  local 
hospitals.  Many  Counties  transported  students 
to  attend  the  2nd  Congress  for  Health  Careers 
in  Durham. 

HISTORIAN  makes  an  effort  to  gather  ma- 
terial from  county  auxiliaries  to  prepare  a 
State  History  evevy  five  years.  Counties  co- 
operated. 

LEGISLATION'  is  an  active  committee  to  keep 
the  membership  well  informed  so  they  can  com- 
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municate,  take  action  to  preserve  a  free  society 
for  the  practice  of  medicine.  All  county  auxil- 
iaries reported  the  use  of  either  speakers,  records, 
films,  contributions  to  AMPAC  and  MedPAC  and 
the  use  of  all  media  to  try  to  protect  the  people 
from  harmful  legislation  and  to  promote  adop- 
tion of  Kerr-Mills.  Many  letters  and  telegrams 
were  sent  to  legislators  in  the  State  and  Congress 
of  our  United  States.  Almost  100%  read  A.M.A. 
News  and  know  about  the  allotted  space  for  news 
of  Auxiliaries. 

MEMBERSHIP  is  one  of  the  responsibilities 
of  the  1st  Vice-President.  February  20th  we  had 
reported  2,220  meml)ers.  4  counties  are  100% 
organized. 

MEMORIAL,  COMMITTEES  make  an  effort 
to  pay  tribute  to  deceased  members,  comfort 
their  families,  both  on  the  County  and  State 
level.  A  Sunday  night  Memorial  Service  is  held 
at  Annual  Convention.  Counties  send  names  of 
deceased  members  to  the  State  Chairman. 

MENTAL  HEAIjTH  county  and  state  commit- 
tees through  education  and  volunteer  service 
have  striven  to  change  the  mind  of  the  public 
towards  mental  health.  Many  members  have 
served  in  Clinics  Centers,  and  elesewhere  to  pre- 
vent mental  illness,  to  minister  to  patients  and 
ex-patients.  They  ha\e  distributed  literature,  at- 
tended meetings  and  had  programs  in  their 
Countj-  Auxiliaries. 

MHREF  is  raised  by  \'uluntary  contributions 
for  Psychiatric  Research,  Personnel  and  treat- 
ment at  Memorial  Hospital,  Chapel  Hill,  Univer- 
—$2,693,93. 

PROGRAM,  TV,  RADIO  AND  MOVIES  com 
mittees  report  long  lists  of  materials  used  to  put 
P  R  O  in  program.  Counties  list  films,  speakers, 
records,  literature  to  inform  and  instruct  in  "Aim 
for  Excellence  in  Achievement," 

PRESS  AND  PUBLICITY  reported  study  in 
RIGHT  techniques  employed  by  Counties  to  es- 
tablish good  press  relations.  Most  all  counties 
reported  coperation,  publicity  for  newsworthy 
information,  activities  and  accomplishments, 

RESEARCH  is  a  committee  in.stituted  by 
W,A,S,M,A,  to  collect  and  preserve  data  for  our 
medical  heritage  past  and  present  for  their  files. 
Our  counties  report  that  they  have  scrapbooks, 
biographies,  histories  of  medicine  in  preparation 
for  publishing.  We'll  put  North  Carolinians  in  a 
Hall  of  Fame — Medical  Fame,  that  is.  One  county 
including  interesting  human  stories  in  their 
scrapbook  they  may  come  up  with  a  best  seller. 

BITRAL  HEALTH  committees  offer  assistance 
to  organizations,  help  with  Bloodmolaile,  TB  X- 
Ray,  immunizations,  health  surveys,  safety  seat 
belts,  teach  classes  on  mother  and  child  care, 
health  cards  and  home  nursing,  34  counties  re- 
ported. 

SAFETY  is  practiced,  preached,  studied,  in  the 
counties  until  they  have  aroused  a  vital  interest 
in  all  phases  of  safety.  Personal  health,  family. 


community,  home  and  farm,  babies,  water  and 
traffic  safety.  Counties  report  the  wide  use  of 
materials  for  study  and  communication  in  over 
12  phases  of  safet.y, 

SCRAPBOOKS  are  kept  1)\-  Counties  and  dupli- 
cates of  newspaper  clippings,  mementoes  are 
sent  for  the  State  ScraplKJok  as  a  means  of  pre- 
serving actiivties  as  a  part  of  Auxiliary  history, 

STUDENT  LOAX  balance  on  hand  2-28-63: 
$3,730.10,  There  are  10  loans  extant;  3  loans  are 
collecting  interest;  5  are  collecting  payments. 
Dr.  Francis  Noblin  made  a  contribution  of 
$500,00, 

TODAY'S  HEALTH  is  no  longer  an  auxiliary 
project  but  county  auxiliaries  given  subscriptions 
as  4-H  Awards,  places  copies  in  school  libraries 
and  in  some  hospital  reading  rooms, 

WASMA  is  the  young  flourishing  organization 
especially  at  medical  schools  in  our  State  which 
our  State  Auxiliary  is  happy  to  sponsor.  The 
Chapter  presidents  will  be  invited  to  attend  our 
annual  convention.  A  warm  interest  is  shown  in 
these  wives  of  medical  students  by  the  State 
Auxiliary  and  it's  Chairman. 

WOMAN'S  AUXILIARY  TO  SOUTHERN 
MEDICAL  ASSOCIATION— The  Councilor  to 
WASMA  reported  an  increase  in  membership  to 
"SOUTHERN"  during  1961-62—12  new  members 
this  year.  Membership  for  1962-63  will  not  be 
known  until  November,  Doctors'  Daj-  and  Re- 
search are  "Southern's"  projects, 

YEARBOOKS  were  encouraged  to  generate  in- 
terest in  Auxiliary  programs,  projects  and  meet- 
ings. Work  and  sociability  are  encouraged.  There 
were  21  counties  reporting  having  yearbooks  as 
of  February  20,  1963, 

ADVISORY  COMMITTEE  TO  MEDICAL  SO- 
CIETY OX  RURAL  HEALTH  AX  DEDICA- 
TION: The  Auxiliary  is  honored  to  have  a  rep- 
resentative invited  to  this  Committee,  They  met 
March  10,  Raleigh,  N.  C, 

EYE  BANK  FOR  RESTORING  SIGHT,  IXC. 
ih  given  publicity,  cooperation  through  the  coun- 
ties by  the  State  Chairmen,  Program  materials 
have  been  supplied  the  county  auxiliaries  who 
requested  information,  A  few  counties  had  a  pro- 
gram on  this  organization's  work, 

FLORENCE  CRITTENTON  HOME  has  had 
publicity  through  the  Auxiliary  about  its  human- 
itarian project,  its  need  for  understanding  of  its 
program,  objectives  and  financial  support, 

N.  C.  MENTAL  HEALTH  ASSOCIATION  is  a 
non-profit  organization  to  which  we  have  a  rep- 
resentative. The  Leadership  Workshop  met  in 
Raleigh  with  a  record  attendance  of  over  900 
people  from  many  different  organizations.  The 
Medical  Societj'  furnished  much  of  the  leader- 
ship. An  effort  was  made  to  interest  the  legisla- 
tors to  appropriate  funds  for  mental  health 
centers  and  personnel.  Preventive  measures 
might  save  the  State  much  money.  Mental  Health 
Week  will  be  April  2S-May  5,  1963, 
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\.  (.  (Ol.\(  IL  OF  \V()>IK\"S  ()K<;\MZA- 
TION'S  is  an  organization  of  statewide  women's 
organizations  in  North  Carolina  to  which  we 
have  two  representati\es.  It  conducts  a  Leader- 
ship \\'orkshop,  sponscjrs  the  World  Affairs  In- 
stitute at  the  University  of  North  Carolina,  pro- 
motes continuing  education  after  high  school, 
and  keeps  a  roster  of  capable  women  leaders  in 
our  State. 

N.  ('.  FA:MILV  MFK  COIXCII.  is  a  compara- 
tively young  organization,  affiliated  with  a  na- 
tional council,  interested  in  famil\'  minded  or- 
ganizations. These  members  cooperate  in  study 
and  service.  We  have  a  representative  to  this 
organization. 

X.  C.  HF:AI.TH  COFNCIL  is  compo.sed  of  GO 
affiliated  organizations  which  are  primarily  in- 
terested in  health  acti\ities.  It  sponsors  con- 
ferences for  planning,  studxing  and  action.  We 
have  a  representati\-e  to  this  organization  and 
recei\'e  its  newsletter  "Health  News''. 

X.  ('.  LEAGFK  FOK  Xl"KSIX<;  invites  a  rep- 
resentative from  the  Auxiliar\-.  The  League 
sponsors  nursing  career  programs,  organized 
Future  Nurses  Clubs  in  sclTools.  They  urge  co- 
operation with  local  hospitals  and  ci\-ic  clubs  in 
service. 

X.  V.  Kl'KAI.  SAFPITV  COl'XCIl,  i,,  which  we 
have  a  representati\-e  promotes  safet\'  education 
and  practices. 

I.  H.  A.  is  a  new  committee  of  the  W. A. A.M. A. 
to  help  medical  missionai-ies  at  home  or  on  the 
field.  It  urges  hospitality  to  medical  missionaries 
here,  and  the  sending  of  medical  books,  drugs, 
instruments,  furniture,  etc.  aljroad.  County 
Auxiliaries  reported  cooperation.  12.5  lbs.  of  Med- 
ical books  had  been  sent  and  foreign  doctors  and 
wives  have  been  entertained. 

MASTER  FILE— A  master  File  is  kept  on  all 
Auxiliary  members.  Their  service  to  the  Auxili- 
ary is  recorded  on  their  file  card.  The  President- 
Elect  is  responsilsle  for  the  Master  File,  among 
her  other  duties. 

Mrs.  Charles  Tolbert  Wilkinson 
PRESIDENT 

FIRST  mf:i)I('ai>  district 

Since  my  last  report  to  the  Society  there  ha^"e 
been  no  untoward  events  that  ha\'e  necessitated 
the  special  care  of  your  Councilor. 

■We  are  in  good  rapport  with  our  Federal  and 
State  legislators  on  matters  that  pertain  to  medi- 
cal affairs  and  offer  this  as  one  of  our  objectives 
during  the  emergency  medical  legislative  de- 
mands. 

Extension  study  courses  spons(jred  by  the 
First  District  Medical  Society  have  been  suc- 
cessfully held.  The  Seaboard  and  the  Tri-State 
Medical  Societies  held  their  Annual  Meetings 
last  year  at  Nags  Head  and  are  scheduled  for 
similar  meetings  in  June  1963. 

There  has  been   some   increase   in   the   doctor 


population  b,\-  xounger  physicians  moving  into 
the  area.  For  this  we  are  grateful. 

Members  of  the  First  District  seem  well  con- 
tent to  function  within  their  present  boundaries 
and  do  not  wish  either  to  make  any  changes  in 
their  County  Associations  or  to  abolish  The  First 
District  INIedical  Society  as  an  instrument  of 
Medical  or  social  association. 

On  the  major  issues  of  Constitutional  clianges 
of  the  State  Medical  Society,  the  meml)ership 
b>-  and  large  is  for  a  retention  of  the  status  quo. 

Officers  of  the  First  District  Medical   Society 

are  Dr.  .J.  M.  Weeks,  Elizabeth  City,  President; 

Dr.  Edward  Bond,  Edenton,  Vice-President;  and 

Dr.  Roljert  Poston,  ^^'infall,  Secretary-Treasurer. 

T.  P.  Brinn.  M.D.,  Councilor 


SECOXI)    >!EIM(    VL     DISTRICT 

The  2nd  Medical  District  of  the  North  Carolina 
State  Medical  Society  has  had  a  fine  year  during 
19(i2.  The  District  Meeting  was  held  at  the 
Greenville  Countr\'  Clul)  on  June  11,  19G2,  with 
the  Pitt  County  Medical  and  Dental  Society  as 
hosts.  The  afternoon  was  filled  with  a  Golf 
Tournament,  and  Dr.  Salty  of  ^\'ashington,  N.  C. 
won  first  prize,  and  Dr.  Pa\'ne  Dale  of  Kinston, 
N.  C.  won  second  prize,  in  the  afternoon  contests. 
There  was  a  delicious  dinner,  followed  by  the 
meeting  with  Dr.  Ste\e  Bartlett,  the  President 
of  the  2ncl  District  Society  for  1962  presiding, 
and  Dr.  Ed  Clement  serving  as  secretary.  In 
attendance  for  the  dinner  and  meeting  were  Dr. 
John  R.  Kernodle,  President  of  the  North  Caro- 
lina State  Medical  Society,  and  Mr.  Jim  Barnes 
and  Mr.  William  Hilliard  of  the  Medical  Society 
Home  office.  Dr.  William  Peete  of  Duke  Univer- 
sity, who  is  Assistant  Dean,  and  member  of 
the  Department  of  Surgery  brought  a  message 
about  problems  facing  medical  education  and 
economics. 

The  2ncl  District  Medical  Society  at  this  meet- 
ing voted  almost  unanimously  to  continue  its 
District  Meetings  as  before,  and  that  they  be 
held  in  the  spring  of  each  year  at  a  time  suitable 
to  the  host  medical  society. 

Officers  elected  for  1963  were  Dr.  Simmons 
Patrick  of  Kinston,  President,  and  Dr.  Charles 
Herring  of  Kinston,  Secretary  and  Treasurer. 
The  members  accepted  the  invitation  of  the 
Lenoir-Jones-Greene  County  Medical  Society  to 
meet  in  Kinston  in  the  Spring  of  1963.  The  exact 
date  and  program  of  this  meeting  is  now  being 
formed  by  a  committee  of  the  Lenoir-Jones- 
Greene  Societj-. 

Your  2nd  District  Councilor  has  attended  each 
and  every  meeting  of  the  Executive  Council,  and 
visited  throughout  the  District  during  the  year 
in  order  to  try  to  stimulate  interest  in  the  State 
Medical  affairs,  and  bring  mesages  from  the 
State  :Medical  Society.  He  also  sought  to  gain 
opinions  and  ideas  of  the  individual  physicians 
throughout  this  area  of  the  state  regarding  the 
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solution  of  the  many  medical  proljlems  that  face 
us. 

Lynwood  E.  Williams,  M.D,,  Councilor 


THIRD  MEDKAI.  DISTRICT 

It  is  my  pleasure  to  report  as  Councilor  of  the 
Third  Medical  District,  that  harmony  and  good 
will  has  been  most  evident.  The  Councilor  has 
attended  each  of  the  meetings  of  the  Executive 
Council  and  also  attended  some  of  the  meetings 
of  the  council  in  this  district.  We  had  two  dis- 
trict meetings  during  the  year,  one  in  Fall,  and 
one  in  Spring.  We  had  good  attendance  and  the 
programs  were  excellent.  Our  Spring  meeting 
was  held  in  Clinton,  N.  C.  Dr.  Koonce  of  Wil- 
mington, N.  C.  was  elected  President,  and  Dr. 
Frank  Reynolds  was  elected  Secretary. 

D.  H.  Bridger,  M.D., 
Councilor  Third  District 


FIFTH  MEDICAL  DISTRICT 

As  Councilor  for  the  .5th  District  of  the  Medical 
Society  of  the  State  of  North  Carolina  I  am 
happy  to  report  a  healthy  situation. 

Our  prololems  ha\'e  been  few  of  minor  conse- 
quence. 

This  year  the  5th  district  held  a  full  day  meet- 
ing consisting  of  Scientific  l)usine.ss  and  fellow- 
ship participation.  The  meeting  was  well  at- 
tended. 

Our  Societj'  voted  unanimously  not  to  dis- 
continue the  district  meetings.  It  was  our  feeling 
that  we  gain  much  by  meeting  and  socializing 
for  one  day  with  our  County  neighbors  within 
our  district. 

A  resolution  to  this  eaffect  was  forwarded  to 
the  Executive  Council. 

It  was  also  voted  that  our  councilor  and  mem- 
ber of  the  nominating  committee  be  elected  at 
our  annual  meeting  and  not  at  caucus  during 
State  Meeting. 

Ralph    B.    Garrison,    M.D. 
Councilor 


SIXTH  MEDICAL  DISTRICT 

The  following  is  my  report  to  you  as  Coun- 
cilor of  the  6th  Medical  District  of  the  Medical 
Society  of  the  State  of  North  Carolina. 

The  annual  meeting  of  the  6th  Medical  Dis- 
trict which  consisted  of  a  luncheon  meeting,  was 
held  at  the  Holiday  Inn  in  Durham,  N.  C,  on 
Friday,  October  25,  1962.  The  meeting  was  pre- 
sided over  by  Dr.  William  Richardson,  Presi- 
dent, Dr.  .John  R.  Watson.  Vice  President,  and 
Dr.  James  R.  Jones,  Secretary-Treasurer,  were 
not  present. 

Those  attending  the  meeting  had  previously 
been  asked  to  come  prepared  to  express  the  senti- 
ments of  the  county  society  or  component  group 
which  constitute  the  6th  Medical  District  Society, 
as  to  whether  or  not  this  Society  should  be  con- 
tinued as  a  functioning  body,  or  if  it  should  be 


discontinued  for  the  time  being.  Representation 
was  present  from  each  of  the  Societies  within  the 
District.  Following  free  discussion  it  was  un- 
animuosly  approved  by  this  group  that  the  "6th 
Medical  District  Society  be  discontinued  as  a 
functioning  body  for  the  time  being."  It  was 
further  pointed  out  that  the  Society  would  re- 
sume its  activity  if  and  when  there  was  suf- 
ficient interest  to  justify  its  existence. 

This  group  further  voted  not  to  support  a 
change  in  the  Constitution  and  By-laws  which 
would  alter  the  method  of  electing  representa- 
ti\es  to  the  House  of  Delegates  and  the  current 
method  of  electing  a  Councilor  to  represent  the 
District.  This  body  voted  against  having  the 
medical  districts  correspond  to  those  of  our 
North  Carolina  Congressional  districts. 

Most  of  the  counties  in  this  District  have  taken 
an  active  and  interested  part  in  matters  confront- 
ing the  Society  as  a  whole. 

At  the  time  of  this  report  the  Councilor  is 
investigating  two  problems  which  has  to  do 
with  a  violation  of  ethical  medical  practice.  His 
conclusions  will  be  submitted  to  the  Grievance 
Committe. 

The  Councilor  has  attended  each  of  the  meet- 
ings of  the  Executive  Council,  as  well  as  the 
annual  meeting  in  Raleigh.  He  also  attended  the 
Officers  meeting  in  Pinehurst.  No  serious  prob- 
lems have  arisen  within  the  6th  District  and  in 
general  a  spirit  of  harmony  and  good  will  pre- 
vails. 

George   W.   Paschal,   M.D.,   Councilor 


SEVEXTH  MEDICAL  DISTRICT 

The  7th  Medical  District  had  its  annual  meet- 
ing in  Lincolnton,  N.  C.  Wednesday,  October  17, 
1962.  John  Ormand,  M.D.,  president,  presided. 
The  total  attendance  was  81.  John  R.  Gamble, 
^I.D.,  welcomed  the  guests  at  the  afternoon  meet- 
ing, and  Lester  A.  Crowell,  Jr.,  M.D.,  president 
elect,  gave  the  welcome  at  the  banciuet.  The 
N.  C.  Medical  Society  was  represented  bj'  John 
Kernodle,  M.D.,  president  and  James  T.  Barnes, 
Executive  Director.  The  address  was  given  by  Lt. 
Col.  William  E.  Mayer,  MC.  U.S.A.,  using'  the 
title,  ■'Communist  Control  of  the  Individual;  The 
Moral  Imperatives". 

At  the  business  meeting,  the  resolution  was 
adopted  that  the  district  function  and  re-align 
to  conform  with  the  Congressional  District.  This 
is  to  be  taken  up  at  a  county  level,  and  the 
various  counties  polled  as  to  their  opinions.  It 
was  suggested  that  each  member  of  the  Medical 
District  pay  dues  of  $2.00,  to  be  collected  through 
the  treasurer  of  each  county  society,  this  is  also 
to  be  polled  on  a  county  basis.  New  officers  are: 
Lester  Crowell,  Jr.,  M.D.,  president,  Edward  S. 
Bivens,  M.D.,  president  elect,  Frazier  Lapsley, 
M.D.,  secretary  and  treasurer. 

The  responsibility  for  the  1963  meeting  will  be 
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with  the  Stanly  County  Medical  Society. 

The  7th  Medical  District  is  participating  in  all 
of  the  State  Medical  Society  functions,  and  the 
few  problems  that  ha\'e  arisen  in  the  district 
have  been  satisfactorily  handled  on  the  local 
le\els.  The  district  has  been  represented  by  its 
council  or  at  all  state  medical  meetings.  It  would 
certainly  appear  that  there  would  be  an  ad- 
\antage  for  the  councilor  and  the  counties  that 
make  up  the  district  to  be  in  closer  contact,  but 
actually  there  is  very  little  liaison. 

Edward  S.  Bivens,  M.D. 

Councilor 


EIGHTH    MEDICAL    DISTRICT 

There  have  been  no  problems  of  ethics,  moral- 
ity or  misconduct  reported  in  the  eighth  district 
iliH'ing  the  past  year. 

Voin-  Councilor  has  attended  two  re.yularly 
schecluleil  meetings  of  countx'  societies  aside 
from  his  own. 

The  District  meeting  was  held  in  Asheboro 
September  28,  19G2  and  was  well  attended.  Prior 
to  that,  through  correspondence,  an  attempt  had 
been  made  to  trj-  to  learn  the  feeling  of  the 
membership  as  regards  the  district  as  an  organi- 
zation and  as  regards  their  attitude  toward  pro- 
grams and  even  the  possibility  of  disbanding. 
This  matter  was  discussed  rather  at  length  at 
the  business  session.  No  definite  action  was 
taken  but  it  seemed  the  general  concensus  that 
since  the  districts  \vere  originally  established 
by  the  parent  or  state  society  and  since  a  com- 
mittee has  been  appointed  on  the  state  level  to 
study  the  problem  and  to  make  recommenda- 
tions to  the  House  of  Delegates,  that  it  was 
proper  that  any  change  should  come  from  the 
House  of  Delegates.  The  opinions  obtained  from 
the  polls  of  the  county  societies  were  about 
evenly  divided  between  the  various  proposals 
considered. 

There  has  heen  considerable  activity  through- 
out the  district  in  support  of  Kerr-Mills  imple- 
mentation as  opposed  to  King  Anderson  type 
legislation. 

At  this  time  we  are  in  process  of  securing  the 
information  requested  by  the  Council  on  the 
question  of  integration.  Each  county  is  being 
urged  to  submit  their  report  to  the  President 
before  April  1,  1963. 

H.  L.  .Johnson,  M.D.,  Councilor 


XIXTH    :MEDICAL    DISTRICT 

The  Ninth  District  Medical  Society  met  on 
September  28.  1962  in  Thomasville.  There  was 
an  attendance  of  forty  doctors  out  of  a  total  of 
three  hundred  twenty  doctors  in  the  Ninth  Dis- 
trict. An  excellent  scientific  program  was  pre- 
sented under  the  leadership  of  Dr.  George  P. 
Highsmith,  President  of  the  Ninth  District  Med- 
ical Society.  Following  the  scientific  program 
there  was  a  lon.g  discussion  regarding  the  pur- 


pose and  function  of  the  Ninth  District  ^Medical 
Society.  No  clear  purpose  or  function  of  the 
Society  could  be  delineated.  A  committee  was 
appointed  to  consider  wa\'s  in  which  the  District 
Medical  Society  could  function  in  a  useful  man- 
ner. It  was  the  desire  of  many  of  those  present 
that  the  annual  meeting  be  continued,  and  an 
in\itation  was  recei\ed  from  the  Iredell  County 
Medical  Society-  for  the  196.3  meeting.  The  elected 
officers  of  the  Ninth  Medical  District  for  1963 
are: 

President:  Dr.  .lohn  Hardawa\- 
A'ice  President:  Dr.  Charles  Bittinger 
Secretary-Treasurer:  Dr.  Durham  Lewis 
The    Alxender    Count\-    [jhysicians    under    the 
leadership  of  Dr.   Roy   C.   Tatum   organized   the 
.Alexander  County  Medical  Society  and  the  joint 
Iredell-Alexander    Count\-    Medical    Sii(ii't>-    was 
dissohed.  This  action  was  approved  In    the  Ex- 
ccutixc   Council  on   .laiiuary   27,   1963. 

Thomas  L.  Murph\-,  M.I). 
Councilor 

texth  .medical  district 

There  is  nothing  of  importance  to  report 
from  the  Tenth  District,  all  County  Societies  are 
functioning,  and  we  are  exi)eriencing  a  pei'iod  of 
good  fellowship  all  o\-er  our  District.  I  have  gone 
to  much  trouble  to  get  in  reports  of  each  County 
Society's  members  \ote  on  whether  to  receive 
all  licensed  Drs.  in  N.  C.  as  full  members,  I 
am  urging  this  report  to  be  in  by  Apr.  1,  1963. 
Further,  I  have  no  other  report. 

\V.  A.  Sams,  M.D.,  Councilor 

ADVISORY  AND  STUDY  COMMISSION 

1.  Auxiliary  Advisory  and  Archives  of  Medical 
Society  Historj-.  This  committee  under  the  very 
able  chairmanship  of  Dr.  Roscoe  D.  McMillan 
has  manitained  the  records  and  historical  hold- 
ings of  the  Society  in  an  exemplary  manner. 

2.  The  American  Medical  Education  &  Re- 
search Foundation  Committee.  Dr.  Ralph  B. 
Garrison  is  Chairman  of  this  committee  and 
through  his  efforts  and  those  of  the  members 
of  his  commtitee  the  contributions  to  medical 
schools  has  increased  considerably  during  the 
past  year.  For  the  details  of  the  workings  of 
this  committee  reference  is  made  to  the  com- 
mittee report. 

3.  The  Committee  on  Blue  Shield.  Dr.  Jacob 
Shuford  and  his  committee  have  worked  long 
and  arduously  in  representing  the  Medical  So- 
ciety to  the  Board  of  Trustees  of  the  Blue  Shield. 
The  details  of  his  committee  are  found  in  his 
report. 

4.  Constitution  and  B^•-Laws  Committee.  Dr. 
Roscoe  D.  McMillan  is  Chairman  of  this  com- 
mittee and  has  dealt  with  certain  aspects  of  the 
constitution  and  by-laws  which  have  been  re- 
quested. 

.5.  The    Credit    Bureau    Committee    under    the 
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able    chairmanship    uf   Dr.    Howard   Wilson   has 
maintained  adequate  surveillance  in  this  realm. 

6.  Industrial  Commission  of  North  Carolina 
Committee.  Dr.  Thomas  Dameron  and  his  com- 
mittee have  made  considerable  progress  as  will 
be  seen  in  his  committee  report  in  representing 
the  doctors  of  North  Carolina  to  the  Industrial 
Commission.  There  has  been  an  adjustment  of 
certain  fees  and  the  liaison  between  the  Indus- 
trial Commission  and  the  ^ledical  Societj'  is  in 
good  repair. 

7.  Medical  Care  of  Dependents  of  Members 
of  the  Armed  P'orces  Committee  under  the  chair- 
manship of  Dr.  Cogdell  has  lieen  quite  active  and 
clarified  many  of  the  elements  having  to  do  with 
Medicare. 

8.  Student  A.M. A.  Chapters  Committee  under 
the  leadership  of  Dr.  William  Peete  has  brought 
more  activity  into  oi'ganized  medicine  on  behalf 
of  the  three  student  A.M. A.  chapters  in  North 
Carolina.  This  is  an  area  in  which  it  is  felt  by 
all  that  additional  support  and  liaison  should 
l)e  directed.  Dr.  Peete  and  his  committee  have 
made  excellent  progress  in  this  direction. 

9.  Blue  Shield  Deputation  to  National  Blue 
Shield.  Dr.  T.  S.  Raiford  and  his  committee  have 
attended  man>-  conferences  and  meetings  both  in 
and  out  of  the  state  relative  to  the  National  Blue 
Shield  i^rogram.  The  details  of  his  report  are 
contained  in  the  report  of  that  committee  in  this 
compilation. 

10.  Relative  Value  Schedule  Committee  has 
completed  its  initial  work  and  has  published 
a  relative  schedule  which  is  available  to  all  phy- 
sicians of  the  state.  It  is  a  sound  basis;  there 
undoubtedly  will  be  changes  which  will  have  to 
to  be  made  from  time  to  time  but  for  the  moment 
this  committee  has  well  executed  its  functions. 

The  reader  is  referred  to  the  detailed  reports 
of  all  these  committees  contained  in  this  compila- 
tion. The  Chairman  of  the  Commission  feels  that 
the  committees  on  this  Commission  have  ex- 
cuted  their  duties  well  and  honorably  and  the 
Chairman  particularly  are  to  be  commended  for 
their  diligence  in  attending  the  affairs  of  the 
Society. 

Hubert  McN.  Poteat,  .Jr..  .M.D..  Chairman 


AXNUAL    CONVENTION    COMMISSION 

Committee  on  Arrangements: — Dr.  Styron  re- 
ported that  in  Asheville  1963,  there  will  be  no 
change  in  the  format  of  the  program.  They  sug- 
gested more  utilization  of  the  recreational  facil- 
ities and  this  is  being  looked  into. 

Greensboro.  1964.  the  Committee  is  going  ahead 
with  the  investigation  of  facilities  by  on-the-spot 
visits.  It  was  noted  by  the  arrangements,  that  the 
meeting  places  will  not  be  centralized. 

Charlotte,  1965,  additional  facilities  to  be  con- 
structed were  presented  by  Mr.  Steadmon  of  the 
VIP  Hotels,  and  after  hearing  this,  it  was  de- 
cided that  these  would  be  an  improvement,  but 


would  still  not  be  adequate  for  centralization  of 
the  meeting.  There  is  still  difficulty  with  the  ex- 
hibits, and  so  on.  No  recommendations  from  this 
Committee. 

Committee  on  Scientific  Works;  It  was  again 
recognized  conflicts  of  the  meetings  and  the 
House  of  Delegates  and  general  sessions  existed. 
Re-examination  of  these  and  the  groupings  of 
the  meeting  is  recommended  for  1964. 

The  1963  program  was  tentatively  arranged. 
General  session  in  the  AM,  Monday,  Tuesday 
and  Wednesday;  Sectional  and  audio-visual  meet- 
ings in  the  afternoon.  Monday  and  Tuesday; 
House  of  Delegates  meeting  on  Sunday  and  Tues- 
day afternoon. 

Topics  of  wide  general  interest  are  up  before 
the  Committee  on  the  Monday  morning  session 
and  out-of-state  speakers  are  to  be  invited.  The 
onh'  recommendation  of  this  Committee  on 
Scientific  Works  was  the  consideration  for  re- 
arranging the  genei-al  format  of  the  program  for 
1964. 

Committee  on  Awards:  Dr.  Crowell,  the  Com- 
mittee Chairman,  made  recommendations  for 
making  the  awarding  of  the  Wake  County  and 
other  awards,  that  the  recipient  might  receive 
them  on  the  program  where  presented.  This  was 
met  with  enthusiasm.  Efforts  will  also  be  made 
to  judge  the  wining  exhibits  and  the  awards 
presented  at  the  current  meetings.  No  recom- 
mendation. 

Committee  on  Audio-Visual  and  Postgraduate 
Instruction:  Monday  and  Tuesday  afternoon 
showings  conflict  with  the  Section  programs. 
If  the  general  format  of  future  meetings  is  to  be 
reorganized,  the  audio-visual  will  draw  a  larger 
crowd  and  probabh-  go  liack  to  a  period  when 
there  will  not  be  a  conflict  with  the  House  of 
Delegates  and  the  general  sessions.  No  recom- 
mendations. 

Committee  on  Scientific  Exhibits:  Presentation 
of  midget  exhibits  is  to  be  encouraged  for  this 
coming  year,  with  participation  for  physicians 
who  do  not  have  large  funds  available.  Various 
committee  members  have  been  assigned.  Public 
relations  will  also  add  the  comment  in  the  bulle- 
tin to  encourage  this.  Concerning  the  applica- 
tions for  space  for  the  exhibits,  that  the  blank 
be  changed  to  February  1.  rather  than  December 
31,  since  this  is  not  a  realistic  date.  No  other 
recommendations. 

Committee  on  Re-evaluation  of  Attendance  at 
Medical  Meetings:  The  committee  recommends 
that  more  members  of  the  State  Medical  Society 
be  assigned  duties  at  functions  of  the  State 
Medical  Society.  Recommendation  also  that  the 
President-Elect  get  out  a  letter  to  all  delegates 
with  a  cop\'  to  the  president  and  secretarj-  of 
each  county-  medical  society  asking  for  names  of 
members  who  have  ser\'ed  on  various  commit- 
tees. This  is  to  be  done  as  early  as  possible 
during    his    tenure    as    president-elect,    in    order 
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that  he  migln  have  a  better  idea  of  the  delega- 
tion who  is  best  qualified,  interested  and  who 
can  serve,  and  that  the  appointments  can  be 
made  with  a  little  more  time. 

Suggestions  were  also  made  to  gi\'e  status  to 
the  district  medical  societies  and  the  officers, 
possibly  making  the  director  of  the  district  med- 
ical society  or  the  president  a  vice  councilor. 

Also,  in  order  to  increase  the  interest  in  the 
legislation  of  the  Society  and  allow  carry-over 
in  responsibilities,  a  number  of  delegates  in  each 
county  medical  society  could  be  increased,  and 
the  delegates  asked  to  serve  a  three  year  term, 
with  a  suggested,  possibly,  increase  in  the  num- 
ber of  delegates  twice  the  present  size. 

Re-arrangements  of  the  program  were  discus- 
sed. The  House  of  Delegates'  meeting  is  not  to 
conflict  with  the  general  session  and  the  section 
meetings  if  this  can  he  arranged.  One  possible 
solution  would  be  to  ha\'e  the  House  of  Delegates 
meet  all  day  Monday,  to  rearrange  the  section 
meetings  for  all  day  Tuesday,  general  session  on 
Wednesdaj-  morning,  to  change  the  banquet  to 
Wednesday  night,  the  last  meeting  of  the  House 
of  Delegates  on  Wednesday  afternoon. 

More  stress  and  interest  be  given  to  medical 
students,  especially  those  in  the  junior  and 
senior  year.  Place  the  junior  and  senior  medical 
students  on  the  public  relations  mailing  list  to 
stimulate  interest  in  the  various  meetings  of  the 
Society. 

The  Committee  also  agreed  that  location  of  the 
meeting  in  a  central  area  providing  central 
facilities  would  add  an  increased  attendance  and 
interest.  It  was  suggested  that  possibly  someone 
in  avithority  try  again  to  contact  the  manage- 
ment of  the  Carolina  Hotel  and  Pinehurst  area 
and  work  through  one  of  the  local  physicians  in 
the  area  to  see  if  something  couldn't  be  worked 
out  in  19G6. 

The  Committee  on  Credentials  and  Committee 
on  Golf  did  not  meet. 

J.  Leonard  Goldner,  M.D., 
Chairman 


PIBLTC  SERVICE  COMMISSION 

1.  Committee  on  Chronic  Hlness: 

The  Committee  remains  one  of  our  more  active 
committees  under  the  leadership  of  Dr.  Thomas 
R.  Nichols.  Major  emphasis  during  the  year  has 
been  given  to: 

a.  sponsorship  of  four  Area  Conferences  on 
Aging  in  follow-up  of  the  AMA  Regional  Con- 
ference held  in  April,  1962  in  Charlotte.  These 
conferences  have  been  hekl  in  Greenville.  Ashe- 
^■ille.  High  Point,  and  Lumfierton. 

b.  assisting  in  efforts  to  obtain  enabling  legis- 
lation for  Kerr-Mills  Act  for  North  Carolina. 
Because  of  the  mutual  interest  in  Kerr-Mills 
legislation  and  its  benefits  for  the  chronically  ill 
and  aged,  the  Committee  has  worked  with  the 
Legislati\'e  Committee  and  other  allied  agencies 


in  interpreting  neeils  and  ser\-ices  to  physicians 
and  interested  citizens  groups. 

c.  establishing  a  plan  of  operation  for  increas- 
ing communications,  cooperation,  and  coordina- 
tion between  the  State  Society  and  county  units 
for  the  improvement  of  problem  areas  and  to  in- 
crease the  acti\'e  participation  of  physicians  in 
areas  of  Committee  concern  and  efforts.  This  has 
l)een  partially  accomplished  by  the  appoint- 
ment of  ■■counsultants"  to  the  State  Committee 
on  Chronic  Illness. 

d.  Cooperative  efforts  in  the  preparation  of  a 
Guide  Outline  for  the  Establishment  of  Home- 
Care  Programs.  The  Committee  has  given  leader- 
ship to  all  efforts  of  state  agencies  and  profes- 
sional health  groups  in  the  interest  of  up-grading 
standards  of  care  for  iKXjple  living  in  institution- 
al or  group  care  facilities. 

e.  Contacting  ph>'sicians  on  a  kical  and  area 
basis  in  an  effort  to  stimulate  interest  and  con- 
cern of  current  needs,  ser\-ices,  facilities,  and 
tx'pes  of  illnesses  of  the  chronically  ill  and  aged. 

f.  Keeping  aljreast  of  state  and  national  pro- 
grams aimed  toward  health  and  medical  care 
services  for  the  chronically-  ill  and  aged  by  at- 
tendance to  national,  regional,  state,  and  local 
meetings  of  professional  agencies  and  associa- 
tions. 

2.  Committee  on  School  Health: 

The  Committee  has  focused  attention  on  three 
major  objectives:  (a)  completion  of  pre-school 
immunizations,  (b.)  improved  and  increased  at- 
tention given  to  physical  education  for  all  stu- 
dents, and  (c.)  continued  interest  in  the  Medical 
Aspects  of  Sports  subcommittee  assignment. 

Support  was  given  the  proposed  School-Health 
Report  as  presented  by  the  State  Board  of  Health 
which  includes  the  immunization  survej'  find- 
ings; health  education  programs;  and  health 
services.  The  Committee  recommended  that  all 
teachers  be  examined  annually  and  that  chest 
x-rays  be  required  every  two  years. 

The  Executive  Council  approved  the  Commit- 
tee's recommendation  in  .January  that  physical 
education  be  included  in  all  four  years  of  high 
school  for  boys  and  girls. 

The  Committee  recommends,  expanding  the 
Athletic  Injury  Surve.v  for  another  j'ear  on  a 
Ijroader  sampling  of  high  schools. 

3.  Committee  Advisory  to  the  State  Board  of 
Public  Welfare: 

The  Committee  recognizes  the  need  for  con- 
tinuous contact  with  the  State  Board  of  Public 
Welfare  and  encourages  efforts  to  be  made  to 
keep  channels  of  communications  open  between 
the  official  agency  and  the  Medical  Society  with 
proper  exchange  of  information  going  to  key  per- 
sons of  the  Medical  Society  and  members  of  the 
State  Board  of  Public  Welfare. 

Major  recommendations  of  the  Committee  are: 
(1)  physicians  to  be  informed  on  public  assis- 
tance  programs   and    cooperate   with    efforts    to 
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safe-guard  the  proper  utilization  of  tfiese  public 
tax  funds,  (2)  encourage  county  medical  societies 
to  establish  some  type  of  "re\'ie\v"  or  "evalua- 
tion" teams  for  applications  for  cUsability  med- 
ical payments.  Some  18  counties  are  reported  to 
have  some  plan  of  local  operation  in  effect  with 
successful  results. 

Information  has  been  given  the  Committee 
as  to  current  programs  of  Foster  Home  Care; 
Licensed  family  care  homes  and  homes  for  the 
aged;  paj'ment  for  home  nursing  and/or  atten- 
dant; Homemaker  services;  and  Disability  Deter- 
mination. 

The  Committee  has  also  given  its  support  to 
efforts  of  the  State  Medical  Society  in  gaining 
enabling  legislation  for  Kerr-i\lills  Act  in  North 
Carolina. 

4.  Committee  on  i\lental  Health: 

This  Committee  has  been  one  of  the  most  in- 
volved groups  of  the  Commission  in  its  work 
with  the  AMA  Mental  Health  Congress;  the 
State  Leadership  Conference  on  Mental  Health; 
and  in  studying  recommendations  proposed  for 
the  State  Administration's  Bill  to  ci'eate  a  State 
Department  of  Mental  Health  to  unify  all  mental 
health  services  into  one  Department  in  North 
Carolina. 

The  Committee  played  an  active  role  in  state- 
wide planning  for  the  AMA  Mental  Health  Con- 
gress in  October,  19G2  and  established  a  Steering 
Committee,  representative  of  all  the  disciplines 
engaged  in  rendering  mental  health  education 
and  services  to  give  continuous  leadership  to 
statewide  programming.  The  Committee  has  co- 
operated with  the  N.  C.  Mental  Health  Council; 
the  Mental  Health  Association;  the  various  pro- 
fessional groups;  teaching  institutions;  and  the 
State  Agencies  in  making  recommendations  for 
improving  mental  health  services  across  the 
state.  The  State  Medical  Society  approved  and 
adopted  a  Statement  of  Principles  on  Mental 
Health,  recommended  by  the  Committee  on  Men- 
tal Health,  and  has  printed  the  Statement  for 
wide  distribution.  Sub-committees  have  been  ap- 
pointed to  give  additional  study  to  selected  areas 
of  need:  (1)  physician  education  in  mental  health 
(2)  improved  services  for  children  with  mental 
or  emotional  disturbances,  and  (3)  concerted 
action  of  public  education  in  Mental  Health. 

Committee  members  have  consulted  with  state 
agencies,  citizen's  groups,  and  State  officials  in 
the  interest  of  decentralization  of  mental  health 
services  and  for  the  promotion  of  community- 
based  and  community  oriented  mental  health 
services  and  facilities. 

5.  Committee  on  Maternal  Welfare: 

Major  items  and  recommendations  reported 
by  the  Committee  have  been: 

a.  therapeutic  abortions 

b.  sterilization  laws  in  N.  C. 

c.  hospital  study  as  to  needs  for  personnel  and 
facilities    to   help    safe-guard   deliveries    in    hos- 


pitals. 

The  Committee  has  made  its  recommendations 
to  the  appropriate  bodies  of  the  Medical  Society 
regarding  its  position  on  therapeutic  abortions 
and  sterilizations  laws. 

It  was  reported  that  the  Hospital  Study  did 
not  have  sufficient  data  to  draw  conclusions  but 
that  sub-committees  would  be  appointed  to  give 
further  study  to  selected  survey  areas  and  that 
results  would  be  reported  through  medical  chan- 
nels of  information. 

6.  Committee  on  Cancer: 
Recommendations: 

a.  Support  of  the  State  Board  of  Health's  re- 
quest for  additional  funds  for  its  Cancer  Control 
Program  and  for  payment  of  Cobalt  treatment 
and  increased  number  of  x-ray  treatments. 

b.  emphasis  to  be  given  to  examination  of  the 
rectum  and  sigmoid  colon  by  signoidoscopy  for 
diagnostic  purposes. 

c.  Continued  emphasis  given  to  Paps  smears 
for  early  diagnoses  of  cancer — educational  pro- 
gram to  be  stressed. 

d.  Continued  support  of  the  Cancer  Institute  in 
Lumberton. 

The  Committee  recognized  the  need  of  indigent 
patients  in  N.  C.  to  receive  additional  diagnostic 
attention  in  an  effort  to  reduce  the  incidence  of 
cancer  and  tuberculosis.  Such  a  program  to  be 
discussed  further  with  the  State  Board  of  Public 
Welfare  and  the  State  Cancer  Society. 

7.  Committee   on   Occupational   Health: 

The  Committee  recommended  the  following 
programs: 

a.  Continuation  of  close  liaison  with  the  Gov- 
ernor's Council  on  Occu)3ational  Health  and  to 
work  towards  improving  health  programs  in 
small  plant  operations,  too  small  to  have  a 
separate  health  service. 

b.  Cooperate  with  the  Governor's  Conference 
on  Occupational  Health  and  with  the  Greater 
Charlotte  Council's  program  in  March,  1963. 

c.  Further  study  and  recommendation  as  to 
the  disirability  of  a  separate  section  on  Occupa- 
tional Health  at  the  annual  state  meeting  in 
1964. 

The  Committee  discussed  a  proposed  Preven- 
tive Health  Program  for  State  Employees  and 
appointed  representatives  to  work  with  the  Gov- 
ernor's Council  and  the  appropriate  state  of- 
ficials in  giving  further  study  to  this  proposal. 

8.  Committee  on  Veneral  Disease: 

This  is  a  new  committee  and  was  appointed  to 
gi\-e  study  and  support  of  ways  and  means  to 
encourage  better  reporting  of  active  cases  by 
private  physicians  and  to  cooperate  with  the 
State  Board  of  Health  in  attempting  to  curb  the 
increased  cases,  particularly  in  gaining  closer 
working  relationships  between  private  physic- 
ians and  the  V.D.  Investigators  of  the  public 
health  departments.  The  follow-up  of  known 
contacts    is    most    important    in    the    control    of 
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the  disease  and  physiciuns  aie  i-e(|uested  to  ,ii;i\e 
their  assistance  in  the  effort. 

The  Committee  calls  attention  to  the  fact  that 
the  increase  in  cases  is  between  the  ages  of  15- 
25  and  that  the  percentage  of  increase  is  suf- 
ficient to  justify  a  committee  to  help  alert  the 
attention  of  physicians  to  the  problem  within 
the  state. 

9.  Committee  on  Child  Health: 

The  five-year  Neonatal  Death  Survey  has  been 
completed  with  results  being  tabulated  for  later 
reporting.  Members  of  the  Committee  have  work- 
ed with  the  Mental  Health  Committee  to  help 
clarify  the  position  of  the  mentally  retarded 
child  in  the  proposed  new  legislation  for  a  State 
Department  of  Mental  Health. 

The  Committee  recommands  testing  for  phenyl- 
ketenuria  on  infants  at  their  first  post-natal  visit 
to  a  physician.  It  also  recommends  the  flourida- 
tion  of  the  water  su|)ply  for  institutions  foi-  the 
Lienefit  of  young  inmates. 

The  Committee  recommends  enabling  legisla- 
tion for  licensing  day-care  facilities. 

10:  Committee   on    Physical    Rehabilitation: 

The  Committee  accepted  and  complimented  the 
Report  of  the  N.  C.  Physical  Therapy  Associa- 
tion of  the  Guide-outline  for  assistance  in  Home- 
Care-Programs.  The  physical  therapists  have  of- 
fered to  help  train  nurses  to  render  selected 
therapy  services  to  home-bound  patients. 

Support  of  the  Committee  on  Chronic  Illness 
interest  and  work  with  agencies  to  improve 
standards  of  nursing  homes  and  to  see  that 
standards  of  construction  be  assured  for  the 
protection  of  patients. 

Recognition  is  made  of  all  health  personnel 
interested  in  pro^'idin,g  services  to  help  i-estore 
chronically  ill  and  aged  persons  to  independent 
living  practices. 

11.  Committee  on  Anesthesia  Study: 

A  request  was  made  by  the  Committee  to  ex- 
tend the  term  of  the  Chairman  to  at  least  three 
j'ears  to  facilitate  completion  of  the  anesthesio- 
logy studies  being  conducted  by  the  Committee. 
A  request  for  an  increase  in  the  Committee 
budget  was  also  made  to  the  Finance  Commit- 
tee. 

The  Committee  felt  that  its  efforts  were  im- 
portant and  should  be  strengthened  by  the  above 
requests. 

12.  Committee  on  poliomyelitis: 

The  Committee  spent  a  great  deal  of  time  and 
effort  making  plans  for  a  State-wide  Oral 
Polio  Campaign  with  Sabine  vaccine,  however, 
results  from  other  states  did  not  justify  this  at- 
tempt this  year  in  North  Carolina.  Consideration 
of  such  a  program  will  l)e  given  by  the  Commit- 
tee at  a  later  date. 

13.  Committee  on  Veteran's  Affairs: 

The  contract  program  for  home-town-care  be- 
tween the  Veteran's  Administration  and  the  Med- 
ical   Society,    through    Hospital    Saving   Associa- 


tion, ended  as  of  .Tune  :'.(),  \W\\.  Requests  to  treat 
patients  and  authorizations  ha\e  been  handled 
directly-  through  Dr.  l-"oster's  office,  \'..-V.  Region- 
al office  in  Winston-Salem,  and  apparently  with- 
out any  complaints  from  patient  or  physicians. 
Therefore,  the  Committee  agreed  there  was  no 
definite  purpose  for  the  committee  and  recom- 
mended that  this  committee  be  dissolved  oi-  its 
functions  be  absorbed  by  some  other  committee 
of  the  State  Medical  Society. 

Amos  N.  .lohnson,  M.D..  Connnissicjnei- 


ADVISORY  TO  THE  AIXIIJAKV 

As  usual  the  Au.\iliai\\-  has  stood  steadfast  by 
the  side  of  the  medical  [irofession  this  year  in 
the  fight  to  preserve  our  way  of  life. 

The  real  challenge  has  been  an  all  out  effort 
to  defeat  the  proposed  Federal  control  of  med- 
ical care  for  the  aged  under  the  King-Anderson 
l)ill  and  giving  firm  support  for  the  \'oluntary 
Kerr-Mills  plan  of  medical  care  to  the  aged. 

M'hile  legislation  has  had  top  priority  during 
the  year,  there  were  man>-  other  areas  in  which 
the  Auxiliary  played  a  definite  role,  i.e.,  Men- 
tal Health  work,  A.M.E.F.,  Student  Loan,  Health 
Careers,  Physical  Fitness,  Ci\il  Defense,  and 
Safety. 

The  Auxiliary  year  book  has  iDeen  an  inspira- 
tion to  other  State  Auxiliaries.  Connecticut  ask- 
ed for  a  copy  which  they  might  emulate.  The 
use  of  posters  has  brought  a  request  from  AMA 
for  an  article  on  the  effectiveness  of  their  use. 


ARCHIVES  OF  MEDK  AI.  SOCIETV  HISTORY 

We  are  still  at  work  in  preparing  this  History-. 
A  great  deal  has  been  accomplished  this  year  and 
finished.  These  I  hope  to  obtain  within  the  next 
onl  ya  few  of  the  Sul>Committees  remain  un- 
few  months. 

Roscoe  D.   McMillan,  M.D. 

Chairman 


rO^nilTTEE    0\    AHIERICAX     MEDTfAL 
EDICATIOX  AXI)  RESEAK(  H   FOl'XDATIOX 

During  the  year  North  Carolina  Doctors  and 
the  Auxilliary  donated  S12,2.5:3..3S  to  the  Medical 
Schools  in  the  State  through  the  American  Med- 
ical  Educational  and   Research   Foundation, 

It  is  interesting  to  note  that  the  amount  this 
year  is  twice  the  amount  contributed  two  years 
ago,  but  still  is  far  below  the  eighteen  to  twenty 
thousand  dollars  that  oui-  three  schools  i-eceive 
through  A.M.E.F. 

It  is  my  impression  that  very  active  Alumni 
Secretaries  at  our  three  Medical  Centers  have 
much  to  do  with   low  figures  nationally. 

Gradual  progress  is  encouraging. 

Ralph   B.   Garrison,   M.D.,   Chairman 


AXESTHESIA  STUDY  COMMISSIOX 

The  Committee  on  Anesthesia  Study  Commis- 
sion met  on  Sept.  15,  1962  at  Durham,  N.  C.  and 
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the  following  members  were  present: 

Dr.  Luther  C.  Hollandsworth.  Chairman 

Dr.  Amos  N.  Johnson,  Commissioner 

Dr.  Helen  E.  Hall 

Dr.  John  R.  Hoskins,  HI 

Dr.  Howard  M.  Ausherman 

Dr.  Charles  R.  Stephen 

The  purpose  and  objectives  of  this  committee 
were  reviewed.  The  work  of  this  Study  Commis- 
sion was  descril^ed  as  more  of  a  qualitative  study 
than  a  quantitative  one  in  that  the  percentage 
of  replies  to  ciuestionnaires  was  not  high  enough 
to  allow  a  statistical  evaluation. 

In  order  to  increase  physician  compliance, 
liaison  has  been  effected  with  the  Committee  on 
Maternal  Welfare  and  their  survey  methods  have 
been  reviewed.  It  was  pointed  out  that  Obstetric- 
al anesthetic  deaths  should  be  included  in  this 
committee's  study. 

The  Committee  recommended  that  the  Chair- 
manship of  the  Anesthesiology  Study  Commis- 
sion be  lengthened  to  a  period  of  three  years  due 
to  time  required  for  completion  of  the  case 
studies. 

An  increase  in  budget  expenses  from  $300  to 
$400  was  recommended. 

The  Editor  of  the  State  Medical  Journal  has 
given  his  approval  to  a  monthly  case  report, 
rendered  anonymous  and  commented  upon  by 
one  surgeon  and  one  anesthesiologist,  to  provide 
one  "end  product"  for  this  committee's  work. 

Luther  C.  Hollandsworth,  M.D.. 
Chairman 


COMMITTEE   0\   ARRANGEMENTS 

The  Committee  on  Arrangements  for  the  109th 
Annual  Convention  held  its  initial  meeting  on 
September  13,  1962,  from  1-4  p.m.  at  the  Jack  Tar 
Durham  Hotel,  Durham,  North  Carolina.  The 
following  members  were  present:  J.  Leonard 
Goldner,  M.D.,  Chairman,  Commission  III;  John 
C.  Burwell,  M.D.,  Consultant;  John  R.  Kernodle, 
M.D.,  President;  Mr.  James  T.  Barnes,  Executive 
Director;  Mrs.  LaRue  King,  Secretary;  Charles 
W.  Styron,  M.D.,  Chairman,  Committee  on  Ar- 
rangements. After  a  few  brief  opening  remarks. 
Mr.  Charles  Steadmon  of  Charlotte,  who  is  the 
Director  of  Sales  and  Conventions  for  the  VIP 
Hotels  Corporation  of  Charlotte,  was  introduced. 
He  exhibited  to  the  members  present  a  sketch  of 
the  future  expansion  to  be  made  at  the  Barringer 
Hotel  in  Charlotte  and  he  advised  that  this  work 
is  scheduled  to  be  complete  by  September,  1963. 
Mr.  Steadmon  advised  that  there  is  to  be  a  reno- 
vation of  the  Queen  Charlotte  Hotel  also.  After 
further  discussion  on  the  probability  of  using 
such  facilities  at  Charlotte  in  1965,  Mr.  Stead- 
mon pledged  his  assistance  and  services  in  future 
arrangements. 

A  review  of  details  for  the  1963  Annual  Meet- 
ing in  Asheville  was  as  follows: 

1.  The  Registration  Desk  will  be  placed  in  the 


Front    Lobby    at    the    lower    le^•el    of    the    Audi- 
torium is  order  to  facilitate  registration. 

2.  The  banquet  will  be  in  the  City  Auditorium 
and  dining  facilities  will  be  managed  by  the 
George  Vanderbilt  Hotel  as  in  previous  years. 
The  banquet  arrangements  as  before  are  plan- 
ned by  the  President  and  the  Executive  Dii-ector. 

3.  A  Host  Committee  of  the  Buncomlie  County 
Medical  Society  is  to  be  named  and  set  up  to  take 
care  of  special  guests. 

4.  Dr.  George  Gilbert  of  Ashe^■ille  is  to  be  con- 
tacted with  reference  to  publicity  by  press,  radio, 
and  TV.  As  an  actual  physician  on  the  commit- 
tee he  is  in  a  position  to  know  the  best  means 
for  a  good  coverage. 

5.  Invitation  to  allied  groups  in  medicine  is  to 
be  continued  as  in  pre\'ious  years. 

6.  The  program  is  to  be  set  up  according  to 
subjects  with  thumli  index  for  ready  reference. 
A  color  preference  of  bltie  for  the  cover  was 
named. 

7.  The  Technical  Exhibits  are  to  be  listed  in 
the  back  of  the  Program  with  brief  sketch  of 
the  companies  represented.  This  will  make  a 
slight  increase  in  the  cost  of  the  program,  but  it 
was  felt  that  the  companies  would  be  agreeable 
to  a  moderate  increase  in  price  of  booths  in 
order  to  add  this  feature. 

8.  Recreational  facilities  were  discussed.  The 
Golf  Tournament  will  be  held  as  usual.  The  skeet 
shoot  is  to  be  held  and  a  responsible  person  is  to 
be  obtained  to  manage  this  event.  A  check  is  to 
be  made  for  the  purpose  of  securing  tennis 
courts  that  are  availalsle. 

9.  The  Exhibitors  Party  was  discussed  and  it 
was  stated  that  plans  are  arranged  for  this  func- 
tion at  the  Asheville  Country  Club  for  Monday, 
May  6th. 

Thei-e  was  a  Ijrief  discussion  on  plans  for  the 
1964  Annual  Meeting  in  Greensboro.  It  was  sug- 
gested that  Dr.  John  Rhodes,  Dr.  Burwell,  Dr. 
Ames,  Dr.  Garvey,  and  Mr.  Barnes  discuss  these 
details  at  a  later  date. 

Charles  W.  Styron.  M.D. 

Chairman 


COM>IITTEE  ON  S<  lEVTIFIC  AUDIO- 
VISl'AI.   POSTGRADUATE   INSTRUCTION 

Enclosed  is  the  final  report  of  the  Audio-Visual 
Committee  in  preparation  for  the  1963  Spring 
Meeting; 

Monday,    May   6.    1963 
2:00  P.M.  POSTGRADUATE     AND    AUDIO-VIS- 
UAL PROGRAM 
(George  Vanderljilt  Hotel,  East  Ballroom) 
J.  O.  Williams,  M.D.,  Chairman  and  Moderator 
Discussion    by    Committee    Members    and    In- 
vited Guests 
2:00  P.M.  MAL-PRACTICE  SUITS 

(Discussion  by  Dr.  Jos.  W.  Hooper,  Jr.,  Wil- 
mington) 
2:30  P.M.  THE  HUMAN  CELL  AND  THE  CY- 
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TOTECHNOLOGIST 
(Discussion  by  Dr.  K.  Ashe.  Concord) 

3:15  P.M.— CANCER    DETECTION:    PROCTO- 
SIGMOIDOSCOPY  IN  OFFICE  PRACTICE 

3:.30  P.M.— ATHEROSCLEROSIS  and  The  Role 
of  Estrogens 
(Discussion  l)y  Dr.  Roliei't  L.  McWhorter,  .Jr., 
Concord) 

4:00  P.M.— THE  SILENT  WITNESS 

5:00  P.M. — Audio-Visual   Program   closes 

H'         5^         +         + 

Tuesday,  May  7,  1963 
2:00  P.M.  POSTGRADUATE    AND    AUDIO-VIS- 
UAL PROGRAM 
(George  Vanderbilt  Hotel,  East  Ballroom) 
J.  0.  Williams,  M.D.,  Chairman  and  Moderator 
Discussion    by    Committee    Members    and    In- 
vited Guests 
2:00  P.M.— PROJECT  HOPE 

2:30  P.M.— GLAUCOMA:     WHAT    THE     GEN- 
ERAL PRACTITIONER  SHOULD  KNOW 
(Discussion  by   Dr.  George  T.   Noel.   Kanna- 
polis) 
3:15  P.M.— MEDICAL    CARE    FOR    ADOLES- 
CENTS 
3:45  P.M.— REDUCTION     MAMMAPLASTY 
FOR  PENDULOUS  BREASTS 
(Dr.  Philip  Thorek) 
4:15  P.M.— A  LIFE  SAVING   PROCEDURE 
FOR  UNCONTROLLABLE   GYNECOLOG- 
IC AND  OBSTETRIC  HEMORRHAGE 

J.  O.  Williams,  M.D.,  Chairman 

CO^nilTTEK  0\  SriEXTIFir  AWARDS 

The  ten  member  dimmittee  on  Scientific 
Awards  met  one  time  during  the  past  year,  on 
Thursday,  13  September  1962  in  Room  1401  of 
the  Jack  Tar  Durham  Hotel  in  Durham,  from 
8:00  to  10:00  P.M.,  during  the  time  of  the  annual 
Medical  Society  Committee  Conclave.  The  follow- 
ing members  of  the  Committee  attended:  Drs, 
Thomas  A.  Henson,  Harry  L.  Johnson,  Jr., 
Luther  Talbert,  Alton  James  Coppridge,  and  the 
undersigned,  Lester  A.  Crowell,  Jr.,  Chairman. 
Also  attending  were  Mr.  Emory  Hunt,  Consul- 
tant, and  Dr.  Joseph  Leonard  Goldner,  Chair- 
man of  Commission  No.  3.  Mrs.  LaRue  King,  of 
the  Medical  Society  Headquarters  staff,  served 
as  Secretary. 

The  Chairman  noted  that  the  terms  of  2  mem- 
bers of  last  year's  Committee,  those  of  Dr.  Ver- 
non Williams  Taylor.  Jr.,  and  Dr.  James  Breckin- 
ridge Lounsbury,  had  expired,  and  that  President 
John  R.  Kernodle  had  appointed  in  their  stead 
Dr.  Harrj^  L.  Johnson,  Jr.,  and  Dr.  Luther  Tal- 
bert. 

Chairman  Crowell  announced  that  2  of  the 
recommendations  made  l\v  the  Committee  year 
before  last,  and  again  last  year,  had  been  adopted 
by  the  Society's  House  of  Delegates  on  6  May 
1962,  namely: 

1.     Amendment  of  Chapter  X,   Section   IS,   of 


the  Bj'-Laws  to  provide  that  the  President  of  the 
Society  each  year  appoint  the  Chairman  of  the 
Committee  on  Scientific  Awards,  instead  nf  the 
Committee  electing  its  own  Chairman. 

2.  Revision  of  Chapter  X,  Section  IS,  of  the  By- 
laws, and  elsewhere,  if  and  as  necessary,  to  clear- 
ly stipulate  that  only  Members  of  the  Medical 
Society  of  the  State  of  North  Carolina  be  eligible 
to  contend  for,  or  receive,  any  scientific  awards 
or  jirizes  ffir  presentations  ))efore  the  Society. 
This  stipulation,  as  recommended  by  this  Com- 
mittee heretofore,  will  hei-eafter  apply  to  the 
Moore  County  Award,  the  Wake  County  (Cooper) 
Award,  and  the  Gaston  County  Audio-Visual 
Award,  and  any  other  awards  or  prizes  approved 
by  the  Executi\'e  Council  for  presentation  at 
Annual  Sessions. 

The  Chairman  fui-ther  announced  that  the 
Executive  Council  had  aijproved  a  Committee 
recommendation  that  photographs  be  taken  of 
each  scientific  exhibit  by  the  Society  at  each 
Annual  Session,  for  the  C(in\'enience  of  members 
of  this  Committee,  and  for  possible  publication 
of  award  winning  exhibits  in  scientific  publica- 
tions or  in  the  lay  press.  The  Executive  Council 
directed  the  Executi\e  Director  to  have  these 
photographs  made  each  year.  This  was  done  of 
the  scientific  exhibits  presented  at  the  1962  An- 
nual Session. 

In  response  to  a  recommendation  and  request 
of  last  year's  Committee  on  Scientific  Awards, 
the  Executive  Council  agreed  in  principle  to  the 
idea  of  putting  the  Presentation  of  Awards  on 
the  Society's  program  each  year  immediately 
before  the  drawings  for  the  Technical  Exhibitors' 
prizes,  when  there  is  a  larger  audience,  and 
more  publicity  will  be  given  the  award  winners 
and  their  presentations.  The  Council  agreed  to 
ask  the  Annual  Convention  Commission  to  make 
this  change  in  the  arrangement  of  the  program 
if  and  when  feasible. 

The  Committee  devoted  considerable  thought 
and  discussion  to  tryin,g  to  devise,  ways  in 
which  awards  and  prizes  could  be  presented  to 
winners  during  the  same  Annual  Session  in 
which  their  presentations  are  made,  but  has  not 
yet  found  a  satisfactory'  solution  to  this  problem, 
except  for  the  Gaston  County  Award,  for  which 
a  new  plan  was  adopted  to  be  inaugurated  the 
1963  Session.  A  card  will  be  sent  each  Committee 
members  before  the  Annual  Session  with  space 
for  1st,  2nd  and  3rd  choice,  and  this  card,  with 
choice  indicated,  is  to  be  returned  to  the  Chair- 
man as  soon  as  possible  after  the  opening  of 
the  Session. 

A  big  problem  each  year  is  securing  the  paper 
from  each  essaj'ist  immediately  after  it  is  pre- 
sented. Sometimes  the  essayist  speaks  from  notes 
and  has  no  prepared  manuscript,  and  getting 
a  manuscript  from  these  later  for  the  Section 
committee  to  .ludge  and  forward  the  best  to  the 
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Awards  Committee  is  difficult,  and  often  not 
possible.  Sometimes  tlie  Section  Cliairmen  neg- 
lect to  appoint  committees  at  the  beginning  of 
the  Section  Session,  or,  if  so,  sometimes  fail  to 
follow  through  and  get  the  committee's  choice 
of  Section's  best  paper  to  forward  to  the  Awards 
Committee, 

The  Committee  has  made  plans  to  try  to  solve 
these  and  other  difficulties  which  have  been  in- 
terfering with  efficient  functioning. 

The  Committee  has  requested  the  Director 
of  Public  Relations  of  the  Society  to  try  to  get 
the  news  media  to  give  more  publicity  to  award 
winners,  and  their  presentations,  by  explaining 
that  the  main  purpose  of  this  Committee's  efforts 
is  to  stimulate  essajists  to  produce  better  pro- 
grams, which  will  benefit  not  only  the  physi- 
cians, but  the  public  they  serve. 

The  Committee  decided  that,  in  the  future,  in 
addition  to  selecting  one  winner  for  each  award, 
as  it  is  charged  to  do,  to  gi\'e  "honorable  men- 
tions" when  justified. 

L,  A,  Crowell,  .Jr.,  :\I.n.,  Chairman 

COMMITTEE  OX  SCIENTIFIC  WORKS 

The  Committee  on  Scientific  Works  has  re- 
sponsibility for  the  preparation  of  the  scientific 
program  for  the  annual  meeting,  with  specific 
responsibility  for  arranging  the  program  for  the 
General  Sessions.  Two  formal  meetings  were 
held,  the  first  on  September  13,  1962  in  Durham, 
and  the  second  on  October  21,  1962  in  Raleigh. 
Much  thought  and  discussion  was  given  to  pre- 
paring a  program  of  maximum  interest  to  the 
majority  of  physicians,  and  the  themes  were 
arrived  at  as  described  below. 

For  the  First  General  Session,  the  general  sub- 
ject of  ''Emotional  Illness  as  Encountered  in 
the  Various  Specialties"  was  selected,  with  speak- 
ers from  Medicine,  Surgery,  Adolescent  Medicine 
and  Psychiatry  represented,  followed  by  a  panel 
discussion.  This  was  considered  to  be  of  general 
interest  to  the  ladies  too;  therefore  those  who 
were  free  to  come  were  invited.  At  the  Second 
General  Session,  the  first  two  paj^ers  were  of 
general  interest  to  all  physicians,  followed  by  a 
presentation  of  the  American  Medical  Associa- 
tion's program  for  Mental  Health  given  by  a 
member  of  the  AMA's  Committee  on  Mental 
Health.  This  session  also  included  an  address 
by  the  president  of  the  AMA,  followed  by  a  CPC. 

The  Third  General  Session  included  addresses 
and  reports  from  the  National  Institute  of 
Health,  and  from  the  Department  of  Health, 
Education  and  Welfare.  Details  are  in  the  pub- 
lished program. 

Paul   N.    Maness,    M.D.,    Chairman 


COMMITTEE    ON    BLUE    SHIEIiD 

By  appointment  of  Dr.  John  R.  Kernodle, 
President,  the  Blue  Shield  Committee  was  com- 
posed of  the  following  members: 


Jacob  H.  Shuford.  M.D.  Chairman  (1965) 

W.  Z.  Bradford,  M.D.   (1964) 

William  J.  Cromartie,  M.D.   (1963) 

Willard  C.  Goley,  M.D.  (1965) 

John  R.  Hoskins,  M.D.  (1963) 

Frederick  C.  Hulibard,  M.D.  (1964) 

E.  Eugene  Menefee,  M.D.   (1963) 

Max  P.  Rogers,  M.D.  (1965) 

Walter  T.  Tice,  M.D.  (1964) 

George  E,  Prince,  M.D.,  James  F.  Reinhardt, 
M.D.,  and  George  M.  Cooper,  M.D.,  assisted  the 
Committees  as  Consultants  without  vote. 

SENIOR  CERTIFICATE  PROGRAM  —  Last 
year's  Annual  Report  cited  in  some  detail  the 
preliminary  development  of  a  new  Senior  Citi- 
zens Program  within  the  scope  of  guidelines 
proposed  and  sponsored  jointly  by  the  American 
Medical  Association  and  the  National  Associa- 
tion of  Blue  Shield  Plans.  The  Committee's  rec- 
ommendation to  implement  such  a  service  pro- 
gram in  North  Carolina  was  approved  by  the 
1962   House  of  Delegates. 

At  a  meeting  in  Septemljer,  1962,  the  Commit- 
tee determined  that  scheduled  allowances  and 
service  benefit  income  Imiits  would  be  identical 
to  the  regular  Doctors  Program  with  the  addi- 
tion of  benefits  for  nursing  home  care.  A  change 
in  concept  from  a  national  "pooled  underwriting" 
approach  to  one  of  local  underwriting  permitted 
inclusion  of  benefits  for  out-or-hospital  diagnostic 
and  therapeutic  radiation  services. 

HOSPITAL  CARE  ASSOCIATION— The  Board 
of  Directors  of  the  National  Association  of  Blue 
Shield  Plans  granted  recognition  and  approval 
of  the  Hospital  Care  Association  of  Durham, 
North  Carolina,  as  a  Blue  Shield  Plan,  effective 
April  1,  1962.  Hospital  Care  Association  has  exe- 
cuted a  "Statement  of  Understanding"  identical 
to  that  previously  agreed  to  by  Hospital  Saving 
Association  delegating  to  this  Blue  Shield  Com- 
mittee the  exclusive  right  to  determine  benefit 
allowances,  income  limits,  and  other  matters 
pertaining  to  professional  matters  under  the 
Doctors  Programs.  Consequently,  the  Committee 
since  this  date  has  conducted  meetings  and  work- 
ed jointlj-  with  both  Hospital  Saving  Association 
and  Hospital  Care  Association. 

OPEN  ENROLLMENT  CAMPAIGN  FOR 
SENIOR  CITIZENS  PROGRAM— The  two  Asso- 
ciations conducted  a  cooperative  and  simultan- 
eous enrollment  campaign  during  the  period 
October  15  through  Novemlser  15,  1962,  permitting 
any  persons  65  years  of  age  or  older  to  enroll 
without  regard  to  health  conditions  and  with 
immediate  coverage  for  accidental  injin-y  and 
coverage  after  six  months  for  other  conditions. 
Three  thousand  five  hundred  and  two  total  cer- 
tificates were  issued  by  the  two  Plans,  protect- 
ing 3,895  persons  over  age  65.  These  were  con- 
sidered excellent  results  considering  the  fact  that 
most  older  persons  already  have  medical  en- 
titlement through  voluntarjr  health  insurance  or 
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through  estalilished  welfare  assistance  programs. 

FEE  SCHEDULE  REVIEW— As  reported  last 
year,  the  Committee  is  aware  that  overall  nom- 
enclature and  fee  allowances  of  the  Doctors 
Program  Surgical  and  Radiation  Endorsements 
are  in  need  of  review  and  updating.  (The  Med- 
ical Endorsement  was  I'evised  in  19fil  with  the 
help  and  recommendations  of  the  organizations 
representing  General  Practice,  Internal  Medicine, 
and  Pediatrics.)  Appointment  of  study  commit- 
tees hy  all  major  specialty  organizations  in  North 
Carolina  was  secured  for  this  purpose  (except  the 
North  Carolina  Orthopaedic  Society,  which  re- 
quested adoption  of  the  North  Carolina  Relative 
Value  Schedule).  These  sub-committees  repre- 
senting Anesthesia;  Pathology;  Urology;  Radiol- 
ogy; Obstetrics  and  Gynecology;  Eye,  Ear.  Nose 
and  Throat;  and  the  North  Carolina  Chapter  of 
the  American  College  of  Surgeons  have  all  had 
meetings  and  made  recommendations  to  the  Blue 
Shield  Committee.  The  Associations  have  made 
preliminary  cost  estimates,  and  one  meeting  has 
been  held  to  review  specialty  group  recommenda- 
tions. This  project  is  still  in  progress,  and  the 
possibility  of  eventually  adopting  a  relative  value 
schedule  for  Blue  Shield  is  also  being  investi- 
gated. 

The  Committee  was  requested  by  resolution 
of  a  coimty  medical  society  to  consider  addition 
of  a  separate  benefit  for  a  surgical  assistant.  A 
survey  of  Blue  Shield  Plans  was  made  with  a 
finding  that  addition  of  this  benefit  tended  to 
create  more  problems  than  it  solved,  particularly 
with  regard  to  institutions  with  approved  med- 
ical training  programs.  Because  of  the  additional 
cost  of  protection  and  the  factors  mentioned 
above,  it  was  determined  best  not  to  add  bene- 
fits for  this  service.  However,  the  Committee  did 
change  the  provisions  of  coverage  to  make 
charges  for  surgical  assistants  a  self-insured  re- 
sponsibility of  the  patient  and  deleted  the  pro- 
vision whereby  an  assistant  fee  could  be  paid 
by  deduction  from  the  surgical  allowance. 

The  Committee  again  considered  the  matter  of 
coverage  for  oral  surgical  procedures  by  dentists. 
This  arose  because  of  request  from  the  dental 
surgical  specialty  group  to  Hospital  Saving  Asso- 
ciation for  inclu.-^ion  of  covered  benefits  under 
regular  Blue  Shield  surgical  endorsements  rather 
than  the  Oral  Surgical  Endorsement,  which  has 
had  limited  sale.  Because  of  the  considerable 
factor  of  increased  cost  to  subscribers  that  would 
be  involved  and  because  of  other  considerations, 
the  Committee  recommended  that  coverage  for 
dental  services  be  retained  under  separate  and 
optional  subscriber  endorsement. 

As  Committee  Chairman,  I  wish  to  state  here 
my  grateful  appreciation  for  the  support  of  the 
individual  inembers  of  the  Blue  Shield  Commit- 
tee and  for  the  cooperation  and  active  interest  of 
President  .John  R.  Kernodle,  President-Elect 
John  S.  Rhodes,  and  our  Executive  Director.  Mr. 


.lames  T.  Bai-nes.  The  Directors  and  staffs  of  lioth 
Blue  Shield  Plans  ha\e  worked  and  cooperated 
with  the  Committee  in  excellent  manner. 

.J.   H.   Shuford.   M.D.,   Chairman 

HErOHT  TO  HOI  SK  OK   DKLFXi.ATKS 

-Medical   Society   of   (lie    State    of   Xorlli    Carolina 

from 

Hospital  Saving  .Association,  Tnr. 

Chapel   Hill,   North   <  arolina 

I  am  pleased  to  be  able  to  rejiort  another  year 
of  progress  and  growth.  The  figures  as  of  De- 
cember 31,  1962,  are  as  follows: 

1962  1961 

Total  Assets Sll,522,.370      $10,301,160 

Legal  and  Operating 

Reserves        _     _     _      _     6,308,297  5,418,234 

Total  Fee  Income 

(Regular  Sub.scribers)    20,3.'39..'')20        18,186,404 
Total  Claim  Payments 

(Regular  Subscribers)     18.082,-199        15,883,442 
OiJerating  Expenses — 

'7c  of  Fee  Income  8.45%  9.24% 

Total  Claims  Paid— All 

Programs  Administered 

by  HSA  (Includes 

Medicare   and   FEP)_     22,003,620         18,835,871 
Blue  Shield  Participants       649,241*  637,878* 
Blue  Shield  Claims  Paid- 
Number    146,684  130.196 

Amount    4,4.35,347  3,9G5,.507 

Blue  Cross  Participants.        6.56,775*  6.39,619* 

Number  Inpatient 
Admissions    100..544  96,196 

Amount  Paid  Inpatient 

Cases 14,167,595         12,670.921 

Daj^s  Paid -^-^        657,524  .599,475 

Average  Stay 6..54  6.23 

Average  Payment 

Per  Case 140.90  131.72 

Admissions  Per  1,000 
Per  Year 156  158 

National  Blue  Cross 
Per  1,000  Per  Year  142  140 

*lncludes  Subscribers 
Participants  in  Ad- 
ministered Accounts 
Numbering    68,703  65,218 

During  19G2  the  Association  returned  88.82% 
of  regular  income  in  payments  for  medical  serv- 
ices, and  operating  expenses  were  reduced  to 
8.45%,  causing  a  1962  operating  gain  of  2.75%  or 
.S556,306.  Investment  income  amounted  to  $33,756 
which,  added  to  operating  gain,  gave  a  total  of 
8890,063  or  4.37%  of  income. 

While  the  rate  of  hospital  admissions  per  1,000 
participant^;  per  year  decreased  slightly  from  158 
to  156,  it  is  still  considerably  higher  than  the 
national  Blue  Cross  rate  of  142.  Average  Blue 
Cross  payment  per  inpatient  admission  increased 
from  $131.72  to  8140.90,  caused  in  part  by  better 
coverage  and  part  by  increased  hospital  charges. 


Total  numl)ei-  of  participants  increased  to 
656,775.  The  Sales  Staff  worlved  especially  hard 
to  improve  quality  of  coverage.  The  number  of 
participants  protected  by  the  Extended  Benefits 
Endorsement  increased  to  184,702,  and  additional 
subscribers  are  entitled  to  lienefits  for  office  and 
outpatient  services  through  the  College  Student 
Program,  Federal  Employee  Program,  Radiation 
Riders,  and  Senior  Citizens  Program.  The  As- 
sociation is  aware  that  development  of  benefits 
for  outpatient  services  will  discourage  patients 
from  requesting  needless  inpatient  care  and  will 
help  physicians  resist  patient  pressure  for  un- 
warranted hospitalization. 

In  spite  of  a  decreasing  farm  population,  en- 
rollment through  the  Grange  and  Farm  Bureau 
increased  and  is  on  a  satisfactory  and  stable 
ratio  of  claims  to  fee  income. 

Through  the  fine  work  of  the  Blue  Shield  Com- 
mittee of  the  Medical  Society,  under  the  Chair- 
man ship  of  Dr.  J.  H.  Shuford,  a  new  Senior 
Citizens  Program  was  developed  on  a  "service" 
basis  and  offered  without  restrictions  to  all 
North  Carolina  citizens  age  65  or  over  during 
the  period  October  15  through  November  15,  1962. 
The  two  North  Carolina  Plans  issued  3,502  such 
certificates,  covering  .3,895  senior  citizens.  This 
new  enrollment  was,  of  course,  in  addition  to  the 
thousands  of  persons  age  65  already  Blue  Cross 
and  Blue  Shield  regular  subscribers  (approxi- 
mately 6  percent  of  total  enrollment).  The  Senior 
Citizens  Program  conformed  to  a  national  pat- 
tern endorsed  by  the  American  Medical  Associa- 
tion and  the  National  Association  of  Blue  Shield 
Plans. 

The  Professional  Relations  Department  of  the 
Association  has  initiated  a  series  of  community 
workshop  meetings  for  physicians'  office  assis- 
tants. At  such  meetings,  details  of  subscriber 
identification  cards,  surgical  and  medical  sched- 
ules of  allowances,  proper  completion  of  claim 
forms,  etc.,  are  explained  and  questions  answered. 
We  believe  this  will  be  quite  helpful  in  eliminat- 
ing misunderstandings  and  unnecessary  corres- 
pondence and  will  help  subscribers  and  doctors 
receive  proper  benefits  with  a  minimum  of  paper 
work. 

The  Association  is  grateful  to  Dr.  .T.  R.  Ker- 
nodle,  President,  and  to  Dr.  John  S.  Rhodes, 
President-Elect,  for  their  faithful  attendance  at 
meetings  and  their  continued  interest  and  lead- 
ership in  Blue  Shield  affairs.  As  always,  the  As- 
sociation is  indebted  to  Executive  Director  Mr. 
.James  T.  Barnes  and  his  Headquarters  Staff  for 
their  fine  cooperation  and  help  in  the  increasing- 
ly complex  affairs  of  contracts,  legislation,  and 
public  reaction  in  the  economics  of  medicine. 

E.  McG.  Hedgpeth,  M.D. 
Medical  Director 


ADVISORY   ( OMMITTKE  TO  THE  ST.ATE 
BOAKO   OF    PIBLIC    WEIiPARE 

The  Committee  held  two  meetings,  one  in  Dur- 
ham at  the  September  Conclave  and  the  second 
in  Raleigh  in  early  .January,  1963.  Dr.  Ellen  Win- 
ston and  members  of  her  staff  and  medical  con- 
sultants attendeil  both  meetings  giving  new- 
changes  in  policies  and  programs  along  with 
progress  repoi'ts  on   existing  welfare   programs. 

The  Chairman  stated  the  need  for  continuous 
contact  with  the  State  Board  of  Public  Welfare 
and  efforts  made  to  keep  the  channels  of  com- 
munication open  between  the  official  agency 
and  the  Medical  Society  with  proper  exchange 
of  information  going  to  key  persons  of  the  Med- 
ical Society  and  members  of  the  State  Board  of 
Public  Welfare. 

Major  items  reviewed  during  the  year  in- 
cluded: 

1.  Utilization  of  existing  funds  for  "no-money- 
payment"  for  hospitalization  of  the  medically  in- 
digent or  "near  needy"  patients. 

In  September,  reports  were  not  complete  from 
counties  as  to  their  use  of  the  "no-money-pay- 
ment" funds,  l3Ut  it  was  reported  in  .January, 
1963  that  all  100  counties  had  participated  in 
the  program. 

2.  Plans  for  enabling  legislation  for  implement- 
ing out-patient  services  under  Kerr-Mills  Act. 

Dr.  E.  T.  Beddingfield,  chairman  of  the  State 
Medical  Society's  Committee  on  Legislation  re- 
ported on  the  proposal  lieing  supported  by  the 
Medical  Society  to  provide  for  services  in  diag- 
nostic clinics,  drugs  for  chronic  conditions,  a 
dental  care  program,  and  if  possible  some  home 
nursing.  With  regard  to  financing  the  proposed 
non-institutional  phase  of  the  Kerr-Mills  Act  in 
North  Carolina,  the  General  Assembly  will  be 
asked  to  appropriate  $750,000  for  the  biennium. 
With  this  much  State  money  under  present 
matching  formula  of  75%  federal  funds,  a  pro- 
gram that  costs  approximately  $3,000,000  per 
year,  in  addition  to  the  cost  of  hospitalization, 
would  be  possible. 

The  Governor  has  appointed  a  committee  un- 
der the  chairmanship  of  Senator  .lohn  Jordan  to 
work  on  this  legislation  with  other  interested 
groups.  To  date,  the  Bill  has  been  introduced  in 
the  Senate  and  the  House  but  no  action  taken 
other  than  referred  to  assigned  committees. 

In  January  the  discussion  at  the  Committee 
meeting  indicated  that  the  Medical  Society  and 
the  State  Board  of  Pulilic  Welfare  were  in  full 
agreement  with  regard  to  the  proposed  enabling 
act.  Dr.  Winston  reported  on  a  second  proposed 
bill  or  companion  bill  which  would  make  pos- 
sible use  of  out-patient  services  of  hospitals 
for  all  catagory  groups.  She  stated  this  service 
could  be  financed  within  the  existing  hospitaliza- 
tion programs  and  would  serve  to  reduce  the 
number  of  hospital  admissions  and  the  lengths 
of  hospital  staj'. 
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The  question  of  vendor  payments  for  phJ^si- 
cians  was  raised  and  discussed  with  a  recom- 
mendation made  to  the  I'^xecutive  Council  that 
further  study  and  consideration  be  given  to  this 
point,  but  not  to  request  the  additional  expense 
during  the  19G3  General  Assembly  as  there  are 
questions  around  priorities  in  terms  of  the  items 
to  include  and  timing. 

2.  County  Medical  E\-aluation  Review  teams 
for  disability  determination: 

The  Committee  rec(jmmended  in  September, 
1963  to  the  Executive  Council  that  the  offices  of 
the  State  Medical  Society  be  utilized  to  further 
encourage  and  implement  the  re-evaluation  pro- 
gram of  disability  applicants  as  now  lieing  con- 
ducted in  IS  counties. 

A  questionnaire  was  prepared  and  sent  to  the 
18  counties  reported  ha\'ing  a  review  team  to 
gain  additional  information.  To  date,  replies  have 
been  received  from  seven  with  favorable  I'eports 
of  the  program.  It  is  of  special  interest  that  the 
Governor's  Study  Commission  of  the  State  Board 
of  Public  Welfare  made  as  one  of  its  recom- 
mendation, the  furthering  or  local  examination 
by  physicians  and  complimented  the  physicians 
for  their  interest  and  participation  in  the  pro- 
gram. 

3.  Foster  Home  Care: 

It  was  reported  that  the  welfare  payment  for 
foster  home  care  had  been  raised  to  $50  per 
month  and  that  in  addition,  many  counties  were 
paying  for  clothing  and  medical  care,  and  school 
fees  out  of  count>-  funds. 

4.  Licensed  familx-  care  homes  and  homes  for 
the  aged: 

The  Stats  Board  of  Public  Welfare  is  cur- 
rently CJaunary,  19G3)  licensing  291  family  care 
homes  for  two  to  five  aged  persons  who  need 
domiciliary  arrangements  and  225  proprietary 
homes  for  the  aged.  In  addition  there  are  23  non- 
profit homes  for  the  aged  operated  either  by  de- 
nominational groups  or  by  non-profit  boards. 
Maximum  payment  for  such  boarding  homes  is 
,$1-15  per  month.  The  corresponding  rate  for  care 
in  nursing  homes  is  a  maximum  of  $190  per 
month.  This  amount  includes  board  rate;  plus  $10 
for  medical  items  and  $3  for  clothing. 

5.  Payment  for  home  nursing  and/or  at- 
tendant: 

A  new  policy  which  was  announced  in  Sep- 
tember, 1962  and  reviewed  again  in  .January  is 
that  welfare  can  pay  up  to  $80  per  month  for 
nursing  service  in  the  home  or  to  an  attendant 
giving  care  to  a  recipient.  Such  payment  is  made 
only  upon  the  approval  and  reciuest  of  a  physi- 
cian to  allow  a  patient  to  remain  in  his  own 
home  rather  than  in  some  other  type  of  home  or 
in  the  hospital.  It  was  of  interest  to  note  that 
previously  no  payment  had  been  made  to  visiting 
nurse  service  but  to  attendants  onl^■.  An  an- 
nouncement of  this  program  was  put  in  the 
Public   Relations   Bulletin   of   the    State   Medical 


Society  fo  physicians  iiirnrmation.  This  ser\-ice 
is  available  on  the  same  basis  as  the  home  nurs- 
ing program. 

6.  Homemaker  Services: 

A  steady  increase  in  the  development  of  home- 
maker  service  is  noted.  A  total  of  15  counties 
now  employ  45  homemakers. 

7.  Disability  Determination  Program: 

No  pending  problem -^  with  this  program  were 
reported  during  the  >'ear.  Dr.  Winston  has  taken 
a  new  position  in  Washington  with  the  De- 
partment of  Health,  Education,  and  Welfare  as 
its  first  Commissioner  for  Public  Assistance. 
She  is  succeeded  by  Mi-.  Eugene  Brown  who  has 
worked  closely  with  the  Medical  Society's  Ad- 
visory Committee  for  a  number  of  years  and  it  is 
assumed  that  the  same  sjjirit  of  favorable  co- 
operation will  continue  to  exist  lietween  the  two 
groui)s,  medicine  and  welfare. 

Amos  N.  .Johnson.  M.D..  Chairman 


CHILD    HEALTH    CO^nilTTEE 

The  Child  Health  Committee  has  devoted  this 
year  to  winding  up  the  Neonatal  Death  Survey, 
as  all  the  data  from  our  five  years  experience 
are  now  in  and  are  in  the  process  of  being  tabu- 
lated and  will  be  analyzed. 

The  Chairman  of  the  Committee  and  one  other 
member  ha\'e  met  with  the  Mental  Health  Com- 
mittee in  an  effort  to  clarify  the  position  of  the 
mentally  retarded  child  in  the  proposed  new  leg- 
islatitm  for  a  Mental  Health  Department  that 
\Yi\\  come  before  the  North  Carolina  State  Legis- 
lature this  session. 

The  Committee  wishes  to  emphasize  the  im- 
portance of  testing  for  phenylketonuria  on  in- 
fants at  their  first  post-natal  visit  to  a  physician. 
Omission  of  this  test  has  been  found  to  be  a 
cause  for  legal  action  in  several  cases, 

The  Committee  has  also  recommended  that  the 
water  supply  of  communities,  such  as  the  Butner 
Community,  be  fuouridated  for  the  benefit  of 
young  inmates  in  the  institutions,  as  well  as  for 
the  children  in  the  sui'rounding  area.  This  is  now 
being  advised  by  the  State  Board  of  Health. 

Angus  McBryde,  M.D.,  Chairman 

rOAL^riTTEE     OX     CHRONIC     ILLNESS,     IN- 

CLl'DING    TLBERCULOSIS    AND    HEART 

DISEASE 

The  State  Committee  on  Chronic  Illness  has 
continued  to  be  an  active  group  within  the  State 
^Medical  Society's  program  during  the  past  year. 
Close  liaison  has  been  maintained  between  this 
Committee  and  the  Legislative  Committee,  the 
Advisory  Committee  to  the  State  Board  of  Public 
Welfare,  and  has  continued  to  consult  with  the 
welfare  to  pertinent  areas  of  concern  as  well 
as  with  selected  voluntary  health  agencies  hav- 
ing responsibility  and  service  to  patients  suffer- 
ing from  chronic  illness. 

Major  emphasis  has  been  given  to:  (1)  working 
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with  the  Legislatvie  Committee  and  state  agen- 
cies in  efforts  to  obtain  enabling  legislation  for 
Iverr-Mills  implementation  of  non-institutional 
services.  Institutional  services  under  the  Kerr- 
Mills  Act  of  1960  were  established  by  the  1961 
General  Assembly.  Because  of  the  mutual  in- 
terest in  Kerr-Mills  legislation  and  its  benefits 
for  the  chronically  ill  and  aged,  the  Committee 
has  taken  an  active  part  in  state  and  national 
efforts,  (2)  contacting  physicians  on  a  local  and 
area  basis  in  an  effort  to  stimulate  interest  and 
concern  of  current  needs,  services,  facilities,  and 
types  of  illnesses  of  the  chronically  ill  and  aged, 
(3)  supporting  and  cooperating  with  professional 
groups  and  agencies  to  improve  standards  and 
services  for  the  chronically  ill  and  aged,  and  (4) 
increasing  the  Committee  structure  for  a  more 
coordinated  channel  of  contact  for  Committee 
programming  and  activities. 

The  Committee  has  held  three  meetings  dur- 
ing the  year  with  a  number  of  sub-committee 
meetings  for  specific  assignments.  A  joint  meet- 
ing with  the  Advisory  Joint  Committee  was 
held  on  November  11,  1962  with  the  other  meet- 
ings held  in  Durham,  Sept.  14,  1962  and  in  Pine- 
hurst,  January  25,  1963. 

As  a  follow-up  to  the  Regional  Conference  on 
Aging  held  in  Charlotte,  N.  C.  in  April,  1962,  the 
Committee  on  Chronic  Illness  has  sponsored 
four  Area  Conferences  in  Greenville,  Asheville, 
High  Point,  and  Lumberton. 

A  special  project  has  been  completed  in  co- 
operation with  the  State  Nurses  Association,  and 
the  State  Board  of  Health  in  the  preparation  of 
the  Guide-outline  for  the  Establishment  of  a 
Home-Care-Service  Program. 

Since  September,  1962  two  new  memljers  and 
six  consultants  have  been  added  to  the  Commit- 
tee. Dr.  L.  E.  Sawyer  of  Elizabeth  City  and  Dr. 
E.  T.  Marshburn  of  Wilmington  are  new  mem- 
bers, representing  two  areas  of  the  state  not 
covered,  and  the  Consultants  are:  Dr.  Frank  P. 
Ward  of  Lumberton;  Dr.  Geo'pge  Brown  of 
Waynesville;  Dr.  Ralph  Morgan  of  Sylva;  Dr.  F.  J. 
Ragaz  of  Marion;  Dr.  Paul  E.  Hill  of  Murphy; 
and  Dr.  David  Pressley  of  Statesville.  The  Chair- 
man has  hopes  for  establishing  areas  across  the 
state  where  members  and  consultants  might  de- 
vise methods  for  strengthening  personal  con- 
tact with  county  chairman  and  other  interested 
phj'sicians  to  assist  with  dissiminating  informa- 
tion and  interpretation  of  selected  programs  need- 
ing physician  support  and  cooperation. 

The  over-all  philosophj'  of  the  Chairman  and 
the  State  Committee  is  to  emphasis  the  three 
"Cs"  —  communjcatioiis  —  cooperation  —  co- 
ordination. These  three  terms  symbolize  the 
focus  of  need  in  all  agency  and  organizational 
efforts. 
Sub-coniniittee   action   and   recomniendation.s: 

Earlj'  in  the  year,  the  Chairman  appointed  two 
sub-committees:   (1)  survey  by  counties  on  "No- 


;\Ioney-Payment"  utilization  in  North  Carolina, 
(2)  survey  made  by  States  as  to  their  enabling 
legislation  for  Kerr-Mills  enactment  and,  the 
services  included  and  estimated  costs.  Because 
both  programs,  within  the  state  and  nation-wide, 
were  so  new,  information  gained  was  limited 
but  did  give  some  trends  which  has  been  help- 
ful to  the  Legislative  Committee  in  planning  its 
approach  to  the  1963  General  Assembly  for  en- 
abling legislation  in  North  Carolina.  It  was 
learned  later  in  the  year  that  all  100  counties 
were  participating  in  the  "No-Money-Payment" 
hospitalization  program  in  North  Carolina  as 
of  January,  1963.  The  survey  did  have  its  effect 
in  alerting  local  physicians  and  in  some  in- 
stances, local  departments  of  public  welfare  as 
to  what  funds  were  a\-ailable  and  encouraging 
their  particijiation. 

Keconiniendation  of  the  Committee  that  closer 
contact  be  established  between  the  State  So- 
ciety and  Count:s-  Societies  for  better  commimi- 
cation  and  utilization  of  available  welfare  funds 
for  medical  care.  It  was  also  recommended  that 
local  physicians  meet  with  County  Commission- 
ers to  interpret  sources  of  funds  and  encourage 
as  much  local  control  and  evaluation  of  need  as 
possible. 

The  Committee  expressed  its  concern  in  liav- 
ing  included  in  the  request  for  Kerr-Mills  imple- 
mentation in  1963  the  following  services:  1.  ancil- 
lary services  in  physicians'  offices,  2.  out-patient 
services,  3.  prescribed  drugs,  and  4.  emergency' 
dental  care  for  the  medically  indigent  or  near 
needy  cases.  The  Committee  also  favors  home- 
care  services  to  be  added  when  sufficient  funds 
are  made  available  in  North  Carolina. 
Home-Care-Service  Programs: 

A  sub-committee  was  appointed  to  work  with 
the  State  Nurses  Association  and  the  State  Board 
of  Health  in  expanding  and  extending  home-care- 
services  through  the  coordinated  efforts  of  local 
public  health  departments  and/or  separate  com- 
munity bodies  designed  to  administer  such  a 
program  at  the  local  level.  The  lack  of  under- 
standing and  support  of  home-care-programs  by 
physicians  and  health  leaders  was  recognized  as 
a  major  problem.  It  is  recommended  that  a  spe- 
cial effort  be  made  on  the  part  of  physicians 
and  health  directors  to  interpret  the  need  for 
home-care-services  and  to  encourage  organized 
programs  based  on  available  resources  and  that 
the  following  requests  be  provided: 

1.  direction  and  supervision  of  all  home-care- 
services  be  given  by  local  physicians,  2.  some 
coordinated  system  for  administration  be  estab- 
lished, and  3.  efforts  be  made  to  provide  some 
mechanism  for  pa>ment  of  fees  for  services 
rendered  by  puljlic  health  personnel  or  visiting 
nurse  associations.  Multiple  source  financing 
recognized  as  a  major  need  in  expanding  home- 
care-services  at  the  local  level. 

Joint  efforts  of  the  State  Nurses  Association, 
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Stale  Board  of  Health,  ami  the  Committee's  sub- 
committee have  produced  a  Guide-outline  for  the 
Establishment  of  a  Home-Care-Service  Program 
which  is  to  be  printed  by  the  State  Board  of 
Health  for  distribution  across  the  state.  The. 
mimeographed  copy  has  I)een  approved  by  the 
State  Committee  on  Chronic  Illness  and  the  Ex- 
ecutive Council.  Copies  have  been  distributed 
to  interested  physicians,  health  directors,  and 
nurses  upon  request  and  at  two  of  the  Area  Con- 
ferences, High  Point  and  Lumberton.  The  copy 
has  received  favorable  comment  from  physicians, 
nurses,  and  health  directors  and  it  is  hoped  that 
the  Guide  will  help  stimulate  interest  and  or- 
ganization of  county  programs. 
To  date,  Februarj',  1963  there  are  32  counties  in 
the  State  with  some-type  of  home-care-service 
organization.  Most  of  these  are  administered  by 
county  health  departments  with  public  health 
nurses,  physical  therapists,  nutritionists,  and 
other  consultants  of  the  State  Board  of  Health 
rendering  services  upon  refjuest  of  local  physi- 
cians. In  a  few  instances,  the  service  program 
is  limited  to  selected  chronic  diseases  patients, 
but  newer  programs  are  being  initiated  to  give 
general  nursing  care  to  any  chronically  ill  or 
aged  person  referred  to  the  program.  These  pro- 
grams have  developed  as  a  result  of  applying 
for  financial  assistance  (P^edei-al  funds)  through 
the  State  Board  of  Health  for  a  demonstration 
program  with  the  hope  to  have  increased  county 
and  individual  financing  to  support  continuation 
of  service  program. 

Special  appointment  of  Committee  representa- 
tive to  the  Advisory  Committee  of  the  Nursing 
Home  Section  of  the  State  Board  of  Health. 

By  invitation,  a  member  of  the  Committee  on 
Chronic  Illness  was  appointed  to  serve  on  an 
Advisory  Committee  to  help  establish  and  guide 
the  program  activities  of  the  Nursing  Home 
Section  of  the  State  Board  of  Health.  Through 
this  liaison  contact,  the  State  Committee  has 
been  informed  of  problems,  programs,  and  ex- 
pansion of  activities  of  this  Section. 

Recently,  the  State  Committee  was  asked  to 
give  advice  on  a  special  piece  of  proposed  legis- 
lation regarding  licensure  of  institutional  homes, 
boarding  and  nursing  facilities.  The  Committee 
made  its  recommendation  to  the  Executive  Coun- 
cil and  it  was  approved  and  so  communicated 
to  the  proper  authorities.  This  is  one  example 
of  how  the  Committee  on  Chronic  Illness  has 
and  continues  to  cooperate  with  State  Agencies 
in  the  interest  of  up-grading  standards  and  care 
of  residents  including  the  health  supervision 
of  the  chronically  ill  and  aged. 
Area  Coiil'ereiices: 

As  previousl>'  stated,  four  separate  Area  Con- 
ferences on  Chronic  Illness  and  Aged  were  spon- 
sored by  the  State  Committee  during  the  1962- 
63  year  of  activity.  Three  of  the  conferences  fol- 
lowed the   format   of  the  A.iNI.A.   Regional   Con- 


ference held  in  Charlotlu  in  .\pril,  l!:iG2,  with  the 
fourth  one  focusing  special  attention  to  Home- 
Care-Programs. 

Each  conference  was  co-sponsored  by  county 
medical  society  groups,  and  other  allied  public 
and  private  agencies.  Attendance  was  representa- 
tive of  all  major  groujjs  interested  in  and  con- 
cerned with  health  care  programs  for  the  chron- 
ically ill  and  aged.  Involvement  of  local  leaders, 
professional  and  lay  was  most  effective  and  all 
participants  expressed  appreciation  for  being  in- 
vited l\y  the  Medical  Society  in  the  interest  of 
community  action  programs. 

Small  group  meetings  with  Connniiteo  mem- 
bers and  countN^  chairmen: 

An  attempt  has  been  made  to  establish  and 
maintain  contact  with  committee  members 
across  the  state  and  witli  county  chairmen  for 
improving  communications  and  encouraging  co- 
()])eration  and  coordination  of  local  programming 
Two  meetings  were  held  in  the  Piedmont  and 
western  part  of  the  state  in  December  and  Feb- 
ruary. This  effort  to  be  continued  during  the 
>'ear  on  the  i^art  of  the  Chairman  and  State  Com- 
mittee membei's.  As  part  of  the  committee  mem- 
liers  functions  is  to  encourage  physician  inter- 
pretation of  pertinent  programs  and  services  to 
county  medical  societies;  county  commissioners 
local  health  and  welfare  boards;  state  legislators; 
and  interested  citizens  groups. 
Cooperation  with  Voluntary  Agency  groups: 

In  .lanuary,  a  request  was  made  to  the  State 
Committee  by  the  Thoracic  Society  and  the  T.  B. 
Association  to  gain  approval  and  support  of  a 
planned  educational  campaign  on  Respiratory 
Diseases.  A  nation-wide  promotion  to  stimulate 
persons  with  a  chronic  cough  or  shortness  of 
breath  to  see  their  doctor — is  the  focus  of  the 
campaign.  Approval  given  by  the  State  Commit- 
tee on  Chronic  Illness  and  by  the  Executive 
Council. 

The  Committee  has  also  expressed  its  interest 
in  promoting  county  medical  society  Review  or 
Evaluation  Teams  for  examination  of  applicants 
for  Disability  Benefits.  Harnett  County  was  the 
first  county  to  organize  a  program  with  local 
physicians  rotating  on  service  and  similar  pro- 
grams have  been  initiated  in  some  18  counties. 
This  is  one  of  the  promotional  programs  of  the 
Society's  Advisory  Committee  to  the  Department 
of  Public  Welfare  and  has  the  backing  and  sup- 
port of  the  Committee  on  Chronic  Illness.  Other 
counties  are  being  encouraged  to  develop  local 
review  programs. 
Attendance  to  selected  conferences: 

Committee  representatives  have  attended  na- 
tional meetings  as  a  means  of  keeping  informed 
on  legislative  movements  and  national  programs 
having  chronic  illness  and/or  aging  as  a  focus. 
Dr.  Nichols  and  Dr.  McLaurin  attended  the  An- 
nual Conference  on  Aging  in  Ann  Arbor,  Michi- 
gan  in   .June,   1962.   Dr.    McLaurin   and   Annette 
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Boutwell  attended  the  Anntial  Meeting  of  the 
Welfare  Affair  Assembly  in  New  York  in  Decem- 
ber, 1962.  Plans  are  Ijeing  made  to  have  repre- 
sentation to  the  National  Health  Council  Formn 
scheduled  March  18-20  in  Washington,  D.  C.  and 
to  the  legislative  session  of  the  Welfare  Assem- 
bly in  New  York  on  April  5,  1963. 

An  area  meeting  of  the  American  Association 
of  Retired  Persons  is  to  be  held  in  Durham,  N.  C. 
March  5-6,  1963  and  the  Salisbury  Chapter  of 
the  Academy  of  General  Practice  is  sponsoring 
a  Conference  on  Medical  Aspects  of  Aging  at  the 
Veterans  Plospital  on  March  13.  14,  1963.  The 
Committee  on  Chronic  Illness  will  be  represented 
at  both  state  meetings. 

Individual  committee  members  have  partici- 
pated in  many  more  state  and  local  programs  and 
activities  which  are  too  numerous  to  include 
in  this  report. 

The  above  activities  reported  ha\e  all  been 
planned  toward  the  promotion  of  the  three 
"Cs" — communications,  cooperation,  and  coordi- 
nation of  state  and  local  activities  dealing  with 
needs,  services,  and  facilities  for  the  chronically 
ill  and  aged  in  North  Carolina.  It  cannot  be 
stress  enough  the  importance  of  physician  par- 
ticipation in  the  planning,  evaluation,  and  execu- 
tion of  approved  activities  and  programs  with 
joint  sponsorship  of  medical  and  citizens  groups. 
Thomas  R.  Nichols,  M.D.,  Chairman 


COXSTITUTIOX  AND  BY-LAWS  COIMITTEE 

The  Report  on  Constitution  and  By-Laws  will 
be  presented  to  the  House  of  Delegates  on  Sun- 
day afternoon.  May  5th. 

Roscoe  D.   McMillan,   M.D..   Chairman 

COMMITTEE  OX  MEDICAL  CREDIT 
BUREAUS 

A  meeting  of  this  committee  was  scheduled 
for  September  1962  in  Durham,  but  the  meeting 
was  not  held,  because  of  lack  of  quorum.  Dur- 
ing the  past  year  no  reports  of  any  unusual  ac- 
tivities in  the  field  of  Medical  Credit  Bureaus 
were  received. 

W.  Howard  Wilson,  M.D.,  Chairman 


COMMITTEE    OX    CREDEXTTALS    OF 
DELEGATES 

The  Committee  on  Credentials  of  Delegates 
met  with  the  House  of  Delegates  at  their  Annual 
Meeting  in  Raleigh  in  May  1962.  The  Committee 
carried  out  its  assignment  of  accrediting  the 
Delegates  to  the  House  and  pronouncing  a  quo- 
rum present. 

T.  T.  Herring,  M.I)..  Chairman 


COMMITTEE  OX  EMERGEXCY  MEDICAL 
SERVICE  AXD  MILITARY  AFFAIRS 

At  the  time  of  the  Concla\-e  this  Committee 
met  on  Friday,  September  14,  1962.  at  9:00  A.M., 
at  the  Jack  Tar  Hotel  in  Durham,  N.  C. 


The  meeting  was  considered  worthwhile  and 
instructive.  For  the  first  time  there  was  par- 
ticipation by  representatives  from  some  of  the 
Allied  Health  Groups,  namely; 

(A)  Office  of  Civil  Defense 

(B)  State  Board  of  Health 

(C)  North  Carolina  Nurses  Association 

(D)  North  Carolina  Hospital  Association 
As  a  result  of  the  discussion  with  these  rep- 
resentatives, and  particularly  Mdth  the  member 
of  the  State  Board  of  Health,  it  was  decided  to 
request  of  the  State  of  North  Carolina  sufficient 
funds  to  procure  a  full-time  Deputy  Director  of 
Medical  and  Health  Ser\-ices  for  the  North  Caro- 
lina Civil  Defense  Plan. 

The  Committe  considered  plans  for  training 
personnel  for  the  200-bed  emergency  hospitals, 
37  of  which  are  prepositioned  in  North  Carolina. 
It  was  brought  to  the  attention  of  the  Commit- 
tee that  there  are  80  counties  which  have  sur- 
vival plans  and  medical  sections  in  effect  at  the 
present  time.  These  plans  are  on  file,  signed  by 
the  Chief  of  Service,  and  each  such  Chief  knows 
his  responsibilities  and  duties  under  the  survival 
plan  in  effect  in  these  SO  counties. 

Encouragement  has  been  passed  to  local  levels 
to  get  personnel  trained  in  the  setting  up  and 
putting  into  operation  these  200-bed  emergency 
hospitals.  We  are  advised  that  there  will  soon 
be  a\-ailable  an  abbreviated  hospital  unit  whcih 
can  be  used  for  training  purposes. 

The  Committee  considered  community  disaster 
medical  care,  and  has  encouraged  those  concern- 
ed with  this  problem  to  initiate  training  for  mass 
casualty  care,  encourage  schools  to  develop  dis- 
aster plans,  and  to  participate  in  rehearsals  and 
testing.  It  urges  each  of  the  160  hospitals  in 
North  Carolina,  working  in  cooperation  with 
the  hospital  Administrators  and  Nursing  profes- 
sion to  formulate  plans  for,  and  have  exercises 
in  mass  casualty  care  for  medical  disasters,  and 
more  extensive  possible  National  Catastrophe. 

The  Committee  reviewed  the  status  of  the  Med- 
ical Self  Help  Program.  While  this  program  is 
being  conducted  under  the  direction  of  the  Di- 
rector of  Civil  Defense  in  North  Carolina,  the 
Department  of  Health,  the  Medical  Societies,  the 
American  Red  Cross,  and  individual  doctors  have 
cooperated  in  bringing  this  program  to  the  peo- 
ple of  North  Carolina.  The  program  is  in  the 
process  of  expansion  and  more  than  300  kits 
ha\-e  been  distributed  for  educational  purposes. 
The  Committee  recommends  that  members  of 
our  Society  make  an  effort  to  have  this  program 
incorporated  in  the  curriculum  of  the  various 
local  schools.  The  long  range  effect  would  then 
accomplish  the  purpose  of  the  program  in  pro- 
viding thousands  of  our  citizens  ^^'ho  would  be 
prepared  to  administer  medical  self  help  in  the 
absence  of  or  under  the  supervision  of  a  phy- 
sician. 

The  Chairman  of  this  Committee  appeared  be- 
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fore  the  North  Caruhna  Btidget  Advisory  Cum- 
mittee  and  made  representations  to  them  to  sup- 
port the  Committee's  request  for  funds  to  pro- 
vide a  full-time  Deputy  iMedical  Director  for  our 
Civil  Defense  Planning.  The  Committee  acted 
favorably  upon  this  request.  Tlie  Department  of 
Public  Health  now  has  the  services  of  a  man 
who  is  working  in  this  capacity.  He  is  compensat- 
ed by  and  has  been  made  a\-ailable  through  the 
officers  of  Health,  Education  and  Welfare.  It  is 
anticipated  that  he  will  greatly  expand  the  plan- 
ning in  North  Carolina  which  will  provide  em- 
ergency medical  services. 

The  Chairman  of  this  Committee,  along  with 
the  Executive  Director  of  the  Medical  Society 
of  the  State  of  North  Carolina,  attended  the 
County  Medical  Society's  Conference  on  Dis- 
aster Medical  Care,  sponsored  by  the  American 
Medical  Association  and  held  in  Chicago  in  early 
November,  1962.  He  also  attended,  along  with  the 
Assistant  Executive  Director,  the  regional  meet- 
ing on  Disaster  Medical  Care  held  in  Atlanta  in 
February,  1963.  The  Chairman  of  this  Committee 
has  Ijeen  appointed  as  Chairman  of  the  Health 
Task  Group  of  the  Governor's  Committee  on 
Emergency  Resource  Planning,  and  has  sub- 
mitted a  plan  which  is  co-ordinated  through  the 
State  of  North  Carolina  Civil  Defense  Agency. 
In  August,  1962,  the  Chairman  of  this  Commit- 
tee was  elected  to  memljership  of  the  Committee 
on  Disaster  Medical  Care  AMA  Council  on  Na- 
tional Security.  He  continues  to  serve  as  stand- 
by Chairman  of  the  North  Carolina  Section  of  the 
National  Advisory  Committee  to  the  Selective 
Service  System. 

Finally,  the  Committee  urges  a  recognition  and 
an  awareness  by  all  local  County  Chairmen  and 
individual  doctors  of  the  seriousness  of  the  prob- 
lem in  preparing  for  Disaster  Medical  Care.  Plans 
should  be  made  and  should  be  rehearsed.  This 
makes  for  preparedness. 

Nothing  of  importance  has  de\-eloped  concern- 
ing Military  Affairs.  It  is  anticipated  that  the 
Doctor  Draft  Act  will  be  continued  under  the 
provisions  of  current  legislation. 

George  W.  Paschal,  .Jr..  M.D., 
Chairman 


COIMITTEE  OX  SCIEXTIFIC  EXHIBITS 

The  committee  met  with  it's  Commissioner  in 
the  Fall  for  consideration  of  the  1963  meeting. 
An  analysis  of  the  1962  exhibits  was  made  and 
areas  of  improvement  were  outlined.  Plans  were 
made  to  cover  all  major  medical  meetings  by 
various  committee  members  in  an  effort  to  ob- 
tain the  best  available  exhibits  for  our  own 
meeting.  Subsequent  to  the  meeting,  all  honor 
award  exhibitors  at  the  A.M. A.  Meeting  were 
contacted  and  invited  to  exhibit  in  Asheville. 

By  February,  far  more  linar  feet  of  exhibit 
space  had  been  applied  for  than  could  be  hand- 


led, tliu.^  allowing  the  committee  to  lie  more 
selecti\  e  in  their  choice  of  exhibits.  In  addition, 
several  midget  exhibits  were  scheduled  indicat- 
ing success  in  this  field  after  j'ears  of  endeavor. 
It  is  hoped  that  this  beginning  with  the  midget 
exhibits  signifies  broadening  of  this  method  of 
■'idea  exchange"  among  members  of  our  State 
Society. 

:\Iax  P.  Rogers,  M.D., 
Chairman 


FIXAXCE   COMMITTEE   REPORT 

The  Finance  Committee  met  with  Mr.  Barnes, 
Mr.  Pace,  and  Dr.  Kernodle  on  September  10, 
1962  and  prepai'ed  a  budget  for  the  calendar 
year  of  1963.  This  budget  was  adopted  b,\-  the 
Council  on  September  16,  19()2  and  is  now  in 
force. 

The  1963  budget  authorizes  deficit  spending  in 
the  amount  o{  $1,1()<S.00.  \\'e  do  not  belie\e  now 
that  this  figure  will  be  realistic  because  in  esti- 
mating the  budget,  we  planned  on  using  a  sur- 
plus of  ,$7,909.00  from  the  1962  bcdget.  This,  how- 
e\-er.  lui'ned  out  to  be  a  deficit  of  $7,420.00  or 
o\er  .$1.5,000.00  difference. 

This  committee  is  gi-avely  concerned  about  the 
prospect  of  a  large  deficit  for  the  calendar  year 
(if  1963.  We  have  rec|uested  that  the  Executive 
Council  develop  an  attitude  of  reassessment  and 
re-evaluation  of  basic  Society  goals  to  the  end 
that  certain  functions  and  services  might  be 
curtailed.  The  Council  has  already  appointed  this 
ad  hoc  committee,  and  they  are  woi'king  on  the 
problem. 

It  is  the  Plnance  Committee's  constitutional 
duty  to  recommend  the  amount  of  the  dues  to 
be  paid  by  members.  A  raise  at  this  time  of  §10.00 
would  still  leave  us  well  within  the  national 
average.  We,  therefore,  reluctantly  make  the 
following  recommendations: 

That  the  dues  to  the  Medical  Society  of  the 
State  of  North  Carolina  be  raised  to  $60.00  be- 
ginning January  1,  1964.  Providing,  however, 
this  not  go  into  effect  if  the  1963  budget  should 
be  balanced  or  nearly  balanced  by  other  means. 

The  total  income  from  dues  in  1962  8147.350.00. 
Each  member's  dues  was  §50.00.  This  works  out 
to  2,947  paying  members. 

It  has  also  been  suggested  that  in  the  future 
each  commissioner  start  his  annual  report  with 
a  statement  of  the  amount  of  money  allocated 
the  committees  under  him.  and  the  amount 
actually  spent,  and  if  not  within  the  budget 
justify  the  expenditure  in  the  body  of  his  report. 

Finally,  the  open  end  mutual  fund  that  we 
have  our  surplus  funds  invested  in  has  reinvest- 
ed at  no  cost  §7,546.73  in  dividends.  This  works 
out  as  6%  interest  and  does  not  reflect  apprecia- 
tion. We  still  own  52  acres  of  land  on  the 
Raleigh-Durham  highway  carried  on  the  books  at 
the  purchase  price  of  .$26,104.55. 


33 


We  have  been  requested  to  draw  up  a  chart 
showing,  "where  my  mone.y  goes  that  I  pay  into 
the  Society".  Here  is  that  chart. 


(Annual  Meeting)  .05^ 


1962  Deficit  $2.00 


*Actually  .$19.79,  but  these  figures  are  evened 
out  for  simplicity,  thus  the  discrepancy  in  the 
total  figure. 

Wayne  J.  Benton,  M.D. 

Chairman,  Finance  Committee 


COMMITTEE  OX  GOLF 

It  is  planned  to  hold  the  annual  Medical  So- 
ciety Golf  Tournament  at  the  Country  Club  of 
Asheville  on  May  6th  and  7th.  An  agreement 
authorizing  this  tournament  was  drawn  up  with 
the  Club  Manager,  Michael  L.  Taft,  on  February 
25,  19G3. 

I  think  it  would  be  best  to  conduct  the  tourna- 
ment as  it  has  been  in  the  past,  that  is  a  low 
gross  and  low  net  affair  using  the  Calloway  sys- 
tem of  handcapping.  Eighteen  holes  to  be  played 
on  either  the  6th  or  7th.  Each  player  must  regis- 
ter at  the  pro  shop  and  turn  in  a  signed  score 
card  at  the  end  of  play.  Prizes  should  be  awarded 
for  low  gross  and  low  net  scores.  The  player  win- 
ning the  low  gross  should  receive  the  rotating 
golf  trophy.  Arrangements  will  be  made  with  the 
professional  at  the  Country  Club  to  post  all 
scores  and  render  a  report  at  the  end  of  the 
tournament. 

I  should  think  that  an  expenditure  of  about 
S200.00  should  be  made  for  the  expense  of  con- 
ducting the  tournament.  This  money  should  be 
used  to  buy  prizes  from  the  local  Golf  Profes- 
sional and  also  to  pay  him  a  fee  of  820.00  a  day 
for  managing  the  tournament. 

W.  A.  Brewton,  M.D.,  Chairman 


COMMITTEE   TO   WORK   WITH  THE   NORTH 
CAROLINA  INDUSTRIAL  COMMISSION 

This  Committee  has  continued  to  work  ac- 
tively with  the  North  Carolina  Industrial  Com- 
mission in  a  fashion  that  is  felt  by  us  to  be 
mutually  beneficial.  Although  this  Committee 
has  no  statutory  powers,  it  has  been  most  effi- 
cient in  conveying  the  problems  of  the  Medical 
Society  to  the  Industrial  Commission.  The  In- 
dustrial Commission  has,  in  turn,  been  sympa- 
thetic to  our  problems  and  has  been  fair  and 
constructive  in  helping  us.  We  have  been  in- 
creasingly more  active  in  consulting  with  the 
Commission  and  in  helping  them  with  their 
problems. 

Dr.  John  W.  Morris  of  Morehead  City  was  ap- 
pointed during  the  year  as  Medical  Director  of 
the  Industrial  Commission.  Dr.  Morris'  quick 
grasp  of  the  many  problems  of  the  medical 
aspects  of  industrial  medicine  and  his  direct 
and  honest  approach  to  these  problems  has  been 
a  stimulation  to  our  Committee.  The  failure  of 
members  of  the  North  Carolina  Medical  Society 
to  understand  the  concepts  and  principles  of  the 
Industrial  Commission  (which  has  been  created 
by  a  legislative  act)  continues  to  be  a  problem. 
We  hope  to  continue  and  enlarge  upon  our  ef- 
forts to  inform  the  members  of  our  Society  in 
this  regard. 

At  Dr.  Morris'  recjuest,  the  Committee  to  Work 
with  the  Industrial  Commission  has  been  en- 
larged. A  closer  liaison  has  been  established  be- 
tween the  Medical  Director  and  the  members  of 
the  committee.  Frequent  consultations  are  ob- 
tained in  specialty  fields  with  doctors  throughout 
the  state  so  that  a  more  equitable  basis  can  be 
made  for  fees  in  industrial  cases. 

Legislative  action  to  allow  patients  in  the  hos- 
pital, covered  under  Workmen's  Compensation, 
to  move  into  private  or  semi-private  rooms  by 
paying  the  difference  between  the  cost  of  these 
rooms  and  the  ward  beds,  allowed  by  the  Indus- 
trial Act,  has  been  recommended.  This  request 
has  been  sent  to  the  Legislative  Committee. 
There  are  disadvantages  to  such  a  proposal. 

A  new  fee  schedule  is  to  be  published.  There 
will  be  revisions  made  in  the  old  fee  schedule 
and  the  new  fee  schedule  will  be  much  more  com- 
plete. This  new  fee  schedule  is  to  be  based  on  the 
relative  value  schedule,  a  certain  dollar  value 
being  assigned  per  point.  It  is  hoped  that  this 
will  be  published  in  the  early  summer. 

A  liaison  member  from  the  North  Carolina 
State  Dental  Society  has  been  appointed  to  our 
committee  and  has  been  of  tremendous  value 
to  us. 

We  have  been  called  upon  to  help  counsel  the 
problems  that  arise  by  having  persons,  other 
than  those  who  have  graduated  from  approved 
medical  schools  but  who  are  of  other  "healing 
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arts,"    treat    industrial    cases.    This    situation    is 
being  improved  upon. 

By  indirect  means  (inordinately  large  fees), 
we  are  called  upon  to  evaluate  cases,  which 
seemingly  have  had  more  treatment  or  longer 
treatment  for  a  given  condition  than  other  per- 
sons in  their  community  with  similar  illnesses. 
This  committee  is  contacting  these  physicians 
and  will  pursue  this  matter  fui'ther,  if  necessary. 

At  the  present  time,  the  Medical  Societj'  of 
the  State  of  North  Carolina  enjoys  the  very 
fine  position  of  having  an  active  voice  in  the 
administration  of  the  medical  aspects  of  indus- 
trial medicine.  We  ha\'e  had  and  see  no  danger  of 
any  serious  threat  of  outside  forces  influencing 
the  practice  of  medicine  in  industrial  cases.  It 
is  felt  that  our  close  liaison  with  the  Industrial 
Commission  has  been  constructi\e.  We  appre- 
ciate the  cooperation  shown  us  !)>•  Air.  .1.  W.  Bean 
and  others  on  the  North  Carolina  Industrial 
Commission. 

Thomas  B.  Dameron,  ,Ir.,  M.D.,  Chairman 

CO.M.MITTEE    OX    INSURANCE 

Insurance  Committee  met  in  Raleigh  in  early 
September,  prior  to  the  Conclave  of  Committee 
meetings  in  Durham,  with  representatives  of  the 
St.  Paul  Insurance  Company,  writers  of  the  Pro- 
fessional Liability  Insurance  Program,  sponsor- 
ed by  the  State  Society.  Mr.  John  C.  Parish, 
Secretary  of  the  St.  Paul  Company,  Mr.  Thomp- 
son, Claim  Manager  for  North  Carolina,  Mr.  R.  .1. 
Ramsey,  Chief  Underwriter  for  North  Carolina 
were  present.  Representing  the  State  Society 
were  Mr.  Bill  Hilliard,  President  John  R.  Ker- 
nodle,  Dr.  J.  C.  Burwell,  Dr.  Brashear,  Dr.  S. 
Glenn  Wilson,  Mr.  John  Anderson  and  Dr.  .1.  W. 
Hooper.  The  program  was  reviewed  and  the 
pending  claims  discussed.  After  this  review, 
it  was  the  unanimous  opinion  of  the  repre- 
sentatives of  the  company  and  the  State 
Society,  that  the  rates  should  remain  as 
they  are  for  another  year,  and  that  in  Sep- 
tember, 196.3  a  complete  review  should  again  be 
made.  It  was  also  agreed  that  periodically,  prolj- 
ably  at  4-S  week  intervals,  pending  claims  and 
new  claims  should  be  reviewed  with  Mr.  Thomp- 
son and  a  representative  of  the  committee. 

At  the  conclusion  of  this.  Mr.  J.  L.  Crumpton 
reviewed  the  program  of  disability  insurance 
sjjonsored  by  the  State  Society,  and  expansion 
of  this  coverage  was  presented,  which  was  ap- 
proved by  the  committee.  This  was  presented  to 
the  Society  by  a  mailing  in.  the  Fall  of  1962. 

It  was  pointed  out  to  the  committee  that  the 
rates  for  the  catastrophic  hospital  coverage 
written  liy  the  Ralph  Golden  Insurance  Company 
would  have  to  be  raised,  and  this  was  done  after 
approval  by  the  Executive  Council  and  the  mem- 
liers  notified  by  a  mailing  in  the  Fall. 

It  is  the  feeling  of  your  committee  that  all  pro- 


grams sponsored  Ijy  the  State  Society  are  work- 
ing satisfactorily  at  the  iiresent  time,  and  the 
rates  are  as  low  as  any  in  the  country. 

Joseph  W.  IlooiJer,  Jr..  M.D., 

Chairman 


(O.MMITTEE  ON    LEtJISLATlOX,    DIVISION 
OF   l)0(  rMENTAKV    I'KESENTATIOX 

19G2  was  not  a  legislative  year  in  the  sense  that 
the  General  Assemblj^  of  North  Carolina  was  not 
in  session.  Representation  was  made  on  behalf  of 
this  committee  to  the  Congress  of  the  United 
States  in  opposition  to  the  King-Anderson  Bill 
and  the  Chairman  along  with  other  members 
of  the  Committee  attended  a  conference  in  Wash- 
ington with  all  of  the  North  Carolina  Congres- 
sional delegation  in  the  summer  of  1962.  It  was 
felt  that  as  a  result  largely  of  the  effort  in  this 
direction  that  the  vote  of  the  North  Carolina 
I)ele,gation  was  the  proper  one,  and  the  Chair- 
man feels  that  a  debt  of  gi-atitude  is  owed  both 
Senators  Jordan  and  Erwin.  The  outlook  for 
196.3;  being  a  legislative  >ear  so  far  as  North 
Carolina  is  concerned,  the  duties  of  this  commit- 
tee and  this  sub-committee  will  undoubtedly  be 
expanded. 

Hubert  McN.  Poteat.  Jr.,  M.I).,  Chairman 


COMMITTEE    OX     LE<;iSI.ATIO\,     DIVISION 
OF  N.ATIOXAI.   I>E<;iSLATIOX 

Opposition  to  the  King-Anderson  type  of  legis- 
lation during  the  spring  and  early  summer  of 
1962  was  adequately  taken  care  of  on  a  state  level 
by  Dr.  Hubert  Poteat,  chairman  of  the  Division 
of  Documentary  Presentation  of  the  Committee 
on  Legislation.  Up  to  the  present  time  Congress 
has  not  been  adeejuately  settled  to  start  too 
much  activity.  We  have  been  called  on  once  to 
contact  se\'eral  of  the  key  men  on  our  com- 
mittee. As  this  report  is  being  written  further 
activity  in  National  Legislation  for  the  Aged 
through  Social  Security  becomes  \ery  imminent. 
I  am  confident  that  the  Committee  on  Legisla- 
tion and  its  division  on  a  National  level  will  be 
quiet  during  the  next  few  months. 

Donald  B.  Koonce,  M.D.,  Chairman 


COMMITTEE  ON  MATERNAL  HEALTH 

The  Committee  on  Maternal  Health  has  been 
continuing  its  activity  during  the  year  1962  in 
the  area  of  analyzing  maternal  deaths  reported 
in  North  Carolina  and  giving  helpful  suggestions 
where  possible  to  the  ph3-sicians  in  North  Caro- 
lina who  are  practicing  obstetrics.  The  Hospital 
Survey  of  obstetrical  facilities  and  personnel  was 
completed  in  1962  as  well  as  tabulation  of  the 
second  1000  maternal  deaths  in  North  Carolina. 

The  total  live  births  in  North  Carolina  for 
1961  furnished  by  the  Public  Health  Statistics 
Service  are  111,721.  Of  these  live  births  101.315 
were  in  hospitals,  8,387  in  the  home,  and  2,019 
in  other  institutions.   There  were   101   maternal 
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Number  of  Beds 
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.0% 
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1% 


98  100.0% 

(3  hospHals  did  not  indicate  beds) 

deaths  reported  to  the  Committee  in  1961.  The 
total  live-births  in  North  Carolina  for  1962  are 
not  available  at  the  time  of  this  report,  however, 
115  maternal  deaths  were  reported  to  the  Com- 
mittee on  Maternal  Health  during  1962.  Of  these 
44  were  white  and  71  were  nonwhite  patients. 
Obsterical  hemorrhage  and  toxemia  continue  to 
account  for  the  greatest  number  of  maternal 
deaths,  there  being  25  each.  In  analyzing  the 
toxemia  cases  it  is  noticed  that  increasing  num- 
bers of  these  patients  are  in  the  elderly  gravida 
who  ha\'e  pre-existing  hypertensive  cardiovas- 
cular renal  disease  with  or  «'ithout  superimposed 
eclamptogenic  toxemia.  Ever  increasing  care 
must  be  directed  toward  this  group  of  patients. 
The  group  of  25  hemorrhagic  deaths  are  largely 
patients  who  are  felt  to  ha^■e  preventable  deaths. 
Eleven  deaths  were  due  to  infection.  There  con- 
tinues to  be  a  slight  increase  of  deaths  due  to 
infection,  most  commonly  associated  with  abor- 
tion. Nine  deaths  each  were  ascribed  to  cardiac 
disease  and  pulmonar.y  embolism.  One  anesthetic 
death  was  reported  and  there  were  10  other  dis- 
eases associated  with  obstetrics  resulting  in 
death.  In  the  nonobsteric  category  there  were  23 
deaths  reported.  All  of  the  cases  rejDorted  have 
not  been  completely  analyzed  at  the  time  of 
this  report. 

Each  of  the  state  medical  society  district  mem- 
bers of  the  Maternal  Health  Committee  has 
spent  much  time  in  completing"  the  Hospital  Sur- 
vey of  obsterical  facilities  and  personnel,  a  proj- 
ect which  was  instituted  in  1961.  This  report 
has  been  tabulated  by  Dr.  James  F.  Donnelly, 
member  on  the  Committee  from  the  North  Caro- 
lina Board  of  Health.  Questionnaires  were  sent 
to  143  hospitals  representing  all  of  the  hospitals 
doing  obstetrics  in  the  state.  They  were  sent  to 
individual  physicians  who  were  members  of  the 
staff  by  the  district  members  of  the  Committee 
on  Maternal  Health.  The  completed  question- 
naries  were  returned  to  the  Committee  from  101. 
or  71  per  cent,  of  the  total  hospital  ciuerried.  The 
hospitals  reporting  represented  78  per  cent  of 
the  beds  of  the  143  hospitals.  (Table  1)  The  data 
have  been  processed  and  the  report  will  appear 
in   the  North   Carolina   Medical  .Journal   in   the 


su:m:marv 

Hemorrhage 

Toxemia 

Infection 

Cardiac 

Embolism 

Anesthesia 

Other  Obstetric 

Nonobstetric 

Not  Classified 

White 

Nonwhite 


Table  2 

-Second   10(10  Maternal  Deaths 

241       *()tlier  Obstetric 


270       Hepatic  15 

Amniotic  Embolism  3 

55      Tuberculosis  14 

Puerperal  Accident  9 

25       Intestinal  Obst.  5 

Transfusion  Reac.  4 

87      Appendicitis  2 

Peritonitis  2 

29      Shock   (exhau.stion)  6 

CVA  4 

98*     Penumonia  10 

Renal  5 

157       Insulin  Shock  1 

Air  Embolism  4 

38      Circulatory  Coll.  1 

1000      Liver  Cirrhosis  1 

362       Diabetes  4 

Intracranial  Hem.  1 

638      Hiatus  Hernia  1 

1000      Epilepsy  1 

Drug  Reaction  3 

Heart  1 

Unknown  1 
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near  future.  It  is  also  hoped  that  other  media  for 
conveying  this  information  to  the  doctors  of 
North  Carolina  may  be  used.  Several  special  stu- 
dies are  anticipated. 

Tabulation  of  the  second  1000  maternal  deaths 
analyzed  by  the  Committee  has  been  completed. 
These  cases  were  first  put  on  IBM  cards  and 
tabulations  made  in  the  several  categories  used 
by  the  Committee.  Table  2  points  out  the  sum- 
mary of  this  tabulation.  Various  tables  have  been 
compiled  in  the  office  of  the  Committee  and  are 
a^•ailable  to  any  meml)er  of  the  Society  who 
might  wish  them.  The  Committee  hopes  to  have 
available  many  tables  suitable  for  study  with 
much  valuable  information  concerning  causes 
of  maternal  mortality  in  North  Carolina. 

The  Committee  on  Maternal  Health  met  at  the 
Jack  Tar  Hotel  in  Durham  with  the  Commis- 
sioner of  Public  Service  on  September  14.  1962. 
There  were  10  Committee  members  present  at 
this  meeting.  The  President  of  the  North  Caro- 
lina Medical  Society  was  also  present.  At  this 
meeting  the  Chairman  made  a  report  on  the 
study  of  therapeutic  abortion  dealing  principal- 
ly with  the  matter  of  the  necessity  or  desirability 
of  changing  or  not  changing  the  statutes  in 
North  Carolina  to  liberalize  the  use  of  thera- 
peutic abortion  for  indications  other  than  those 
particularly  endangering  the  life  of  the  mother. 

Reprints  are  availalile  from  the  office  of  the 
Committee  on  Maternal  Health.  This  report  has 
been  amplified  and  published  in  the  North  Caro- 
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lina  Medical  .lournal.  I  )L'ceiiil)ei'.  19G2,  \-(ilume  23. 
No.  12.  page  .o-JT. 

At  the  meeting  of  the  Committee  on  Septem- 
ber 14,  1962,  the  question  of  the  State  Medical 
Society  implementing  law.s  in  line  with  the  law- 
passed  in  the  State  of  Virginia  permitting  volun- 
tary sterilization  was  discu.';sed.  The  Committee 
took  no  action,  but  reaffirmed  its  position  taken 
earlier  on  this  matter.*  The  use  of  Enovid  as  a 
contracepti\e  agent  was  presented  for  an  opin- 
ion. Full  discussion  did  not  reveal  any  know- 
ledge of  serious  difficulty  resulting  from  the  use 
of  this  drug. 

It  is  the  wish  of  the  Chairman  and  the  mem- 
bers of  the  Committee  on  Maternal  Health  to 
give  as  much  help  to  the  members  of  the  State 
Medical  Societj-  as  possible  in  obstetrical  mat- 
ters. It  appears  there  is  roo  mfor  continued  im- 
ters.  It  appears  there  is  room  for  continued  im- 
provement in  the  practice  of  obstetrics  in  North 
Carolina.  The  Chairman  and  the  members  of  the 
Committee  on  Maternal  Health  are  fully  aware 


of  the  existing  wide  economic  gap  between  the 
people  of  the  more  industrialized  areas  of  the 
state  as  opposed  to  the  rural  agricultural  areas. 
Since  obstetrical  care  costs  money  it  is  realized 
that  one  section  might  afford  more  facilities  than 
Carolina  in  the  mid  20th  century  we  cannot  ac- 
another.  Yet  in  the  affluent  society  of  North 
cept  the  doctrine  that  more  maternal  deaths 
should  be  allowed  in  one  area  than  another  for 
economic  reasons — even  though  they  may  be 
expected.  The  hope  was  recently  expressed  in  a 
meeting  of  this  Committee  that  the  North  Caro- 
lina Baptist  Hospital  and  other  large  hospitals, 
with  well  organized  obstetrical  services,  could 
care  for  most  of  the  serious  obstetrical  complica- 
tions. It  would  indeed  be  regrettable  if  any  of 
these  hospitals  \\'ouId  refuse  admission  to  a 
seriously  ill  mother  because  of  lack  of  finances. 
Financial  report  for  the  year  1962  is  as  fol- 
lows: 

A\'.  .Joseph  Mciy,  M.D.  Chairman 

♦Sco  N.  C.  Mccliciil  .TouriKil,   \ul.   11.  No.   1,  pp.   1-5,  Jan. 
If)  .'53. 
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REPORT  OF  .MEETING  of  Dr.  W.  .loseph  May, 
Chairman  of  the  Committee  on  Maternal  Health 
of  the  jNIedical  Society  of  the  State  of  North 
Carolina,  with  the  EXECUTIVE  COUNCIL  OF 
THE  MEDICAL  SOCIETY  OF  THE  STATE 
OF  NORTH  CAROLINA  at  Pinehurst.  on  Jan- 
uary 27,  1963, 

The  Chairman  of  the  Committee  on  Maternal 
Health  was  directed  to  make  a  report  on  the  sub- 
ject of  therapeutic  abortion  to  the  Executive 
Council  of  the  Medical  Society  of  the  State  of 
North  Carolina  on  January  27.  1963.  at  Pine- 
hurst, At  the  last  meeting  of  the  Committee  on 
^Maternal  Health  in  September.  1962,  at  Durham 
with  the  Commissioner  on  Public  Service  and 
the  President  of  the  State  Medical  Society,  the 
Chairman's  report  concerning  therapeutic  abor- 
tion in  North  Carolina  was  presented  and  ap- 
proved by  the  members  of  this  meeting.  The  fol- 


lowing recommendation  was  made  to  the  Execu- 
tive Council  of  the  State  Medical  Society: 

It  is  recommended  that  the  Executive  Council 
and  Legislative  Committee  of  the  Medical  So- 
ciety of  the  State  of  North  Carolina  approve  the 
Chairman's  report  and  agree  with  the  recom- 
mendation not  to  seek  any  change  in  the  exist- 
ing laws  regarding  therapeutic  abortion.  It  is 
the  opinion  of  the  Committee  on  Maternal  Health 
that  the  existing  law  concerning  abortion  does 
not  preclude  good  medical  judgment  and  prac- 
tice. 

This  report  on  therapeutic  abortion  in  North 
Carolina  was  published  in  the  North  Carolina 
?kledical  Journal  in  December,  1962.  volume  23, 
No.  12.  The  summary  and  conclusion  of  this 
report  was  briefly  presented  to  the  Executive 
Council  at  the  meeting  on  January  27,  1963. 

It  was  pointed  out  that  this  published  report 
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recommended  that  a  committee  plan  be  establish- 
ed within  hospital  staffs  and  county  medical  so- 
cieties, whichever  would  be  more  practical  for  a 
given  community,  to  validate  or  consult  on  each 
case  of  therapeutic  aljortion.  It  was  suggested 
that  each  committee  should  be  composed  of  an 
obstetrician  as  chairman  with  medical,  pediatric, 
surgical  and  psychiatric  consultants  where  pos- 
sible. Each  case  for  consideration  for  therapeutic 
abortion  could  thereby  be  submitted  in  advance 
to  the  committee  for  thorough  studj'  before  meet- 
ing for  final  discussion.  A  substantial  majority 
vote  for  interruption  of  pregnancy  should  ideally 
be  required  to  validate  a  therapeutic  abortion. 
Parenthetically,  it  has  been  the  experience  of 
most  hospitals  where  the  committee  plan  for 
validation  of  therapeutic  abortion  has  been  in- 
stituted, that  only  cases  requiring  serious  con- 
sideration for  therapeutic  al3ortion  are  presented, 
once  it  is  understood  that  only  bona  fide  medical 
indications  would   be   considered. 

The  Chairman  of  the  Committee  on  Maternal 
Health  recommended  to  the  Executive  Council 
that  such  committees  for  study  and  validation 
of  therapeutic  abortion  be  uniformity  instituted 
throughout  the  state  and  coordinated  with  the 
Committee  on  Maternal  Health  for  accurate  re- 
porting of  all  therapeutic  abortions.  Through 
such  uniform  reporting  much  valuable  data  could 
be  accumulated  whereby  the  practice  of  thera- 
peutic abortion  could  accurately  and  intelligibly 
be  evaluated  as  it  actually  exists  in  North  Caro- 
lina. 

It  was  respectfully  submitted  by  the  Chairman 
that  the  Committee  on  Maternal  Health  is  will- 
ing to  undertake  such  a  project. 

After  a  brief  discussion  and  with  no  apparent 
serious  dissent,  the  Executive  Council  approved 
this  recommendation. 

MEDICAL-LEGAL,    COMMITTEE 

I.  Review  of  work  done  to  date: 

The  Medical-Legal  Committee  met  in  Durham 
on  September  14,  1962,  six  members  being  in  at- 
tendance. 

At  this  meeting  methods  of  stimulating  in- 
terest in  the  joint  meetings  of  the  County  Bar 
Association  and  the  County  Medical  Societj' 
were  discussed.  It  was  pointed  out  that  several 
County  Society  groups  had  arranged  to  have 
members  of  the  staff  of  the  Legal  Department, 
American  Medical  Association,  Chicago,  to  ad- 
dress their  groups.  Cited  as  effective  program 
material  were  panel  discussions,  movie  films 
pertaining  to  Medico-legal  matters,  etc. 

It  was  reported  by  the  sub-committee  for  plan- 
ning of  the  Joint-Medico-Legal  Institute  that 
preparation  for  such  Institute  was  complete. 

Likewise,  the  sub-committee  for  Revising  the 
Inter-Processional  Code  reported  that  the  re- 
vision of  the  Code  had  been  completed,  the  new 
copies  to  be  available  on  October  3,  1962. 


The  Joint  Medico-Legal  Institute,  sponsored 
by  the  Medical  Society  and  Bar  Association,  in 
association  with  the  law  and  medical  schools  of 
the  University  of  North  Carolina,  Wake  Forest 
College,  and  Duke  University,  was  held  on  Oc- 
tober 5-6,  1962,  in  Chapel  Hill,  North  Carolina, 
with  more  than  400  in  attendance.  Fortunately, 
we  were  able  to  obtain  Nationally  known  speak- 
ers and  the  Institute  was  successful  beyond  ex- 
pectations. 

Joint  meetings  were  held  in  some  t\ventj'-four 
counties  during  the  past  year. 

The  Medical-Legal  Committee  was  represented 
at  the  legal  Conference  for  Medical  Society  Rep- 
resentatives, Chicago,  on  May  18-19,  1962,  and  at 
the  Medico-Legal  Symposium,  Miami,  on  March 
8-9,   1963, 

II.  Unethical  actionis: 

No  incidents  of  alleged  unethical  conduct  on 
the  part  of  physicians  have  been  reported  to  the 
committee. 

III.  Xew  fields: 

The  revised  Inter-Professional  Code  of  Ethics, 
approved  by  the  North  Carolina  Bar  Association 
and  the  Medical  Society  of  North  Carolina,  is  to 
be  printed  in  quantitj'  during  the  next  few 
months. 

IV.  Recommendations  for  the  fntiire: 

A.  Publication  of  a  small  pamphlet  abstracting 
statutes  of  North  Carolina  that  pertain  to  the 
medical  profession. 

B.  Promote  joint  meetings  at  County  level. 

Julius  A.  Howell,  M.D.,  Chairman 

COMMITTEE  OX  MEDICARE 

The  Medicare  Program  operated  on  a  generally 
satisfactory  and  stable  basis  throughout  1962. 
There  were  only  minor  changes  in  the  l^enefit 
provisions  of  the  Program  which  were  announc- 
ed to  physicians  bj^  informational  bulletins. 

The  1962  Annual  Report  from  our  Fiscal  Ad- 
ministrator, Hospital  Saving  Association,  is  at- 
tached. In  addition  to  statistical  information  con- 
cerning the  nimiber  of  claims  and  amounts  paid 
in  North  Carolina,  this  report  contains  interest- 
ing comparati\'e  figures  on  a  national  level  and 
reflects  some  conclusions  drawn  by  the  Office 
for  Dependents'  Medical  Care  as  outlined  in  their 
Fifth  Annual  Report.  The  report  further  in- 
dicates that  over  the  past  six  years,  a  total  of 
$11,628,943  has  been  paid  to  North  Carolina  phy- 
sicians and  hospitals  under  the  Medicare  Pro- 
gram. 

Revised  physicians  claim  forms  which  were 
introduced  in  1962,  are  being  used  by  physicians 
in  North  Carolina  with  more  understanding  and 
ease  than  forms  previously  used. 

As  the  result  of  a  report  by  the  Committee  on 
Appropriation  of  the  House  of  Representatives, 
distribution  of  printed  Fee  Schedules  was  dis- 
continued in  October,  1961.  The  Contract  schedule 
remained  in  effect  as  a  maximum  payment  with 
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physicians  being  i-eiiiiested  to  l)ill  un  Uie  basis 
of  customary  local  charges.  The  Committee  con- 
tinues to  review  the  Schedule  of  Allowances  and 
maintain  fees  consistent  with  customary  charges 
in  North  Carolina.  The  Committee  has  received 
no  complaints  from  physicians  regarding  non- 
distribution  of  Fee  Schedules. 

The  former  Executive  Director  of  the  Medicare 
Program,  Brigadier  General  W.  D.  Graham,  re- 
ceived a  new  assignment  as  Commanding  Gen- 
eral, U.  S.  Army  Tripler  General  Hospital,  in 
Hawaii.  The  Committee  expresses  appreciation 
for  the  excellent  co-oi)eration  given  by  General 
Graham  in  the  administration  of  the  Program. 
Our  relationship  with  the  Office  for  Dependents' 
Medical  Care  continues  to  be  very  satisfactory 
under  the  direction  of  Colonel  Bryan  C.  T.  Fen- 
ton,  as  successor  to  General  Graham. 

The  Committee  has  called  meetings  as  needed 
and  requested  attendance  of  sub-committee 
members  as  necessary.  A  number  of  special  re- 
port cases  and  unusual  and  complex  cases  were 
adjudicated  by  the  Committee  at  these  meetings 
and  throughout  the  year. 

Hospital  Saving  Association  has  continued  to 
give  excellent  administration  and  co-operation. 
The  counsel  and  aid  of  Mr.  .Tames  T.  Barnes  and 
his  staff  at  the  headquaters  office  of  the  Medical 
Society  have  been  in\-aluable. 

The  Committee  recommends  to  the  House  of 
Delegates  that  the  Society  continue  to  contract 
with  the  Government  in  the  operation  of  the 
Medicare  Program  with  specific  direction  to  the 
Executive  Council  to  continue,  revise,  or  discon- 
tinue the  Program  as  they  see  fit  according  to 
future  developments. 

D.  M.  Cogdell,  M.D. 
Chaii'man 


AXXUAL   REPOKT— 19(i2 

To  the  ;>Ic(li<arc  ('iiiiiiiiitlcc  of  the  >I('(1ir;il 
Society   of  the   Slate  of   Noilli  (aiolina 
Kioni 
Hospital    Saving   Association 
Chapel  Hill,   Xoitli    Caiolina 
Hospital   Association    has   completed   its   sixth 
year  as  Fiscal  Agent  for  the  Medical  Society  of 
the  State  of  North  Carolina  under  a  contract  to 
reimburse   physicians   for   civilian   medical    care 
provided  dependent  wives  and  children  of  acti\e 
duty  servicemen.  During  the  period  1957  through 
1962,  76,707  claims  were  paid  to  North  Carolina 
physicians  in  the  amount   of  $6,315,0.37.   During 
1962,  over  1900  North  Carolina  physicians  receiv- 
ed    payment     for     professional     care     pro\'ided 
eligible  dependents. 

1961  1962 

Number  of  Claims  Paid         11,249  12,231 

Amount  Paid  §926,142.89        81,006,778.85 

In  1962,  there  was  an  S.l  per  cent  increase  in 
claims  volume  and  amount  paid  for  professional 
care.  The  increase  in  claims  volume  is  attributed 


primarily-  to  the  retenticm  of  sei-\  icemen  on 
active  duty  and  re-acti\ation  of  numerous  re- 
ser\'e  units  due  to  the  Berlin  and  Cuban  crises. 

The  Office  for  Dependents'  Medical  Care  Fifth 
Annual  Report  indicates  that  during  the  year 
1961,  North  Carolina  accounted  for  3.2  per  cent 
of  total  professional  claims  paid  and  3.4  per  cent 
of  the  professional  claims  cost.  This  is  a  slight 
increase  over  1960  when  professional  claims 
amounted  to  3.02  per  cent  of  the  national  total 
and  3.2  per  cent  of  total  professional  claims  cost. 

One  of  the  reasons  the  Medicare  I^rogram  was 
established  l)y  Congress  was  to  maintain  high 
military  morale  by  providing  civilian  health  care 
as  a  "fringe"  benefit  fni-  dependents  of  service- 
men. It  was  estimated  that  40  [jer  cent  of  these 
dependents,  chiefly  because  their  husbands  or 
fathers  were  shipjied  overseas,  were  not  able  to 
recei\"e  adequate  medical  care.  The  Uniformed 
Services  have  historically  provided  free  medical 
care  to  dependents  who  could  be  treated  in  mili- 
tary hospitals.  The  Medicare  Program  was  origi- 
nated in  part  to  overcome  this  inequity-  and  to 
pay  a  majority  of  the  cost  of  ci\ilian  medical 
care  pro\-ided  eligible  dependents.  A  re\-iew  of 
the  Office  for  Dependents'  ;\Iedical  Care  Annual 
Report  reveals  that  for  the  fiscal  years  1960  and 
1961,  65.8  per  cent  and  66.7  per  cent,  respectively, 
of  the  eligible  dependents  receiving  civilian  care 
under  this  Program  were  residing  apart  from 
their  sponsor.  This  confirms  a  need  for  the 
Medicare  Program  and  the  reasons  for  establish- 
in.g  the  Program.  The  report  further  indicates 
that  this  Program  has  had  a  favorable  influence 
on  service  morale,  howex'er,  some  servicemen 
and  dependents  who  live  in  areas  removed  from 
military  medical  facilities  have  expressed  minor 
dissatisfaction  because  only  limited  outpatient 
care  and  limited  dental  care  is  provided.  Officials 
of  military  services  normally  agree  that  improv- 
ed morale  of  ser\'ice  members  and  dependents 
can  be  attributed  to  the  Medicare  Program  in 
some  degree  and  that  a  vast  majority  of  Medi- 
care recipients  and  their  sponsors  are  satisfied 
with  the  medical  care  provided.  There  is  an  in- 
dication through  sur^•eys  an  dpolls  given  by 
military  installations  to  servicemen  that  the 
Medicare  Program  has  contributed  significantly 
to  a  higher  re-enlistment  rate. 

Under  a  separate  contract,  the  Association 
reimburses  hospitals  for  care  provided  military 
dependents  eligible  to  receive  benefits.  During 
the  period  1957  through  1962,  55,996  claims  were 
paid  to  North  Carolina  hospitals  in  the  amount 
of  85,313.906. 


Revised  physicians'  claim  forms  were  intro- 
duced in  1962.  and  provided  necessary  informa- 
tion in  a  more  orderly  manner  which  we  belive 
will  aid  the  phy^sician  in  the  completion  of  the 
forms.  Necessary  information  concerning  the  use 
of  the  revised  forms  and  anv  changes  in  the  Pro- 
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gram  have  Ijecn  announced  to  all  North  Carolina 
phj'sicians  by  mailings. 

We  take  this  opportunity  to  express  our 
sincere  appreciation  and  gratitude  to  the  Medi- 
care Committee,  its  Chairman,  its  Subcommit- 
tees and  Mr.  .James  T.  Barnes,  Executive  Direc- 
tor of  the  Medical  Society  of  the  State  of  North 
Carolina,  for  the  cooperation  and  assistance  in 
the  administration  of  the  Medicare  Program. 

K.  G.  Beeston,  Director 

Professional  and  Government  Relations 


(  O^IMITTEK  OX  AIENTAL  HEALTH 

The  State  Society's  Committee  on  :\Iental 
Health  has  been  engaged  in  a  series  of  meetings 
since  August,  1962.  A  great  deal  of  effort  is  being 
placed  this  year  on  State's  implementation  of 
The  Report  of  the  .Joint  Commission  on  Mental 
Illness  and  Health,  which  was  reported  to  Con- 
gress in  1961.  The  American  Medical  Association 
has  helped  lead  the  campaign  for  improvements 
in  prevention,  treatment,  and  rehabilitation  of 
mentally  and  emotionally  disturbed  persons. 

In  late  summer,  1962  the  AMA  announced  it 
was  sponsoring  a  Congress  meeting  in  October, 
1962  and  State  Medical  Society  Committee  Chair- 
men on  Mental  Health  were  contacted  and  re- 
quested to  appoint  a  State  Steering  Committee 
composed  of  representatives  of  the  Medical  So- 
ciety, the  State  Mental  Health  Association,  and 
the  American  Psychiatric  Assication  to  help  in- 
itiate preliminary  study  of  needs  in  each  state. 
The  Chairman  appointed  fi\'e  members  from 
each  of  the  above  named  organizations  to  form 
a  State  Steering  Committee  for  North  Carolina 
and  called  the  first  meeting  in  August,  1962.  The 
purpose  of  the  first  meeting  was  to  organize 
attendance  at  the  Octoljer  Mental  Health  Con- 
gress and  to  begin  outlining  areas  of  need,  based 
on  the  Joint  Commission  Report  in  North  Caro- 
lina. Nineteen  persons  from  North  Carolina  at- 
tended the  AMA  Congress  on  Mental  Health  and 
followed  through  on  all  recommended  action 
procedures  of  AAIA.  This  report  is  a  Summary 
of  follow-up  state  action  since  Octoljer,  1962. 

1.  The  State  Steering  Committee  submitted  its 
report  to  AMA  listing  six  priority  areas  that  need 
special  attention.  These  priority  areas  were  sub- 
mitted to  the  State  Medical  Society's  Committee 
on  Mental  Health  and  were  approved  on  October 
28,  1962  and  by  the  Executive  Council  on  De- 
cember 9,  1962. 

2.  Plans  were  already  in  motion  to  hold  a  State 
Leadership  Conference  on  Mental  Health  in 
March,  1963  sponsored  by  the  State  Mental 
Health  Association,  the  N.  C.  Mental  Health 
Council,  and  the  State  Medical  Society.  Such  a 
conference  was  substituted  for  a  State-wide  Con- 
gress, as  recommended  by  AMA  as  a  follow-up  to 
the  October  Congress. 

3.  To  give  further  emphasis  to  the  six  priority 
areas  of  need,  sub-committees  were  appointed  by 


the  Chairman  of  the  State  Society's  Mental 
Health  Committee  and  the  Chairman  of  the  State 
Steering  Committee.  The  sub-committees  en- 
compassed additional  agencies  and  state-wide  or- 
ganizations concerned  with  mental  health  so  as 
to  broaden  the  scope  of  interpretation  and  com- 
munity action  for  improvements. 

4.  The  State  Committee  was  aware  of  a  pro- 
posed bill  to  be  introduced  in  the  1963  General 
Assembly  with  the  purpose  of  unifying  into 
one  State  Agency  or  authority  all  programs,  serv- 
ices, and  facilities  for  the  mentally  and  emotion- 
ally ill  patients.  A  great  deal  of  time  has  been 
spent  on  behalf  of  the  sub-committee  and  the 
State  Steering  Committee  in  preparing  recom- 
mendations as  to  the  writing  of  the  proposed 
Bill.  A  public  hearing  was  held  in  Raleigh  on 
November  29,  1962  at  which  time  the  State  Med- 
ical Society'  Legislative  Chairman  spoke  on  be- 
half of  medicine's  concerns  as  to  organization 
of  the  state  authority  and  its  functions,  both  at 
state  and  local  levels. 

At  least  three  revisions  have  lieen  written  of 
the  proposed  Bill  to  create  a  State  Mental  Health 
Authority  and  many  conferences  and  committee 
meetings  have  been  held  to  review  copy  and 
make  additional  recommendations.  The  final 
copy,  as  it  is  to  be  introduced  in  the  General 
Assembly,  does  have  some  of  the  recommenda- 
tions made  by  various  groups  representing  medi- 
cine and  the  State  Steering  Committee. 

5.  To  further  interpret  the  six  priority  areas 
of  need,  to  physicians  and  to  citizens  groups, 
three  sub-committees  were  appointed  and  each 
has  held  at  least  one  meeting  since  January, 
1963.  These  are:  (1)  continuation  education  for 
non-psychiatric  ph.ysicians,  (2)  children's  serv- 
ices, and  (3)  public  education.  Each  group  has 
made  recommendations  back  to  the  State  Steer- 
ing Committee  and  to  the  Medical  Society's  Com- 
mittee on  Mental  Health  for  study  and  action. 

6.  The  N.  C.  State  Mental  Health  Council  has 
been  designated  as  the  official  planning  body 
for  total  programming  for  mental  health  in  the 
state,  a  study  which  is  financed  taj'  federal  and 
state  funds  for  one  or  two  years.  Initial  plans 
for  preparing  official  request  for  funds  is  now 
in  the  process  of  being  formulated. 

7.  The  State  Medical  Society  has  adopted  its 
own  Statement  of  Principles  for  Mental  Health, 
patterned  after  AMA  and  has  enumerated  the  six 
priority  needs. 

8.  To  help  stimulate  physician  interest  and  pro- 
mote local  participation  in  community-based  pro- 
gramming for  improved  mental  health  services, 
county  medical  society  presidents  have  been 
asked  to  appoint  mental  health  chairmen  to 
serve  as  responsible  leaders  in  the  total  effort 
for  improved  services,  education,  and  local  ac- 
tion for  mental  health. 

9.  County  medical  society  chairmen  will  be 
encouraged  to  attend  the  State  Leadership  Con- 
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ference  on  Mental  Health  in  Raleigh,  on  March 
8,  1963  to  gain  needed  information  on  national 
and  state  level  operation  and  to  gain  suggestion 
for  community  action. 

10.  Follow-up  on  sul)-committee  recommenda- 
tions during  1963  will  be  continued  and  sup- 
ported by  the  State  Society's  Committee  on  Men- 
tal Health. 

Major  recommendations  include: 

1.  Medicine  should  recognize  and  assume  its 
responsibility  in  the  total  effort  for  providing 
improved  mental  health  services  for  North  Caro- 
lina. 

2.  All  physicians  should  have  basic  knowledge 
and  training  in  mental  health  and  such  educa- 
tion should  be  continuous  through  all  levels  of 
training.  More  emphasis  should  be  given  to 
mental  health  education  in  medical  schools  and 
the  continuing  education  of  practicing  physi- 
cians in  the  newer  concepts  of  mental  health  so 
that  the  individual  physician  will  assume  and 
maintain  his  rightful  responsibility  in  this  area 
of  medical  practice. 

3.  We  urge  an  energetic,  concerted  and 
coordinated  program  of  public  education  in  men. 
tal  health  and  that  medicine  support  and  lead  in 
this  endeavor. 

4.  We  recommend  that  better  mental  health 
for  our  children  be  considered  as  a  special  need 
in  our  state  and  that  efforts  be  made  to  streng- 
then and  improve  the  services  in  this  area. 

.5.  We  recommend  the  decentralization  of  phy- 
chiatric  care  and  favor  the  development  of  such 
services  in  general  hospitals  so  as  to  promote 
the  care  of  mentally  and  emotionally  disturbed 
patients  at  the  local  level.  Such  service  will  help 
to  insure  continuity  of  treatment  and  super- 
vision by  the  family  ph.-s'sician  and  his  services 
can  be  augmented  by  the  assistance  of  qualified 
consultation  and  facilities. 

6.  We  support  the  American  Medical  Associa- 
tion and  the  Joint  Commission  on  Mental  Illness 
and  Health  Report's  recommendation  for  a  uni- 
fied and  coordinated  mental  health  program  un- 
der qualified  medical  leadership  to  insure  con- 
tinuity of  patient  care.  We  favor  utilizing  mul- 
tiple source  funds  for  financing  programs  and 
services  and  guaranteeing  the  continuation  of 
local  automomy  in  providing  this  service. 

We  further  recommend  such  a  program  to  be 
under  the  guidance  of  a  single  mental  health 
authority  with  a  non-political  board  which  re- 
flects its  new  areas  of  responsibility  and  which 
is  representative  of  medicine  and  other  dis- 
ciplines engaged  in  or  concerned  with  mental 
health  services.  The  mental  health  authority 
should  be  designed  to  give  major  emphasis  to 
community  oriented  services. 
Sub-committee  recommendations: 

1.  Continuation  Education: 

a.  Further  development  of  relatively   short 
courses    designed    for    those    physicians 


without  specialized  psychiatric  training 
through  county  society  seminars;  spe- 
cial courses  at  the  medical  centers  and/or 
state  hospital  clinical  demonstration  con- 
ferences. Also  to  have  p.sychiatry  included 
in  the  radio  series  and  post-graduate 
courses  sponsored  by  the  Continuation 
Education  Program  of  the  medical  schools. 

b.  More  intensive  training  for  non-psychia- 
tric phj^sicians  in  the  management  of  well- 
defined  emotional  problems,  either  pri- 
mary or  accompanying  an  organic  illness. 

c.  Advanced  courses  for  the  p.sychiatric  spe- 
cialist, which  stress  improving  him  as  a 
teacher  and  strengthen  his  capacities  as 
a  consultant  to  other  physicians. 

d.  Recommendation  that  multiple  sources 
of  financing  such  training  programs  be 
encouraged  and  further  exploration  given 
to  resources  of  private  and  public  funds. 

Improved  Services  for  Children: 
Among  priority  areas  of  need  are: 

a.  better  trained  family  physicians  to  diag- 
nose, treat,  and  give  proper  care  to  the 
emotional  or  mentally  disturbed  child; 

b.  community  clinic  programs  whereby 
screening  procedures  can  be  established 
to  augment  the  services  and  counseling 
of  personal  and  family  physicians  for  all 

children   with   chronic   disorders; 

c.  sufficient   specialized    developmental    and 
evaluation   centers   for  proper  diagnostic 
and  treatment  of  serious  disorders,  partic- 
ularly for  the  mentally  retarded; 

d.  need  for  improving  all  standards  of  child 
care,  with  special  attention  given  to  ade- 
quate pre-natal,  neonatal  and  pre-school 
periods,  by  further  development  of  con- 
sultative, educational,  and  service  pro- 
grams in  all  fields  of  health,  especially 
mental  health. 

Public  Education: 

The  sub-committee  agreed  it  had  a  two-fold 
purpose,  (1)  stimulation  and  involvement 
of  local  physicians  in  public  education  pro- 
gramming and  activities  at  the  community 
level,  and  (2)  general  planning  for  overall 
expansion  of  efforts  to  promote,  stimulate, 
and  organize  specific  public  education  func- 
tions at  the  local  level  through  community 
leadership. 

a.  Recommended  cooperation  with  the  coun- 
ty medical  society  mental  health  com- 
mittees in  the  development  of  local  pro- 
grams and  activities  as  joint  efforts  with 
community    leaders    in    mental    health. 

b.  Recommended  holding  a  series  of  meet- 
ings with  the  county  mental  health  chair- 
men for  the  purpose  of  orienting  them 
into  ways  and  means  of  coordinating 
their  efforts  with  those  of  other  organi- 
zations within  the  community. 
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c.  iFollow-up  regional  Leadership  Confer- 
ences, patterned  after  the  March,  1963 
State-wide  Leadership  Conference  on  Men- 
tal Health  as  a  joint  effort  of  the  Medical 
Society  and  the  Mental  Health  Associa- 
tion. 

d.  Emphasis  given  to  community  mental 
health  programs  for  prevention,  treat- 
ment, and  rehabilitation  through  public 
education  and  by  providing  community 
based  services  and  facilities  for  the 
emotionally  and  mentally  disturbed  pa- 
tient. 

Following  the  Ninth  Annual  Conference  of 
AMA  for  State  Society  Committee  Chairmen  on 
Mental  Health;  Executive  Directors  of  State 
Medical  Societies;  and  State  Commissioners  of 
Mental  Health  held  in  Chicago  March  2-3,  1963, 
the  Committee  on  Mental  Health  pledges  its 
full  cooperation  and  support  of  coordinated  pro- 
grams for  implementation  of  its  priority  recom- 
mendations as  stated  in  this  report. 

Allvn  B.  Choate,  M.D.,  Chairman 


COMMITTEE  ON   NEGOTIATIONS 

The  Buncombe  County  Medical  Society  inform- 
ed the  Chairman  of  the  Committee  on  Negotia- 
tions that  an  insidious  practice  was  developing 
and  increasing  in  that  area.  The  practice  was  one 
in  which  certain  local  industries  and  insurance 
carriers  in  Workman's  Compensation  cases  were 
designating  relatively  small  groups  of  physicians 
to  treat  injured  employees,  regardless  of  the 
patient's  preference  for  a  physician. 

The  Committee  on  Negotiations  requested  and 
obtained  a  hearing  of  the  North  Carolina  In- 
dustrial Commission  on  October  10,  1962.  As  a 
result  of  this  meeting,  the  Industrial  Commis- 
sion agreed  to  put  into  effect  recommendations 
which  the  Committee  presented  regarding  the 
designation  of  physicians  treating  compensation 
injuries.  A  copy  of  the  recommendations  made 
by  the  Committee  on  Negotiations  to  the  Indus- 
trial Commission  is  included. 

On  December  16,  1962  the  Negotiating  Com- 
mittee met  with  Dr.  Kendall  of  the  State  Board 
of  Health,  Col.  Warren  Haney  of  Vocational  Re- 
habilitation, and  Mr.  Green  of  the  State  Blind 
Commission  with  reference  to  the  use  of  the 
Relative  Value  Study  Schedule  which  had  been 
adopted  by  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  North  Carolina  on  May  7, 
1961,  to  see  if  it  could  be  applied  to  their  uses  in 
determining  what  dollar  multiples  could  be  used 
in  determining  fees  for  the  purchase  of  medical 
care  by  the  state  agencies.  Values  which  were 
applicable  to  the  fee  schedule  as  dollar  multiples 
were  3  for  Medical  services,  2  for  Surgical  serv- 
ices, 3  for  Radiological  services,  and  3.50  for 
Laboratory  services.  Representatives  of  the 
North  Carolina  Surgical  Association,  North  Caro- 
lina Urological  Association.  The  Otolarygological 


and  Ophthalmological  Societies,  the  Orthopedic 
Society,  The  North  Carolina  Pediatric  Society, 
the  North  Carolina  Radiological  Society,  and 
the  North  Carolina  Society  of  Pathologists  were 
contacted  to  determine  their  reactions  to  the  use 
of  the  Relative  Value  Schedule  and  dollar  multi- 
ples assigned.  The  general  feeling  was  that  most 
of  the  groups  would  go  along  with  fees  for  in- 
digent or  semi-indigent  patients.  Some  of  the 
specialty  groups  felt  that  they  could  not  par- 
ticipate unless  the  dollar  multiples  could  be  in- 
creased. 

The  results  of  our  investigations  have  been 
made  known  to  Dr.  James  F.  Donnelly,  Director, 
Personal  Health  Division,  who  stated  that  the 
several  agencies  had  reviewed  all  of  the  fee 
schedules,  and  that  it  was  their  feeling  that  the 
units  represented  the  maximum  of  all  that  could 
be  hoped  for  at  this  time. 

Acceptance  of  this  fee  scale  will  be  entirely 
dependent  upon  the  action  of  the  Executive 
Council  at  its  next  meeting  on  May  4,  1963. 

T.  S.  Raiford,  M.D. 

Hubert  Poteat,  M.D. 

Wm.  F.  HoUister,  M.D.,  Chairman 
(N.B.    This    Report   referrable   to    Executive 
Council  for  action.) 

RECO:>IMENDATIONH    OF    THE    COMMITTEE 
ON  NEGOTIATIONS  OF  THE 

Medical  Society  of  the  State  of  North  Carolina 
REGARDING— DESI<;NATI0N  OF  PHYSIC- 
IANS   TREATIN(;    COMPENSATION 
IN.Il'RIES. 
A— OBJECTIONS  TO  PRESENT  POLICY 

1)  Restriction  of  free  enterprise  in  the  practice 
of  Medicine 

(by  restriction  of  free  choice  of  physician) 

2)  Results  of  treatment  less  satisfactory. 
Injured  employees  tend  to  magnify  symptoms 
and  disability  when  referred  to  a  physician 
against  their  wishes,  require  more  follow-up 
visits,  have  a  slower  recovery,  and  more  dis- 
ability. 

B— RECOMMENDATIONS 

1)  That  the  Industrial  Commission  and  any  in- 
dustrial firm  operating  under  the  Industrial 
Act,  be  furnished  a  list  of  quahfied  phj'sicians 
in  any  given  area,  by  the  local  medical  organi- 
zation, such  qualifications  to  be  based  upon 
any  acceptable  criteria  such  as: 

a)  Certification  by,  or  eligibility  for,  a  Special- 
ty Board. 

b)  Fellow  of  the   American   College   of   Sur- 
geons or  American  College  of  Physicians. 

c)  Major   privileges    in    his    specialty   in   the 
local  hospital. 

2)  That  each  industrial  firm  operating  under  the 
Industrial  Act  of  North  Carolina  be  required 
to  permit  injured  employees  free  choice  of 
any  physician  qualified  by  the  above  criteria 
(according  to  the  provisions  of  Section  97-25 
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(>(  the  Niii'th  Car(]|iiia  W^Jikinan's  CmniH'nsa- 
tion  Act). 
.3)  That  if  the  injured  cmpluyee  has  no  choice 
of  physician,  he  be  directed  to  any  physician 
on  tlie  quahfied  list  provided  no  discrimina- 
tion is  shown. 


COMMITTEE  OF  PHYSICIANS  OX  NURSING 

The  Committee  met  in  Durham  during  the 
September  Committee  Concla\'e  and  had  as  its 
guest,  Dr.  Elias  Faison,  member  of  the  A.M.A.'s 
Committee  on  Nursing,  who  discussed  the  Objec- 
tives and  Program  of  tlic  .\..M.A.'s  Committee. 

The  program  is  leased  on  3  general  assump- 
tions: (1)  that  nurses  ha\'e  a  separate  and  dis- 
tinct professional  status  and  their  contriluitions 
are  those  of  co-workers:  (2)  that  nursing  should 
expect  the  medical  profession  to  support  and 
endorse  high  standards  of  nursing  education  and 
service;  and  (.3)  that  each  of  the  various  levels 
of  academic  and  technical  accomplishment  in 
nursing  makes  its  own  unique  contribution  tn 
the  total  health  care  of  the  public. 

On  the  basis  of  these  broad  assuminions.  the 
A.M. A.  Committee  has  adoi)ted  the  fnilowing 
ol)jecti\'es; 

1.  To  expand  and  strengtlien  liaison  acti^'ities 
between  organizations  representing  the  medical 
and  nursing  professions  at  the  national,  state, 
and  local  levels. 

2.  To  study  and  report  to  the  medical  profes- 
sion on  current  practices  and  trends  in  nursing 
and  on  developments  among  nursing  axuiliai-y 
personnel. 

3.  To  stimulate,  initiate,  and,  where  feasible, 
support  research  in  areas  pertinent  to  the  nurse- 
physician    relationship    in    professional   practice. 

4.  To  offer  advisory  serx'ices  to  both  profes- 
sions on  inter-professional  matters. 

5.  To  prove  support  and  assistance  to  the 
nursing  profession  and  its  non-professional  aux- 
iliary personnel  in  their  efforts  to  maintain  high 
standards. 

6.  To  encourage  physicians  to  accept  in\-itation 
to  serve  on  nursing  school  facilities. 

The  Committee  discussed  ways  and  means  of 
implementing  the  above  A.M. A.  objectives  and 
made  the  following  recommendations  to  the 
Executive  Council: 

1.  That    the    Executi\-e    Council    approve 
A.M.A.'s  Committee  objectives  on  Nursing. 

2.  Recommend  to  the  program  chairman 
the  May.  1963  annual  State  Medical  Society  meet- 
ing to  invite  Margaret  Dolan  of  Chapel  Hill,  N.  C. 
the  current  President  of  American  Nurses  Asso- 
ciation to  speak  before  the  House  of  Delegates  on 
the  major  objectives  of  the  ANA. 

3.  Recommend  that  local  contact  and  liaison 
between  physicians  and  nurses  be  established 
to  promote  improved  understanding  and  work- 
ing relationships,  and  especially  better  interpre- 
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tation  <if  the  im])ortance  of  implementing  Ken-- 
:\lills  Acts   in   North   Carolina. 

4.  That  the  Committee  supports  and  re-affiims 
the  present  position  of  the  State  Medical  Society 
in  opposing  an  all  nurse  Board  for  Nursing  Edu- 
cation and  Registration  as  it  fa\'ors  maintaining 
the  present  statutory  Board. 

Siib-coiiniiittft'  (HI   N.  ('.  ('oiiiinission   <>ii   Nursing 
EdiKalioii   iind   l';iti<'ii(   Caic: 

During  the  past  year,  two  former  separate 
Committees  have  been  combined  into  one  Com- 
mission for  Nursing  Education  and  Patient  Care. 
The  Medical  Societ\-  has  had  a  representative 
on  each  of  the  two  foi-mer  committees  and  still 
maintains  membeiship  on  the  new  combined 
Commission.  Dr.  .lohn  L.  McCain  was  delegated 
as  the  official  repi-esentati\-e  for  the  Medical 
Society. 

The  Commission  holds  ((uarteily  meetings  and 
major  attention  has  l)een  gi\-en  this  year  to 
Nursing.  A  great  deal  of  time  and  effort  has 
been  given  to  studying  cui-i'ent  nurse  shortages, 
inadequacies  in  training  programs,  and  the  need 
for  addition  financial  suppoi't  for  scholarships 
and  recruitment  efforts. 

In  addition  to  Dr.  McCain's  attendance  to 
quarterly  meeting,  the  Committee  recommended 
that  Dr.  George  Paschal,  Commissioner  attend 
meetings  whenever  possible,  in  addition  to  staff 
members. 

It  was  reported  to  the  Committee  that  in  1002 
North  Carolina  has: 

1.5  Practical  Schools  of  Nursing 

28  Diploma  Schools  of  Nursing 
1  2-year  program    (Woman's  College,  Greens- 
boro) 
.S  Baccalaureate  Degree  programs. 

Fred  C.  Hubliard.  M.D..  Chairman 

(OM>IITTEE    ON    OCCl  FATIONAIj    HEALTH 

The  Committee  on  Occupational  Health  held  its 
only  meeting  since  the  last  report  on  November 
4,  1962  at  the  Sedgefield  Inn,  Greensboro,  N.  C. 
j\Iembers  present:  Dr.  .1.  M.  Hall,  Chairman,  Drs. 
Harry  L.  Johnson,  W.  P.  Richardson,  H.  B.  Under- 
wood, and  .Joseph  Christian.  Dr.  John  R.  Ker- 
nodle.  President  of  the  State  Medical  Society 
participated  in  a  major  part  of  the  meeting.  The 
following   subjects   were   discussed: 

1.  Sources  of  information  for  small  plants  not 
having  an  organized  occupational  health  pro- 
gram. A  subcommittee  was  appointed  to  work 
with  the  Governor's  Occupational  Health  Coun- 
cil in  an  effort  to  provide  this  service. 

2.  The  Seventh  Annual  Governor's  Conference 
on  Occupational  Health  to  be  held  in  Charlotte 
on  March  13  &•  14  was  discussed.  The  committee 
agreed  to  support  this  meeting  in  every  possible 
way  by  urging  all  physicians  to  attend  by  notifi- 
cation via:  (1)  Public  Relations  Bulletin,  (2) 
Letters  to  selected  groups.  In  addition,  on  the 
suggestion  of  Dr.  Kernodle.  the  State  Organiza- 


ticin  of  Personnel  Directors  was  to  he  contacted 
to  promote  attendance  by  management. 

3.  The  desirability  of  a  separate  section  on  oc- 
cupational health  at  the  annual  state  meeting  in 
1964  is  to  be  discussed  with  the  representative 
of  the  Industrial  Medical  Association. 

4.  Cooperation  of  the  committee  with  the  Com- 
mittee on  Rural  Health  in  the  prevention  of  the 
multiple  hazards  of  agriculture  was  directed. 

5.  Preventive  Health  Program  for  State  Em- 
ployees was  discussed  and  the  committee  ap- 
pointed representatives  to  work  with  the  Gov- 
ernor's Council  and  the  appropriate  state  officials 
in  initiating  work  on  this  program. 

A  meeting  of  the  committee  at  the  Governor's 
Conference  on  March  1.3  &  14  was  planned. 

J.  M.  Hall,  M.D.,  Chairman 


COMMITTEE  OX  POLIOMYELITIS 

Meeting  of  the  Poliomyelitis  Vaccine  Commit- 
tee of  the  Medical  Society  of  the  State  of  North 
Carolina. 

Jack  Tar  Hotel,  Durham,  N.  C,  January  24, 
1963. 

Present  were:  Dr.  Charles  R.  Bugg,  Dr.  Henry 
Cramblett,  Dr.  Floyd  W.  Denny,  Jr.,  Dr.  Richard 
Kelly,  Dr.  Jacob  Koomen,  Dr.  Arthur  London,  Dr. 
J.  W.  Roy  Norton,  Dr.  Samuel  Ravenel  of  the 
Committee  and  Dr.  John  S.  Rhodes  of  the  Execu- 
tive Council  and  Mr.  William  N.  Hilliard,  Assis- 
tant Executive  Director  of  the  State  Medical 
Society. 

The  Surgeon  General's  statement  of  December 
21,  1962  releasing  Type  III  oral  vaccine  for  gen- 
eral use  was  discussed. 

The  January  18,  1963  directive  from  the  Com- 
mittee on  Infectious  Diseases  of  the  American 
Academy  of  Pediatrics  was  discussed. 

Dr.  Cramblett  and  Dr.  Denny,  the  two  virolo- 
gists on  the  committee,  discussed  the  significance 
of  the  cases  of  paralytic  poliomyelitis-like  dis- 
eases which  had  followed  oral  vaccination  in 
various  parts  of  the  country  this  past  year.  Dr. 
Denny  discussed  the  1962  experience  in  Nebraska 
reported  by  the  Public  Health  Service  virologists, 
in  which  9  cases  of  paralytic  poliomyelitis  ap- 
peared within  four  to  thirty  days  following  oral 
vaccination  with  Type  III  in  eight  instances  and 
Type  I  in  one  instance. 

Members  of  the  committee  were  polled  in- 
dividually and  gave  their  opinions  as  to  what  our 
committee  should  recommend  to  the  Executive 
Council  of  the  State  Medical  Society.  After  very 
free  discussion  the  following  resolution  was 
passed  unanimously  to  be  transmitted  to  the  Ex- 
ecutive Council  of  the  Society.  Dr.  Rhodes  con- 
curred with  these  recommendations. 

"Through  the  use  of  Salk  vaccine  paralytic 
poliomyelitis  is  now  well  controlled  in  North 
Carolina  (only  9  cases  having  occurred  in  1962). 

"There  has  been  wide-spread  confusion  and 
uncertainty    as    a    result    of    divergent    recom- 


mendations Concerning  the  use  of  oral  poliom\'0- 
litis  vaccine. 

"Therefore,  this  committee  recommends  to  the 
Executive  Council  of  the  State  Medical  Society 
that  mass  state-wide  immunization  with  oral 
poliomyelitis  vaccine  not  be  promoted  this  spring 
and  summer. 

"The  decision  regarding  the  immediate  use  of 
oral  vaccine  is  left  to  the  individual  physician  in 
caring  for  his  patients. 

"In  case  of  a  type  specific  epidemic  in  a  local- 
ized area,  use  of  the  appropriate  oral  vaccine 
may  be  desirable. 

"As  further  experience  is  obtained  and  evaluat- 
ed appropriate  recommendations  as  to  mass  use 
of  oral  poliomyelitis  vaccine  will  be  made  lij' 
this  committee." 

Blanket  approval  of  the  committee's  action 
was  given  over  the  telephone  by  the  absent  com- 
mittee members;  namely,  Drs.  Donald  Koonce, 
William  A.  Sams  and  Earle  Spaugh. 

S.  F.  Ravenel,  M.D., 
Chairman 
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COMMITTEE   OX   Pl'BLIC   RELATIOXS 

Meetings  Attended: 

1.  A.M. A.  Conference  on  Aging,  Charlotte, 
April  1962 

2.  Washington  A.M. A.  office  (re  legislation) 
April.  May.  July  '62  and  Jan.  1963 

3.  A.M. A.    Institute,    Chicago,    Aug.    30    & 
1962 

4.  U.    S.   Chamljer   of   Commerce   Alrcade 
Citizenship  Action,  Baltimore,  2-63. 

Speeches  Made: 

Groii  p — Da  t  e — Sii  b.i  i-ct 

Lexington    Rotary    Club — 4-62 — medical 
latlon 

Kannapolls  Rotary  Club — .5-62 — medical  legis- 
lation 

Charlotte  Rotary  Club  (included  television 
coverage) — 8-62 — medical    legislation 

Newell  Men's  Clulj — 9-62 — medical   legislation 

Charlotte  Jewish  Women — 12-62 — medical  leg- 
islation 

Mecklenburg  delegation  to  General  Assemlily 
— 1-6:3 — medical  legislation 

Charlotte  P-R  Society— 8-62— medical  public 
relations 

Randolph  County  Medical  Society— 11-62— 
medical  public  relations 

Committee  Functions: 

1.  Full  meetings  held  on  May  6,  September  16, 
1962,  and  Jan.  25,  1963 

2.  New  Project:  Personal  visits  by  members 
of  the  public  relations  committee  to  indi- 
vidual county  societies  initiated  in  October 
1962.  Purpo.se:  (a)  to  improve  rapport  be- 
tween county  units  and  state  society  by 
providing  personal  consultation  and  assis- 
tance, and  (b)  to  encourage  better  at- 
tendance at  annual  officers  and  committee- 
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men's  conferonce,  ('oinnicnl:  l'rol)al)ly  the 
best  new  endeavor  attempted:  four  mem- 
ber's of  the  committee,  including  the  cliair- 
man,  participated  acti\'ely.  County  groups 
appreciate  it;  we  should  do  more  of  it. 

3.  New  rules  for  Press  Awards:  Adopted  at 
January  25  meeting  and  subsequently  an- 
nounced to  the  press;  award  to  be  presented 
during  Annual  Session  in  May  1963. 

4.  Sponsored  attendance  of  one  student  to  the 
Clemson  College  ( J. E. S.S.I.)  summer  insti- 
tute (June  1962)  for  stimulating  interest  in 
science  among  promising  high  school  stu- 
dents. 

5.  Usual  routine  activities  such  as  exhibit  at 
N.  C.  State  Fair,  publication  of  P-R  Bulle- 
tin, reference  list  of  medical  spokesmen, 
and  many  services  to  individual  physicians 
and  county  societies,  and  working  with 
press,  radio  and  tele\-ision.  Assisted  in 
utilizing  fully  the  time  of  A.M. A.  Presi- 
dent elect,  Dr.  Edward  Annis  on  his  visits 
to  North  Carolina. 

6.  First  "Evening  For  The  Press''  dinner 
planned  for  March  11 — for  1.5  daily  news- 
papers in  Charlotte  area. 

D.  Annual  Conference  for  County  Medical  So- 
ciety Officers  and  Committeemen,  Pinehurst. 
January  26,  1963 

1.  Theme:  ''The  Public  Be  .  .  .  Served" 

2.  Speakers:  The  Reverend  Granger  E.  West- 
berg,  D.  D.  "Medicine  and  Religion":  Shei)- 
ard  G.  Aronson,  M.D.  and  Mrs.  Muriel  Fox 
Aronson,  "The  Physician's  Public  Rela- 
tions"; The  Honorable  Alton  Lennon, 
"Medical  Legislation":  Edward  T.  Edwards, 
M.D.,  "Operation  of  a  Small  Society";  John 
B.  "Walker,  Jr.,  M.D.,  "Paging  Via  Pocket 
Radio";  John  R.  Kernodle,  M.D.,  "Message 
from  the  President." 

3.  Attendance:  Best  yet — over  150 — partly  be- 
cause member's  of  women's  auxiliary  and 
medical  assistants  groups  were  invited  and 
came. 

4.  Detailed  account:  see  Editorial  in  February 
1963  issue  of  N.  C.  Medical  .lournal  (page 
SI  and  82). 

David  Goe  Welton,  M.D.,  Chairman 

COMMITTEE  OX  RURAL  HEALTH 

The  Committee  met  in  Durham  in  Septem- 
ber, 1962  and  has  scheduled  a  second  meeting  in 
Raleigh  on  March  10,  1963  to  meet  jointh'  with 
the  Advisory  Committee. 

The  major  project  for  the  year  has  been  the 
promotion  of  county  tetanus  toxoid  immuniza- 
tion programs.  The  project  was  approved  by 
the  Executive  Council  in  October,  1961  and  in- 
itiated in  1962  with  some  30  county  component 
societies  cooperating  during  the  year.  In  Sep- 
tember, 1962,  the  Committee  recommended  the 
continuation  of  the  special  project  for  1963  on  a 


demonstration  basis.  The  response  to  the  cam- 
paign was  limited  Iiut  upon  ciuestioning  the 
county  committees,  it  was  learned  that  the  proj- 
ect was  well  worth  the  time,  money,  and  effort — 
public  relation-wise  and  that  the  county  societies 
would  consider  a  repeat  performance  in  the  near 
future.  Emphasis  on  tetanus  was  interrupted 
in  mid-year  because  of  tentative  plans  for  an  oral 
polio  vaccine  campaign  but  these  plans  did  not 
materialize  therefore  many  counties  hesitated  in 
1962  but  will  probably  go  ahead  with  the  project 
in  1963. 

The  Committee  continues  to  express  its  con- 
cern over  the  lack  of  interest  being  shown  in 
general  practice  or  our  medical  schools  graduates 
and  pledged  its  full  cooperation  and  support  of 
the  N.  C.  Academy  of  General  Practice  Commit- 
tee on  Preceptorship  and  Prcjject  More  for  the 
coming  year.  The  members  offered  to  meet  with 
SAMA  groups  upon  re(|uest  to  stimulate  interest 
in  family  practice. 

Continued  Projects: 
1.  Conferences: 

Cooperation  was  gix-en  the  Committee  on 
Chronic  Illness  in  promoting  attendance  and  in- 
terest in  the  four  Area  Conferences  on  Aging 
held  in  Greenville,  Asheville,  (1962)  and  High 
Point  and  Lumberton  (1963).  A  county  confer- 
ence on  Mental  Health  was  held  in  Wayne  Coun- 
tj'  in  February,  1963  and  the  Rural  Health  Com- 
mittee assisted  with  the  planning  and  program- 
ming along  with  the  local  mental  health  associa- 
tion and  county  medical  society. 
County  evaluation   of  health  needs: 

A  very  special  prcjject  is  being  developed  in 
Duplin  County  as  a  result  of  one  committee 
members  interest  and  efforts.  Key  leaders  in 
Duplin  County  were  invited  to  an  orientation 
meeting  in  late  No\ember,  1962  at  which  time 
the  president  of  the  county  medical  society  made 
an  offer  for  tlie  local  ph.ysicians  to  Vv'ork  closelj' 
with  interested  citizens  and  organizations  in 
making  a  study  of  major  health  needs  and  to 
give  leadership  in  the  formation  of  a  county 
planning  or  steering  committee  for  such  a  pro- 
gram. The  response  to  the  first  meeting  was 
far  greater  than  expected  and  it  was  agreed 
to  go  forward  with  the  organization  of  a  county- 
wide  steering  committee.  Subseciuent  meetings 
have  been  held  with  temporary  officers  selected. 
There  is  no  ciuestion  but  that  this  group  will 
accomplish  the  goals  and  objectives  set  for 
the  year  ahead.  Given  the  opportunity,  citizen 
groups  welcome  the  cooperation  and  leadership 
of  physicians  and  together  many  projects  can 
be  undertaken  and  completed,  whereas,  alone, 
they  would  fail.  The  Committee  on  Rural  Health 
is  in  full  support  and  accord  with  this  type  of 
"community  planning  and  action"  for  better 
health. 
Cooperation  with  farm  organizations: 

Iri   1962   the   Committee   continued  to   sponsor 
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the  4-H  Health  Winner  to  National  Club  Con- 
gress and  the  subscriptions  to  Today's  Health 
magazine  for  the  county  health  winners.  This 
sponsorship  has  iDeen  active  for  seven  years  and 
there  is  question  as  to  the  advisability  of  con- 
tinuing the  same  project  for  too  long  a  time,  but 
to  consider  a  diferent  type  of  programming  to 
reach  more  j'oung  people  in  the  interest  of  im- 
proved health  education  and  health  practices. 

Contact  has  been  maintained  with  state  leaders 
of  the  Farm  Bureau,  Grange,  Home  Demonstra- 
tion clubs,,  4-H  clubs,  Community ,  Development 
clubs,  Ruritan,  and  other  rural  groups  for  pro- 
gram planning.  The  Grange  State  Lecturer  em- 
phasized Tetanus  Toxoid  immunization  for  Jan- 
uary, 1963  as  the  major  monthly  educational 
topic.  These  state  organizations  have  re-affirmed 
their  support  of  pertinent  legislative  programs 
in  accord  with  the  State  Medical  Society's  point 
of  view  and  efforts. 
N.  C.  Rural  Safety  Coiiiicil: 

Close  liaison  has  been  maintained  with  the 
N.  C.  Rural  Safety  Council  and  it  is  recom- 
mended that  this  joint  effort  be  continued.  The 
third  annual  safety  conference  is  scheduled  to 
be  held  in  Raleigh  on  April  20,  1963.  Assistance 
has  been  given  with  the  programming  and  pvo- 
motion  of  the  conference  program. 

Representation  of  the  Rural  Health  Committee 
and  the  Rural  Safety  Council  has  been  granted 
for  the  April  4-6,  1963  National  Conference  on 
Rural  Safety  scheduled  to  be  held  in  Chicago. 
The  conference  is  jointly  sponsored  by  the  AMA 
Council  on  Rural  Health  and  the  National  Safety 
Council. 

North  Carolina  holds  Chairmanship  of  A;MA 
Council  on  Rural  Health: 

The  Committee  points  with  pride  to  the  honor 
recently  bestowed  on  W.  Wj'an  Washburn,  M.D. 
of  Boiling  Springs,  N.  C,  as  the  Chairman  of 
the  AMA's  Council  on  Rural  Health.  Two  mem- 
Ijers  of  the  National  Advisoi'y  Committee  are 
from  North  Carolina,  namely,  Mr.  Robert  W. 
Schnoffner,  Agriculture  Extension  Director  and 
Dr.  Martin  P.  Hines,  DVM,  State  Board  of 
Health.  The  Committee  pledges  its  full  support 
and  cooperation  to  Dr.  Washburn  and  the  Coun- 
cil on  Rural  Health  to  further  activate,  stimulate, 
and  promote  phj'sician  participation  in  efforts 
to  bring  information  or  organized  groups  for 
better  health  practices  and  utilization  of  avail- 
able services  and  facilities. 

Philip  E.  Dewees,  M.D.,  Chairman 

COMMITTEE  ON  SCHOOL  HEALTH 

The  Committee  held  two  meetings  during  the 
year  in  Durham.  September  1962  and  in  Raleigh, 
March,  1963.  Major  activities  of  the  Committee 
have  been  centered  on  the  following: 

1.  Pre-school  immunizations  and  examinations. 

2.  Improving  physical  education  teaching  and 
activitj'  for  all  grades. 


3.  Injury  survey  for  1962  foot-ball  season  in 
selected  schools. 

4.  Stimulation  of  local  physician  participation 
in  school  examination  of  athletes  and  at- 
tendance to  local  games  to  further  assure 
medical  supervision  of  school  sports. 

5.  Special  consideration  of  expenditures  of 
School  Health  Funds  for  correction  of  reme- 
dial defects,  especially  dental  defects. 

The   Committee  makes   the   following   Recom- 
mendations for  continuation  of  emphasis: 

1.  Completion  of  pre-school  immunizations  and 
examinations. 

2.  Strengthening  total  school  health  education 
curriculum  throughout  all  grades. 

3.  School  personnel  encouraged  to  contact  local 
county  medical  society  for  the  appointment 
or  selection  of  a  school  physician  for  exami- 
nation of  athletes  and  attendance  at  all 
competitive  sports. 

4.  Encourage  payment  to  physicians  for  school 
athletic  examinations.  Any  agreement  made 
should  be  between  the  local  physicians  and 
the  local  school  personnel. 

5.  One  phj'sical  examination  per  year  be  ac- 
cepted for  multiple  requirements,  such  as 
sports,  camp,  boy-scouts,  unless  otherwise 
recommended  l3\-  family  physician  when  the 
student  has  experienced  a  serious  illness 
or  accident. 

6.  For  routine  physical  and  dental  examina- 
tions, recommendation  for  at  least  two  ex- 
aminations during  school-age  years,  first  and 
seventh  grades  or  first  and  ninth  grades,  de- 
pending upon  the  division  of  the  grades  into 
junior  and  senior  high. 

7.  Strong  support  of  the  recommendation 
passed  by  the  Executive  Council  in  January, 
1963  for  all  public  schools  to  have  a  well- 
defined  physical  education  program  for  boys 
and  girls  for  all  twelve  grades.  Additional 
community  support  to  be  requested  during 
the  year. 

8.  Continuation  of  emphasis  to  early  detection, 
prevention,  and  correction  of  remedial  de- 
fects among  school-age  children. 

9.  Reciuest  made  to  family  physicians  to  give 
full  support  to  local  efforts  for  the  promo- 
tion of  fluoridation  programs  for  the  pre- 
vention of  dental  caries. 

10.  Expand  injury  survej'  for  1963  foot-ball  sea- 
son to  some  200  schools. 

11.  Support  sub-committee  on  Medical  Aspects 
of  Sports  activities  planned  for  the  annual 
Coaches'  Clinic  in  August,  1963. 

12.  Continue  to  work  closely  with  the  Dental  So- 
ciety's Committee  on  School  Health  and 
other  agencies  and  organizations  interested 
and  concerned  with  school  health  education, 
services,  and  programming. 

It  is  also  requested  that  the  State  Societj'  Com- 
mittee on  School  Health  have  representation  at 
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the  October  10-12,  1963  AMA  Conference  for  Phy- 
sicians and  Schools  scheduled  to  be  held  in  Chi- 
cago. 

Major  projects  for  continuation  are: 

1.  Expanded  efforts  to  study  athletic  injuries 

2.  Continue  interest  in  establishing  improved 
procedure  for  exaluating  eligibility  for  pay- 
ment of  corrections  of  remedial  defects 
through  and  by  School  Health  Funds. 

3.  Continue  educational  emphasis  on  the  pre- 
vention of  dental  defects  and  other  remedial 
defects  of  school-age  children. 

4.  Gain  support  of  citizens  groups  for  the  im- 
provement of  physical  education  programs 
in  all  public  schools. 

5.  Encourage  local  physical  participation  in 
school  athletic  programs  and  encourage  pay- 
ment of  physicians  for  school  examinations. 

The  Committee  has  l^een  quite  acti\e  during 
the  year  and  feels  that  jjrogress  has  been  made 
in  some  important  areas  concerning  the  protec- 
tion of  school  children  and  in  stimulating  im- 
proved programming  for  total  school  health  edu- 
cation and  physical  fitness. 

Jean  D.  Craven,  M.l).,  Chairman 


C'OMMITTKK  ADVISOKV  TO  STl  l>K\T  A.M.A. 
CHAPTEKS  IX  XOKTH  CAKOLliNA 

1.  North  Carolina  State  Society  Section  on  Stu- 
dent A.M. A.  Chapters. 

On  AIa\-  7.  1962  Michael  L.  Barringer  acted  as 
Chairman  of  the  Student  A.M. A.  meeting  and 
dinner  in  Raleigh.  Because  Raleigh  was  more 
accessable  than  Asheville,  there  was  a  much 
larger  number  of  students  in  attendance  than 
had  been  present  in  Asheville  the  year  before. 
The  meeting  was  further  graced  b\-  outstanding 
state  officials,  state  medical  society  officials.  Dr. 
Jesse  Meredith  of  Bowman  Gi'ay  spoke  on  "A" 
Look  At  Moscow  Medicine."  Following  this  there 
were  three  excellent  scientific  papers  presented 
by  doctors-to-lDe  Donald  Kroe  of  Duke  Universitj', 
Joseph  Mammon  of  Bowman  Gray  School  of 
Medicine,  and  Frederick  Bernie  of  the  Univer- 
sity of  North  Carolina.  Dr.  Kroe's  paper  on  ''In- 
vivo  Studies  on  the  Influence  of  Amino  Acids  on 
Iron  Absorption"  won  the  outstanding  paper 
award  for  the  year  1962. 

2.  Committee  Meeting  September  13.  1962. 
Unfortunately    the    presidents    of    the    SAMA 

groups  at  the  three  medical  schools  were  absent 
from  this  meeting,  there  having  been  a  failure  of 
communication  to  them  that  they  were  to  serve 
as  exofficio  members,  and  it  was  immediately 
made  a  matter  of  record  and  the  SAMA  chapters 
subsequently  notified  that  their  presidents  were 
exofficio  members  of  this  committee. 

Budget  requests  were  pointed  out  to  ha\'e  been 
the  same  as  for  the  previous  year  and  the  com- 
mittee agreed  to  the  writing  of  each  medical 
school  dean  and  student  president  of  SAMA  to 
aid  in  the  support  of  the  medical   society.   The 


annual  tlinner  of  SAAL\  of  the  N.  C.  Medical 
Society  was  set  for  May,  and  the  Chairman 
agreed  to  work  with  the  students  in  arranging 
for  the  organization  as  they  would  see  fit. 

Two  voids  in  education  were  discussed,  one 
being  that  occupied  by  interns  and  residents  in 
relationship  to  organized  medicine,  and  the  sec- 
ond, that  of  indoctrination  between  residency 
and  practice.  There  was  some  discussion  of  so- 
ciety membership  at  reduced  rates  foi'  interns 
and  residents.  The  committee  suggested  this 
matter  be  discussed  by  the  Executi\-e  Council. 
The  second  item  which  was  of  importance  con- 
cerned the  suggestion  to  the  Executive  Council 
of  the  State  Medical  Society  that  the.y  might 
adopt  a  compulsory  indoctrination  course  at  state 
headquarters  as  a  condition  for  membership  in 
the  sociel.v.  The  committee  fa\"ored  considera- 
tion of  this  idea  as  it  concerned  new  doctors 
coming  into  the  state  because  of  the  potential 
educational  value  such  a  course  wouki  ha\e  in 
relation  to  social  or  political  aims,  information 
about  state  laws  go\orning  government  med- 
icine, liability-  insmani'c.  woi'kman's  compensa- 
tion, norcotics.  Blue  Shield,  ethics,  professional 
and  business  relationships,  etc. 

3.  Subseciuent  woi'k  during  the  year  has  con- 
sisted primarily-  of  monthly  and  sometimes  bi- 
monthly and  Irimonthly  meetings  between  the 
Chairman  of  the  committee  and  the  President 
of  the  Duke  SAMA  Chapter.  Through  this  liason 
>our  chairman  has  tried  to  maintain  a  certain 
interest  between  this  SAMA  Achisory  Group 
and  the  students  themselves.  Further  activity  is 
specifically  concerned  with  trying  to  arrange  for 
the  largest  number  of  students  to  attend  the  May 
meeting  in  Asheville. 

In  general  the  strength  of  the  SAMA  move- 
ment in  the  State  Medical  Society  seems  to  be 
growing.  The  type  of  growth  is  said  by  the  stu- 
dents themseh'es  to  varj'  according  to  the  in- 
terest of  the  leaders  involved  and  from  school 
to  school.  The  major  items  of  interest  seem  to 
be  to  provide  continuing  communication  on  a 
more  frequent  basis  than  has  been  possible  in 
the  past. 
ADDENDUM  TO  THE  YEARLY  REPORT: 

Mr.  Henry  Stoever,  Duke  Medical  Senior,  has 
reported  to  me  that  he  has  arranged  for  Dr. 
Ed  Beddingfield  to  be  the  guest  speaker  for  the 
SAMA  meeting  in  Asheville. 

\Vm.  P.  J.  Peete,  M.D..  Chairman 


COmiTTEE  OX   VETERAXS  AFFAIRS 

This  committee  during  1962-1963  met  once  at 
Pinehurst.  N.  C,  September  15,  1962,  Since  the 
Veterans  Administration  terminated  its  contract 
on  June  30,  1961  with  the  North  Carolina  Medical 
Society,  we  have  had  no  official  contact  with  the 
Veterans  Administration. 

At  our  onl3-  meeting,  we  had,  John  W.  Foster, 
M.D.,   Director   of   the   Outpatient   Clinic   at   the 


V.  A.  Regional  Office  in  Winston-Salem,  as  our 
guest. 

The  Home  Town  Care  Program  for  service 
connected  veterans  continues  without  the  of- 
ficial blessing  of  our  society.  Requests  to  treat 
patients  and  authorizations  haev  been  handled 
directly  through  Dr.  Foster's  office,  and  ap- 
parently without  any  comijlaints  from  patient  or 
phj'sicians. 

At  this  meeting  it  was  agreed  that  there  is  no 
definite  purpose  for  this  specific  committee,  and 
recommended  that  this  committee  be  dissolved 
or  its  functions  be  aljsorbed  by  some  other  com- 
mittee of  the  State  Medical  Society. 

S.    L.    Elfmon,    M.D., 
Chairman 
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Insurance  Industry  Liaison  Committee  has 
been  very  active  during  the  1962-03  administra- 
tive year.  During  this  year,  the  Committee  was 
enlarged  and  specific  care  taken  to  secure  repre- 
sentation in  practically  all  of  the  fields  of  Medi- 
cine on  the  Committee.  Quarterly  joint  meet- 
ings have  been  held  with  the  corresponding  State 
Committee  of  the  Health  Insurance  Council  and 
ciuite  a  few  sub-committee  meetings  from  within 
our  own  Committee  have  been  held. 

1 — Representation  was  made  to  the  House  of 
Delegates  at  its  Raleigh  meeting  with  reference 
to  the  expressed  desire  of  the  companies  to  par- 
ticipate in  the  "Over  Age  65"  service  program. 
This  permission  was  granted  by  the  Society.  To 
date,  continuing  investigation  and  work  are  be- 
ing carried  on  in  an  attempt  to  get  this  project 
off  the  ground.  Certain  legal  entanglements  have 
been  encountered  and  permissive  legislation  ap- 
pears to  be  needed  in  this  State  in  this  area  in 
order  that  companies  may  combine  in  their  ef- 
fort. 

2 — Innumerable  letters  relative  to  health  in- 
surance matters  as  the}'  relate  to  physicians 
have  been  answered. 

3 — A  committee  policy  of  declining  to  en- 
dorse in  any  fashion  any  individual  insurance 
originally  has  been  firmdy  established  and  it  has 
been  recommended  to  the  State  Society  that  they 
carefulh'  avoid  even  b.y  implication  an  endorse- 
ment of  any  individual  company. 

4 — Representation  in  an  area  in\-olving  the  re- 
lease of  physician  and  hospital  records  in  con- 
nection with  claims  was  strongly  made  to  certain 
involved  parties. 

5 — Activities  have  been  continued  in  an  effort 
to  further  simplify  the  simplified  claim  forms 
legally  permissiljle  in  the  State.  The  COMB  1  (a 
claim  form)  is  currently  being  revised  at  national 
level,  and  we  hope  to  get  this  appro\'ed  as  a  base 
form  in  this  State. 

6 — The  waiting  room  pamphlet,   "'Your  Guide 


to  A^oluntary  Health  Insurance,''  was  revised 
and  brought  up-to-date  dtning  the  year. 

7 — The  third  article  on  health  insurance  sub- 
jects was  published  in  the  State  Medical  Journal, 
and  the  National  Health  Insurance  Council  has 
officially  asked  for  jiermission  to  publish  these 
articles  in  booklet  form. 

8 — The  case  presentation  program,  begun  two 
years  ago  with  reference  to  ciuestional^le  areas 
of  disagreement  Ijetween  physicians  and  insuring 
organizations,  was  continued  during  this  year 
and  a  number  of  case  re\'iews  done  on  an  anony- 
mous basis.  With  the  exception  of  those  cases 
still  under  review,  we  have  been  advised  that  all 
items  in  question  have  been  settled  based  upon 
the  opinion  of  the  Committee. 

9 — Appro^-al  from  the  Executive  Council  for 
the  acceptance  of  a  grant  for  educational  pur- 
poses from  insurance  sources  for  this  Committee 
was  secured.  This  will  permit  the  dissemination 
of  the  quarterly  reports  for  which  budgeted 
funds  have  not  been  available. 

10 — A  new  waiting  room  leaflet  relative  to  the 
current  availability  of  health  insurance  for  "Over 
Age  65"  has  been  prepared  and  will  be  distri- 
buted to  the  Societ.y  membership  shortly. 

11 — After  four  years  of  research  and  trial,  the 
North  Carolina  Insurance  Claim  Review  (short 
title,  C.R.S.)  has  been  established.  Many  hours  of 
revision  and  study,  legal  consultation  and  "nit 
picking"  over  words  have  gone  into  this  final 
format.  A  full  and  detailed  outline  of  this  service, 
its  purposes,  and  the  reasons  for  its  need,  will 
be  distributed  to  the  membership  at  a  verj^ 
early  date. 

12 — Regional  and  national  level  conferences 
and  congresses  on  "pre-paid"  voluntarj'  health 
insurance  have  been  attended  by  the  Chairman 
and,  at  times,  by  some  of  the  Committee. 

13 — Cooperative  efforts  with  other  committees 
of  the  State  Society  have  been  engaged  in. 

14 — Some  favorable  attention  by  the  State 
press  with  reference   to   our  efforts  was  noted. 

The  Chairman  desires  to  thank  those  members 
of  the  Committee  who  have  worked  on  the  varied 
projects  of  the  group  and  who  have  given  up 
many  weekends  in  an  attempt  to  be  of  value  to 
the  public  and  to  their  fellow  physicians  in  this 
area.  Further,  we  wish  to  express  our  thanks  to 
the  officers  of  the  Society  for  their  attendance 
at  intervals  during  our  deliberations.  Mr.  William 
Hilliard,  Executive  Assistant  for  Public  Rela- 
tions, to  whom  this  Committee  was  assigned 
bjr  Mr.  Barnes,  has  worked  diligentlj'  and  well 
with  us.  Further,  it  is  our  desire  to  again  com- 
ment regarding  the  excellent  attitude  exhibited 
at  all  times  'oy  the  State  Committee  of  the  Health 
Insurance  Council  with  whom  we  meet  at  least 
once  each  ciuarter. 

Frank  W.  .Jones,  M.D.,  Chairman 
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REPORT  OP  I'OMMITTEE  IJAISON   TO 
STUDY   INTEGRATION    OF    NEGRO 
PHVSICIANS    INTO    THE    MED- 
ICAL    SOCIETY     OF     THE 
STATE  OF  NORTH  CAROLINA 

The  Committee  Liaison  to  Study  Integration 
of  Negro  Physicians  into  the  Medical  Society  of 
the  State  of  North  Carolina,  held  its  first  meet- 
ing of  the  current  Society  year  at  the  Jack  Tar 
Hotel  in  Durham,  North  Carolina  on  the  evening 
of  September  14th,  1962.  Every  member  of  the 
Committee,  with  one  exception,  was  present.  The 
meeting  was  called  for  the  purpose  of  reviewing 
the  actions  of  the  Committee  since  its  reactiva- 
tion two  years  ago  and  a  general  discussion  by 
the  members  followed.  Dr.  Paul  Whitaker,  who 
had  served  as  chairman  the  previous  year,  re- 
viewed the  two  meetings  we  had  with  the  repre- 
sentatives from  the  Old  North  State  Medical 
Society.  At  the  last  of  these  meetings  the  mem- 
bers of  the  Old  State  Medical  Society  had  asked 
for  an  oi)portunity  to  present  their  case  before 
the  Executive  Council  of  the  Medical  Society'  of 
the  State  of  North  Carolina.  This  request  was 
made  after  our  Committee  had  told  these  men 
that  the  Committee  had  done  all  it  could  do  for 
them  and  was  not  prepared  to  make  any  further 
recommendations  in  their  favor  until  the  mem- 
bers of  the  Old  North  State  Medical  Society  had 
shown  more  interest  in  accepting  the  scientific 
membership  with  the  right  to  vote  and  hold 
office  which  had  pre\-iously  been  granted  them. 
General  discussion  of  the  reciuest  for  the  Old 
North  State  Liaison  Committee  to  present  their 
case  before  the  Executive  Council  was  held. 
There  was  unanimous  agreement  that  the  Com- 
mittee to  Study  Integration  of  Negro  Physicians 
into  the  Medical  Society  of  the  State  of  North 
Carolina  present  this  request  to  the  Executive 
Council  with  the  recommendation  from  our  Com- 
mittee that  the  Executive  Council  grant  a  hear- 
ing to  the  Liaison  Committee  of  the  Old  North 
State  Medical  Society  to  discuss  the  question  of 
membership  as  requested  by  them  as  representa- 
tives of  the  Old  North  State  Medical  Society.  A 
motion  to  that  effect  was  passed  unanimously. 

Acting  on  the  above  recommendation  the  Ex- 
ecutive Council  called  a  special  meeting  for 
December  9th,  1962  which  was  held  at  the  Sir 
Walter  Hotel  in  Raleigh,  North  Carolina.  Full 
membership  of  the  Executive  Council  and  sever- 
al members  of  the  Committee  Liaison  to  Study 
Integration  were  present.  The  representatives 
from  the  Old  North  State  Medical  Society  were 
accorded  a  sympathetic  and  polite  hearing  and 
were  given  every  opportunity  to  present  their 
case.  They  stated  their  reasons  for  not  accepting 
the  scientific  membership  that  had  been  granted 
them  and  explained  their  reasons  for  requesting 
what  they  chose  to  call  full  membership  in  the 
Medical  Society  of  the  State  of  North  Carolina. 
After   a   full   discussion   of  the   problem   by   the 


members  of  the  Executive  Council  and  the  negro 
doctors,  the  visitors  retired  from  the  meeting 
and  the  Executive  Council,  after  further  discus- 
sion, decided  to  invite  representatives  from  each 
of  the  seventy-eight  county  societies  to  meet 
in  Pinehurst  on  January  26,  1963.  This  group 
from  the  county  societies  became  known  as  the 
the  Committee  of  78. 

The  Committee  of  78  met  in  Pinehurst  on  that 
date.  Your  chairman  was  unable  to  be  present 
because  of  illness  and  Dr.  Paul  Whitaker,  vice- 
chairman,  directed  the  meeting  and  made  a  com- 
prehensive report  bringing  the  group  up  to  date 
on  what  had  transpired  since  1955  when  negro 
physicians  were  granted  scientific  membership 
in  the  Medical  Society  of  the  State  of  North 
Carolina.  Many  of  the  members  of  the  Commit- 
tee present  and  several  executive  officers  of  the 
Society  discussed  this  problem  and  as  I  under- 
stand it  no  \<)te  or  decision  was  taken  and  the 
matter  of  what  to  do  about  the  request  of  the 
negro  physicians  for  "full  memliership"  in  the 
Medical  Society  (jf  the  State  of  North  Carolina 
was  left  in  the  hands  of  the  executive  officers 
and  the  Executive  Council. 

It  is  the  feeling  of  ynur  chaii'uiiin  and  Nice- 
chairman  and  members  of  this  Committee  that 
the  matter  is  now  out  of  our  hands.  We  have 
studied  and  investigated  and  reported  on  this 
problem  to  the  best  of  our  ability  and  have  made 
our  recommendations  in  1961  and  1962  which  are 
pi-esumably  well  known  to  all  the  members  of 
the  Medical  Society  of  the  State  of  North  Caro- 
lina. We  can  go  no  further.  The  authority  to 
act  is  in  the  hands  of  the  Executive  Council  and 
the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  North  Carolina.  We  do  recom- 
mend that  at  the  coming  annual  meeting  of  our 
Society  that  those  in  whom  authority  is  invested 
take  definitive  action  on  the  request  of  the 
negro  physicians  for  a  full  and  complete  member- 
ship, as  they  phrase  it,  in  our  Society.  And  we 
recommend  also  that  this  Committee  be  dissolved 
at  the  end  of  the  present  Society  year  as  it  ap- 
pears there  is  nothing  more  that  a  study  com- 
mittee can  offer. 

J.  Street  Brewer,  M.D. 

Chairman 


TRUST   STUDY    COMMITTEE 

On  October  12,  1962,  the  President  of  the 
United  States  signed  into  law  Public  Law  87-792, 
known  as  the  "Self-Employed  Individuals  Tax 
Retirement  Act  of  1962"  (Keogh  Bill).  Since  that 
time  the  Trust  Study  Committee  has  been  con- 
cerned with  carrying  out  the  directive  to  imple- 
ment the  North  Carolina  Medical  Retirement 
Savings  Plan  for  members  of  this  Society  and 
their  employees. 

As  previously  reported,  the  Trust  Study  Com- 
mittee had  given  letters  of  intent  to  Wachovia 
Bank    and    Trust    Company   and    the    Minnesota 
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Mutual  Life  Insurance  Company  to  the  effect 
that  it  would  recommend  these  institutions  to 
participate  in  our  Retirement  Savings  Plan.  Con- 
sequently, after  copies  of  the  new  law  were  ob- 
tained, provisional  agreements  were  drawn  up  to 
be  executed  by  the  Society  with  these  institu- 
tions. 

The  committee  met  on  December  9,  1962,  at 
the  Hotel  Sir  Walter  in  Raleigh  and  all  members 
were  present  except  one.  The  vice-president  of 
Wachovia  Bank  and  Trust  Company  assigned 
to  our  plan,  Mr.  G.  T.  Lumpkin,  was  present 
as  well  as  legal  counsel  representing  the  So- 
ciety. Agreement  was  reached  on  a  tentative 
trust  agreement  which  would  comply  with  the 
legislation  and  this  was  presented  to  the  Execu- 
tive Council  of  the  Society  on  that  daj'.  The 
Executive  Council  deferred  action. 

On  January  27,  1963,  the  tentative  trust  agree- 
ment was  again  presented  and  the  Executive 
Council  \'oted  to  approve  execution  of  the  neces- 
sary agreements  to  establish  the  North  Carolina 
Medical  Retirement  Savings  Plan. 

Under  North  Carolina  law  it  is  not  posible  for 
the  Society  to  contract  with  an  insurance  com- 
pany for  group  benefits.  Consequently,  arrange- 
ments have  been  made  to  have  the  Wachovia 
Bank  and  Trust  Company  named  as  the  policy- 
holder in  the  annuity  portion  of  our  Retire- 
ment Savings  Plan.  The  provisions  for  this  agree- 
ment are  not  complete  at  the  time  of  this  report. 

It  is  not  practicable  for  the  Retirement  Sav- 
ings Plan  to  open  for  participation  until  the 
Internal  Revenue  Service  issues  regulations  con- 
cerning the  mechanics  for  complying  with  the 
law.  At  the  present  time  the  committee  hopes  to 
progress  to  the  point  where  the  plan  can  open 
for  operation  in  30  to  60  days  following  receipt 
of  these  regulations. 

Participation  in  the  North  Carolina  Medical 
Retirement  Savings  Plan  will  be  entirely  volun- 
tary on  the  part  of  the  members  of  our  Society. 
In  addition  to  certain  tax  deferment  benefits 
the  plan  will  provide  for  the  economies  and  ad- 
vantages of  group  benefits  and  will  supply  flexi- 
bility in  retirement  savings  through  the  variable 
use  of  an  annuity  plan  and  a  stock  trust  fund. 
Participation  will  be  simplified  as  the  trustee 
will  collect  all  funds  for  both  portions  of  the 
program. 

Before  arriving  at  the  final  details  of  the  North 
Carolina  Medical  Retirement  Savings  Plan  the 
Trust  Study  Committee  thoroughly  studied  the 
following  programs  which  are  under  the  auspices 
of  similar  groups: 

1.  Medical  Society  of  the  District  of  Columbia 
Retirement  Savings  Plan. 

2.  Obstetrical  and  Gynecological  Retirement 
Investment  Plan  of  the  Amei'ican  College 
of  Obstetrics  and  Gynecology. 


3.  Academy  of  General  Practice  Retirement 
Plan. 

4.  South  Carolina  Medical  Association  Sav- 
ings and  Retirement  Plan. 

5.  Canadian  Medical  Retirement  Savings  Plan. 

6.  Florida  Medical  Association  Investment 
Trust. 

7.  Colorado  State  Medical  Society  Unified  Re- 
tirement Investment  Trust. 

8.  Mississippi  State  Medical  Association  Trust 
Plan. 

9.  Nassau  County  Physician's  Guild  Investing 
Company. 

The  best  portion  of  these  plans  were  incor- 
porated into  our  plan.  Your  committee  is  un- 
able to  find  a  similar  plan  which  offers  such 
flexibility  at  such  low  costs. 

The  annuity  plan  will  offer  the  participant 
advantages  because  the  lower  operating  costs 
in  a  group  annuity  program  will  be  reflected 
in  increased  yields  to  the  participants.  The 
deposits  are  '^participating"  and  increased  in- 
terest rates  may  be  declared  as  dividend  pay- 
ments. The  insurance  company  assumes  all  ad- 
ministrative costs  for  collecting  and  administer- 
ing the  annuity  plan. 

Participants  using  the  trust  fund  will  obtain 
advantages  from: 

1.  Economies  available  from  the  operation  of 
a  large  state-wide  fund,  as  compared  with 
one  of  many  smaller  funds,  since  the  trus- 
tee's charges  decrease  as  the  size  of  the  fund 
increases. 

2.  Better  position  for  average  and  continuous 
buying  of  securities. 

3.  More  suitable  for  wider  diversification  of 
holdings. 

4.  A  hedge  against  possible  continued  inflation. 

5.  The  possibility  of  benefiting  from  steady 
growth  of  holdings  over  a  long  period  of 
time. 

6.  The  benefits  of  continuous  compounding  of 
income  received  from  securities  in  the  fund. 

A  member  and  his  employees  may  participate 
in  either  or  both  of  these  plans.  For  instance,  a 
young  physician  may  wish  to  place  all  of  his 
deposits  in  the  stock  trust  fund.  An  older  phy- 
sician may  wish  to  place  his  deposits  in  the  an- 
nuity plan.  A  physician  in  the  middle  years  may 
wish  to  divide  his  deposits  50/50,  and  others 
60/40,  etc. 

The  flexibility  of  this  plan  offers  any  degree 
of  participation  in  either: 

1.  Fixed  income  securities  (The  Annuity  Plan) 

2.  Variable  income  equities  (Stock  Trust  Fund) 
In  the  next  few  months  the   committee  will 

take  steps  to  fully  inform  the  membership  on 
this  retirement  savings  program  and  additional 
information  will  be  forthcoming. 

Jesse  Caldwell,  M.D.,  Chairman 
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BI>UE  SHIEM)   DEl'lTATIOX  COMMITTEE 

The  committee  has  had  no  formal  meeting  dur- 
ing the  year  but  numerous  conferences  have 
been  held  both  by  telephone  and  in  person  with 
responsible  parties  representing  Hospital  Care 
and  Hospital  Saving  Associations  and  the  Na- 
tional Associations  of  Blue  Shield  and  Blue  Cross 
Plans. 

As  a  result  of  these  discussions,  which  were 
of  an  informal  nature,  meetings  were  held  on 
October  30th  and  31st  in  which  Messrs.  Ned 
Parish  of  National  Blue  Shield  and  George 
Heitler  of  National  Blue  Cross  met  with  the  at- 
torneys representing  Hospital  Care  and  Hospital 
Saving  Associations.  While  our  Committee  has 
had  no  official  report  of  the  actions  taken,  it  is 
the  feeling  of  the  representatives  of  the  National 
Plan  that  a  great  deal  was  accomplished  in  out- 
lining areas  of  mutual  agreement,  and  areas  of 
probable  compromise  iireparatory  to  effecting  a 
merger  between  the  two  North  Carolina  Associa- 
tions. 

While  action  has  proceeded  slowly,  it  is  our 
sincere  conviction  that  the  essential  elementary 
steps  toward  coordination  have  been  accomplish- 
ed and  the  prospects  for  final  merger  are  better 
than  they  have  been  at  any  previous  date.  The 
Committee  feels  that  it  has  no  definite  function 
at  the  present  time  but  stands  ready  and  willing 
to  assist  in  any  consultative  capacity  which 
might  be  requested. 

J.  H.  Shuford,  M.D. 

E.  T.  Beddingfield,  M.D. 

T.  S.  Raiford,  M.D.,  Chairman 


COM.MITTEE  0.\    RADIATION 

On  January  18th  I  met  with  Dr.  Kernodle,  Mr. 
Henderson  of  the  Hospital  Care  Commission 
and  Mr.  Jamts  Barnes  in  regard  to  this  report. 

Several  matters  were  discussed  in  regard  to 
the  report.  Since  my  original  report  two  years 
ago  to  Dr.  Amos  Johnson,  as  President  of  the 
Society,  there  has  been  considerable  activity  in 
the  State  Board  of  Health  and  considerable  work 
has  been  done  in  regard  to  gradually  getting 
control  of  the  Radiological  Safety  Aspects  of  all 
types  of  irradiation,  including  x-ray  and  also  the 
isotopes,  which  were  previously  handled  by  the 
AEC.  The  Atomic  Energy  Commission  passed 
a  ruling  that  they  would  turn  over  to  the  state 
their  previous  activities,  if  and  when  the  state 
could  show  they  could  take  care  of  it.  Dr.  Wilson 
has  recently  issued  a  large  volume  of  proposed 
regulations  which  could  cover  all  of  these  activi- 
ties. He  proposes  to  take  over  all  of  the  previous 
inspections  done  by  the  AEC  as  well  as  to  police 
x-ray  and  radium  activities  in  the  state.  We 
find  numerous  statements  in  this  large  book  of 
regulations  that  we  believe  should  be  corrected 
and  before  it  goes  to  the  Governor  for  approval 
there  will  be  a  meeting  of  the  Subcommittee  on 
Radiation  Standards  of  the  Governor's  AEC  Com- 


mittee and  we  hope  to  go  over  the  wording  and 
clarify  it  so  that  when  this  becomes  official 
law,  these  words  with  double  meaning  will  be 
deleted. 

We  wish  to  insist  on  the  physicians  of  the 
state  having  the  privilege  of  having  private  in- 
spections and  would  be  approved  by  the  State 
Board  of  Health  instead  of  having  to  rely  on  the 
"free  service"  as  would  be  furnished  by  experts 
who  would  be  hired  on  the  State  Board  of  Health 
Committee. 

We  object  somewhat  to  a  budget  which  will  be 
well  more  than  one  hundred  thousand  dollars, 
which  the  tax  payers  would  be  responsible  for 
and  we  wonder  whether  or  not  some  connection 
with  the  State  Medical  Society  could  be  worked 
out  so  that  some  of  these  regulations  could  be 
handled  locally  on  the  private  level  instead  of 
having  such  a  large  budget  and  a  staff  in  the 
State  Board  of  Health. 

We  think  it  is  commendable  that  the  State 
take  activities  in  protecting  the  health  and  wel- 
fare of  all  people  in  the  state  and  we  believe  this 
can  be  done  on  a  program  which  would  be  ac- 
ceptable to  all  physicians  as  well  as  the  State 
Board  of  Health. 

Robert  J.  Reeves,  M.  1).  Chaii'man 


NORTH    CAROLINA    BOARD    OF    MEDICAL 
EXAMINERS 

STATISTICS 
November  1,   1961— October  31,   1962 


Total  number  applicants  granted  license 335 

By  written  examination  208 

By  endorsement  of  credentials 127 

Limited    License    82 

Hospital  residents  70 

County  or  Counties   12 

Limited  License  converted  to  full  license 31 

Special  limited  license  54 

Hosijital   residents     29 

Postgraduate  foreign  exchange 

residents    21 

Staff  state  institutions 4 

Written  Examination  Failure 11 

Part  I 0 

Part  II 11 

Applicants  rejected  license  by  endorse- 
ment of  credentials 0 

Applicants  declined  permission  to  take 

written  examination 0 

Hearings    36 

Narcotic     addiction     and     violation 

State  and  Federal  Laws 1 

Violation    narcotic    law    and    irregu- 
larities          5 

Narcotic  addiction  12 

Alcoholism    3 

Petition    recommend    reinstatement 

narcotic  tax  stamp  6 

Petition  reinstate  license  to  practice 
medicine    6 
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Unethical  practice  2 

County  delegation   1 

Investigation  State  Bureau  of  Investi- 
gation        10 

Narcotic  addiction  and  narcotic  ir- 
regularities 

License  to  practice  medicine  revoked 1 

Judgment  suspended,  narcotic  ad- 
diction and  violation  State  and 
Federal  Laws 

Praj'er  for  judgment  continued 1 

Narcotic  addiction 

Narcotic    tax    stamp    surrendered 4 

Violation  Narcotic  Law 2 

Narcotic  addiction  2 

License  to  practice  medicine  reinstated 4 

Declined  to  recommend  reinstatement 

of  license  to  practice  medicine 2 

Recommendation    to    restore    narcotic 

tax  stamp  1 

Declined  to  recommend  reinstatement 

of  narcotic  tax  stamp 5 


184  (9,404  beds) 


REPORT    OF   THE    ACTIVITIES    OP    THE 
NORTH    CAROLIXA    >IEI)ICAL    CARE 

COAIMISHIOX 
For  The  Year  Ended  December  31,   li»62 

Submitted  by  Physician  Members  of  The  North 
Carolina  Medical  Care  Commission  Representing 
the  Medical  Society  of  the  State  of  North  Carolina 
Construction  of  Hospitals  and  Medical  Facilties 

The  Commission  has  approved  contributions 
involving  Federal,  State  and  local  funds  in  a  total 
of  365  medical  facilities  projects  involving  total 
encumberances  of  approximately  $200  million,  of 
which  42.7  per  cent  represents  the  Federal  share; 
9.1  per  cent  the  State  share  and  48.2  per  cent, 
the  local  share.  The  projects  by  medical  type  are 
listed  as  follows: 
General  Hospitals 
T.  B.  Hospitals 
Mental  Hospitals 
Chronic  Disease  Facilities 
Rehabilitation  Facilities 
Outpatient  Department 
Health  Centers 
Nurses'  Residences 
Nursing  Homes 

In  all,  the  Commission  has  constructed  60  new 
hospitals.  Of  the  above  projects,  328  have  been 
completed,  19  are  under  construction  and  18  are 
in  the  planning  stage.  There  are  currently  under 
development  37  active  projects  involving  a  total 
cost  of  about  $60  million. 

The  total  general  hospital  beds  per  thousand 
has  increased  from  2.5  beds  in  1947  to  3.8  in  1962, 
including  beds  now  under  construction.  The 
number  of  general  hospital  beds  since  1947  has 
increased  95  per  cent  and  the  number  of  ac- 
ceptable (modern  and  safe)  beds  has  increased 
298  per  cent;  while  the  number  of  obsolete  beds 
has  decreased  54  per  cent  during  this  period. 


2 

(  100  beds) 

7 

(  647  beds) 

8 

(  535  beds) 

10 

(  130  beds) 

15 

87 

49 

(2,999  beds) 

3 

(  303  beds) 

Licensure    of  Hospitals 

During  the  year.  165  hospitals  were  licensed, 
representing    approximately    17,500    beds. 

LTntil  recently,  in  order  to  qualify  for  par- 
ticipation in  the  Blue  Cross  Plans  inpatient  faci- 
lities were  approved  by  the  North  Carolina  Hos- 
pital Association  on  the  basis  of  its  own  investi- 
gations. In  1961,  the  Association  adopted  the 
policy  of  requiring  the  small  inpatient  clinics 
to  be  licensed  under  the  Commission's  hospital 
licensing  program  as  a  condition  of  approval  and 
specified  that  the  unlicensed  facilities  would  be 
given  until  January,  1963  to  qualify.  As  of  De- 
cember 31,  1962,  the  Commission  had  received 
only  7  inquiries  from  small,  private  clinics  with 
limited  beds.  Of  the  7,  2  were  determined  not 
subject  to  licensure  as  they  did  not  admit  pa- 
tients for  overnight  care;  3  can  be  readily  li- 
censed as  they  substantially  meet  the  State 
Building  Code  and  other  licensing  requirements; 
1  cannot  meet  the  safety  provisions  of  the  Code 
and  1  remained  to  be  investigated. 

The  Commission  has  pointed  out  to  the  opera- 
tors of  these  clinics  that  unless  the  census  aver- 
ages two  or  more  patients  per  day,  hospital 
licensing  is  not  mandatory.  If,  however,  the  facil- 
ity desires  licensure,  then  certain  requirements 
are  to  be  observed. 

Student  Loan  Programs 

Since  the  beginning  of  the  program  in  1945, 
a  total  of  310  applications  have  been  approved 
for  loans  and/or  scholarships  to  medical  and 
paramedical  students.  Of  this  number,  132  have 
been  approved  for  students  of  medicine  who 
would  practice  in  the  communities  of  limited 
population  and  for  32  medical  students  who  agree 
to  accept  appointments  in  one  of  the  State- 
owned  mental  hospitals. 

Under  the  rural  plan,  23  physicians  are  in 
practice;  26  have  completed  their  rural  practice 
as  agreed;  35  are  in  school;  23  are  in  postgraduate 
training  or  in  the  armed  services;  there  have 
been  2  academic  failures;  5  withdrew  from 
school;  12  failed  to  enter  rural  practice;  5  appli- 
cations  were   withdrawn   and   1   recipient   died. 

Under  the  State  mental  hospital  program,  5 
loan  recipients  are  now  employed  in  one  of  these 
institutions;  4  have  completed  their  practice  ob- 
ligations; 7  are  enrolled  in  school;  9  are  in  post- 
graduate training  or  military  service;  2  withdrew 
from  school;  4  failed  to  accept  employment  and 
1  application  was  withdrawn. 

Other  recipients  were  concerned  with  careers 
in  dentistry,  pharmacy,  nursing  and  social  work. 
There  have  been  10  scholarships  approved  for 
nurses  agreeing  in  return  for  the  assistance  to 
accept  positions  as  instructors  in  one  of  the  hos- 
pital schools  of  nursing  in  the  State. 

J.  Street  Brewer,  M.  D. 
Powell  G.   Fox,  M.D. 
Harry  L.  Johnson,  M.D. 
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REPORT    FROM     THK    HOSPITAL    CARE 
ASSOC  lATIOX 

The  year  19G2  was  the  most  progressive  in 
the  history  of  the  Hospital  Care  Association.  In 
every  area  of  its  operations,  the  Association  reg- 
istered impressive  new  gains.  Highlights  of  this 
year  of  progress  included  the  opening  of  a  new 
home  office  building  in  Durham,  the  acquisition 
of  Blue  Shield  appro\al,  and  record-lireaking  ad- 
vancements in  new  enrollment  and  benefit  pay- 
ments. 

New  Home  Office  Building 

On  August  20  Hospital  Care  Association  moved 
into  its  new  home  office  building  at  800  South 
Duke  Street  in  Durham.  This  handsome  new 
Georgian-colonial  structure  meets  an  urgent  need 
for  additional  work  space  created  by  the  Asso- 
ciation's steady  growth  in  the  last  ten  years. 
Since  1952,  enrollment  has  almost  doubled,  and 
benefit  payments  to  hospitals  and  i)hysicians 
have  increased  300  percent. 

The  new  building  was  designed  and  engineered 
to  meet  the  specific  requirements  of  Blue  Cross 
and  Blue  Shield  operations.  It  will  enable  Hospi- 
tal Care  Association  to  render  to  its  suliscribers 
an  even  more  efficient  and  economical  service 
than  it  has  rendered  in  the  past. 

At  a  puljlic  open  house  program  hekl  No\'em- 
ber  11).  Go-\-ernor  Terry  Sanford  officially  dedi- 
cated the  building  "to  the  health  of  the  people 
of  North  Carolina.'"  Se\-eral  hundred  people  at- 
tended  the   ceremony   and   toured   the   building. 

Dr.  W.  C.  Goley  was  a  member  of  the  Building 
Committee  of  the  Board  of  Directors,  which 
planned  and  directed  the  construction  of  the 
new  liuilding. 

Blue   Shield   Approval 

The  long  struggle  to  obtain  Blue  Shield  ap- 
proval for  Hospital  Care  Association  was  suc- 
cessfully concluded  in  April,  1962,  when  full  and 
unconditional  approval  was  officially  granted  hy 
by  the  Board  of  Dii'ectors  of  the  National  Asso- 
ciation of  Blue  Shield  Plans  at  their  annual 
meeting  in  Colorado  Springs,  Colorado. 

The  Society's  House  of  Delegates  formally  en- 
dorsed Hospital  Care  Association  for  Blue  Shield 
approval  on  May  7,  1958.  This  action  was  re- 
affirmed in  a  resolution  passed  by  the  House  of 
Delegates  in  May,  1961. 

As  your  representatives  on  the  HCA  Board  of 
Directors,  we  had  the  privilege  of  working  close- 
ly with  the  hospital  and  lay  representatives  on 
the  Board  and  with  the  Home  Office  staff,  in 
the  protracted  and  sometimes  difficult  negotia- 
tions that  eventually  resulted  in  the  Association's 
acquiring  Blue  Shield  approval.  We  wish  to  com- 
mend the  other  members  of  the  Board,  partic- 
ularly Mr.  George  Watts  Hill  and  Mr.  J.  P. 
Richardson,  who  went  to  Colorado  Springs  and 
appeared  before  the  NABSP  Board,  and  the  exec- 
utive staff  headed  by  Mr.  E.  M.  Herndon,  Execu- 
tive  Vice   President,    for   their   invaluable   assis- 


tance to  the  Medical  Society  in  this  undertaking. 

We  wish  also  to  express  sincere  appreciation 
to  the  special  deputation  from  the  Society,  headed 
by  Dr.  Ted  Raiford  of  Asheville,  for  their  splen- 
did representation  in  behalf  of  Hospital  Care 
Association. 

As  a  result  of  its  appro\al  as  a  Blue  Shield 
Plan,  Hospital  Care  Association  becomes  a  full- 
fledged  partner  with  the  Medical  Society  in  ex- 
tending the  benefits  of  the  Doctors  Program  to 
the  people  of  North  Carolina.  This  should  greatly 
accelerate   enrollment    in    this   program. 

Over  2100  have  now  signed  Blue  Shield  Par- 
ticipating Physician  Agreements  with  the  Hospi- 
tal Care  Association,  and  we  urge  all  active  mem- 
bers of  the  Society  who  have  not  signed  a  Blue 
Shield  agreement  to  consider  doing  so. 
36,666  new  memljers  in  1962.  This  equalled  the 
New  Eiirolliiient 

Hospital  Care  Association  had  a  net  gain  of 
36,666  new  members  in  1962.  This  equalled  the 
1961  increase,  which  was  the  largest  in  the 
Association's  29-year  history.  Actually,  the  1962 
increase  was  almost  double  the  1961  increase 
when  considered  in  terms  of  lirand-new  enroll- 
ment. In  1961,  approximately  half  the  increase 
shown  was  due  to  a  necessary  change  in  the 
factor  used  to  estimate  family  dependents  for 
enrolled  subscribers. 

New  enrollment  for  1962  brought  the  total 
membership  of  the  Association  up  to  432,000. 
The  new  enrollment  came  from  both  the  group 
and  the  nongroup  departments.  Every  county  in 
North  Carolina  was  represented. 
Benefit  Payments 

Benefit  payments  to  hospitals  and  physicians 
during  the  year  rose  to  approximately  .$12,000,000, 
a  gain  of  81,600,000  over  1961  payments.  The  As- 
sociation is  now  paying  an  average  of  4500  bills 
a  week,  with  payments  running  in  excess  of 
81,000,000  a  month.  Hospital  Care  Association  this 
yeai-  will  pass  the  8100,000,000  mark  in  total  bene- 
fit pa>-ments  since  it  was  founded  in  1933. 
Better  Coverage  Offered 

Upgrading  of  benefits  on  existing  contracts 
continued  on  a  year-round  basis.  Room  allowance 
and  surgical  schedules  were  increased  on  thou- 
sands of  group  and  nongroup  contracts.  One 
hundred  sixty-seven  groups  added  either  ex- 
tended benefits  or  major  medical  coverage. 

Endorsements  for  cancer  and  dread  disease, 
oral  surgery,  and  outpatient  care  in  physicians' 
offices  were  sold  to  many  old  and  many  new 
subscribers.  The  special  student  certificate,  for 
college  and  trade  school  students,  was  promoted 
heavily  in  the  fall,  with  excellent  sales  results. 
Rural  enrollment  through  Farm  Bureau  and 
other  rural  organizations  increased  substantially. 
Senior    Citizen    Campaign 

From  October  15  to  November  15,  Hospital 
Care  Association  joined  Hospital  Saving  Associa- 
tion   of   Chapel   Hill   in   a   statewide   enrollment 


for  persons  65  years  of  age  and  over.  This  cam- 
paign was  part  of  a  nationwide  Blue  Cross  and 
Blue  Shield  open  enrollment  period  for  senior 
citizens.  No  medical  underwriting  was  required 
of  applicants  during  the  30-day  period  of  the  cam- 
paign. A  total  of  1840  persons  was  enrolled 
by  Hospital  Care. 

This  campaign  received  the  heaviest  adver- 
tising and  publicity  support  ever  given  to  a  Blue 
Cross  and  Blue  Shield  enrollment  in  North  Caro- 
lina. Almost  300,000  pieces  of  sales  literature 
were  mailed  from  Durham  throughout  the  state. 
In  addition,  newspaper,  television,  and  radio  ad- 
vertising was  employed  extensively. 

This  all-out  enrollment  and  educational  effort 
graphicallj'  and  effectively  portrayed  the  ability 
of  our  voluntary  Blue  Cross  and  Blue  Shield 
prepayment  plans  to  meet  the  challenge  of  pro- 
viding comprehensive  health  care  program  for 
the  aged  citizens  without  go\'ernment  participa- 
tion. 

Public  Relations  and  Advertising 

Major  puljlic  relations  and  advertising  activi- 
ties of  the  year  included  planning  and  publiciz- 
ing the  dedication  of  the  new  home  office  build- 
ing, promotion  of  the  Senior  Citizen  campaign, 
weekly  industrial  Profile  radio  broadcasts  on 
WPTF  Raleigh  and  WBT  Charlotte,  weekly  ad- 
vertising insertions  year-round  in  17  newspapers, 
and  the  Medicine  of  the  60s  series  of  hour-long 
medical  documentary  films  every  six  weeks  on 
five  North   Carolina   television   stations. 

Hundreds  of  other  regular  and  special  activi- 
ties were  carried  out  by  the  Public  Relations 
Department  in  a  comprehensive  year-round  pro- 
gram directed  to  subscribers,  employees,  employ- 
ers and  unions,  phj'sicians,  hospitals,  govern- 
ment agencies  and  officials,  the  press  and  broad- 
casting media,  and  the  general  public. 

The  advertising  and  public  relations  budget 
continued  at  one-half  of  one  percent  of  income — 
the  national  average  for  Blue  Cross  and  Blue 
Shield  Plans.  This  also  covered  the  Association's 
participation  in  the  Blue  Cross  and  Blue  Shield 
national  advertising  programs. 

Financial  Condition 

The  financial  condition  of  the  Hospital  Care 
Association  remained  sound.  Assets  and  reserves 
both  were  increased  substantially. 

As  of  December  31,  1962,  the  Association  had 
assets  of  $8,454,793.68,  liabilities  of  $3,598,487.72, 
and  a  reserve  of  $4,856,305.96.  The  reserve  fund 
is  adequate  to  meet  the  financial  requirements 
of  the  national  Blue  Cross  and  Blue  Shield  asso- 
ciations and  the  North  Carolina  Department  of 
Insurance. 

New  1401   Computer 

Another  development  of  major  importance  dur- 
ing the  year  was  the  installation  of  new  IBM 
1401  Data  Processing  equipment.  This  modern 
equipment  will  make  it  more  economical  for  the 
Association  to  handle  a  larger  volume  of  work 


as  enrollment  increases  and  the  processing  of 
claims  and  record  keeping  becomes  more  com- 
plex in  the  future. 

Each  year,  Hospital  Care  Association  increases 
its  service,  its  membership,  and  its  usefulness  to 
the  public,  to  the  hospitals,  and  to  the  physicians 
of  our  state.  It  has  become  an  indispensable  ally 
in  our  mutual  objective  of  providing  the  people 
of  North  Carolina  with  an  ever-improving  quality 
of  hospital  and  medical  care,  at  a  fair  price, 
through  the  voluntary  prepayment  system.  It  is 
indeed  a  pleasure  and  an  honor  to  represent  the 
phj'sicians  of  North  Carolina  on  the  Board  of 
Directors  of  this  progressive  and  public-spirited 
organization. 

J.  Street  Brewer,  M.D. 

Willard  C.  Goley,  M.D. 

Alfred  T.  Hamilton,  M.D. 

Charles   T.    Wilkinson,    M.D. 


ANNUAL,    REPORT    OF    DELEGATES    TO 
AMERICAN    MEDICAL    ASSOCIATIOX 

Report  of  Delegates  to  American  Medical  As- 
sociation, 111th  Annual  Meeting  AMA  House  of 
Delegates,  Chicago,  June  24-28,  1962— See  NORTH 
CAROLINA  MEDICAL  JOURNAL,  Vol.  23  No.  8 
(August  1962)   pages  363  to  367. 

Report  of  Delegates  to  American  Medical  As- 
sociation, Clinical  Meeting,  Los  Angeles,  Cali- 
fornia, November  25-28,  1962— See  NORTH 
CAROLINA  MEDICAL  JOURNAL  Vol.  24  No  1 
January  1963)   pages  33  to  36. 


COMMITTEE  OX   CANCER 

The  Committee  on  Cancer  met  September  14, 
1962,  at  Durham,  N.  C,  and  approved  the  follow- 
ing program: 

1.  Recommend  increase  in  appropriation  of  an 
additional  $150,000  per  year  for  the  State  Board 
of  Health's  Cancer  Control  Program  to  provide 
operation  for  a  12  month  period. 

2.  Recommend  to  the  county  medical  societies 
emphasis  on  examination  of  the  rectum  and  sig- 
moid colon  by  sigmoidoscopy  to  diagnose  car- 
cinoma. 

3.  Recommendation  for  increased  efforts  for 
eai  ly  diagnosis  of  cervical  cancer  by  Paps  smear 
through  the  cancer  detection  clinics. 

4.  Approve'  Cobalt  treatment  for  payment 
under  the  State  Board  of  Health's  Cancer  Control 
Program  and  increase  from  20  to  30  the  number 
of  x-ray  treatments  for  paj^ment  by  the  State 
Board  of  Health  for  treatment  of  cancer. 

5.  Recommend  more  use  of  facilities  of  the 
North  Carolina  Cancer  Institute,  Lumberton, 
N.  C.  for  the  care  of  indigent  terminal  cancer 
patients.  The  per  diem  cost  is  810.00  and  physi- 
cians who  have  patients  for  admission  to  the 
Cancer  Institute  should  send  the  patient's  family 
to  the  local  welfare  department  for  application 
forms.  The  county  health  departments  pay  the 
per  diem  cost  for  the  patient.  The  Institute  has  a 
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ph>-sici;in  who  sees  each  patient  e\-ery  clay  and 
and  Consultation  work  is  done  by  the  members 
of  the  Roljeson  County  Medical  Society. 

G.  Promotion  of  local  Tumor  Registries  in  co- 
operation with  the  North  Carolina  Division  of 
the  American  Cancer  Society. 

The  Committee  cooperated  with  the  Governor's 
Cancer  Control  Commission  under  the  chairman- 
ship of  Dr.  R.  L.  Pittman,  Fayetteville,  N.  C. 

Dr.  D.  E.  Ward,  .Jr.  participated  in  the  Cancer 
Program  Workshop,  Febraury  13,  1963.  at  the 
Presbyterian  Hospital,  Charlotte,  N.  C,  which 
was  sponsored  by  the  American  College  of  Sur- 
geons. There  were  80  in  attendance  from  the 
southeastern  United  States  and  the  value  and 
problems  of  Tumor  Registries  in  local  hospitals 
was  discussed. 

The  Committee  would  like  to  express  its  ap- 
preciation to  the  American  Cancer  Society,  the 
Governor's  Cancer  Control  Commission,  and  the 
North  Carolina  Cancer  Institute  for  their  co- 
oi)ei'ati(_in  during  this  year. 

D.    E.    Ward,    Jr.,    M.D„ 
Chairman 


I 


COMMITTEE  OX  MEDICAL  ASPECTS  OF 
SPORTS 

(Siibcoiiimittce  of  Committee  on  School  Health) 

This  committee  was  formed  in  the  late  spring 
of  1962.  It  was  the  feeling  of  several  doctors 
that  more  study  should  go  into  our  athletic  and 
physical  fitness  programs  in  the  schools  of  North 
Carolina.  This  organization  was  not  formed  to 
just  study  sports  injuries  but  to  look  into  the 
various  aspects  of  medicine  in  sports. 

With  the  emphasis  on  physical  fitness,  this 
too  was  to  be  studies  and  recommendations  made. 
The  committee  was  more  interested  in  preven- 
tive medicine  than  treatment.  Since  athletics  is 
a  varied  program,  we  in\"ited  other  people  who 
might  help  solve  some  of  the  school  and  athletic 
problems;  svich  as  a  top  high  school  coach,  a 
former  college  trainer  and  physiotherapist,  a 
professor  of  applied  physiology  from  Chapel  Hill, 
and  members  of  the  Health  Department,  the 
Go\'ernor's  Youth  Fitness  Commission  and  the 
Recreation  Department.  There  are  four  doctors 
on  the  committee  and  Mrs.  Annette  Boutwell  has 
acted  as  secretary. 

To-date  the  committee  has  made  a  pilot  study 
of  2.5  high  schools  on  their  football  injuries  of 
last  fall.  The  results  are  not  tabulated  as  yet. 
We  expect  to  expand  this  study  to  include  all 
state  schools.  There  has  been  investigation  of 
some  playing  facilities  where  injury  might  oc- 
cur and  this  has  been  brought  to  the  attention 
of  school  officials.  We  co-sponsored  two  atheltic 
injury  symposiums  in  the  past  j^ear,  and  plan 
to  continue  this  activity.  Two  of  our  members 
will  present  papers  at  the  National  meeting  of 
the  American  College  of  Sports  Medicine  at  the 
University    of    Minnesota    next    Mav.    A    recom- 


mendation will  be  made,  through  proper  chan- 
nels to  improve  the  physical  education  require- 
ments in  all  schools.  We  are  striving  for  four 
years  of  phj'sical  fitness  programs  in  all  high 
schools.  A  news  release  will  go  out  in  the  near 
future  on  need  for  more  physical  fitness  and 
expanded    school    activities    in    this    field. 

The  committee  is  young,  maybe  hoping  to  ac- 
complish more  than  is  possible  under  present 
political  conditions,  but  hopes  to  stimulate  some 
thinking  by  state  and  local  leaders  along  the 
lines  of  more  recreation  and  physical  education 
for  our  adults  and  our  children.  Progress  is  be- 
ing made. 

Frank   E.    Barnes,   Jr.,    M.D. 

Chairman 


(O^IMITTEE    0\    HEALTH    CAKEEUS 

The  major  activity  of  the  Committee  on  Health 
Careers  was  that  of  a  meeting  in  the  Jack  Tar 
Hotel,  Durham,  North  Carolina,  September  15, 
1962. 

Members  present  were:  Dr.  Frederick  H.  Tay- 
lor, Chairman;  Dr.  George  Paschal,  Commission- 
er; Dr.  William  P.  Peete,  Dr.  R.  Beverly  Raney; 
Dr.  Amos  N.  Johnson,  Dr.  William  B.  Waddell; 
and  Dr.  Margaret  C.  Swanton. 

Several  discussions  took  place  aimed  at  a  pro- 
gram to  interest  young  people  in  the  various 
medical  careers.  As  one  member  stated  it,  ''The 
need  is  not  more  doctors  but  more  medical 
service." 

Dr.  Amos  Johnson  spoke  of  the  Duke  Endow- 
ment Hospital  summer  visitation  program  where- 
by junior  and  senior  medical  students  visit  and 
observe  in  selected  hospitals  for  additional  ex- 
posure and  experience  in  community  practice 
away  from  the  teaching  environment  of  the  med- 
ical schools  and  teaching  hospitals.  It  was  re- 
ported that  twenty-two  students  participated 
in  1961  and  thirty  or  more  in  the  summer  of 
1962,  It  was  also  announced  that  approval  had 
been  given  by  the  Duke  Endowment  Board  for 
forty  students  in  1963.  The  students  are  paid 
S600  for  a  two  month  period.  Dr.  Johnson  empha- 
sized that  this  program  was  particularly  aimed 
at  interesting  young  doctors  in  a  small  commun- 
ity practice. 

The  main  item  of  business  at  this  meeting 
was  consideration  of  the  program  of  the  North 
Carolina  Hospital  Association  in  promoting  or- 
ganized programs  for  recruiting  young  people 
to  enter  various  health  career  professions.  A 
communication  from  Mr.  Minitree  Pyne,  Presi- 
dent of  the  Hospital  Associations,  was  discussed. 
This  program  outlined  a  proposal  for  setting  up 
six  area  units  for  health  careers,  with  employed 
staff,  to  encourage  young  people  to  go  into 
various  health  professions.  An  annual  financial 
assistance  from  the  Medical  Society  was  re- 
quested for  a  three  year  period.  The  Committee 
on  Health  Careers  looked  with  favor  on  the  Hos- 
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pital  Association  proposal  for  financial  assistance 
in  its  health  careers  efforts  and  recommended 
that  the  Executive  Council  look  further  into  this 
program  with  the  possibility  of  participating. 

It  was  noted  the  major  emphasis  for  recruit- 
ment of  people  interested  in  medical  careers 
would  be  in  nursing  and  the  para-medical  careers 
rather  than  physicians. 

Frederick  H.   Taylor,   M.D.,   Chairman 


COM^IITTEE   ON   GRIEVANCES 

There  is  nothing  to  include  in  the  report  of  the 
Grievance  Committee.  I  was  unable  to  attend 
the  Committee  Conclave  in  September,  1962,  in 
Durham. 

E.  W.  Schoenheit,  M.D.,  Chairman 

COmsiITTEE  OX  MEDICAL  DISTRICTS 

Since  the  appointment  of  this  committee  each 
district  has  been  contacted  by  mail  on  two  or 
more  occasions  with  variable  response.  From  the 
response  to  inquiries  the  feeling  must  be  gath- 
ered that  with  few  exceptions  there  is  not  too 
much  interest  in  this  survey.  The  Committee  To 
Review  The  Total  Program  of  the  Medical  So- 
ciety met  in  Pinehurst,  January  26  and  one  of  the 
items  on  the  agenda  was  the  problem  of  District 
Societies.  It  was  decided  at  that  meeting  that  the 
latter  committee  recommend  that  the  Constitu- 
ion  be  followed  to  the  letter  and  that  districts 
may  organize  Societies,  but  do  not  have  to.  It 
is  felt  by  our  committee  on  districts  that  its 
function  is  being  adequately  taken  over  by  the 
Committee  To  Review  the  Total  Program  of  the 
Medical  Society  and  that  there  is  no  reason 
to  continue.  However,  we  would  like  to  report 
the  folowing  results  of  our  contacts  with  the 
different  districts. 

First  District:  Dr.  Frank,  President  reports  that 
at  the  meeting  on  1-16-63  it  was  voted  to  have 
three  district  meetings  annually. 
Second  District:  A  letter  from  Dr.  Patrick  on  8-9- 
62  stating  that  no  vote  had  been  held,  but 
the   consensus   of  opinion  was   to   continue 
the  District  Societies. 
Third  District:  A  letter  from  Dr.  Nance  1-29-63 
to  the  effect  that  the  Third  District  Society 
voted  to  postpone  action  until  a  spring  meet- 
ing to  be  held  for  that  purpose. 
Fourth  District:  Letter  from  Dr.  Robertson  8-16- 

62  to  the  effect  that  the  Fourth  District 
voted  to  continue  with  full  action  with  the 
possibility  of  charging  dues  and  possibly 
a  part-time  secretary. 

Fifth  District:  Letter  from  Dr.  Blackmon  8-7-62 
with  some  question  as  to  the  value  of  the 
District  Societies,  but  no  report  of  a  vote. 

Sixth  District:  Letter  from  Dr.  Richardson  1-29- 

63  stating  that  at  a  meeting  of  the  Sixth  Dis- 
trict 1-21-63  that  there  was  a  unanimous  vote 
that  the  Sixth  District  be  disbanded. 

Seventh  District:  Letter  from  Dr.  Ormand  10-23- 


62  to  the  effect  that  at  a  meeting  on  October 
17  it  was  voted  to  continue  the  Seventh  Dis- 
trict Medical  Society. 

Eighth  District:  A  letter  from  Dr.  Grosclose  1-23- 

63  stating  that  a  meeting  of  the  Eighth  Dis- 
trict on  September  26  voted  to  continue  the 
Eighth  District  and  that  a  committee  be  ap- 
pointed for  further  investigation. 

Ninth  District:  A  letter  from  Dr.  Highsmith  on 
1016-62    stating    that   at    a    meeting    of    the 
Ninth   District  on  9-29-62  there  was  a   very 
poor   attendance   and   no   action   was   taken 
concerning   continuing  the   District   Society, 
but  a  committee  was  appointed  for  investiga- 
tion. 
Tenth  District:  Lip  until  the  present  time  there 
has  been  no  response  of  any  kind  from  the 
Tenth  Di.strict. 
This  report  fairly  well   shows  that  there  are 
still   several   District    Societies   very   anxious   to 
continue.    One    has    voted    to    disband    entirety. 
Several  are  not  much  interested. 

Donald  B.  Koonce,  M.D.,  Chairman 
Amos  N.  Johnson,  M.D. 
John  C.  Reece,  M.D. 


NORTH  CAROLINA   ASSOCIATIONS   OF 
PROFESSIONS,  INC. 

North  Carolina  was  one  of  the  first  ten  states 
to  organize  an  Association  of  Professions  for  the 
purpose  of  devising  ways  and  means  of  better, 
utilizing  the  professional  heritage  of  knowledge 
and  skill  for  the  benefit  of  society  and  to  create 
relations  between  the  professions  looking  toward 
that  end. 

Multiple  meetings  have  been  held  during  the 
year  with  representatives  of  the  Medical  Society, 
Dental  Society,  Engineers,  Architects,  Lawyers, 
Veternarians,  and  Pharmacists  to  develop  an  in- 
terest in  the  formation  of  a  State  Association. 

North  Carolina  patterned  its  efforts  after  the 
Michigan  Association  and  prepared  its  By-Laws 
and  organization  structure  similar  to  that  of 
Michigan. 

Dr.  John  R.  Kernodlo  attended  the  1962  annual 
conference  in  Michigan  and  was  so  stimulated 
by  the  program  and  its  potential  in  North  Caro- 
lina that  he  initiated  the  contacts  with  respective 
Associations  and  organizations  in  the  state.  Since 
June,  1962  the  group  of  interested  representa- 
tives have  worked  hard  in  first  establishing  rap- 
port among  the  group  and  promoting  the  need 
and  interest  for  a  North  Carolina  Association. 

In  December,  1962  a  charter  of  incorporation 
was  granted  by  the  Secretary  of  State  and 
permanent  officers  were  elected  in  February, 
1963.  They  are  as  follows: 

President:  T.  C.  Cooke,  of  Durham,  Profes- 
sional Engineer 

Vice-president:  Jacob  H.  Shuford,  M.D.  Hickorj', 
physician 
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Secretary:  William  W.  Dodge.  Ill,  A. I. A.  Ral- 
eigh, Architect 

Treasurer:  Earl  L.  Knox,  D.V.M.,  Raleigh,  Vet- 
ernarian 

Charter  member  organizations  as  of  February, 
1963  are: 

North  Carolina  Chapter,  Amei-ican  Institute 
of  Architects 

Professional  Engineers  of  North  Carolina 

The  Medical  Society  of  the  State  of  North 
Carolina 

The  Noi-th  Carolina  Veterinary  Medicine  As- 
sociation 

The  Association  is  governed  by  a  Board  of 
Directors  with  each  member  organization  ha\'ing 
six   appointed   representatives   with    equal    vote. 

Initial  organization  was  based  on  organiza- 
tional membership  with  the  hope  of  expanding 
this  to  individual  membership  during  the  year. 

Financing  to  be  by  member  organization  dues 
so  stated  in  the  By-laws. 

Plans  for  programming  are  to  be  held  c|uar- 
terly  meetings  with  the  first  one  scheduled  for 
March  .30,  1963  at  Sedgefield  Inn,  Greensboro. 

Foui-  repi-esentatives  attended  the  February, 
1963  annual  conference  in  Lansing,  Michigan  and 
came  back  with  the  same  enthusiasm  as  Dr. 
Kernodle  had  early  in  1962.  It  was  necessary  to 
spend  time  and  effort  in  getting  the  Association 
organized  and  major  emphasis  will  be  placed  on 
educational  phases  of  the  program  in  1963. 

John   S.   Rhodes,   M.D. 
Jacoli   H.   Shuford,   M.D. 
.lulius  Howell,  M.D. 

>rK>IBKKS  OF  BOARD  OF   DIRECTOHS, 

XOKTH  (   VROLIXA  ASSOCIATION-  OF 

PROFESSION'S,  IX(\ 

Professional  Engineers  of  North  Carolina: 

1.  T.  C.  Cooke,  P.E.,  408  Snow  Building,  Durham 

2.  R.  G.  Bourne,  P.E.,  P.  O.  Box  1351,  Raleigh 

3.  George  Rawlins,  P.E.,  P.  O.  Box   10336,  Char- 
lotte 

4.  Earl  C.  Chambers,  P.E.,  P.  O.  Box  1968,  Char- 
lotte 

5.  Norman  T.  Buddine,  P.E.,  R.  J.  Reynolds  To- 
bacco Co.,  Winston-Salem 

6.  George  B.  Rottman,  P.E.,  P.  O.  Box  309,  .lames- 
town 

Ben   L.   Smith,   Jr.,   P.E.,    1414   Westover   Ter- 
race, Greensboro   (alternate  to  Gerge  B.  Rott- 
man) 
Medical  Society  of  the  State  of  North  Carolina: 

1.  Jessie  Caldwell,  M.D.,  114  W.  Third  A\'e.,  Gas- 
tonia 

2.  Julius  A.  Howell.  M.D.,  Bowman-Gray  Sch.  of 
INIedicine,  Winston-Salem 

3.  Jacob  H.  Shuford,  M.D.,  7  Main  Ave..  PI,  S.  W., 
Hickory 

4.  Fleming  Fuller.  M.D..  Kinston  Clinic,  Kinston 

5.  Edgar     T.     Beddingfiekl     M.D.,     Community 
Clinic,  Stantonsbure 


6.  .lohn    S.    Rhodes.    M.D.,    700    W.    Morgan    St., 

Raleigh 
North  Carolina  Veterninary  Medical  Association: 

1.  W.  R.  Dobbs,  D.V.M.,  Box  869,  Albemarle 

2.  J.  T.  Dixon,  D.V.M.,  3026  S.  Main  St.,  Winston- 
Salem 

3.  Earl    L.    Knox,    D.V.M.,    3900    Western    Blvd., 
Raleigh 

4.  R.  T.  Stapleton.  D.V.M.,  Box  5165.  Fayetteville 

5.  R.  E.  Gandy,  D.V.M.,  Box  565.  Rockingham 

6.  F.  P.  Wise,  D.V.M.,  4207V2  Raleigh  Rd.,  Greens- 
boro 

American  Institute  of  .Architects: 

1.  William  W.  Dodge,  III,  Box  9295,  Raleigh 

2.  Fred  W.  Butner,  Jr.,  655  W.  5th  St.,  Winston- 
Salem 

3.  B.  Atwood  Skinnei-.  Box  307,  Wilson 

4.  Albert  L.  Haskins,  Jr.,  Box  6514,  Raleigh 

5.  Robert  L.  Clemmer,  Box  2468,  Hickory 

6.  Arthur  C.  Jenkins,  Jr.,  Box  1003,  Fayetteville 
APPOIXTKI)  RKPRKSKXTATIVES  OF  OTHER 
I  XTERESTEI)   PROFESSIONS: 

North  Carolina  Bar  Association: 

1.  Isaac  T.  Avery,  Jr.,  Box  628,  Statesville 

2.  Henry  L.  Anderson,  Box  1002,  Fayetteville 

3.  William   M.    Storey,   1025   Wade   Avenue,   Ral- 
eigh 

4.  Ralph  N.  Strayhorn.  Ill  Corcoran  St.,  Durham 

5.  David  M.  Britt.  Fairman 

(i.  C.   Woodrow  Teague,   First   Federal   Building, 

Raleigh 
North  Carolina  Dental  Society: 


1. 


Baker,   D.D.S., 


Professional   Bldg.,   Ral- 
D.D.S..     Professional 


E.   D 
eigh 

H.     Royster    Chamhleo 
Bldg.,  Raleigh 

A.  M.  Cunningham,  1938  Fairfield  Drive,  Ral- 
eigh,  (Executi\'e  Secretary.  Dental  Society) 
S.    B.   Towler,   D.D.S.,   801    Professional   Bldg., 
Raleigh 

C.  Pharmaceutical  Association: 
W.  A.  Smith,  Exe.  Secretary,  N.  C.  Pharmaceu- 
W.  A.  Smith,  Executi\'e  Secretary,  N.  C.  Phar- 
maceutical Assn.,  Chapel  Hill 
W.  Latham  West,  N.  C.  Pharmaceutical  Assn., 
Roseboro 


('0.>IMITTEE  OX  VEXEREAI.  DISEASES 

The  Committee  on  Venereal  Diseases  is  a  new 
committee  appointed  in  1962  due  to  the  sharp 
increase  of  reported  cases  throughout  the  state 
and  the  marked  up-swing  in  the  cases  between 
15  and  25  years  of  age.  Two  other  reasons  for  the 
Committee  are:  (1)  establish  means  of  com- 
munications with  practicing  physicians  alerting 
them  to  the  increase  in  primary  cases  and  (2) 
stimulate  better  reporting  bj'  practicing  physi- 
cians. 

The  Committee  held  two  meetings  during  the 
year,  one  in  Durham  at  the  September,  1962  Com- 
mittee Conclave  and  the  second  on  February  10, 
1963  in  Greensboro.  At  each  meeting,  representa- 
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tivea  of  the  Venereal  Disease  Section  of  tlie  State 
Board  of  Health  reported  on  statistics  and  of- 
fered the  assistance  of  county  investigators  with 
the  health  departments  to  local  physicians  in 
follow-up  contact  with  active  positive  diagnosed 
cases. 

Several  avenues  of  reaching  physicians  were 
discussed  including  programming  for  county 
medical  societies;  annual  meeting  program  speak- 
er; for  both  the  Academy  of  General  Practice 
and  for  the  State  Medical  Society  and  for  sec- 
tional meetings  of  each  group.  The  chairman 
agreed  to  follow-up  these  suggestions  with  re- 
spective officers  and  section  chairmen  for  196.3- 
64  programs. 

The  Committee  agreed  that  news  articles  in 
the  Medical  Journal  and  Public  Relations  Bulle- 
tin would  be  helpful  in  calling  attention  of  phy- 
sicians to  the  upsurge  of  cases  and  the  need 
for  their  cooperation  in  reporting  to  the  State 
Board  of  Health  and  eiicouraging  the  use  of  local 
investigators  of  the  health  departments  in  fol- 
low-up contact  to  help  break  the  chain  of  in- 
fection. 

Howard  Paul  Steiger.  M.D.,  Chairman 


COMMITTEE  OX  RE-EVALUATION  AND 
ATTEXDAXCE  OP  MEDICAL  MEETIXCS 

The  Committee  held  one  meeting  in  Septem- 
ber, 1962.  Members  expressed  their  concern  as 
to  the  need  for  stimulating  attendance  and  par- 
ticipating in  the  annual  meeting  and  have  of- 
fered several  possible  approaches,  including;  (1) 
increasing  the  number  of  delegates;  (2)  schedul- 
ing all  Section  meetings  on  one  day,  preferably 
Tuesday;  (3)  appointment  of  Reference  Commit- 
tees of  the  House  of  Delegates  with  Commis- 
sioners serving  as  Chairman  of  such  Committees, 
and  (4)  increased  responsibility  and  participation 
of  medical  students  in  the  annual  meeting. 
Schedule  of  meetings: 

It  was  recommended  that  the  House  of  Deleg- 
ates meet  on  Monday  and  Wednesday'  afternoons; 
the  General  Sessions  to  be  held  Monday,  Tues- 
day and  Wednesday  mornings;  the  banquet  re- 
main on  Tuesday  night;  and  Reference  Com- 
mittees appointed  on  Monday  and  Resolutions 
referred  to  separate  Committees  meeting  Mon- 
day night  to  report  to  the  House  of  Delegates  on 
Wednesday  afternoon;  and  that  all  Section  meet- 
ings be  held  on  Tuesday  afternoon. 
Increasing  Xuniber  of  Delegates: 

Consideration  be  given  by  the  House  of  Dele- 
gates to  adding  status  to  District  Medical  So- 
cieties by  permitting  each  district  to  elect  its 
Councilor,  Vice  Councilor,  and  Member  of  the 
Nominating  Committee  of  the  State  Medical 
Society.  It  is  held  that  this  would  foster  more 
membership  interest  and  participation  at  a  dis- 
trict level,  and  would  proivde  a  more  equitable 
mechanism   for    electing   these    officers.    Recom- 


mendation made  that  Sections  be  represented  l)y 
an  appointed  delegate.  It  was  also  suggested  that 
the  student  groups  (SAMA)  he  allowed  one 
delegate  and  one  alternate  to  be  rotated  among 
the  three  medical  schools. 
Reference  Committees: 

Developing  a  system  of  reference  committees 
in  the  first  meeting  of  the  House  of  Delegates 
to  streamline  the  business  transactions  of  the 
Society.  It  was  further  suggested  that  the  Com- 
missioners serve  as  Chairman  of  Reference  Com- 
mittes. 
Registration  of  all  Physicians: 

It  was  pointed  out  that  often  times  phj'sicians 
came  to  the  annual  meeting  for  Section  meetings 
only  and  did  not  register  at  the  central  desk.  It 
was  recommended  that  all  physicians  attending 
any  meeting  show  evidence  of  proper  registra- 
tion before  being  admitted  to  either  general  ses- 
sions or  specialty  section  meetings. 

It  was  agreed  that  too  few  members  are  as- 
signed duties  and  if  this  could  be  increased  to 
reach  more  physicians,  committee  appointment 
or  other  assigned  functions,  it  would  tend  to 
build  up  more  interest  and  thereby  increase  at- 
tendance to  state  meetings. 

Further  consideration  to  be  given  these  rec- 
ommendations and  suggestions  by  the  Executive 
Council  and  Committee  on  Constitution  and  By- 
Laws. 

Amos   N.   Johnson,   M.D. 
Chairman 


COMMITTEE  OX   Xl'RSIXG  AXD   PATIEXT 
CARE 

The  newly  constituted  N.  C.  Committee  on 
Nursing  and  Patient  Care  has  as  its  objective  the 
provision  of  better  patient  care  in  North  Caro- 
lina. Its  contributory  objectives  are  to  concern 
itself  with  the  problems  of  nurse  recruitment, 
nursing  service  and  nursing  education  in  North 
Carolina  and  to  afford  a  medium  for  liaison  be- 
tween the  three  groups  primarily  and  directly 
responsible  for  the  care  of  the  sick,  namely, 
physicians,  nurses,  and  hospital  administrators. 
The  committee  consists  of  21  members,  10  being 
representatives  appointed  by  the  health  agencies 
directly  and  indirectly  concerned  with  patient 
care  and  11  public  members  elected  In'  the  ap- 
pointed members. 

The  program  for  the  first  quarterly  meeting  on 
7-12-62  consisted  of  brief  statements  of  objectives 
and/or  goals  presented  by  the  presidents  of 
respective  groups:  N.  C.  Medical  Society,  N.  C. 
Nurses  Association,  N.  C.  League  for  Nurses,  and 
N.  C.  Hospital  Association. 

In  October,  the  Public  Relations  Subcommittee 
provided  a  program  at  which  time  the  respon- 
sibilities of  the  N,  C.  Patient  and  Nursing  Care 
Committee  in  regards  the  public  in  general  were 
discussed. 
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In  the  January  meeting,  tlie  Nursing  Sulicom- 
mittee  provided  a  progi-am  in  which  an  analysis 
was  made  of  the  current  nursing  shortage,  the 
changing  concepts  in  regards  the  place  of  the 
modern  nurse  in  the  healing  arts  team  and  some 
of  the  problems  associated  with  nursing  educa- 
tion. The  Subcommittee  on  Improvement  in  Pa- 
tient Care  will  provide  the  program  for  the 
April  meeting. 

Under  the  very  capable  chairmanship  of  Mr. 
Ed  Heyd,  representative  from  the  N.  C.  Hospital 
Association,  the  meetings  have  been  very  well 
attended.  The  programs  have  been  conducted  by 
the  members  of  the  committee  or  representatives 
from  the  constituent  organizations.  Mr.  Heyd  has 
stimulated  a  great  deal  of  interest  and  enthus- 
iasm and  the  N.  C.  Committee  on  Nursing  and 
Patient  Care  is  realizing  it  potential  for  becom- 
ing a  very  active,  purposeful  and  constructive 
group. 

John  McCain,  M.D., 

Medical   Society  Representative 


AD  HOC   COMMITTEE   TO  REVIEW   THE 
PROGRAM  OF  MEDICAL  SOCIETY 

The  committee  has  held  meetings  at  Raleigh, 
December  16,  1962  and  in  Pinehurst,  January  26. 
1963.  A  third  meeting  is  scheduled  for  Raleigh, 
March  31,  1963  following  which  a  final  report 
will  be  developed  for  submission  to  the  Execu- 
tive Council  at  the  May  meeting.  A  preliminary 
report  was  made  to  the  Executive  Council  at  its 
January  meeting  in  Pinehurst. 

In  general,  the  committee  directed  its  atten- 
tion to  the  following  items: 

1.  Review  of  the  Edlund  Report  of  1957. 

2.  Administration  including  fiscal  structure 
and  status. 

3.  Commission  system  and  committee  organiza- 
tion. 

4.  Annual  Meeting  including  consideration  of 
report  of  Dr.  Amos  Johnson's  Commiftee  on  Re- 
evaluation  of  Attendance  at  Annual  Meetings. 

5.  Status  of  District  Societies. 

6.  SAMA  and  its  relation  to  the  Society. 

7.  By-Law  changes  necessary  to  implement 
committee  recommendations. 

Since  this  report  is  preliminary  at  this  writ- 
ing, no  effort  will  be  made  to  discuss  in  detail 
the  recommendations  of  the  committee. 

The  Edlund  Report  of  19.57  was  the  result  of 
a  study  made  by  an  outside  agency  and  was  di- 
rected mainly  to  organization  and  operation  of 
the  Headquarters  office  and  committee  structure. 
It  was  noted  that  subsequently  committees  of 
the  society  were  reduced  from  68  to  46. 

For  the  first  time  in  recent  years,  the  society 
incurred  a  budgetary  deficit  in  1962  and  the 
adopted  budget  for  1963  anticipates  a  somewhat 
increased  deficit.  For  the  most  part  these  de- 
ficits accrue  from  three  items;  a  decline  in  ad- 
vertising   revenue    from    the    Journal,    over-ex- 


penditure of  committee  Inidgets  and  cancellation 
of  the  statewide  Polio  immunization  pi-ogram 
last  fall.  The  committee  however,  decided  not  to 
recommend  a  dues  increase  at  this  time  pending 
possible  recovery  in  ad\ertising  revenues  and 
judicious  economies   in  budget   allocations. 

The  committee  considered  the  real  estate  on 
the  Durham  highway  purchased  at  a  cost  of 
$25,000  and  recommends  that  the  Executive 
Council  give  careful  thought  to  selling  this 
property  and  purchasing  property  within  the 
community  of  Raleigh  for  possible  future  head- 
quarters facility. 

The  Commission  .sy.stem  and  the  annual  com- 
mittee conclave  should  l)e  continued  but  it  was 
decided  to  recommend  by-law  changes  to  better 
define  perogatives  and  duties  of  the  commis- 
sioners relating  to  committee  structure,  priority 
budgeting  in  cooperation  with  the  Finance  Com- 
mittee and  collaborating  with  the  president  in 
deleting  old  and  establishing  new  committees. 
The  present  committees  have  reached  61.  It  is 
suggested  that  the  president  complete  committee 
appointments  prior  to  the  Annual  Meeting  with 
the  view  to  holding  the  Annual  conclave  at  an 
earlier  date  than  at  present. 

The  Annual  Meeting,  particularly  the  decline 
in  attendance,  has  been  a  source  of  concern  for 
some  years.  The  report  and  recommendations  of 
Dr.  Amos  Johnson's  Committee  on  Re-evaluation 
and  Attendance  at  the  Annual  Meeting  were  con- 
sidered. It  was  agreed  that  each  functioning  Dis- 
trict Society  and  each  Scheduled  Section  should 
elect  a  representative  to  the  House  of  Delegates. 
Final  details  relating  to  timing  of  meetings  of 
the  House  of  Delegates,  Section  meetings  and 
other  items  of  the  format  were  deferred  to  a 
later  meeting  of  the  committee.  It  was  decided 
that  scheduling  of  the  banquet  should  remain 
on  Tuesday  night. 

The  Committee  recommends  that  the  speaker 
of  the  House  of  Delegates  be  given  power  to 
appoint  appropriate  Reference  Committees,  each 
to  be  headed  by  a  Commissioner,  to  which  reso- 
lutions and  other  matters  may  be  referred  for 
open  hearings  and  report  back  to  the  House  of 
Delegates  for  action.  Resolutions  are  to  be  sub- 
mitted to  the  Headquarters  office  not  later  than 
March  30th  prior  to  the  Annual  Meeting  to  per- 
mit inclusion  in  the  cominlation  of  reports  to 
the  House  of  Delegates, 

The  District  Societies  now  have  no  official 
status  in  relation  to  the  State  Society  although 
their  organization  is  permissive  under  the  By- 
Laws.  The  committee  recommends  that  the  Dis- 
trict Societies  be  made  a  definite  part  of  the 
State  Society  structure  with  representation  in 
the  House  of  Delegates.  Possible  transfer  of 
responsibility  to  the  District  Societies  for  the 
election  of  Councilors  and  members  of  the  Nomi- 
nating Committee  was  considered  but  final  de- 
cision was  deferred. 
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SAMA.  Ways  and  means  to  stimulate  interest 
among  the  several  groups  in  oragnized  medicine 
and  to  create  l)etter  liaison  with  these  student 
organizations  were  considered. 

Recommendations  requiring  By-Law  changes 
and  approved  by  the  Executive  Council  in  Jan- 
uary have  been  referred  to  the  Committee  on 
Constitution  and  By-Laws. 

John   S.   Rhodes,   J\I.D. 
Chairman 


COMMITTEE  0\  PHYSICIAIj 
REHABILITATION 

The  Committee  held  one  meeting  during  the 
September,  1963  Conclave  at  which  time  the 
Chairman  was  unable  to  attend  but  Dr.  Leonard 
Goldner  presided. 

The  major  item  of  discussion  was  a  report 
given  by  Miss  Helen  Kaiser,  Dept.  of  Physical 
Therap.y,  Duke  Medical  Center,  on  a  new  Guide- 
outline  prepared  by  the  N.  C.  Physical  Therapy 
Association.  The  Committee  favored  the  report 
and  complimented  the  N.  C.  Physical  Therapy 
Association  for  this  report.  The  report  is  avail- 
able to  interested  physicians,  public  health  de- 
partments, and  is  to  be  sent  to  all  Committee 
members  as  Information. 

Favorable  reports  of  cooperative  programs 
with  State  Agencies  rendering  rehabilitation 
services  were  made. 

The  Committee  went  on  record  favoring  all 
efforts  being  made  to  raise  the  standards  of 
nursing  homes  and  recommended  continuation 
of  close  working  relationships  of  the  Society's 
Committee  on  Chronic  Illness  and  the  licensing 
agencies  of  such  facilities. 

The  Committee  also  favored  promotion  of  In- 
service  training  programs  in  teaching  hospitals, 
public  health  seminars,  and  demonstration  pro- 
jects related  to  i-ehabilitation  services  and  pro- 
grams. Encouraged  greater  interest  in  such  pro- 
gramming bj'  local  health  directors  who  in  turn 
could  keep  Committee  members  informed  on 
special  projects. 

George  W.  Holmes,  M.D. 
Chairman 


PROFESSIOXAI,  SERVICE  COMMISSION 
Dr.  George  W.  Paschal,  Jr.,  Coiimii.ssioiier 

The  Commissioner  of  the  Professional  Service 
Commission  submits  the  following  resume  of 
the  committees  in  this  group: 

1.  Committee  on  Emergency  Medical  Service 
and  Military  Affairs: 

Dr.  George  W.  Paschal,  Jr.,  Chairman 

At  the  time  of  the  Conclave  this  Committee 
met  on  Friday,  September  14,  1962,  at  9:00  A.M., 
at  the  Jack  Tar  Hotel  in  Durham,  N.  C. 

The  meeting  was  considered  worthwhile  and 
instructive.  For  the  first  time  there  was  par- 
ticipation by  representatives  from  some  of  the 
Allied  Health  Groups,  namely: 


(A)  Office  of  Civil  Defense 

(B)  State  Board  of  Health 

(C)  North  Carolina  Nurses  Association 

(D)  North  Carolina  Hospital  Association 

As  a  result  of  the  discussion  with  the  repre- 
sentatives, and  particularly  with  the  member  of 
the  State  Board  of  Health,  it  was  decided  to  re- 
cjuest  of  the  State  of  North  Carolina  sufficient 
funds  to  proceure  a  full-time  Dejiuty  Director  of 
Medical  and  Health  Services  for  the  North  Caro- 
lina Civil  Defense  Plan. 

The  Committee  considered  plans  for  training 
personnel  for  the  200-bed  emergency  hospitals,  37 
of  which  are  prepositioned  in  North  Carolina.  It 
was  brought  to  the  attention  of  the  Committee 
that  there  are  80  counties  which  have  survival 
plans  for  medical  sections  in  effect  at  the  pre- 
sent time.  These  plans  are  on  file,  signed  bj'  the 
Chief  of  Service,  and  each  such  Chief  knows  his 
responsibilities  and  duties  under  the  survival 
plan  in  effect  in  these  80  counties. 

Encouragement  has  been  passed  to  local  levels 
to  get  personnel  trained  in  the  setting  up  and 
putting  into  operation  these  200-bed  emergency 
hospitals.  We  are  advised  that  there  will  soon  be 
available  an  abbreviated  hospital  unit  which  can 
be  used  for  training  purposes, 

The  Committee  considered  community  disaster 
medical  care,  and  has  encoui-aged  those  concern- 
ed with  this  problem  to  initiate  training  for  mass 
casualty  care,  encourage  schools  to  develop  dis- 
aster plans,  and  to  participate  in  rehearsals  and 
testing.  It  urges  each  of  the  160  hospitals  in 
North  Carolina,  working  in  cooperation  with  the 
hospital  Administrators  and  Nursing  profession 
to  formulate  plans  for,  and  have  exercises  in 
mass  casualty  care  for  medical  disasters,  and 
more   extensive   possible   National   Catastrophe. 

The  Committee  reviewed  the  status  of  the 
Medical  Self  Help  Program.  While  this  program 
is  being  conducted  under  the  direction  of  the 
Director  of  Civil  Defense  in  North  Carolina,  the 
Department  of  Health,  the  Medical  Societies,  the 
American  Red  Cross,  and  individual  doctors  have 
cooperated  in  bringing  this  program  to  the 
people  of  North  Carolina.  The  program  is  in  the 
process  of  expansion  and  more  than  300  kits  have 
been  distributed  for  educational  purposes.  The 
Committee  recommends  that  members  of  our 
Society  make  an  effort  to  have  this  program  in- 
corporated in  the  curriculum  of  the  various  local 
schools.  This  long  range  effect  would  then  ac- 
complish the  purpose  of  the  program  in  provid- 
ing thousands  of  our  citizens  who  would  be  pre- 
pared to  administer  medical  self  help  in  the 
absence  of  or  under  the  supervision  of  a  phys- 
ician. 

The  Chairman  of  this  Committee  appeared 
before  the  North  Carolina  Budget  Advisory  Com- 
mittee and  made  representations  to  them  to  sup- 
port the  Committee's  request  for  funds  to  pro- 
vide a  full-time  Deputy  Medical  Director  for  our 
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Civil  nefensc  PlanniiiL;.  The  Commiltoc  actod 
fa\oral)ly  upon  this  request.  The  Department  of 
Pubhc  Health  now  has  the  services  of  a  man  who 
is  working  in  this  capacity.  He  is  compensated 
by  and  has  been  made  available  through  the  of- 
fices of  Health,  Education  and  Welfare.  It  is 
anticipated  that  he  will  greatly  expand  the 
planning  in  North  Carolina  which  will  iirovide 
emergency  medical  services. 

The  Chairman  of  this  Committee,  aU)ng  with 
the  Executive  Director  of  the  Medical  Society  of 
the  State  of  North  Carolina,  attended  the  County 
Medical  Society's  Conference  on  Disaster  Med- 
ical Care,  sponsored  by  the  American  Medical 
Association  and  held  in  Chicago  in  early  Novem- 
ber, 1902.  He  also  attended,  along  with  the  As- 
sistant Executive  Director,  the  regional  meeting 
on  Disaster  Medical  Care  held  in  Atlanta  in  Feb- 
ruary, 196.3.  The  Chairman  of  this  Committee  has 
been  appointed  as  Chairman  of  the  Health  Task 
Group  of  the  Governor's  Committee  on  Emerg- 
ency Resource  Planning,  and  has  submitted  a 
plan  which  is  co-ordinated  through  the  State  of 
North  Carolina  Civil  Defense  Agency.  In  August, 
19(i2,  the  Chairman  of  this  Committee  was  elect- 
ed to  membership  of  the  Committee  on  Disaster 
Medical  Care  AMA  Council  on  National  Security. 
He  continues  to  serve  as  standby  Chairman  of 
the  North  Carolina  Section  of  the  National  Ad- 
visory Committee  to  the  Selective  Service  Sys- 
tem. 

Finally,  the  Committee  urges  a  recognition  and 
an  awareness  by  all  local  County  Chairmen  and 
individual  doctors  of  the  seriousness  of  the  prob- 
lem in  preparing  for  Diasaster  Medical  Care. 
Plans  should  he  made  and  should  be  rehearsed. 
This  makes  for  preparedness. 

Nothing  of  importance  has  developed  concern- 
ing Military  Affairs.  It  is  anticipated  that  the 
Doctor  Draft  Act  will  be  continued  under  the 
provisions  of  current  legislation. 

II.  Committee  on  Eye  Care  and  Eye  Bank: 

Dr.  George  T.  Noel,  Chairman 

III.  Committee  on  Insurance: 

Dr.  Joseph  W.  Hooper,  Chairman 
The  Committee  on  Insurance  met  in  Raleigh 
in  early  September,  prior  to  the  Conclave  of 
Committee  meetings  in  Durham,  with  represen- 
tatives of  the  St.  Paul  Insurance  Company, 
writers  of  the  Professional  Liability  Insurance 
Program,  sponsored  by  the  State  Society.  Mr. 
John  C.  Parish,  Secretary  of  the  St.  Paul  Com- 
pany, Mr.  Thompson,  Claims  Manager  for  North 
Carolina,  Mr.  W.  R.  Ramsey,  Chief  Underwriter 
for  North  Carolina  were  present. 

Representing  the  State  Society  were  Mr.  Bill 
Hilliard,  President  John  R.  Kernodle.  Dr.  J.  C. 
Burwell,  Dr.  Brasher,  Dr.  S.  Glenn  Wilson,  Mr. 
John  Anderson,  and  Dr.  J.  W.  Hooper. 

The  program  was  reviewed  and  the  pending 
claims  discussed.  After  this  review,  it  was  the 
unanimous    opinion    of    representatives    of    the 


company  and  the  State  Society,  that  the  rates 
should  remain  as  they  are  for  another  year,  and 
that  in  September,  1963,  a  complete  review 
should  again  be  made.  It  was  also  agreed  that 
periodically,  probably  at  4-8  week  inter\ials, 
pending  claims  and  new  claims  should  be  re- 
viewed with  Mr.  Thompson  antl  a  representative 
of  the  committee. 

At  the  conclusion  of  this,  Mr.  J.  L.  Crumpton 
reviewed  the  program  of  disability  insurance 
sponsored  by  the  State  Society,  and  expansion 
of  this  coverage  was  presented,  which  was  ap- 
proved by  the  committee.  This  was  presented  to 
the  Society  by  a  mailing  in  the  fall  of  1962. 

It  was  pointed  out  to  the  committee  that  the 
rates  for  the  catastrophic  hospital  coverage 
written  by  the  Ralph  Golden  Insurance  Company 
would  have  to  be  raised,  and  this  was  done  after 
approval  by  the  Executive  Council  and  the 
members  notified  by  a  mailing  in  the  fall. 

It  has  come  to  our  attention  as  this  report  is 
submitted  that  our  Insurance  Company  selling 
professional  liability  insurance  is  experiencing 
rather  suddenly  a  large  number  of  claims,  some- 
what disturbing  in  rate,  seriousness  of  import, 
and  potential  effect  on  the  cost  of  this  insurance 
program.  These  claims  are  to  be  reviewed  ])y  the 
appropriate  person. 

It  is  the  feeling  of  A-our  committee  that  all 
programs  sponsored  'oy  the  State  Society  are 
working  satisfactorily  at  the  present  time,  and 
the  rates  are  as  low  as  any  in  the  country. 

IV.  Committee  on  Necrology: 

Dr.  Charles  H.  Pugh,  Chairman 

This  Committee  continues  to  perform  its  usual 
duties  of  listing  with  the  State  Headquarters  all 
physicians  who  have  died  during  the  past  year. 
Deaths  for  1962  and  1963  have  been  published  in 
the  Roster  with  solemn  designation. 

Additional  information  will  be  gi\-en  at  the 
time  of  the  Annual  Meeting  in  Asheville. 

V.  Physicians  Committee  on  Nursing: 
Dr.  Fred  C.  Hubbard,  Chairman 

The  Committee  met  in  Durham  during  the 
September  Committee  Conclave  and  had  as  its 
guest.  Dr.  Elias  Faison,  member  of  the  AMA's 
Committee  on  Nursing,  who  discussed  the  Ob- 
jectives and  Program  of  the  AMA's  Committee. 

The  program  is  based  on  3  general  assump- 
tions: (1)  that  nurses  have  a  separate  and  dis- 
tinct professional  status  and  their  contributions 
are  those  of  co-works;  (2)  that  nurses  should  ex- 
pect the  medical  profession  to  suppoit  and  en- 
dorse high  standards  of  nursing  education  and 
service;  and  (3)  that  each  of  the  various  levels  of 
academic  and  technical  accomplishment  in  nurs- 
ing makes  its  own  unique  contribution  to  the 
total  health  care  of  the  public. 

On  the  basis  of  these  broad  assumptions,  the 
AMA  Committee  has  adopted  the  following  ob- 
jectives: 

1.  To  expand  and  strengthen  liaison  acti\-ities 
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between  organizations  representing  the  medical 
and  nursing  professions  at  the  National,  State, 
and  local  levels. 

2.  To  study  and  report  to  the  medical  profes- 
sion on  current  practices  and  trends  in  nursing 
and  on  developments  among  nursing  auxiliary 
personnel. 

3.  To  stimulate,  initiate,  and  where  feasible, 
support  research  in  areas  pertinent  to  the  nurse- 
physician   relationship   in   professional    practice. 

4.  To  offer  advisory  services  to  both  profes- 
sions on  inter-professional  matters. 

5.  To  prove  support  and  assistance  to  the 
nursing  profession  and  its  non-professional 
auxiliary  personnel  in  their  efforts  to  maintain 
high  standards. 

6.  To  encourage  physicians  to  accept  invitation 
to  serve  on  nursing  school  facilities. 

The  Committee  discussed  ways  and  means  of 
implementing  the  above  AMA  objectives  and 
made  the  following  recommendations  to  the  Ex- 
ecutive Council: 

1.  That  the  Executive  Council  approve  the 
AMA's  Committee  objectives  on  Nursing. 

2.  Recommend  to  the  program  Chairman  for 
the  May  1963,  annual  State  Medical  Society  meet- 
ing to  invite  Margaret  Dolan  of  Chapel  Hill, 
N.  C,  the  current  President  of  ANA,  to  speak 
before  the  House  of  Delegates  on  the  major 
objectives  of  the  ANA. 

3.  Recommend  that  local  contact  and  liaison 
between  physicians  and  nurses  be  estalDlished  to 
promote  improved  understanding  and  working 
relationships,  and  especially  better  interpreta- 
tion of  the  importance  of  implementing  Kerr- 
Mills  Act  in  North  Carolina. 

4.  That  the  Committee  supports  and  re-aiffirms 
the  present  position  of  the  State  Medical  Society 
in  opposing  an  all-nurse  Board  for  Nursing  Ed- 
ucation and  Registration  as  it  favors  maintaining 
the  present  Statutory  Board. 

Sub-Committee  on  N.  C.  Commission  on  Nur- 
sing Education  and  Patient  Care. 

During  the  past  year,  two  former  separate 
Committees  have  Ijeen  combined  into  one  Com- 
mission for  Nursing  Education  and  Patient  Care, 
The  Medical  society  has  had  a  representative  on 
each  of  the  two  former  committees  and  still 
maintains  membership  on  the  new  combined 
Commission.  Dr.  John  L.  McCain  was  delegated 
as  the  official  representative  for  the  medical 
society. 

The  Commission  holds  quarterly  meetings  and 
major  attention  has  been  given  this  year  to 
Nursing.  A  great  deal  of  time  and  effort  has 
been  given  to  studying  current  nurse  shortages, 
inadequacies  in  training  progi-ams,  and  the  need 
for  additional  financial  support  for  scholarships 
and  recruitment  efforts. 

In  addition  to  Dr.  McCain's  attendance  to 
quarterly  meetings,  the  Committee  recommend- 
ed that  Dr.  George  W.  Paschal,  Commissioner  at- 


tend meetings  whenever  possilile,  in  addition  to 
staff  members. 

It  was  reported  to  the  Committee  that  in  1962 
North  Carolina  has: 
15  Practical  Schools  of  Nursing 
28  Diploma  Schools  of  Nursing 
1  2-year  program   (Woman's  College,  Greens- 
boro) 
5  Baccalaureate  Degree  programs. 

VI.  Committee  on  Postgraduate  Medical  Study 
Dr.  Theodore  S.  Raiford,  Chairman 

This  Committee  met  during  the  Committee 
Conclave  at  Durham  on  September  14,  1962.  In 
the  absence  of  the  Chairman,  Dr.  W.  Otis  Duck 
presided.  Among  the  topics  brought  up  for  dis- 
cussion were  the  following. 

1.  The  Committee  considered  ways  and  means 
by  which  more  doctors  could  be  interested  in 
taking  postgraduate  courses  after  they  have  been 
established  in  private  practice.  It  was  noted  that 
the  American  Academy  of  General  Practice  has 
accomplished  a  great  deal  in  this  respect  by  al- 
lowing credit  hours  for  the  attendance  at  post- 
graduate courses  attended. 

2.  Specific  individual  notices  of  any  such 
courses  was  also  discussed  but  it  was  felt  that 
this  information  was  adequately  disseminated 
through  the  North  Carolina  Medical  Journal  and 
the  Public  Relations  Bulletin. 

3.  The  Committee  considered  requesting  the 
three  medical  schools  to  supply  speakers  for 
various  County  Medical  Societies  in  an  attempt 
to  stimulate  more  interest  in  postgraduate 
courses.  No  definitive  action  was  taken  in  this 
respect. 

A  reappraisal  and  re-evaluation  of  the  post- 
graduate courses  which  have  been  offered  and 
are  now  being  conducted  leads  the  Committee  to 
the  opinion  that  the  continuance  of  any  present 
postgraduate  courses  and  the  institution  of  any 
in  the  future  should  be  guided  by  the  desires 
and  reciuests  of  members  of  the  State  Medical 
Society  in  order  to  avoid  the  expense  and  effort 
of  promoting  any  such  course  which  was  not 
utilized  sufficiently  to  justify  its  promotion.  The 
Committee  therefore  recommends  to  the  Ex- 
euctive  Council  that  when  roster  cards  are  sent 
out  for  information  in  the  1963  Roster,  a  question 
be  added  to  those  already  on  the  card  requesting 
(1)  information  as  to  participation  in  postgrad- 
uate medical  study  and  (2)  what  tj'pe  of  post- 
graduate medical  study  would  be  desired.  It  is 
felt  that  such  a  questionnaire  would  be  of  great 
help  to  the  Committee  in  directing  their  efforts 
during  the  coming  years. 

VII.  Committee  on  Health  Careers 

Dr.  Frederick  H.  Taylor,  Chairman 
The  major  activity  of  the  Committee  on  Health 
Careers    was    that    of    a    meeting    in    the    Jack 
Tar  Hotel,  Durham,  N.  C,  September  15,  1962. 

Members  present  were:  Dr.  Frederick  T.  Tay- 
lor, Chairman;  Dr.  George  W.  Paschal,  Jr.,  Com- 
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missioner;  Dr.  William  P.  Peete;  Dr.  R.  Beverlx' 
Raney;  Dr.  Amos  N.  .Johnson;  Dr.  William  B. 
Waddell;  and  Dr.  Margaret  C.  Swanton. 

Several  discussions  took  place  aimed  at  a  pro- 
gram to  inteerst  young  people  in  the  various 
medical  careers.  As  one  member  stated  it,  "The 
need  is  not  more  doctors  but  more  medical 
service." 

Dr.  Amos  Johnson  spoke  of  the  Duke  Endoxs- 
ment  Hospitals  summer  visitation  program 
whereby  Junior  and  senior  medical  students 
visit  and  observe  in  selected  hospitals  for  ad- 
ditional exposure  and  experience  in  community 
practice  away  from  the  teaching  environment  of 
the  medical  schools  and  teaching  hospitals.  It 
was  reported  that  twenty-two  students  partici- 
pated in  1961  and  thirty  or  more  in  the  sum- 
mer of  1962.  It  was  also  announced  that  approval 
has  been  given  by  the  Duke  Endowment  Board 
for  forty  students  in  1963.  The  students  are  paid 
$600  for  a  two-month  period.  Dr.  Johnson  em- 
phasized that  this  program  was  particularly  aim- 
ed at  interesting  young  doctors  in  a  small  com- 
munity practice. 

The  main  item  of  business  at  this  meeting  was 
consideration  of  the  program  of  the  North  Caro- 
lina Hospital  Association  in  promoting  organized 
programs  for  recruiting  young  people  to  enter 
various  health  career  professions.  A  communica- 
tion from  Mr.  Minitree  Pyne,  President  of  the 
Hospital   Association,    was   discussed.    This    pro- 


gram outlined  a  proposal  for  setting  up  six  area 
units  for  health  careers,  with  employed  staff,  to 
encourage  young  people  to  go  into  various  health 
professions.  An  annual  financial  assistance  from 
the  Medical  Society  was  requested  for  a  three- 
year  period.  The  Committee  on  Health  Careers 
looked  with  favor  on  the  Hospital  Association 
proposal  for  financial  assistance  in  its  health 
careers  efforts  and  recommended  that  the  Ex- 
ecutive Council  look  further  into  this  program 
with  the  possibility  of  participating.  (The  Med- 
ical Society  of  the  State  of  North  Carolina  now 
has  a  liaison  representative  on  the  Executive 
Council  of  Health  Careers  of  the  North  Carolina 
Hospital  Association). 

It  was  noted  the  major  emphasis  for  recruit- 
ment of  people  interested  in  medical  careers 
would  be  in  nursing  and  the  para-medical  careers 
rather  than  physicians. 


sri'lM-KMKNTAKV    ANNUAL    KKl'OKT    OF 

THK   ('0>nilTTKK    ON    KEI.ATIVK    VAIAE 

SCHEDI'IjK 

The  Relati\c  V-alue  Schedule  Committee  to- 
gether with  representatives  of  the  various  sub- 
specialties met  on  March  10,  1963  to  consider 
changes  and  additions  to  the  Relative  Value 
Schedule.  Details  of  these  changes  are  being  con- 
sidered at  the  present  and  will  have  to  be  sub- 
mitted in  another  report  at  a  later  date. 

Everett  1.  Bugg,  Jr.,  M.D.,  Chairman 
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REPORT  OF  THE   EXECUTIVE   DIRECTOR 

As  your  principal  administrative  officer  I  am 
pleased  to  present  this  report  of  the  sixteenth 
year  of  stewardship  in  the  administration  of  your 
affairs  of  productive  activity  and  the  manage- 
ment of  your  business  affairs.  A  year  ago  I 
sensed  a  leaving  of  an  area  of  convalescence 
from  a  grave  experience  of  illness.  It  is  my 
hope  I  have  recovered  that,  like  all  of  us  when 
we  wait  out  acts  of  providence,  and  that  I  am 
spared  more  useful  da3-s  to  aid  in  the  effort  to 
strengthen  medicine  on  all  fronts  by  yet  serv- 
ing you  usefully  and  intelligenth'. 

Any  assigned  companion  of  President  John 
Kernodle  will  have  developed  spurs  and  have 
fought  along  a  talon-fra.yed  trail  of  tasks  and 
battles.  This  has  been  a  year  of  marked  activity 
on  all  fronts  in  which  organized  committee 
activitj'  has  been  designed  and  projected  with 
extended  progress  as  evidenced  by  the  reports 
of  these  activities  with  which  you  have  been  fur- 
nished. Comparatively  this  progress  has  been 
worthj-,  substantial  and  valuable  to  the  Society 
and  the  profession  in  this  state,  and  nationally. 

All  the  scheduled  intra-functions  have  been 
well-planned  and  projected  with  measures  of 
complimenting  success  and  we  continue  at  head- 
quarters to  accept  and  execute  the  assignment 
of  dutj'  along  this  line.  Witness  the  recent  suc- 
cessful five  area  legislative  conferences  in  which 
grass-roots  leadership  has  prevailed  and  is  couch- 
ed to  produce  in  the  coming  weeks  and  months, 
we  hope  to  exceed  our  successes  of  1961-1962. 

A.  Processible  Mail  received — 21,520 

B.  Mail  Dispatched   (letters,  memo, 
reports,  etc.)— 109,766 

C.  P.  R.  Bulletin— 32,400 

D.  Distributive  Educational  Material 
(sent)— 31,.536 

E.  Press  Releases— 8,668 

F.  Telephone  (local  and  toll)— 5,131 

G.  Reports  (divers  to  local)  state  and  national 
outlets)  Transmittals  of  documents — 1,899 

H.  Reviews  of  literature — 349 
I.  Conferences  (personal,  group,  etc.) — 893 
J.  Meetings  (divers  local,  state  and 
national) — 427 

K.  Radio  tran.scriptions.  films,  TV,  exhibits — 46 

L.  Telegrams   (dispatched) — 129 

M.  Talks— 18 


There  has  been  a  gain  of  membership  in  1962 
of  23.  The  total  membership  stood  at  3352  on 
December  31,  1962 — again  the  highest  in  history 
of  this  Society.  We  had  on  the  mailing  list  in 
recent  weeks  3430  accrued   members. 

Under  the  guidance  of  the  Committee  on  Fi- 
nance we  had  a  reasonable  success  by  scarcely 
balancing  expenditures  to  income  and  consid- 
ering the  increases  to  the  reserve  a  slight  earn- 
ing plus  despite  an  accrued  percentage  loss  in 
advertising  in  excess  of  40%  and  some  decrease 
in  exhibit  subscriptions  in  1962,  both  being  in- 
fluenced bj'  government  pressures  and  regula- 
tions on  the  drug  industrj^  Anticipated  recovery 
is  still  delayed  and  the  picture  for  1963  is  not 
particularly  bright. 

We  still  take  pride  in  accomplishments  under 
administrative  allowances.  The  staff  is  dutiful 
and  has  been  stable  for  about  two  years  and 
except  for  the  influenza  impact  of  the  Winter 
has  had  a  high  level  of  productivity.  Relative 
good  production  for  the  Committees,  Commis- 
sions and  Council  reports  and  activities  of  the 
year  have  recognized. 

We  continue  successful  efforts  in  the  matter 
of  physician  placement  and  opportunity  for 
comparison  with  many  other  states  show  our 
efforts  to  be   more  consistent  and   resultful. 

You  have  been  provided  with  copies  of  the 
1962  Audit  Report  pps.  which  largely  accounts, 
and  traditionally,  for  the  Treasurer's  record  of 
activity,  duty  and  compliance  with  directions. 
We  hope  you  will  find  it  in  order  and  acceptable. 

In  conclusion  I  wish  to  especially  recognize 
the  strong  leadership  of  President  Kernodle  dur- 
ing the  year  closing  a  period  of  activity.  It  has 
been  a  rewarding  experience  to  work  with  him, 
especially  in  view  of  his  great  personal  sacrifice 
of  time  and  effort,  and  his  understanding  and 
patience  have  always  been  stimulating.  The  offi- 
cers and  committees  have  been  generous  to  me 
and  other  staff  members  in  clear,  succinct  and 
vigorous  guidances  and  cooperation  throughout 
the  year  for  which  we  are  all  grateful. 

James  T.  Barnes 
Executive  Director 
Medical  Society  of  the  State 
of  North  CcLroUna 
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KXKCITIVK    (OrXtIL    AN.MAI,    ^lEETIXG 

MEORAL   SO(  IKTV    OF    THE    STATE   OP 

XOKTH  CAKOIilNA 

Kaleish,   North    Caioliiia 
Sir  Walter  Hotel 
May   5,   1962 

ROLL   CALL 

IN  ATTENDANCE: 

Claude  B.  Squires,  M.D.  President 

John  R.  Kernodle,  M.D.  President-elect 

John  A.  Payne,  III,  M.D. 1st  Vice-President 

J.  Samuel  Holbrook,  M.D.  __^  2nd  Vice-President 

John  S.  Rhodes,  M.D.     Secretar.y 

Donald  B.  Koonce,  M.D.   __   _  ..Speaker  of  House 

of  Delegates 

John  C.  Reece.  M.D. Vice-Speaker — 

House  of  Delegates 
COUNCILORS 

T.  P.  Brinn,  M.D.  1st  District 

Lynwood   E.   Williams,   M.D.  2nd  District 

Dewey  H.  Bridger,  M.D.   3rd  District 

Edgar  T.  Beddingfield,  M.D. 4th  District 

Ralph   B.   Garrison,  M.D.   5th  District 

George  W.  Paschal,  Jr.,  M.D. 6th  District 

Edward  S.  Bivens,  M.D. 7th  Di.strict 

Harry  L.  Johnson,  M.D. 8th  District 

Thomas  L.  Murphy,  M.D. 9th  District 

William  A.  Sams,  M.D.  10th  District 

Amos  N.  Johnson,  M.D. Past  President 

James  T.  Barnes Executive  Director 

Wm.  N.  Hilliard Executive  Assistant,  PR 

John  H.  Anderson  .    _     _    Attorney 

NON-VOTING  MEMBERS 

Edgar  T.  Beddingfield,  Jr.,  M.D Chrmn.  Cum. 

on  Legislation 

J.  W.  Roy  Norton.  M.D. N.  C.  State  Board 

of  Health 

Wingate  M.  Johnson,  M.D. N.  C.  Medical 

Journal 
OTHERS  ATTENDING: 
Jesse  Caldwell,  M.D. 
L.  D.  Baker,  M.D. 
T.  S.  Raiford.  M.D. 
Dick  Nelson,  AMA  representati\'e 
H.  M.  Poteat,  M.D. 
Frank  W.  Jones,  M.D. 
Ernest  Furgurson,  M.D. 
Prescott  Spigner,  M.D. 
A.  B.  Choate.  M.D. 
Millard  Hill,  M.D. 
John  W.  Fowler,  M.D. 
S.  F.  Ravenel,  M.D. 
Thomas  B.  Dameron,  M.D. 
Wayne  J.  Benton.  M.D. 
Julius  Howell,  M.D. 
R.  B.  Raney,  M.  D. 
E.  I.  Bugg,  M.D. 
James  Dorsett,  Esci. 


Al  Jenkins,  A.  H.  Robbins  Co. 
Annette  S.  Boutwell 
Larue  King 

SATURDAY   MORXIXG  SESSION 
May  5,  1962 

The  Executive  Council  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  North  Carolina 
held  in  the  Hayes  Barton  Room  of  the  Sir  Walter 
Hotel,  Raleigh,  North  Carolina,  convened  at  nine- 
forty  o'clock.  Dr.  Claude  B.  Squires,  President 
of  the  Society,  presiding. 

PRESIDENT  SQUIRES:  Our  first  order  of 
business  is  the  invocation  to  be  given  by  Dr. 
Paschal. 

DR.  GEORGE  W.  PASCHAL:  Our  Heavenly 
Father,  as  we  meet  here,  enable  us  to  establish 
the  right  relationship  with  Thee  and  our  fel- 
lows, in  order  that  we  may  have  the  assurance 
of  Thy  guidance  and  help  in  the  accomplishment 
of  our  purposes.  Let  our  action  redound  to  Thy 
glory.  Forgive  us  our  sins;  grant  us  Thy  grace, 
and  keep  us  from  evil. 

Amen. 

PRESIDENT  SQUIRES:  Gentlemen,  I  want  to 
thank  you  for  your  coperation  this  year.  We 
have  had  a  verN-  nice,  quiet  j^ear,  nothing  con- 
troversial appearing,  and  we  have  had  a  very 
very  smooth  year,  winding  up  with  a  little  bit 
of  money  in  the  bank. 

Now  we  want  to  do  our  business,  take  plenty 
of  time,  but  still  we  want  to  dispatch  it  with 
speed,  because  I  have  heard  rumors  there  is  a 
race  this  afternoon.  I  have  heard  rumors  that 
some  men  have  sick  grandmothers  and  have  to 
be  out  at  two  o'clock  out  here  a  few  miles  to 
the  golf  course,  but  that's  all  right.  We  will  get 
through  as  soon  as  we  can. 

We  were  to  h'Ave  a  session  tomorrow  morning 
at  ten  o'clock,  but  if  we  can  get  through  with 
it  today,  it  will  be  fine.  The  session  tomorrow 
morning  was  to  be  for  Dr.  Roscoe  McMillan,  but 
he  won't  be  here  until  Tuesday;  so  we  will  try 
to  handle  that  some  other  way  today. 

[Secretary  John  S.  Rhodes  called  the  roll  and 
announced  that  ciuorum  was  present.] 

PRESIDENT  SQUIRES:  We  want  to  follow 
the  agenda  here  as  we  have  it.  as  far  as  pos- 
sible, but  Dr.  Raiford  has  to  be  out  for  a  while, 
and  so  we  are  going  to  call  on  him  first  for  his 
report  on  the  Ad  Hoc  Committee  of  the  Blue 
Shield,  and  also  the  other  work  he  has  done  on 
the  consolidation  of  the  Blue  Cross  Plan  in  the 
State. 

(Dr.  Raiford's  Report  appears  in  summary  in 
the  Compilation.) 

Accordingly,  following  the  Board  meeting  of 
Hospital  Care  on  March  7th,  the  following  reso- 
lution   was    submitted    to    both    National    Blue 
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Cross  ami  National  Blue  Shield  l>y  the  Board  of 
Hospital  Care: 

RESOLVED,  That  invitation  he  extended 
to  Messrs.  Stuart,  Chairman  of  the  Board,  and 
IMcNerney,  President  of  the  Blue  Cross  Asso- 
ciation, and  Messrs.  Castellucci,  Executive 
Vice  President,  and  Ned  Parrish,  Assistant 
Vice  President  of  Blue  Shield,  to  study  the 
existing  voluntary  prepayment  health  pro- 
grams in  North  Carolina  and  outline  and  offer 
a  model  health  program  for  the  total  popula- 
tion of  the  State. 

It   is  the  belief  of  the   Hospital   Care  Asso- 
ciation   that    greater    unanimity    of    purpose, 
spirit  and  thought  between  the   two   existing 
statewide  prepayment  plans  might  be  helpful 
to  North  Carolina  and  the  nation,  and  that  an 
ideal    publicly-oriented    solution,    oriented    to 
the  future,  would  be  an  added  impetus  to  the 
good  health  movement  within  the  State. 
That  was  submitted  on  March  8th.  The  Board 
of  Hospital  Saving  did  not  ha\-e  a  meeting  until 
sometime  within  the  past  two  weeks.   I   cannot 
tell  you  the  date  exactly.   I  believe  it  was  late 
in  April.  1  ha\'e  no  official  report  as  to  the  ac- 
tion of  the  Board  of  Hospital  Saving.  However, 
I   understand — and  Dr.    Sciuires   has   received   a 
copy  of  this  letter — that  the  Board  of  Hospital 
Sa\ing    has    requested    or    voted    to    request    a 
representative    from    National    Blue    Cross    and 
Blue  Shield  to  meet  with  the  attorneys  of  Hos- 
pital Saving  Association  and  Hospital  Care  As- 
sociation   to    discuss    further    the    plan    for    a 
merger. 

These  two  requests  from  the  respective  boards 
differ  in  some  respects,  and  certainly  differ  in 
their  mechanics.  What  the  result  of  this  will  be 
I  cannot  say.  I  don't  know  what  yet  will  come 
out,  and  whether  the  deputation  committee 
should  take  any  action,  or  whether  we  should 
w-ait  and  see  what  comes  out  of  it. 

In  the  meantime,  as  an  added  corollary,  you 
know  that  Hospital  Care,  on  April  1st.  was  ac- 
credited by  National  Blue  Shield  as  an  approved 
agent.  That  has  been  the  culmination  of  the  ef- 
forts of  the  deputation  to  Blue  Shield,  which 
was  authorized  one  year  ago. 

To  comment  briefly  on  the  effect  of  this.  I 
simply  want  to  say  that  before  this  was  granted, 
several  people  had  very  grave  doubts  as  to 
w-hether  this  would  encourage  further  attempts 
at  a  merger.  It  appears  that  it  has.  in  that  the 
Board  of  Hospital  Care  still  is  anxious  and  will- 
ing to  cooperate  in  the  promotion  of  the  consoli- 
dation of  facilities  and  efforts  between  the  two 
associations  to  merge  into  a  stronger  single  or- 
ganization. That  is  the  way  it  stans  at  present. 
[Discussion  off  the  record.] 
PRESIDENT  SQUIRES:  I  would  like  to  com- 
mand Drs.  Raiford,  Beddingfield  and  Shuford, 
for  their  fine  w'ork  this  year.  They  have  ne\"er 
given  up  and  have  been  dedicated,  so  to  speak. 


in  carr\ing  out  the  edict  of  the  Council  of  last 
May,  and  they  have  pursued  this  thing  with 
\'igor,  and  I  am  sure  we  will  get  some  results. 

Any  ciuestions? 

DR.  AMOS  N.  JOHNSON:  I  would  like  to 
clarify  one  thing  in  my  mind.  Did  I  understand 
that  the  suggestion,  Ted,  about  further  attempts 
at  consolidation  referrable  to  having  the  two 
attorneys  meet  with  representatives  from  Blue 
Cross  and  Blue  Shield — did  that  come  from  your 
committee,  or  did  that  come  from  Hospital 
Sa\-ing? 

DR.  RAIFORD:  Lot  me  reiterate  this.  1  read 
you  the  resolution  which  came  from  the  Hospital 
Care  Board.  A  similar  resolution  has  come  from 
the  Hospital  Saving  Board,  of  which  I  have 
not  recei\ed  a  formal  communication.  The  rec- 
ommendation from  the  Hospital  Saving  Board 
has  been  the  use  of  the  two  attorne3's  in  the 
state,  and  the  two  representatives  of  the  national 
plans,  not  our  committees. 

Our  committee  goes  along  with  the  i-equest 
that  an  invitation  he  issued  to  the  national  plans 
to  submit  a  program  for  consideration.  This  is 
not  a  directive  to  tell  us  how  we  should  do  it, 
luit  suggest  or  sul^mit  a  model  program  which 
can  then  be  considered  by  the  boards  of  the  two 
respective  associations  and  modified  in  so  far 
as  possible  to  see  if  it  will  or  will  not,  or  can 
be  modified  to  meet  our  needs. 

PRESIDENT  SQUIRES:  I  have  that  letter  in 
my  files  and  if  you  would  like  to  see  it  sometime, 
I  would  be  glad  to  show  it  to  you,  from  the 
Hospital  Saving  Association. 

It  occurs  to  me  that  we  should  pursue  further 
this  business  of  a  merger  of  the  two  companies 
while  the  iron  is  hot  and  the  ball  is  rolling.  It 
occurs  to  me  that  the  proper  committee  to  do  it 
would  be  a  continuation  of  the  Ad  Hoc  Commit- 
tee, which,  as  I  understand  it,  has  just  about  ful- 
filled its  assigned  duties  as  of  now;  to  turn  over 
to  them  this  project  further  and  let  them  work 
with  the  National  Blue  Cross  and  National  Blue 
Shield,  with  no  further  directive,  but  to  use 
their  own  good  judgment.  That  would  be,  I 
think,  the  ideal  thing  to  do, 

I  think  it  would  be  best  if  this  Ad  Hoc  Com- 
mittee were  continued  as  it  is,  and  that  they  be 
gi\'en  the  authority  to  call  in  those  whom  they 
think  would  be  best  to  work  toward  a  merger. 

DR.  AMOS  JOHNSON:  I  move  that  the  Ad 
Hoc  Committee  as  presently  constituted  be  con- 
tinued in  its  activity  and  be  authorized  to  lend 
its  efforts  toward  the  consummation  of  a  merger 
of  the  two  associations,  and  that  they  avail 
themselves  of  whatever  help  and  mechanisms 
of  information,  sources  of  information,  are  avail- 
able to  them  at  their  own  discretion  in  imple- 
menting this. 

(Motion  seconded  by   Dr.   H.   L.  Johnson.) 

DR.  JOHN  R.  KERNODLE:  1  would  like  to 
speak  just  one  minute.  I  am  not  speaking  against 
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this  Ad  Hoc  Committee. 

The  feeling  is  that  there  must  be  a  lot  of  give 
and  take  on  both  of  these  boards.  Whether  there 
is  a  conflict  of  interest  among  the  lawj-ers — 
and  I  agree  there  is — there  is  still  a  feeling  that 
thej^  should  come  back  on  a  local  level,  rather 
than  taking  too  much  of  a  dogmatic  outside  sur- 
^■ey  report  for  a  definite  program  in  North  Caro- 
lina. 

DR.  RAIFORD:  I  think  Dr.  Kernodle  has  the 
wrong  idea  of  what  the  committee  approves  of. 
It  approves  simply  of  this  invitation,  to  outline 
and  offer  a  model  health  program. 

PRESIDENT  SQUIRES:  Any  further  discus- 
sion? If  not,  those  in  favor  of  Dr.  Johnson's 
motion  please  say  "aye";  opposed  "no."  The 
"ayes"  have  it,  and  it  is  carried. 

We  have  a  representative  here  of  the  A.  H. 
Robins  Company,  Inc.,  of  Richmond,  Mr.  Alvin 
Jenkins,  who  has  a  proposition  to  make  to  the 
Council.  Mr.  Jenkins,  we  would  be  glad  to  hear 
from  you. 

(Mr.  Jenkins  offered  on  behalf  of  A.  H.  Robins 
Co.  to  sponsor  a  Physicians  Award  for  Commun- 
ity Service.) 

PRESIDENT  SQUIRES:  If  I  may  say  so,  this 
impresses  me  as  being  a  mighty  fine  thing  to 
stimulate  the  community  activities  of  the  doctor, 
and  I  think  we  have  been  a  little  bit  slow  in 
that  phase  of  our  public  relations — I  mean  as  far 
as  individuals  are  concerned. 

The  motion  is  to  refer  it  to  the  Public  Rela- 
tions Committee? 

DR.  BEDDINGFIELD:  I  offer  to  do  that  and 
make  it  a  motion. 

DR.  DONALD  B.  KOONCE:  I  make  a  motion 
that  we  refer  it  to  the  Public  Relations  Com- 
mittee for  action. 

[The  motion  was  seconded  by  Dr.  Paschal.] 

[The  motion  was  put  to  a  vote  and  carried.] 

PRESIDENT  SQUIRES:  With  regard  to  reso- 
lutions and  communications.  Dr.  Poteat  will  be 
recognized  at  this  time  in  a  Resolution  from  the 
Johnston  County  Medical  Society. 

PRESIDENT  SQUIRES:  We  will  entertain  a 
motion  that  this  be  received,  that  this  resolution 
be  received  for  action  of  the  House  of  Delegates. 

[Such  motion  was  made  by  Dr.  Harry  L.  John- 
son and  seconded  by  Dr.  Dewey  H.  Bridger.] 

]  Discussion.  [ 

PRESIDENT  SQUIRES:  I  think  Dr.  Ernest 
Furguson  of  Beaufort  has  a  similar  resolution, 
don't  you? 

DR.  ERNEST  FURGURSON:  Yes. 

PRESIDENT  SQUIRES:  We  can  hear  yours 
and  act  on  both  of  them  at  the  same  time,  prob- 
ably. 

(Dr.  Furguson  made  a  presentation.) 

DR.  JOHN  A.  PAYNE:  I  make  a  motion  that 
both    reports   be   received    and    referred    to    the 
House  of  Delegates. 
[The  motion  was  seconded  by  Dr.  Sams.] 


PRESIDENT  SQUIRES:  These  in  favor  of  the 
motion  please  say  "aye";  opposed  "no."  Carried. 

Now  we  will  skip  clown  to  the  report  on  in- 
corporation of  physicians  for  tax  purposes. 

DR.  CALDWELL:  At  this  time,  your  Trust 
Study  Committee  recommends  (1)  that  the  Medi- 
cal Society  continue  to  stand  hy  to  implement 
the  provisions  of  the  Keogh  Bill,  if  and  when 
passed  by  this  Congress;  (2)  that  should  this 
Congress  not  pass  the  Keogh  Bill  before  ad- 
journment, the  Society  act  to  endorse  legislation 
in  the  1963  General  Assembly,  which  would  al- 
low the  incorporation  of  physicians  for  tax  pur- 
poses. 

PRESIDENT  SQUIRES:  I  will  entertain  a 
motion  that  this  be  received  as  information. 

DR.  J.  SAMUEL  HOLBROOK:  Mr.  Chairman,  I 
so  move. 

[The  motion  was  seconded  by  Dr.  Payne.] 

PRESIDENT  SQUIRES:  Any  further  discus- 
sion? If  not,  those  in  favor  please  say  "aye";  op- 
posed "no."  Motion  carried. 

We  have  with  us  Dick  Nelson,  Field  Represen- 
tative of  the  American  Medical  Association.  Dick, 
do  you  have  anything  to  say  to  us  now? 

MR.  RICHARD  NELSON:  No. 

PRESIDENT  SQUIRES:  Alwaj^s  glad  to  have 
j'ou  here. 

The  presentation  of  the  minutes,  reporter's 
transcript  of  the  meeting  in  abridged  form.  You 
have  that  John;  do  you  want  to  handle  it? 

DR.  RHODES:  I  believe  you  all  have  received 
a  copy  of  the  minutes  of  the  May  6,  October  1 
and  Januarj'  28  meetings  of  the  Executive  Coun- 
cil. Unless  there  is  correction  or  ciuestions  or  re- 
quest for  reading  of  these  minutes.  I  would 
make  a  motion  that  thej'  be  approved  and  re- 
ferred to  the  House  of  Delegates. 

[The  motion  was  seconded  by  Dr.   Sams.] 

PRESIDENT  SQUIRES:  Discussion?  Those  in 
favor  say  "aj'e";  opposed  "no."  Carried. 

Discussion  of  Board  structures  in  which  the 
Society  particiji^ates  in  elections  from  floor 
nominations  in  the  House  of  Delegates: 

Medical  Care  Commission:  the  term  of  Harry 
L.  Johnson  expires;  and  Hospital  Saving:  Dr. 
Hedgpeth's  term  expires;  and  in  Hospital  Care: 
Dr.  Brewer's  term  expires. 

I  don't  know  that  there  is  anything  we  can 
do  about  that  until  ^^'ednesday  morning  when 
there  are  elections  in  General  Session. 

PRESIDENT  SQUIRES:  No.  5  (d)  Letter  com- 
munication from  Committee  on  Public  Relations. 
Do  you  have  that,  Ed? 

DR.  BEDDINGFIELD:  This  is  a  communica- 
tion from  Dr.  Welton,  who  could  not  be  here 
today,  the  present  Chairman  of  the  Committee 
on  Public  Relations.  I  have  copies  of  it  that  I 
will  pass  around.  I  will  not  belabor  this  by  read- 
ing all  of  it. 

This  has  to  do  with  the  perennial  problem  of 
attendance  at  the  January  Officers'  Conference. 
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PUESIDKNT  SQL'IRES:  I  wmikl  like  U>  thank 
you  fill-  the  work  you  ha\'e  done  on  this  this 
>car.  1  think  you  have  done  a  grand  job,  regard- 
less of  the  attendance.  I  think  Dax'e  Welton  has 
tried — at  the  first  of  the  year,  we  suggested  that 
we  would  send  notice,  reports  out.  Accordingly, 
we  have  done  so,  trying  to  keep  the  meml^ers  of 
the  Medical  Societ\  informed  as  to  the  actions  as 
to  what  is  going  on  in  medicine.  Your  commit- 
tee has  done  lots  on  that. 

Dr.  I'^rank  .Jones,  would  you  like  to  make  a  re- 
port at  this  time? 

(Dr.   Jones  presented   a   letter   communication 
from  the  State  Insurance  Advisory  Commission.) 
[Discussion  off  the  record.) 
PRESIDENT    SQUIRES:    Is    there    a    motion 
that  we  receive  this  as  information? 

[Such  motion  was  made  by  Dr.  Paschal  and 
seconded  by  Dr.  Koonce.] 

PRESIDENT  SQUIRES:  Motion  made  and  sec- 
onded that  we  receive  it  as  information.  Discus- 
sion? Those  in  favor  say  ■'aye";  opposed?  Carried. 
Dr.    Spigner,    you    have    a    special    report    on 
podiatry. 

(Dr.  Prescott  Spigner  made  a  presentation.) 
[Discussion.! 

DR.  BEDDINGFIELD:  I  would  make  a  mo- 
tion that  the  Legislative  Committee  be  directed 
by  the  E.xecutive  Council  to  proceed  by  the  most 
judicious  means  to  restrain  podiatrists  from  prac- 
ticing medicine  in  North  Carolina. 

[The  motion  was  seconded  by  Dr.  Paschal.] 
PRESIDENT  SQUIRES:  Motion  made  and  sec- 
onded. Any  further  discussion?   If  not,  those  in 
favor  say  "aye";  opposed  "no.''  Carried. 

MR.  BARNES:  This  is  a  report  signed  by  Dr. 
■Joseph  W.  Hooper,  .Jr.,  who  is  Chairman  of  the 
Committee  on  Insurances.  It  is  dated  May  5th. 
The    experience    with    the    major    hospital 
plan   endorsed   by   the    State    Society,    written 
by  the  Ralph  J.   Golden   Insurance  Agency — 
incidentally,  for  the  American  Casualty  Insur- 
ance   Company — since    the    inception    of    this 
plan  has  revealed  that  the  losses  have  been  far 
more  than  contemplated. 

The  American  Casualty  Insurance  Company 
submitted  this  experience  to  the  Insurance 
Commissioner,  who  has  seen  fit  to  grant  them 
a  30  per  cent  premium  rate  increase.  This  rate 
increase  would  be  effective  in  June,  1963,  and 
under  the  present  policy,  the  membership  is 
required  to  be  notified  at  least  a  year  prior  to 
a  rate  change.  This  same  clause  would  be  in 
the  new  policy  written,  so  that  no  further  in- 
crease could  be  effected  until  1966.  if  such  an 
increase  were  necessary. 

The  Executive  Secretary  and  the  Chairman 
of  the  Insurance  Committee  have  reviewed 
this  ijniblem  and  feel  the  rate  increase  is  justi- 
fied, and  that  the  policy  in  effect  is  about  the 
best  available  policy  for  the  membership  at 
this  time.  The  Insurance  Committee  has  not  had 


an  oi)portunil\'  to  consider  this  rate  increase, 
as  the  Committee  has  not  acted,  nor  has  had 
the  (jpportunity  to  meet  since  the  Company 
has  submitted  its  re(|uest  to  the  Insurance 
Commissioner. 

It  is  the  feeling  tif  the  Chairman  of  the  Com- 
mittee, and  the  Executive  Secretai-y  of  the  So- 
ciety, that  this  should  be  approved,  and  the 
Hospital  Plan  be  continued  with  the  Society's 
endorsement  with  the  rate  increase. 
Respectfully  submitted, 
Joseph  W.  Hooper,  Jr. 

Chairman  of  the  Committee  on  Insurances 
PRESIDENT    SQUIRES:    I    will    entertain    a 
motion. 

DR.  HOLBKOOK:  Move  it  be  accepted  for  in- 
formation. 

[The  motion  was  seconded  by  Dr.  Bridger.] 
PRESIDENT    SQUIRES:     Motion    made    and 
seconded. 

DR.  RHODES:  You  asked  for  approval  of  that 
rate  increase. 

PRESIDENT  SQUIRES:  Do  you  make  a  mo- 
tion that  it  be  approved? 

DR.  KOONCE:  According  to  that  report,  the 
Committee  recjuests  approval  of  that — rather, 
they  approve  of  it,  and  if  we  accept  it  as  infor- 
mation, we  are  not  backing  the  Committee's 
recommendation. 

DR.  PASCHAL:  He  points  out,  Mr.  President, 
that  is  his  opinion  and  not  the  action  of 
the  Committee,  and  the  Executive  Secretary  is 
in  concurrence  with  it,  apparently,  on  this.  Since 
it  has  been  approved  by  the  Commissioner,  I 
understand — is  that  right? 

MR.  BARNES:  It  will  be  approved  by  the 
Commissioner,  the  30  per  cent  request  for  in- 
crease in  premium.  I  have  talked  to  the  Commis- 
sioner about  it,  and  he  feels  that  it  would  be  a 
very  definite  advantage  to  the  group  to  retain 
the  present  policy. 

Now  if  you  don't,  and  it  is  dropped  at  the  ter- 
mination of  this  period,  then  it  will  be  written 
without  the  effect  of  a  blue  law  in  the  future. 

DR.    PASCHAL:    I    make   a   substitute   motion 
that  the  Council  approve  this  proposal. 
[The  motion  was  seconded  by  Dr.  Koonce.] 
PRESIDENT  SQUIRES:  Motion  made  and  sec- 
onded. 

DR.  HOLBROOK:  I  will  withdraw  the  motion. 
[Dr.   Bridger   withdrew   his   second.] 
PRESIDENT  SQUIRES:  Those  in  favor  please 
say  "aye";  opposed  "no."  Carried. 

MR.  ANDERSON:  The  rates  don't  go  into  ef- 
fect for  another  year. 

PRESIDENT  SQUIRES:  Dr.  Millard  Hill  is 
here.  He  would  like  to  make  a  report  on  AM  A 
Board  of  Trustees. 

(Dr.  Hill  presented  a  report.) 
DR.  SAMS:  I  mcne  it  be  i-eceived  as  informa- 
tion. 

[The  motion  was  seconded  bv  Dr.  Garrison.] 
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PRESIDENT  SQUIRES:  Any  discussion? 
Those  in  favor  say  "aye";  those  opposed  "no." 
Carried. 

PRESIDENT  SQUIRES:  Dr.  Beddingfield, 
please  make  j'our  special  report  on  national  legis- 
lation, of  the  King-Anderson  bill. 

(Dr.  Beddingfield  elaborated  on  the  report  of 
the  Committee  on  Legislation  appealing  in  the 
Compilation.) 

PRESIDENT  SQUIRES:  Thank  you. 

DR.  RHODES:  May  I  add  just  one  thing  by 
way  of  addition  to  what  Ed  has  had  to  say.  Some 
of  you  may  not  know  about  this,  and  it  may 
be  a  means  by  which  you  could  influence  people 
ill  your  own  communities. 

The  Pamlico-Albemarle  Society,  last  Sunday 
night,  put  on  a  very  excellent  program  in  which 
they  utilized  Dr.  Annis'  film  specificallj'  on  the 
King-Anderson  Bill.  That  film  is  available 
through  the  headquarters  office.  I  believe  we 
now  have  four  copies  of  the  film,  and  while  there 
is  some  demand  for  it,  I  am  sure  it  would  be 
worthwhile  in  any  area,  if  it  could  be  shown. 

DR.  BEDDINGFIELD:  I  appreciate  you  men- 
tioning that. 

DR.  KOONCE:  On  this  line,  could  I  ask  an  ex- 
pression of  opinion  from  this  group?  Tomorrow 
afternoon,  from  five  to  six  o'clock,  I  understand 
Dr.  Hubert  Poteat  will  be  on  local  television  in 
a  debate  with  Riljicoff's  assistant.  Ribicoff  was 
invited  but  couldn't  come. 

PRESIDENT  SQUIRES:  There  is  no  action 
necessary  on  that,  except  that  it  be  received  as 
information. 

Communication  on  report  North  Carolina  Com- 
mittee on   Nursing  and  Patient  Care. 

MR.  BARNES:  Mr.  President,  I  am  sure  it  was 
under  the  administration  of  Governor  Umstead 
that  there  was  a  Committee  on  Nursing  created 
for  a  study  purpose  in  the  State  of  North  Caro- 
lina. Dr.  H.  L.  Brockman  served  on  that  commit- 
tee for  a  good  number  of  years. 

In  the  meantime,  an  interdiscipline  committee 
on  the  care  of  the  patient  has  grown  out  of  the 
deliberations  of  that,  and  so  the  two  committees 
have  had  some  meeting  assignments,  and  rela- 
tionships, over  a  period  of  years. 

Very  recently,  the  two  committees  have  gotten 
together  and  formed  one  committee.  The  Medical 
Societj'  has  always  had  representation  on  the 
Governor's  designated  committee,  and  volun- 
tarily participated  on  the  Patient  Care  Commit- 
tee. 

The  proposal  now  is  that  they  have  elected 
Dr.  John  McCain  of  Wilson,  North  Carolina,  to 
represent  the  Medical  Society  as  a  constitutional 
member  of  the  committee,  and  thej'  provide  for 
ten  official  agencies  to  participate,  including 
the  Medical  Society,  on  which  the  President  and 
the  Executive  Director  serve  ex-officio  along 
with  Dr.  John  JMcCain,  who  has  been  elected 
to  membership  on  the  consolidated  North  Caro- 


lina Committee  on  Nursing  and  Patient  Care, 
which  meets  quarterly  on  the  subject  of  nursing 
and  nursing  education,  and  nursing  careers,  and 
that  sort  of  thing. 

So  the  recommendation  is  that  the  Medical 
Society  recognize  Dr.  McCain  as  its  representa- 
tive on  this  committee,  and  participate  through 
the  ex-officio  officers  of  the  Society. 

I  think  that  ought  to  be  an  official  action.  We 
have  been  participating  in  it  for  about  four 
years. 

DR.  PASCHAL:  I  make  a  motion  that  Dr.  Mc- 
Cain be  designated  as  an  official  representative. 

[The  motion  was  seconded  by  Dr.  Bridger.] 

[Carried.] 

]MR.  BARNES:  The  second  item  is  a  letter 
which  I  feel  I  ought  to  read.  It  is  a  communica- 
tion from  Dr.  John  Flack  Burton.  Chairman  of 
the  Council  on  Medical  Service. 

MR.   BARNES: 

With  your  annual  meeting  followin£?  on  the  heels  of 
the  regional  conference  on  aging,  you  must  be  swamped 
with  work  these  days.  At  the  request  of  the  Council 
on  Medical  Ser\'ice.  however,  I  am  writing  to  ask  whether 
you  can  bring  the  follo^\■ing  subject  to  the  attention 
of  your  Council  for  any  action  considered  apporpriate. 

I  know  you  are  acquainted  with  the  framework  of  the 
Council  on  Medical  Service  which  has  six  committees 
working  on  various  phases  in  the  medical  service  area. 
From  time  to  time  it  has  come  to  the  attention  of  the 
Council  members  that  physicians  often  serve  on  these 
national  committees  and  devote  a  great  deal  of  effort 
on  behalf  of  the  profession  without  the  state  society  be- 
ing  cognizant   of   their   contributions. 

I  would  like,  therefore,  to  call  the  attention  of  th? 
officers  of  the  Medical  Society  of  the  State  of  North 
Carolina  and,  if  deemed  apporpriate,  of  your  House  of 
Delegates  to  the  service  two  of  your  physicians  have 
given  to  the  profession  through  their  work  on  Coimcil 
committees. 

Dr.  James  F.  Donnelly,  Jr..  of  Raleigh  continues  to  be 
an  active  member  of  the  Committee  on  IMaternal  and 
and  Child  Care.  In  addition  to  the  demands  upon  him 
as  a  regular  committee  member,  he  has  been  asked  to 
ser\e  on  special  subcommittees  in  the  development  of 
forms  which  the  Committee  expects  to  publish  for  use 
by   physicians    and   hospitals    throughout   the    country. 

Dr.  John  R.  Kernodle  of  Burlington  has  served  as  a 
consultant  to  the  Committee  on  Aging  and  to  say  that 
he  has  been  an  acti\-e  consultant  is  almost  unnecessary  in 
view  of  all  the  time  and  effort  he  has  given  to  assure 
the  success  of  the  regional  conference  now  being  spon- 
sored in  Charlotte. 

I  know  you  are  aware  that  AMA  councils  and  com- 
mittees rely  heavily  on  the  gratuitous  ser\-ice  men  such 
as  Doctors  Donnelly  and  Kernodle  have  given  the  pro- 
fession. Medicine  can  be  proud  of  these  men  and  it  is 
hoped  that  during  your  forthcoming  annvial  meeting,  the 
Coimcil's  sincere  expression  of  appreciation  of  their  con- 
tributions can  be  relayed  to  the  officers  and  members 
of  the  Medical  Society  of  the  State  of  North  Carolina, 

PRESIDENT  SQUIRES:  We  will  receive  it  as 
information.  I  don't  think  a  motion  is  necessary. 

Now,  a  report  on  policy  related  to  Mental 
Health  Detection  Clinics. 

DR.  A.  B.  CHOATE:  Gentlemen,  this  question 
of  mental  health  has  recently  come  to  the  front 
on  what  appears  to  be  a  particularly  hot  issue, 
especially  for  the  next  legislature,  and  I  wanted 
to  give  you  some  of  the  background  of  it. 
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Three  years  ago,  I  was  Chairman  of  the  Men- 
tal Hygiene  Committee  of  this  Societj%  and  of 
course  I  was  over  my  head,  being  an  internist, 
and  all  the  other  people  were  psychiatrists;  but 
the\',  at  that  time,  voted  to  have  the  funds  trans- 
ferred from  the  State  Bo;ird  of  Health  to  the 
State  Hospital  Board. 

I  appointed  a  committee  of  three  to  make  a 
study  of  it  and  report  back.  Within  a  week,  all 
l3Ut  one  of  them  had  resigned. 

In  the  summer,  in  August.  Amos  Jackson 
called  me,  and  Dr.  Rhodes  wanted  a  report  of 
what  the  Medical  Society  would  back  for  mental 
health  funds.  I  talked  to  Dr.  Johnson  that  week 
four  or  five  times.  He  contacted  only  one  or  two 
members  of  my  committee;  since  it  was  vacatioii 
time,  they  were  not  available. 

Dr.  Johnson  and  I,  and  the  people  I  talked  to — 
it  was  August,  and  the  legislature  was  coming 
up.  The  State  Board  of  Health  already  had  their 
plans,  their  budget  ready.  It  was  too  late  for  the 
state  hospital  controls  to  get  a  budget  ready, 
and  it  was  too  late  to  set  up  another  organiza- 
tion to  dispense  these  funds. 

So  I  told  Dr.  Johnson  that  I  wi-shed  for  him 
to  report  back  to  Dr.  Rhodes  that  the  Medical 
Society  would  back  the  State  Board  of  Health. 

In  September,  in  the  meeting  at  Pinehurst, 
we  had  a  meeting  of  my  committee,  and  I  told 
them  what  had  transpired,  and  what  I  had  done, 
and  they  immediately  unanimously  voted  to 
place  the  funds  under  the  State  Hospital  Board 
of  Control. 

That  thing  has  gone  on  and  on,  and  in  the 
meantime  you  have  a  new  organization  come 
into  being,  which  is  the  State  Association  of 
Mental  Health  Clinic  Directors.  Last  October, 
these  clinic  directors  wrote  the  Governor  and 
requested  that  these  funds  be  transferred  to  the 
Hospital  Board  of  Control.  The  Governor  has  had 
Mr.  Coltrane  working  with  the  State  Hospital 
Board  of  Control,  and  also  with  the  Public 
Health  Board. 

This  committee  did  not  take  any  action  with- 
out thinking;  it  was  not  a  spontaneous  thing.  I 
have  heard  Mrs.  Boutwell  say  several  times  that 
this  committee  is  better  attended  than  anj'  other 
committee  in  the  State  Society,  and  I  am  sure 
that  if  you  will  read  the  minutes  of  the  meeting 
you  had  in  Southern  Pines  this  past  September, 
you  will  realize  it  and  you  will  think  so  too. 

So  that  I  have  asked  Dr.  Fowler,  who  is  with 
the  Association  of  Clinic  Directors,  and  Dr.  Roy 
Norton,  who  is  with  the  State  Board  of  Health, 
and  Dr.  Charles  Vernon  will  be  here  in  about 
an  hour.  And  these  represent  three  different 
fields  that  will  use  the  funds.  I  would  like  for 
you  to  ask  them  any  questions  you  will,  and  I 
thought  that  I  would  ask  Dr.  Norton  if  he  would 
make  a  few  remarks,  and  then  I  will  ask  Dr. 
Fowler  and  then  we  will  have  some  questions. 

DR.  J.  W.  ROY  NORTON:  I  would  appreciate 


hearing  from  Dr.  Fowler  first,  since  he  served 
on  that  committee. 

DR.  JOHN  A.  FOWLER:  (Director  of  the  Child 
Guidance  Clinic,  Durham!  1  work  for  Dr.  Nor- 
ton. 

In  the  past,  the  State  Board  of  Health  has  done 
a  really  good  job  of  getting  these  clinics,  mental 
health  clinics  and  child  guidance  clinics,  estab- 
lished in  North  Carolina,  and  I  think  all  of  us 
feel  grateful  and  appreciative  of  all  the  woi'k 
that  the  State  Board  of  Health  has  done.  I  think 
we  are  ready  to  move  further  than  we  have 
moved  in  the  past.  We  now  have  twelve  clinics, 
and  the  State  Board  of  Health  can  take  credit 
for  a  lot  of  hard  work  in  getting  those  started. 

But  the  clinic  directors  are  responding  a  lot  to 
this  new  report  of  a  Joint  Commission  of  Men- 
tal Illness  and  Mental  Health,  which  was  written 
up  in  a  textliook  called  "Action  for  Mental 
Health,"  where  the  main  recommendation  was 
that  the  model  for  good  service  to  the  mentally 
ill  should  be  changed  from  a  big  state  hosjiital 
and  moved  back  to  the  local  community,  and  try 
and  set  up  services  and  facilities  in  the  local  com- 
munity which  will  take  care  of  this  without 
building  bigger  and  bigger  state  hospitals. 

Well,  both  the  State  Board  of  Health,  and  the 
Hospital  Board  of  Control  are  now  moving  to- 
ward the  community.  We  have  a  reduplication 
of  clinics,  though,  because  the  Hospital  Board 
of  Control  is  setting  up  its  after  care  clinics, 
and  of  course  we  already  have  the  existing  State 
Board  of  Health  clinics. 

The  clinic  Directors  feel — I  think  the  majoi'ity 
of  them,  not  all  of  them.  Dr.  Norton — that  if 
we  had  one  di\ision  of  clinics  and  hospitals, 
probably  we  would  be  better  able  to  offer  this 
kind  of  community  service  than  if  we  have  two 
state  agencies  that  converge  on  the  community. 
I  think  this  is  the  main  rational  for  a  transfei- 
of  funds. 

Now  there  are  a  lot  of  ttther  things  I  could 
mention  which  I  don't  think  are  nearly  as  im- 
portant as  this  first  point. 

The  other  thing  that  the  clinic  directors  have 
been  concerned  about  is  that  the  p.sj'chiatrists 
make  a  higher  salary  in  the  local  community 
than  does  the  local  health  officer,  and  yet  the 
psychiatrist  works  for  the  local  health  officer. 
This  has  made  for  some  problems. 

At  the  state  level,  Dr,  Norton  has  tried  to  get 
a  separate  division  of  mental  health  in  his 
State  Board  of  Health,  but  has  had  no  success 
so  far  in  getting  a  psychiatrist,  so  that  we  have 
a  similar  problem,  I  think,  both  the  state  level 
and  at  the  local  level. 

The  Hospital  Board  of  Control  is  interested 
in  stopping  this  building  of  bigger  and  bigger 
state  hospitals.  They  want  to  get  back  to  the 
community,  just  like  the  State  Board  of  Health. 
And  the  problem  is,  is  it  better  to  do  it  with 
two  agencies,  or  one  agency,  and  bring  them  all 
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together?  And  I  think  that  we  feel  it  would  be 
better  under  one  agency.  The  Hospital  Board 
of  Control  I  think  is  moving  more  toward  the 
communitj%  and  more  toward  medicine  in  gen- 
eral, and  this  is  the  general  feeling.  I  will  stop 
here,  because  I  don't  want  to  talk  too  much. 

DR.  CHOATE:  Thank  you,  John. 

Most  of  the  criticism  that  I  ha\'e  ever  heard 
was  the  fact  that  there  was  a  psychologist  at  the 
State  Board  of  Health  who  was  heading  the  Men- 
tal Hj'giene  Division.  Dr.  Norton  has  offered 
a  salary  larger  than  his  own  to  obtain  a  psychia- 
trist to  fill  this  position,  and  he  has  never  gotten 
one. 

Another  thing  is  that  I  have  heard  so  many 
doctors  express  concern  over  the  fact  that  the 
State  Hospital  Board  of  Control  only  has  three 
doctors  connected  with  it,  whereas  the  State 
Board  of  Health  has  six  doctors,  one  dentist,  and 
one  psychologist,  and  therefore,  if  it  were  in 
public  health,  it  would  have  more  medical  super- 
vision. 

DR.  NORTON:  Mr.  President,  as  has  been  indi- 
cated, this  has  been  a  very  complicated  problem, 
and  it  has  been  discussed  for  sometime.  In  addi- 
tion to  what  has  already  been  said,  the  matter 
has  been  considered  by  the  State  Government 
Reorganization  Committee,  which  makes  a  study 
of  these  things,  and  their  last  report  to  the  1961 
legislature  was  that  for  the  time  being,  that 
the  community  mental  health  clinics  remain 
with  the  State  Board  of  Health,  but  that  the 
matter  he  studied  further. 

In  addition  to  that,  also  something  which  has 
not  been  mentioned,  at  the  request  of  the  Gov- 
ernor, the  Southern  Regional  Educational  Board 
has  brought  to  North  Carolina  for  a  three-day 
study  and  conferences  with  various  ones  who 
were  interested  in  the  mental  health  field  direct- 
ly from  a  governmental  standpoint.  They  had 
their  meeting  here  on  April  13,  14  and  15.  At  that 
time,  we  had  an  opportunity  to  discuss  some  of 
the  problems  we  had. 

As  Dr.  Choate  brought  out,  the  State  Medical 
Society  Committee  on  Mental  Health  did  rec- 
ommend a  transfer,  and  also  this  Association 
of  Community  Mental  Health  Clinic  Workers 
made  the  recommendation  for  transfer  from  the 
State  Board  of  Health  to  the  Hospital  Board  of 
Control.  As  a  matter  of  fact,  the  work  started 
out  under  the  Hospital  Board  of  Control,  and 
then  was  transferred  to  the  State  Board  of 
Health.  And  as  Dr.  Fowler  has  brought  out, 
we  have  worked  hard  at  it. 

We  have  now  twelve  clinics  that  are  serving, 
and  also  we  have  had,  as  was  brought  out,  a 
problem  which  Dr.  Choate  referred  to,  that  we 
have  not  been  able  to  employ  a  psychiatrist 
with  sufficient  background,  training  and  expe- 
rience, that  we  felt  was  necessary  in  order  to 
lead  these  other  psychiatrists.  We  have  been 
able  to  employ  them  out  in  the  community  clin- 


ics, but  we  have  not  been  able  to  employ  one  at 
the  State  Board  of  Health,  and  the  work  has 
been  under  a  psj'chologist,  and  of  course  the 
psychiatrists  in  the  clinics  resent  the  fact  that 
I  am  not  a  psychiatrist,  and  nobody  on  my  staff 
is  a  psychiatrist,  and  that  all  we  have  is  a 
psychologist  who  works  with  them,  where  they 
have  the  psj'chiatrist  in  the  community  clinic. 

Also,  there  has  been  some  resentment,  as  Dr. 
Fowler  brought  out,  to  the  fact  that  the  general 
setup  has  been  that  the  psj^chiatrist,  even  though 
he  may  be  drawing  a  larger  salary,  works 
through  the  local  health  director,  and  the  local 
Board  of  Health.  And  there  has  been  some  prob- 
lem there.  As  a  matter  of  fact,  I  have  an  idea 
that  when  and  if  the  transfer  is  made,  there 
will  continue  to  he  problems,  and  I  am  sure 
there  will  be. 

As  a  matter  of  fact,  psychiatrists  don't  like 
to  work  under  psychologists  and  internists,  and 
they  don't  like  to  work  under  psychiatrists 
sometimes  either.  I  am  sure  that  will  come  up. 

In  addition  to  the  proljlem  that  we  have  had 
there  of  the  hospital  traditionally  working  from 
the  standpoint  of  intramural  service,  no  out-pa- 
tient service,  from  the  standpoint  of  our  state 
hospitals,  and  for  a  long  time  they  had  to  ac- 
tually be  committed  to  get  mental  health  service 
in  the  state  hospitals,  we  have  had  this  com- 
munit>'  mental  health  work,  and  we  have  com- 
munity people  working  in  all  100  counties.  In 
other  words,  the  State  Board  of  Health  is 
familiar  with  that  type  work.  In  addition  to 
that  I  understood  there  are  only  two  MD's  on 
the  15-man  Hospital   Board  of  Control. 

Anyhow,  the  State  Board  of  Health  has  a  ma- 
jority of  MD's  on  it,  and  it  seemed  a  little  sur- 
prising to  those  who  run  into  this  for  the  first 
time,  perhaps,  that  a  Medical  Society  committee 
would  recommend  that  a  community  service 
such  as  this  be  transferred  from  an  organiza- 
tion that  has  worked  strictly  intramurally,  and 
has  only  a  minority  of  MD's  on  it — to  transfer 
that  service  from  the  place  where  we  have  a 
majority  on  our  State  Board,  and  also  we  have 
representation  in  every  local  Board  of  Health. 

So  that  I  feel  that  it  would  be  less  MD  con- 
nection with  the  wark,  even  though  it  would  be 
a  clorer  tie-in,  and  it  would  represent  some  con- 
solidation of  mental  health  services. 

This  is  not  the  only  problem,  from  the  stand- 
point of  "scatteration"  of  state  funds  in  various 
organizations.  The  state  is  putting  out  money 
in  23—1  think  it  is  up  to  about  2S— different 
agencies  right  now  for  medical  and  health  work 
of  one  kind  or  another.  I  think  it  is  something 
that  we  need  to  look  into. 

For  instance,  as  I  look  at  it.  it  would  make 
just  as  much  sense  to  consolidate  the  mental 
hospitals,  and  the  tuberculosis  hospitals,  since 
they  operate  hospitals.  The  State  Board  of 
Health    has    no    hospitals.    There    are    a    lot    of 
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things  that  we  need  to  think  about.  I  thinlv  it 
is  important  for  jMD's  ah  over  the  state  to  look 
into  this  thing. 

I  do  think  that  a  decision  is  important.  We 
been  stymied  from  the  standpoint  of  getting 
a  psj-chiatrist,  and  if  we  are  to  continue  to 
be  stymied  from  the  standpoint  of  getting  a 
psychiatrist  to  head  the  work,  which  I  feel  would 
take  care  of  a  lot  of  problems  that  these  people 
have — and  I  am  sure  that  some  of  the  clinic 
directors  feel  the  same  way — that  that  would 
help  us  a  whole  lot.  But  we  have  just  been  told 
that  ve  could  not  pay  a  salary  comparable  to 
what  they  can  get  in  the  mental  hospital  sys- 
tems. 

[Discussion  off  the  record.) 

DR.  BRIDGER:  Mr.  Chairman,  could  I  say  just 
one  word?  I  am  on  the  Hospital  Board  of  Con- 
trols. This  has  lieen  brought  up  before. 

At  this  time,  according  to  our  Mental  Health 
Commissioner,  v,'e  have  plenty  of  psychiatrists, 
and  feel  that  the  psychiatrists  can  serve  these 
mental  places  and  keep  so  many  out  of  the  hos- 
pital, because  they  can  be  ti'eated  there  at  after 
care.  Some  of  them  go  home,  and  they  go  back 
to  the  hospitals  and  clinics,  and  they  follow  it 
up.  1  think  that  is  one  of  the  reasons  they  are 
trying  to  get  it  back  to  the  Board  of  Control. 

DR.  CHOATE:  Dr.  Yeats  Palmer  and  Dr. 
Bridger  are  appointed  by  the  Governor,  and  then 
Dr.   Hargrove   is   Mental    Health   Commissioner. 

DR.  FURGURSON:  I  am  Chairman  of  the 
Mental  Hygiene  Committee  for  the  North  Caro- 
lina Academy  of  General  Practice.  This  has  been 
a  source  of  considerable  confusion  to  us  also. 
The  reason  for  that  is  we  don't  know  exactly 
where  we  stand,  and  it  seems  that  neither  of 
these  two  gentlement  kno\\-  exactly  where  they 
stand  either. 

But,  at  the  same  time,  we  are  trying  to  get 
more  doctors  to  go  into  general  practice.  The 
Federal  Government  is  offering  the  same  gen- 
eral practitioners  up  to  S12,000  a  year  to  go 
back  into  the  hospital  and  take  a  year  of  psy- 
chiatry. Now  they  are  not  recjuired  to  obligate 
themselves  to  go  into  psychiatry,  taut  they  are 
offering  up  to  $12,000  a  year  to  general  prac- 
titioners' to  go  back  into  psychiatry. 

And  yet  we  are  supposed — and  we  are  won- 
dering what  this  situation  will  lead  to,  or  what 
we  should  do.  We  have  been  soft-pedaling,  to  be 
frank,  because  we  feel  that  this  is  a  federally- 
supported  thing.  Most  of  the  funds  come  from 
the  National  Institute  of  Health,  and  the  funds 
are  completely  unlimited,  and  I  do  mean  un- 
limited. 

They,  will  pay  for  a  speaker  to  go  from  Cali- 
fornia to  North  Carolina  for  the  purpose  of 
speaking  to  a  group  and  the  NTH  will  pay  for  it, 
and  they  will  also  pay  for  an  assembly  hall  for 
any  general  practitioners  or  any  other  type 
doctor  who  wants  to  go  to  that  meeting;  and  the 


Federal  Government  will  pay  for  that.  And  they 
will  also  pay  for  the  cost  of  transportation,  and 
so  on,  for  these  speakers.  The  only  thing  that 
they  don't  pay  for  are  the  doctors'  meals. 

Now  this  thing  can  balloon  out  into  something. 
We  say  we  are  against  federalized  medicine.  Is 
this  or  is  it  not   federalized  medicine'.' 

[Dr.  Payne  assumed  the  Chair.] 

DR.  KERNODLE:  Dr.  Norton  said  the  South- 
ern educational  group  had  been  recommended  to 
come  in  here — 

DR.  NORTON:  Southern  Regional  Education 
Board. 

DR.  KERNODLE:  And  review  this  program. 
I  happen  to  know  one  of  the  members  that  came 
in  here — Dr.  Witston  is  also  on  the  A.M. A.  Com- 
mittee on  the  Aged.  He  gave  me  a  little  resume 
of  what  would  probably  come  up  with  when  this 
was  completed.  His  idea — and  maybe  it  will 
come  forth  in  the  report — is  that  the  recom- 
mendation is  that  we  do  away  with  clinics.  1 
Wonder  what  the  idea  will  be  if  that  is  the  re- 
commendation and  the  Govei'nor's  office  accepts 
that,  what  will  lie  the  position  <.if  the  Medical 
Society  then. 

CHAIRMAN  PAYNE:  Who  can  answer  that 
question? 

DR.  FOWLER:  I  raised  my  hand  before  you 
raised  this  question. 

I  did  want  to  make  one  or  two  remarks  fol- 
lowing up  what  Dr.  Norton  had  said.  The  first 
is  that  the  psychiatrists  ai-e  supposed  to  be 
peculiar  people.  1  would  remind  you  that  1  am 
a  North  Carolinian  student  of  Dr.  Wingate 
.Johnson's,  who  went  to  Bowman  Gray,  was  go- 
ing into  general  practice,  and  got  interested  in 
psychiatry;  so  we  are  really  not  that  different. 
We  are  not   "podiatry";  we  are  psychiatry. 

And  I  plead  with  you,  as  North  Carolinian, 
and  as  a  doctor,  to  consider  what  is  best  for 
North  Carolina;  and  my  plea  is  doing  away  with 
the  clinics  might  be  a  good  idea,  if  we  can  get 
everybody  to  pull  together.  My  plea  is  let's  don't 
have  two  state  agencies  converging  on  Durham, 
or  Winston-Salem,  or  Greensboro,  or  any  other 
community.  Let's  have  one  agency.  That's  all. 

[Dr.  Squires  resumed  the  Chair.] 

DR.  CHOATE:  Would  anyone  like  to  ask  any 
questions  of  Dr.  Norton  or  Dr.  Fowler? 

DR.  BEDDINGFIELD:  I  would  like  to  ask  Dr. 
Norton  a  question.  Even  though  there  is  a  ma- 
jority of  MD's  on  the  State  Board  of  Health — 
and  this  is  not  a  pointed  question;  this  is  for 
information — what  degree  of  control  does  the 
State  Board  of  Health  directly  exercise  over  an 
individual  mental  health  clinic?  Is  the  State 
Board  of  Health  in  an  advisory  position,  or  is 
it  a  direct  responsibility  of  the  State  Board 
of  Health? 

For  example,  I  am  familiar  with  the  fact  that 
at  one  time  one  mental  health  clinic  unfortu- 
nately  was    without    a    ])sychiatrist    for    several 
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months,  for  some  length  of  time.  There  was 
some  dissatisfaction  among  the  local  medical 
fraternity,  because  the  medical  social  worker 
was  operating  the  clinic  under  the  auspices,  if 
you  will,  of  the  State  Board  of  Health.  This  the 
doctors  didn't  consider  good,  and  they  were  back- 
ing up  to  that  time. 

If  a  complaint  would  have  been  made — it 
never  reached  that  point,  because  the  situation 
was  solved  by  a  psychiatrist  being  employed. 
But  if  a  complaint  were  going  to  be  made,  would 
that  be  made  to  the  local  health  office,  local 
Board  of  Health,  State  Board  of  Health,  and 
what  would  have  come  of  it? 

DR.  CHOATE:  Most  of  the  clinics  are  started 
that  way,  without  a  psychiatrist  heading  them 
first,  but  interest  has  to  be  built  up,  and  in- 
crease the  staff,  and  then  bring  in  the  psychia- 
trist. Frequently,  they  will  have  a  psychiatrist 
part-time. 

DR.  BEDDINGFIELD:  I  see  that,  and  I  am  in 
favor  of  it,  but  if  patients  are  going  to  be 
seen,  I  feel  like  medicine  is  going  to  be  prac- 
ticed, and  that  is  my  point. 

DR.  AMOS  JOHNSON:  I  feel  that  I  should 
substantiate  what  Dr.  Norton  said  a  while  ago. 
During  the  time  when  Dr.  Choate  and  I  were 
talking  back  and  forth,  and  trjdng  to  discuss 
this  matter  with  Dave  Rose,  and  those  who  were 
charged  by  the  Governor  with  making  recom- 
mendations during  the  year  that  I  was  president 
of  the  State  Medical  Society,  I  know  for  a  fact 
that  Dr.  Norton  and  his  department  were  not 
permitted  by  various  roadblocks  placed  in  the 
way  here,  there,  and  about,  to  have  the  oppor- 
tunity freely  to  do  a  good  job.  And  as  he  stated 
a  while  ago,  even  though  the  other  group  of 
Hospital  Board  may  be  in  a  position  to  do  a  good 
job,  the  ones  charged  with  it  over  a  period  of 
years  were  not  given  an  opportunity  to  do  the 
job  in  the  manner  in  which  they  were  capable 
of  doing  it,  had  they  had  adequate  funds,  and 
had  not  little  incidents  here  and  there,  and  road- 
blocks been  placed  in  their  way. 

DR.  CHOATE:  Dr.  Fowler,  do  you  want  to 
make  a  remark? 

DR.  FOWLER:  My  point  is  that  the  psychia- 
trists are  MD's,  and  a  member  made  bj'  the 
Board — there  are  lots  of  psychiatrists,  MD's,  in 
the  Hospital  Board  of  Control  System.  The  fact 
is  that  they  have  a  training  program  in  Raleigh, 
and  they  have  abjut  1.5  psychiatrists  in  training 
that  will  Complete  their  training,  stay  in  the  Hos- 
pital Board  of  Control,  work  in  hospitals.  What 
I  would  like  to  s£e  those  people  do  is  not  only 
work  in  hospitals  and  clinics,  and  eventually  in 
a  local  community;  we  could  have  these  people 
work  in  a  clinic,  and  local  hospital,  very  closely 
with  medicine.  There  are  lots  of  MD's  on  the 
Hospital  Board  System. 

DR.  HOLBROOK:  I  am  sure  we  don't  know 
everything  about  this,  but  I  am  certain  in  my 


own  mind.  I  make  a  motion  that  we  go  on  record 
that  we  fa^'or  leaving  these  funds  in  the  State 
Board  of  Health,  and  Dr.  Norton's  responsibility. 

[The  motion  was  seconded  by  Dr.  Brinn.] 

PRESIDENT  SQUIRES:  You' have  heard  the 
motion.  Any  discussion?  Those  in  favor  say 
"aye":  those  opposed  "no."  The  motion  is  car- 
ried. 

DR.  CHOATE:  Dr.  Squires,  my  report  of  the 
Commission  of  the  Public  Service  Agencies  is 
covered  in  the  compiled  reports  that  is  given  to 
all  the  delegates. 

PRESIDENT  SQUIRES:  I  would  like  to  recog- 
nize before  we  go,  please,  Mr.  James  K.  Dorsett, 
attorney  and  counsellor  at  law,  who  is  with 
the  John  Anderson  firm  here,  and  I  would  like 
for  Mr.  Dorsett  to  stand  up  and  be  recognized. 

[The  meeting  recessed  at  one-fifteen  o'clock.] 

SATURDAY   AFTEKXOOX    SESSION 
May    5,    1962 

The  afternoon  session  con\'ened  at  two  twenty- 
five  p.m.,  President  Claude  B.  Squires  presiding. 
PRESIDENT  SQUIRES:  Report  on  explora- 
tions relative  the  establishment  and  authorized 
function  of  a  commercial  insurance  claim  review 
device.  Dr.  Jones. 

(Dr.  Frank  Jones  made  a  slide-illustrated  re- 
port.) 

DR.  FRANK  JONES:  Now  there  is  one  more 
part  to  my  report  and  I  am  through.  I  realize 
that  I  have  no  right  to  offer  any  resolution. 
I  simply  will  read  this  in  the  hopes  that  maybe 
it  will  give  somebody  an  opportunity  to  move 
it  that  does  have  a  legal  right  to  move  it.  or 
Constitutional  right. 

Whereas,  It  is  considered  that  the  primary 
function  of  the  physician  is  to  assuage  the 
suffering  of  his  fellow  man  during  those  times 
that  illness  or  accident  befalls  his  fellow  man, 
and 

Whereas,  The  Physician  considers  that  in 
this  day  and  time  the  voluntary  prepayment 
insurance  plan  is  the  best  approach  to  budget- 
ing for  the  expenses  incurred  arising  out  of 
the  treatment  of  illness,  and 

Whereas,  the  physicians  of  North  Carolina 
realize  that  from  time  to  time  ciuestions  may 
arise  from  the  purveyors  of  voluntary  pre- 
payment accident  and  health  insurance  with 
reference  to  fees  and  procedures,  and 

Whereas,  A  committee  of  the  Medical  So- 
ciety has  explored  the  question  for  a  period 
of  more  than  two  years,  and  that  this  com- 
mittee has  acquainted  itself  in  this  area  by 
having  ciuite  a  few  case  instances  presented  to 
it  on  an  anonymous  and  informal  basis  during 
this  period,  and 

Whereas,  The  experience  of  medical  organi- 
zations of  other  states  with  reference  to  this 
area  has  been  drawn  upon,  and 
Whereas,  The  insurance  industrj'  has  agreed 
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to  participate  in  tliis  effort  as  outlined  in  the 
bod\-  of  tiiis  proposal,  tlien  be  it 

RESOLVED,  Tliat  the  Medical  Society  <if 
the  State  of  North  Carolina  does  resolve  thai 
a  medical  section  of  the  North  Carolina  Claims 
Re\'iew  Ser\ice  be  established  to  provide  an 
objecti\e,  impartial  professional  advice  as  to 
fees  and  procedures  which  appear  to  vaiy 
from  what  is  customaT\\-  and  normal  under 
the  gi\'en  ciicumstances. 

It  is  stipulated  that  there  are  frequently 
good  reasons  for  such  variations,  and  the  func- 
tion of  the  re\-ie\v  organization  (short  title 
CRS)  is  to  e\aluate  these  reasons,  and  to 
express  an  opinion,  and  that  such  medical 
section  or  ser\'ice  be  considered  to  he  in  the 
public  interest  and  the  general  outline  as 
presented  and  amended,  wherein  they  are 
not  in  conflict,  and  the  Constitution  and  By- 
laws of  the  Medical  Society  of  the  State  of 
North  Carolina  is  adopted,  and  that  in  order 
to  pi'operl\-  carry  out  this  function  in  the 
name  of  the  Society,  the  Committee  for  Liai- 
son for  the  Insurance  Industry  be  made  a  per- 
manent committee  of  the  Society  for  as  long 
as  it  is  of  value  to  the  Society,  thus  changing 
the  status  of  this  committee  from  ad  hoc  to 
permanent  status,  without  the  necessity  for  re- 
vision of  Chapter  10  of  the  By-laws,  thus 
giving  the  committee  the  right  to  alter  the 
rules  and  regulations  of  the  service  as  the 
need  arises  for  such. 

With  that.  Mr.  Chairman.  I  have  comijleted 
my  report. 

DR.  BEDDINGFIELD;  Mr.  President,  this 
committee  was  created  under  my  Commission, 
when  I  was  commissioner  of  this,  and  I  am 
certain  still  has  ad  hoc  status. 

We  recommend  that  it  be  given  the  status 
of  a  full  committee,  and  it  was  disapproved 
at  the  time.  I  would  like  to  comment  on  this. 
I  think  Dr.  .Tones  and  his  committee  have  done 
a  fine  piece  of  work.  I  think  this  will  do  more 
to  strengthen  and  to  help  us  control  our  relation- 
ships with  commercial  insurance  as  an  industry. 
I  don't  think  there  is  anything  in  it  to  hurt  us 
or  pre\-ent  us  from  doing  a  good  job.  If  there 
is  anybody  who  is  going  to  .get  hurt,  it  is  the 
fellow  who  is  trying  to  fudge  any  hand. 

I  wuuld  throw  out  this  othei-  thought,  that 
Dr.  Jones,  because  of  his  interest  in  this,  and 
because  of  perhaps  other  things  also,  having 
been  appointed  by  the  Governor  to  devise  a 
commission  to  work  with  health  insurance  on 
this  particular  problem,  I  think  this  would 
strengthen  his  hand  in  representing  the  Society 
and  medicine  to  the  Insurance  Commissioner  in 
this  area  of  health  insurance,  showing  that  medi- 
cine wa  strying  to  take  care  and  clean  up  our 
end  of  any  abuses.  And  I  will  move  the  adop- 
tion of  his  report. 

PRESIDENT  SQUIRES:  Gentlemen,  you  have 


heai'd  the  motion. 

DR.  iMURPHY:  Does  this  involve  all  the  in- 
surance companies? 

[Discussion  off  the  record.] 

DR.  SAMS:  Motion  seconded. 

PRESIDENT  SQUIRES:  The  motion  has  been 
made  and  seconded.  Is  there  further  discussion? 
I  should  like  to  add  that  Dr.  Jones  and  his  com- 
mittee have  done  a  wonderful  job  this  year.  They 
have  worked  hard,  spent  many  hours  on  this, 
and  I  want  to  commend  Dr.  Jones  and  his  com- 
mittee for  the  fine  work  they  have  done. 

Now  are  you  ready  for  the  question?  Those  in 
fa\'or  of  the  motion  please  say  "aye";  opposed 
"no."  Motion  is  carried. 

DR.  JONES:  Thank  you,  gentlemen. 

PRESIDENT  SQUIRES:  The  next  item  here 
is  NCPIA  polic\-  changes  on  certification  foi-  in- 
surance. 

Amos  Johnson,  are  you  goin,g  to  report  on 
that? 

DR.  AMOS  JOHNSON:  This  will  have  to  be, 
of  necessity,  a  brief  report,  inasmuch  as  I  got 
this  file  just  a  few  minutes  before  we  recessed; 
but  I  am  familiar  with  this  o\ev  a  period  of 
years. 

There  is  not  a  great  deal  in  here  that  we 
should  go  into  as  to  the  whole  report.  It  boils 
down  to  this:  That  there  is  a  mechanism  set  out 
here  whereby  approval  for  hospitals  in  North 
Carolina  must  be  done  by  the  Medical  Care  Com- 
mission and  the  North  Carolina  Hosijital  Asso- 
ciation, and  that  after  tweh^e  months  from  now, 
all  hospitals  in  North  Carolina  to  participate  in 
Blue  Cross  and  Blue  Shield  payments  must  be 
accredited  by  these  two  Boards  in  North  Caro- 
lina. 

A  little  further  down  it  says  that  in  order  for 
a  hospital  to  qualify  for  application  for  accredi- 
tation, it  must  maintain  a  dailj'  census  of  two 
patients.  What  is  fixing  to  happen  here — and 
we  want  you  to  have  an  awareness  of  this  before 
you  approve  it — is  that  a  mechanism  is  set 
up  that  will  preclude  payment  for  medical  and 
surgical,  and  in-hospital  services  for  quite  a  few 
small,  private  clinics  in  the  State  of  North  Caro- 
lina. 

Now  there  is  an  escape  clause,  as  I  have  read 
it  here,  but  it  doesn't  carry  a  lot  of  weight  with 
it.  The  escape  clause  says  that  should  a  Blue 
Cross  plan  desire  to  contract  with  a  sub-standard 
clinic  which  isn't  approved — notice,  it  says 
"should  a  Blue  Cross  plan  desire" — the  initiative 
for  setting  this  out  is  with  the  insurance  car- 
rier, and  not  with  the  person  who  owns  the  small 
clinic — that  this  may  go  before  the  Council  on 
Professional  Ser\-ice  of  the  North  Carolina  Ho.s- 
pital  Association  for  its  recommendations. 

The  doctors  are  left  out  of  anything  that  is 
pertinent  to  an  appeal,  or  to  a  mechanism  to  set 
up  payments  for  a  clinic  that  doesn't  maintain  as 
much  as  two  census  per  day. 


It  further  makes  mention  of  the  fact  that  in 
many  areas,  Blue  Cross  plans  will  no  longer  pay 
for  services  in  institutions  other  than  hospitals 
accredited  by  the  Joint  Commission  of  Accredi- 
tation of  Hospitals.  I  don't  know  why  they 
lirought  that  in;  but  if  that  is  in  any  manner  in- 
tended as  a  buildup  for  the  criteria  of  paying 
for  medical,  surgical,  or  in-hospital  care  of  pa- 
tients, that  that  hospital  shall  be  accredited  by 
the  Joint  Commission  of  Accreditation  of  Hos- 
pitals as  a  member  of  the  Joint  Commission 
of  Accreditation  of  Hospitals,  I  would  certainly 
speak  against  that.  I  don't  know  why  it  was  put 
in,  and  if  that  is  something  that  is  being  built 
up  for  that  purpose  later  on,  I  would  like  to 
be  on  record  as  opposed  to  that. 

The  last  thing  is  that  it  is  mandatory  for  all 
institutions  which  have  at  least  an  average  in- 
patient daily  census  of  two  to  be  licensed,  and 
those  who  have  not  an  in-patient  census  of  two 
may  be  licensed  voluntarily  if  they  meet  licen- 
sure requirements. 

That  is  ambiguous,  but  I  assume  it  goes  back 
to  the  escape  clause  that  should  the  insurance 
carrier  desire  to  set  up  a  payment  plan  with  the 
sub-standard  ones,  that  they  themselves  can 
bring  this  before  this  Commission  of  the  Hospi- 
tal Board  and  get  this  done. 

Basically,  if  you  approve  this,  j^ou  may  be 
hurting  some  of  .vour  fellow  doctors  who,  in 
North  Carolina,  certainly  in  years  past — maybe 
not  so  much  need  for  it  now,  but  ten  or  twelve 
years  ago — have  little  clinics  in  community 
crossroads  all  over  North  Carolina  and  did  a 
great  service  to  inedicine  with  these  small  clin- 
ics. There  are  still  some  in  existence;  so  be  aware 
of  what  you  are  voting  on  ^^'hen  you  vote  on 
this  proposition. 

PRESIDENT  SQUIRES:  Do  you  have  a  mo- 
tion to  make,  Amos? 

DR.  AMOS  JOHNSON:  I  think  basically  it  is 
good  thing,  but  I  think  there  should  be  a  little 
more  specific  mechanism  whereby  those  other 
than  insurance  carriers  could  set  up  and  set  out 
to  a  Commission  other  than  just  a  Hospital  Com- 
mission, to  the  Medical  Care  Commission  as 
well  as  to  the  Hospital  Commission,  a  mech- 
anism whereby  thej'  could  bring  under  instances 
of  hardship  in  a  given  small  community  their 
prolilem  and  be  heard  liy  lioth  doctors  and  hospi- 
tal. 

I  would  make  that  a  motion — that  this  thing 
be  re^'iewed,  and  that  a  mechanism  be  set  up 
for  more  equitable  hearings  for  hardship  in- 
stances under  this  regulation. 

Dr.  KERNODLE:  Equal  representation  by  hos- 
pitals and  doctors. 

[The  motion  was  seconded  by  Dr.  Bridger.] 

PRESIDENT  SQUIRES:  Further  di.scussion? 
Those  in  favor  "aye";  opposed  "no."  Motion  car- 
ried. 


The  Committee  on  Radiation  has  nothing 
further  to  report. 

A  report  of  the  Committee  on  Constitution  and 
By-laws,  including  A.M. A.  proposition  on  mem- 
bership. 

MR.   BARNES:   Dr.   McMillan   asked  that  this 
report   be    formulated   for   him.    That   has   been 
done,  and  copies  have  been  sent  to  him.  and  to 
members  of  this  committee. 
(Mr.  Barnes  read  the  report.) 

DR.  SAMS:  I  move  the  adoption  of  the  report. 
[The  motion  was  seconded  by  Dr.  H.  Johnson.] 

DR.  RHODES:  The  reason  this  came  up,  with 
regard  to  the  first  issue,  about  a  resident  in  one 
county  becoming  a  member  of  an  adjoining 
county  was  on  the  basis  of  certain  hospital  reg- 
ulations that  require  you  to  be  a  member  of  the 
local  Countj'  Society  in  order  to  be  a  member 
of  the  hospital  staff,  and  I  think  that  was  the 
reason  this  came  up. 

I  have  no  thoughts  about  it  particularly,  except 
that  I  though  that  explanation  might  be  well  to 
be  brought  up. 

DR.  BRIDGER:  Bladen  County  was  mentioned 
there.  We  don't  ha^•e  a  very  active  Society.  In 
other  words,  we  meet  once  or  twice  a  year,  Ijut 
the  boys  affiliate  and  go  over  to  Robeson  County. 
We  do  have  a  hospital,  and  they  have  a  Board 
meeting  once  a  month. 

MR.  BARNES:  If  may  further  add,  I  think  the 
point  at  issue  when  this  thing  came  up  to  the 
Committee  on  Constitution  and  By-Laws  was 
that  a  man  who  is  a  resident  of  Franklin  County 
desired  to  become  a  member  of  the  Wake  County 
Medical  Society,  in  order  that  he  may  have 
staff  privileges  and  care  for  patients  in  Wake 
County  who  resided  in  Wake  County.  That  is, 
to  care  for  them  in  Wake  County  Hospital,  pa- 
tients who  resided  in  the  County. 

It  seems  to  me  that  you  could  be  a  member  of 
a  county  and  the  staff  could  recognize  if  you  had 
patients  in  there — I  don't  know. 

DR.  WILLIAMS:  I  am  not  sure  I  am  clear  on 
this  thing.  Does  this  make  legal  what  is  already 
happening? 

MR.  BARNES:  It  doesn't  do  anything.  It  leaves 
the  By-Laws  as  is,  and  they  do  now  permit  a 
man  in  Bladen  County  to  be  a  member  of  the 
Bladen  County  Medical  Society,  pay  his  dues 
and  be  counted  for  delegate  allocation  in  Bladen 
County.  He  also  may  be  a  member  of  Robeson 
County  Medical  Society  on  a  courtesy  basis,  in 
order  that  he  may  have  scientific  access  to  theii- 
affairs. 

DR.  WILLIAMS:  If  that  is  being  dones  al- 
ready, is  it  legal? 

MR.  BARNES:  That's  been  done  for  forty 
years. 

DR.  WILLIAMS:  This  just  makes  it  legal. 

MR.   BARNES:   It  doesn't  change  anything. 

DR.  SAMS:  That's  done  in  my  county. 

PRESIDENT    SQUIRES:   Any   further   discus- 
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sion?  If  not.  those  in  favor  please  say  "aye"; 
opposed  ■'no."  Carried. 

Tliere  i.s  a  matter  here  I  would  like  to  bring 
up  now.  On  Wednesday  morning,  we  have  elec- 
tion of  seven  members  of  the  State  Board  of 
Medical  Examiners.  We  will  have  to  elect  three 
men  for  six  years,  two  men  for  four  years,  and 
two  men  for  two  years. 

(jNIr.  Anderson  read  a  proposed  procedure  for 
the  election.) 

DR.  BRIDGER:  I  make  a  motion  that  we  ac- 
cept this  I'eport. 

[The  motion  was  seconded  by  Dr.  Payne.] 

PRESIDENT  SQUIRES:  That  we  recommend 
this  procedure.  Those  in  fa\'ov  say  "aye";  opposed 
"no."  Motion  is  carried. 

The  next  item  on  the  program  here  is  the 
Committee  on  Blue  Shield.  Regular.  Do  you  want 
to  report  now? 

DR.  SHUFORD:  1  am  also  on  here  later  for  the 
Advisory  and  Study  Commission,  and  there  is 
no  further  report  on  this  Commission,  other  than 
as  reflected  in  the  discussion  of  the  Blue  Shield 
matters  that  are  under  8  lb). 

This  morning.  Di-.  Raiford  reported  on  the 
acceptance  of  Hospital  Care  as  an  active  Blue 
Shield  agency  in  the  State  of  North  Carolina,  and 
the  Blue  Shield  Committee  has  met  once  since 
the  recognition  of  HosjMtal  Care,  and  we  have 
already  begun  to  integrate  them  into  our  Blue 
Shield  program. 

We  met  in  Winston-Salem  on  the  26th  of 
April  to  consider  the  Senior  Citizens  Program, 
and  we  in\"ited  to  that  meeting  Dr.  John  Rhodes. 
Mr.  Barnes,  Mr.  Hilliard.  E.  B.  Crawford.  E.  M. 
Herndon,  E.  C.  Thompson.  C.  B.  Sessions,  and 
Mr.  Ken  Beeston,  who  is  our  Secretary. 

The  Hospi'.al  Care  members  attended  our 
meeting  and  are  being  integrated  into  the  Blue 
Shield  Comniittee  work.  That  is  all  the  report  I 
have  on  the  Blue  Shield.  Regular. 

Now  old  Jake  always  gets  the  tough  nut,  so 
here  we  go 

As  you  know,  at  the  last  Executive  Council 
meeting  at  Pinehurst,  I  briefly  brought  to  your 
attention  the  nationally  sponsored,  jointlj'  spon- 
sored A.M. A.  and  National  Blue  Shield  Program 
for  the  Senior  Citizens,  a  non-subsidized  pro- 
gram. The  National  Blue  Shieki — A.M. A.  had  set 
up  certain  requirements  that  we  should  follow, 
and  basically  the  uniform  premium  and  cover- 
age. This  Council  expressed  an  endorsement  of 
this  program  and  directed  me  to  proceed  with 
its  study  and  development. 

Subsequent  to  the  meeting  in  Pinehurst  of  the 
Executive  Council,  the  parent  committee  met  in 
Chapel  Hill  on  the  22nd  of  February,  and  at  that 
meeting  we  invited  representatives  from  the 
various  specialities  to  attempt  to  reflect  the  use 
of  the  professional  service  indices,  which  had 
l3een  pro\-ided  by  National  Blue  Shield  as  a  di- 


recti\'e,  or  as  a  guide  to  development  of  convei'- 
sion  factors  to  lie  applied  in  our  local  plan. 

These  various  si)ecialty  groups  joined  in  a 
general  discussion,  and  then  retired  to  their  own 
private  sessions,  and  after  a  considerable  amount 
of  discussion  and  consideration,  they  came  up 
with  suggested  conversion  factors  for  surgery, 
S3. 47,  medical,  $2,  radiological,  $4.50,  and  path- 
ology, SI.  To  arrive  at  your  dollar  value,  you 
would  then  apply  that  against  the  number  of 
units  in  your  PSl. 

We  sent  those  in,  as  recommended,  proposed 
con\-ersion  factors,  to  National  Blue  Shield,  and 
we  were  sent  back  a  report  of  about  25  or  26 
other  plans  with  their  suggestions  for  conversion 
factors  ,and  we  found  that  we  were  prettj'  darn- 
ed high,  and  that  some  of  our  conversion  factors 
would  not  be  acceptable  in  a  nationwide  pro- 
gram. 

Now  the  stew  gets  really  thick.  We  went  out 
to  Colorado  Springs  on  the  2nd  of  April,  and 
they  had  a  panel  discussion,  the  insurance  people 
with  the  actuai-ial  figures,  and  the  greatest  thing 
that  1  learned  from  that  meeting  is  that  they 
seemed  to  be  very  confused  themselves.  And  so 
we  came  back  home,  and  then  we  were  informed 
— and  1  want  to  read  to  you,  or  partially  read  to 
you  (1  know  most  of  it  without  reading  it.)  It 
was  permissive  to  use  .\iiur  local  service  plan 
if  you  so  desired,  rather  than  to  use  the  profes- 
sional ser\ice  indices,  which  provided  conver- 
sion factors,  provided  your  premium  rate  on 
your  local  plan  covered  approximately  the  same 
income  group  of  people  and  did  not  cost  any 
more  than  the  pioposed  national  average  of 
S3.20  and  S6.10;  S3.20  for  an  individual  and  S6.10 
for  man  and  wife. 

So  this  telegram  came  this  morning,  and  if  1 
may,  I  would  like  to  read  it  to  you,  because  1 
think  it  puts  it  in  a  better  perspective. 

The  Executive  Committee  of  the  National 
Association  of  Blue  Shield  Plans  meeting  in 
Chicago  on  May  3,  1962,  has  recommended  that 
the  method  of  rating  and  administering  the 
Blue  Shield  National  Senior  Citizens  Program 
be  changed  to  local  rating  and  local  admini- 
stration. This  decision  was  reached  after  a 
thorough  study  of  the  plan  responses  to  our 
our  wire  of  April  16.  1962.  59  plans  out  of  the 
66  responding  favored  local  administration 
over  national  administration,  and  the  majority 
indicated  an  ability  to  implement  the  program 
more  quickly  by  using  the  local  approach.  Of 
the  21  plans  submitting  local  rates,  all  but  7 
were  equal  to  or  less  than  the  national  rate 
of  S3.20  and  S6.10.  This  decision  is  also  in 
keeping  with  the  method  proposed  by  the  Blue 
Cross  for  their  voluntary  offering. 

In  view  of  this  recommendation,  plans  are 
urgentlv  requested  to  acknowledge  immediate- 
ly: 

1.  Their  commitment   to   participate   in   this 
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progi-am  under  the  local  rating  and  local  ad- 
ministration approach;  and 
2.  Submit  firm  rates  for  the  program. 
So  that  there  will  be  no  misunderstanding, 
the  benefits  of  the  program  as  well  as  the 
waiting  periods,  limitations  and  exceptions, 
will  be  those  outlined  in  the  contract  attached 
to  policy  LP-62-4  dated  February  2.  1962.  The 
only  exception  is  the  substitution  of  intensive 
care  for  prolonged  detention  as  described  in 
our  wire  dated  April  29,  1962. 

The  above  benefits  will  be  offered  on  a 
service  basis  with  income  levels  of  $2,500 
single,  and  84,000  family. 

An  under  income  subscriber  who  qualifies 
will  be  eligible  for  service  benefits  in  any  par- 
ticipating plan  area. 

A  uniform  ID  card  will  be  used,  and  pay- 
ment in  out-of-state  cases  will  be  on  the  basis 
of  the  host  plan's  schedule  and  charged  back  to 
the  resident  plan. 

There  will  be  no — repeat — no  equalization 
pooling,  or  surcharge. 

Underwriting  regulations  during  the  initial 
enrollment  period  anticipate  acceptance  of  ap- 
plications without  medical  underwriting. 

The  urgency  of  this  request  is  apparent.  To 
be  effective,  an  announcement  of  the  date  on 
which  the  program  will  be  made  available  to 
the  Senior  Citizen  public  should  be  made  on 
June  1,  1962. 

You  can  see  how  confusing  this  is,  and  we 
worked  on  conversion  factors  and  relative  value 
fee  schedule,  and  suddenly  we  are  back  where 
we  were. 

So  the  Blue  Shield  Committee  meeting  in 
Winston-Salem,  Thursdaj-  a  week  ago,  we  agreed 
we  would  recommend  to  the  Executive  Council 
and  the  House  of  Delegates  that  we  would  sub- 
stitute and  use  our  local  Doctors  Service  Pro- 
gram as  much  as  we  could,  following  the  original 
precepts  as  set  down  by  National  Blue  Shield 
and  the  A. ALA.  as  to  the  premium  rate  and  the 
coverage  which  have  been   delineated  before. 

Now  we  did  pretty  well  on  this  until  we  came 
to  several  of  the  specialties.  You  realize  that  in 
the  Doctors  Service  Prograin,  we  have  under  the 
new  medical  rider,  which  we  worked  hard  and 
laboriously  to  produce — there  is  a  co-insurance 
plan  in  which  the  plan  pays  half  and  the  sub- 
scriber pays  half.  This  national  program  will 
have  no  co-insurance  policy.  It  is  a  full  insur- 
ance program.  The  internists  immediately  pick- 
ed that  flaw  out  of  it  as  far  as  they  were  con- 
cerned, that  they  were  being  called  on  to  actual- 
ly participate  in  something  which  perhaps  they 
were  not  interested  in  because  of  the  low  fee. 

We  also  ran  into  trouble  from  the  radiologists, 
because  on  the  basic  concept  of  this,  there  is  no 
provision  for  out-patient  diagnostic  service. 

So  the  Blue  Shield  Committee  now  brings  to 
you  as  a  recommendation — and   I  hope  you  all 


realize  that  this  is  not  a  well-considered  nor  is 
it  a  well-documented  program.  The  political 
pressure  is  being  brought  to  bear  to  come  out 
with  something,  and  the  Committee  recognizes 
it,  and  1  hope  j'ou  recognize  it,  and  I  hope  the 
House  of  Delegates  recognizes  it. 

We  recommend  to  you,  and  to  the  House  of 
Delegates,  that  we  utilize  our  present  Doctor 
Service  Program  as  it  exists  with  its  fee  schedule, 
and  all  its  provisions,  as  it  may  be  applied  to  the 
National  Program  under  the  original  regulations 
concerning  premium  rate,  and  not  having  out- 
patient diagnostic  service,  and  that  it  must  be 
full  service  without  the  co-insurance  clause,  and 
our  medical  rider. 

We  also  recommend  that  in  an  effort  to  placate 
our  friends  the  internists,  that  we  suggest  as  a 
medical  fee  in  this  program  $12  the  first  day,  §8 
the  second  day,  and  $5  the  third  day. 

There  is  a  provision  in  the  original  program 
that  there  will  be  intensive  care  of  $25  for  the 
first  day  for  those  cases  in  which,  perhaps  di- 
abetic coma,  or  meningitis,  may  require  inten- 
sive care.  So  actually  the  internist  or  general 
practitioner,  or  whomever  is  looking  after  this 
patient,  can  put  in  for  the  $25  on  the  first  day 
for  intensive  care. 

Now,  as  I  say,  I  apologize  for  the  ineptness  of 
this  program,  and  however  it  is,  as  I  see  it,  to 
be  a  local  program,  locally  administered.  We 
have  our  service  progi-am  which  is  fairlj-  well 
acceptable,  except  in  certain  instances,  and  we 
want  to  apply  it  to  this  national  program  as  a 
matter  of  expediency,  and  purley  from  the 
political  aspect. 

I  will  attempt  to  answer  some  specific  ques- 
tions, if  anybodj-  wishes  to  ask  them.  Dr.  Ker- 
nodle  w-as  at  our  meeting  in  Chapel  Hill,  and  par- 
ticipated in  these  conversion  factors.  He  is  well 
aware  of  the  background  of  this,  and  that  is  the 
extent  of  my  comments  at  the  moment. 

DR.  BEDDINGFIELD:  Mr.  President.  I  would 
like  to  say  just  one  word.  This  morning,  after  I 
got  here,  Jim  Barnes  handed  me  some  mail  that 
came  addressed  to  me  at  State  Medical  Society 
headquarters,  and  in  that  batch  of  mail  addressed 
to  the  Legislative  Committee  were  letters  from 
Congressmen,  two  of  which,  two  separate  Con- 
gressmen, wanted  to  know  what  we  were  doing 
about  this  Blue  Shield  program.  It  is  that  much 
of  a  politically  important  thing.  They  wanted  to 
know  what  was  available. 

PRESIDENT  SQUIRES:  You  make  a  motion 
that  you  approve? 

DR.  SAMS:  I  make  a  motion  that  we  approve. 

PRESIDENT  SQUIRES:  Second? 

[The  motion  was  seconded  by  Dr.  Bedding- 
field.] 

PRESIDENT  SQUIRES:  Any  further  discus- 
sion? If  not.  all  in  favor  say  "aye":  those  opposed 
"no."  Carried. 

DR.    SHUFORD:   Gentlemen,    there   wil]    prob- 
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al>l\  lie  a  htirangue  on  this,  so  1  would  appreciate 
it — this  is  not  Jake's  proposition.  I  will  try  to 
answer  the  questions,  but  1  may  need  some 
moral  support  somewhere. 

PI^ESIDENT  SQUIRES:  We  have  mis.sed  Item 
5  (f),  letter  documentations  Cornell  Uni\ersity 
Automotive  Crash   Injur\-  Research. 

That  is  just  a  continuing  thing.  The  report  is 
here  and  will  be  filed. 

MR-  BARNES:  It  is  usually  encompassed  in 
the  transactions  as  a  report  of  activity  long  ago 
endorsed  by  this  Society  and  an  annual  report 
of  progress  made,  ^\'e  don't  put  anything  in  that 
compilation  without  your  say-so. 

DR.  KOONCE:  Move  it  be  received. 

[The  motion  was  seconded  by  several  Coun- 
cilors.] 

PRESIDENT  SQUIRES;  Tho.se  in  favor  please 
say   "aye";   opposed   "no."   Motion   carried. 

Report  of  the  Executive  Council  to  the  House 
of  Delegates;  that  will  be  made  Sunday  after- 
noon. 

Report  of  the  Treasurer,  James  T.  Barnes. 

:MR.  BARNES:  I  think  in  the  compilation  of  re- 
ports you  have  had  the  report  of  the  Executive 
Director,  and  the  audit  report,  which  is  the  re- 
port of  the  Treasurer  for  19til.  We  did  go  through 
the  year  with  a  slight  profit  in  operation,  despite 
the  fact  that  we  had  an  approximately  37  per 
cent  reducti(jn  in  national  advertising,  which  per- 
centage of  reduction  in  ad\ertising  was  due  pri- 
marily to  the  influence  of  the  Kefauver  hearings, 
depressing  the  drug  ad\ertising  market  so  to 
speak. 

I  think  every  budget,  with  the  exception  of 
one,  authorized  by  the  Council  last  year,  was 
underexpended.  which  did  help  to  balance  the 
budget,  and  to  show  a  slight  profit. 

Up  to  the  present  time,  which  is  roughly  four 
months,  and  Dr.  Benton  is  going  to  comment,  I 
would  sa>-  that  we  have  had  a  good  j'ear.  Our 
advertising  in  the  Journal  is  on  the  way  back 
up,  and  we  belie\'e  that  maybe  for  the  second 
time  we  shall  approximately  show  a  profit  in 
the  operation  of  the  Journal. 

The  Editorial  Board  in  March  approved  about 
a  15  per  cent  increase  in  the  advertising  rates, 
which  are  going  to  be  reflected  on  advertising 
from  Julj'  1st  in  the  Journal.  Our  exhibit  sub- 
scriptions are  substantially  better  than  they  were 
last  year,  jDrimarily  because  we  have  more  capac- 
ity for  space,  and  the  dues  rate  of  payment  are 
ahead  of  last  year;  so  I  can  report  the  prospects 
of  a  good  operati\-e  year  for  1962. 

DR.  KOONCE:  I  move  that  the  report  of  the 
Council  and  the  report  of  the  Treasurer  be  ap- 
proved to  go  to  the  House  of  Delegates. 

[The  motion  was  seconded  bv  several  Coun- 
cilors.! 

PRESIDENT  SQUIRES:  Would  you  like  to 
make  a  further  report.  Dr.  Benton'? 

DR.  WAYNE  J.  BENTON:  I  think  Jim  covered 


it   exactly  right.   W'c  will   ha\e  an  excess  of  in- 
come o\er  expenditures  in  the  amount  of  St)."j.6;59. 

PRESIDENT  SQUIRES:  Fine. 

Those  in  favor  of  the  motion  please  say  "aye"; 
opposed  "no."  Motion  is  carried. 

Dr.  Howell,  do  you  want  to  make  your  report'? 

DR.  JULIUS  HOWELL:  I  have'  several  of 
the  proposed  codes  that  I  would  like  to  pass 
around. 

As  you  know,  in  19.'j(j,  our  Medical  Societ.y 
aijproxed  the  first  in  a  professional  code  along 
with  the  North  Carolina  Bar  Association.  They 
appro\  ed  it  also. 

In  1958,  on  the  national  le\'el,  the  ABA  and 
AMA  came  out  with  a  code  that  was  a  little  bit 
different  from  the  one  that  we  approved.  They 
suggested  to  the  various  state  medical  societies 
that  they  look  into  the  matter  of  bringing  their 
code  up  to  conformity. 

A  little  more  than  a  .year  ago,  we  aiipuinted 
a  sub-committee  of  our  Medico-Legal  Committee 
to  study  this  problem,  namely,  of  revising  the 
interprofessional  code.  This  sub-committee  met 
with  a  similar  subcommittee  from  the  Medico- 
Legal  Committee  of  the  State  Bar  Association. 

After  many  meetings,  writing  to  many  states 
as  to  what  they  had  done  about  this,  we  came 
up  with  this  revision.  This  is  most  like  the 
Colorado  revision.  The  one  that  they  have  is  the 
one  that  we  seemed  to  like  best  of  all.  First 
are  listed  the  general  principles.  These  are  the 
same  general  principles  approved  by  the  AMA 
and  the  ABA  in  1958.  Practically  all  the  states 
have  come  out  with  a  commentary  following 
the  listing  of  the  general  principles.  These  gen- 
eral principles  are  essentiallj^  the  same  as  we 
had  in  our  first  code,  except  for  being  reworded. 
The  commentary  is  new. 

After,  as  I  sa.v,  many  meetings,  we  came 
up  with  this,  which  satisfied  all  of  us,  and  we 
would  like  to  present  it  to  ,vou  for  your  approxal, 
if  you  deem  it  proper. 

The  other  thing  I  would  like  to  talk  to  you 
about  briefly  is  the  iledico-Legal  Institute  that 
we  propose  to  ha\-e  in  conjunction  with  the 
North  Carolina  Bar  Association.  That  Institute  is 
tentatively  scheduled  for  next  October  5  and  6. 
on  a  Friday  and  Saturday,  a  half  day  Saturday, 
a  full  day  Friday. 

We  think  that  this  sort  of  thing  is  indicated. 
We  think  that  the  doctors  and  the  attorneys  will 
get  a  lot  of  good  out  of  it.  The  attorneys  say 
that  they  believe  they  can  have  100  to  150  people 
there.  I  think  we  should  have  a  sizal)le  number, 
ma.vbe  not  as  many  as  that. 

DR.  BEDDINGFIELD:  Where  will  this  be 
held'? 

DR.  HOWELL:  Chapel  Hill,  next  October  5 
and  G. 

DR.  BEDDINGFIELD:  I  would  like  to  ask  you 
something  while  >'ou  are  on  .vour  feet.  Last 
>-ear.    in    the    legislature — and    ajiparently    this 
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happens  every  year — there  are  certain  pieces 
of  legislation  that  the  Medical  Society  would 
like  to  see  enacted  which  have  been  enacted  in 
some  other  states.  For  example,  immunity  of 
medical  records  relating  to  research,  to  vital 
statistics,  and  so  forth.  For  example,  the  good 
Samaritan  law  relating  immediately  to  a  physi- 
cian who  happens  to  be  driving  down  a  road, 
maybe  not  professionally,  but  taking  a  trip,  and 
the  person  in  front  of  him  has  an  automobile 
accident,  and  he  stops  and  gives  first  aid,  and 
ends  up  bing  sued.  Some  states  have  a  good 
Samaritan  law  to  protect  that  physician,  and  I 
think  that  basically  it  is  a  just,  fair  and  sound 
law. 

In  the  complex  of  our  legislature,  we  have 
been  knocked  down — you  and  I  have  had  a  little 
correspondence  about  this  sort  of  thing.  Do  you 
think  we  would  have  any  better  chance  by  meet- 
ing with  the  lawyers  ahead  of  time  and  thrash- 
ing these  things  out,  instead  of  waiting  until 
they  get  down  in  the  General  Assembly,  and 
it  looks  like  we  are  trying  to  build  a  protective 
shield   around   the   medical   profession? 

DR.  HOWELL:  I  think  we  would  have  a  much 
better  chance. 

DR.  BEDDINGFIELD:  1  think  it  ought  to  be 
done  before  the  legislature  even  convenes,  to 
have  an  expression  from  the  law  group. 

DR.  HOWELL:  That's  right. 

I  think  the  fact  that  more  and  more  states 
have  passed  this  good  Samaritan  law,  and  many 
of  them  passed  it  during  the  last  year,  also  is 
a  talking  point  in  favor  of  it. 

DR.  PASCHAL:  I  move  we  approve  the  report 
as  has  been  given. 

[The  motion  was  seconded  by  Dr.  Sams.] 

DR.  SAMS:  Also  that  it  be  sent  to  the  House 
of  Delegates. 

[Dr.  Payne  assumed  the  Chair.] 

CHAIRMAN  PAYNE:  Any  discussion?  If  not. 
all  in  favor  please  signify  by  saying  "aye";  op- 
posed "no."  Carried. 

The  next  one  is  the  report  on  consideration 
and  authority  to  establish  hospital  utilization 
committees. 

DR.  KERNODLE:  I  would  like  to  speak  to 
this  measure.  Dr.  Payne. 

This  has  been  a  program  that  I  have  been 
interested  in  for  about  four  years  now,  and  it 
is  developing  more  momentum  nationwide.  I 
have  written  several  letters  to  Frank,  thinking 
that  his  committee  was  still  responsible  for 
organizing  this  LTtilization  Committee  statewide. 
Unfortunately,  not  until  about  six  weeks  ago 
did  I  realize  that  the  Council  in  the  fall  last 
year  referred  it  to  Hospital  Medical  Relations 
Committee,  of  which  Bud  Mees  is  Chairman. 

On  the  plane  from  Chicago  to  Denver  back  in 
April,  I  had  the  opportunity  to  chat  with  Dr. 
Blasingame  for  some  2^2  hours,  at  which  time 
this  was  one  of  the  subjects  that  we  discussed. 


And  it  is  a  point  that  is  going  to  be  brought 
to  the  Accreditation  Board,  if  it  hasn't  been  al- 
ready, being  a  necessity  on  hospitalization  and 
accreditation  of  hospitals,  that  they  have  a  utili- 
zation committee. 

There  are  certain  areas  of  our  country  that 
have  surveyed  the  program  and  said  that  there 
was  not  a  necessity  for  utilization  committees. 
Ohio  in  one  part  came  out  very  definitely  with 
some  figures  that  would  substantiate  this.  Like- 
wise, the  Ohio  Blue  Cross— Blue  Shield  Plan  a 
few  years  ago  requested  a  25  per  cent  increase 
in  their  premium. 

After  looking  over  the  situation,  when  they 
were  turned  down  by  their  Insurance  Commis- 
sioner for  this  25  per  cent  rate  increase,  they 
tried  to  find  out  what  they  could  do  to  salvage 
their  program.  They  went  into  utilization  com- 
mittees, and  the  result  is  that  until  this  date, 
some  five  years  later,  they  haven't  had  to  raise 
their  premium,  rate  because  of  the  decreased 
amount  of  disuse  of  Blue  Cross— Blue  Shield 
program  in  that  state. 

This  other  survey  came  out  as  an  aftermath 
of  this,  in  Cuyahoga  County,  which  is  Greater 
Cleveland.  They  say  there  is  no  need  for  it. 

I  have  talked  with  the  Board  of  Trustees  and 
the  Hospital  Association  in  this  State,  and  there 
is  a  mixed  opinion  and  feelings  about  it.  Some 
feel  that  it  is  ^-ery  definitely  needed  in  their 
areas.  Others  say  that  it  is  not  a  necessity.  The 
ones  that  are  not  in  favor  of  it  are  those  that 
come  right  out  frankly  and  say  "We  need  the 
census  to  be  high  in  our  hospitals,  so  that  we 
can  make  ends  meet."  That  is  exactly  why  the 
utilization  committee  is  of  importance. 

Tom  Worth,  in  the  Rex  Hospital  in  this  com- 
munity, has  proven  that  the  utilization  com- 
mittee can  decrease  over-utilization  of  beds; 
where  there  is  a  need  for  beds  ,there  is  a  need 
for  utilization  committees  very  definitely.  I  feel 
personally  it  is  one  of  the  goals  that  we  should 
set  for  our  1963  Medical  Society  program,  and  I 
hope  that  this  group  will  go  on  record  strongly 
endorsing  the  utilization  committees. 

I  am  sure  that  as  has  been  brought  out  by 
Frank  Jones,  that  if  we  go  into  socialized  medi- 
cine, the  utilization  of  beds  will  be  thrown  down 
our  throat  from  a  Federal  bureaucrat  coming  in 
and  saying  "You  are  utilizing  your  beds  too 
little,  or  too  much."  whatever  be  the  answer 
to  keep  them  happy. 

I  think  we,  as  doctors,  should  clean  up  our 
own  linen  and  right  now,  and  this  is  another 
method  to  do  it. 

I  recall  the  factor  of  a  talk  given  bj-  one  of 
our  members,  Ed  Beddingfield,  at  Charlotte,  on 
returning  patients  or  people  to  work  one  day 
early  in  the  week.  He  could  give  3'ou  the  figures 
as  to  what  it  saved  his  corporation  by  getting 
them  back  on  Friday,  instead  of  waiting  until 
Monday  to  go  back  to  work.  It  is  the  same  prin- 
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riple    ill    the    liosi)italiy,ati(>n    and    ulilizatiun    (if 
beds. 

I  lia\e  saitl  nuthiiiL;  in  these  few  muments 
witli  regard  to  overutilizatiun  of  expensive  medi- 
cations. Tliere  are  several  patients  that  I  heard 
reported  tlown  at  Mid-Pines  a  few  years  ago  by 
the  insui-ance  group — one  particularly  sticks  in 
my  mind — in  which  an  individual  had  ordered 
and  placed  on  his  insui'ance  claim  the  charges 
for  several  antibiotics,  Chloromycetin  being  one. 
If  he  had  given  this  patient  four  chloromycetins 
four  times  a  da>',  he  still  would  not  have  been 
able  to  lia\-e  utilized  as  many  chloromycetins 
as  he  had  charged  for  on  that  bill. 

Not  only  was  he  using  Chloromycetin  in  this 
particular  patient,  but  also  using  terramycin  in 
the  same  numbers  for  the  diagnosis  of  acute 
bronchitis. 

I  say  that  there  is  o\erutilization  of  medica- 
tion, and  there  is  overulilization  of  beds.  This 
is  a  cost  factor  that  shoukl  be  looked  into  for 
the  protection  of  our  Blue  Ci'os.s — Blue  Shield 
rates,  as  well  as  our  industrial  and  commercial 
insurance  programs. 

I  am  in  favor  of  this  particular  program,  and 
I  hope  that  you  will  see  fit  to  endure  it.  The 
Hospital  Association  is  ready  to  go  along  with  us 
in  this  program. 

CHAIRMAN  PAYNE:  You  make  a  motion. 

DR.  KERNODLE:  I  move  that  this  be  set  up 
as  a  function  for  the  coming  year  in  the  Medical 
Society. 

DR.  BEDDINGFIELD:  May  I  ask  a  question'.' 
You  propose  that  we  endorse  this,  in  principle? 

DR.  KERNODLE:  And  let  the  committee  or- 
ganize a  program  on  the  hospital  levels  of  the 
165  general  hospitals. 

DR.  BEDDINGFIELD:  Each  hospital  would 
have  to  make  a  spontaneous  move  itself,  is  that 
right? 

DR.  KERNODLE:  Under  suggestion  from  a 
state  level. 

[The  motion  was  seconded  by  Dr.  Sams.] 

CHAIRMAN  PAYNE:  Those  in  favor  please 
say  "aye";  opposed  "no.''  Motion  carried. 

Now  a  report  on  Colorado  and  Osteopaths. 

DR.  AMOS  .lOHNSON:  I  will  simply  report 
that  Mr.  Barnes,  from  a  great  Iirochure  from  the 
State  of  Colorado  pertinent  to  the  place  of 
osteopathy  in  the  overall  picture  of  the  practice 
of  medicine — they  were  hoping  that  one  would 
be  sent  to  each  of  the  ^•al•ious  state  component 
societies  with  the  idea  in  mind  that  each  State 
Society  would  take  some  action  which  would  be 
planned  toward  the  overall  absorption  of  osteo- 
paths into  medicine,  and  also  the  absorption 
of  their  medical  schools  into  becoming  medical 
schools  producti\"e  of  medical  doctors,  instead  of 
doctors  of  osteopathy.  1  mme  that  this  report 
be  accepted  as  information. 

[The  motion  was  seconded  by  Dr  Murphy.] 

CHAIRMAN    PAYNE:    Discu.ssion'?    Those    in 


ra\(ir    .'iay    "a\'e";    opposed    "no."    'I'he    motion    is 
cai'ried. 

Dr.  Ravenel.  special  consiilci-ation  (if  poliomye- 
litis policy. 

DR.  S.  F.  RA\-ENEL:  First,  may  1  make  a 
bi'ief  re\'iew  and  give  some  explanatory  remarks, 
and  then  make  some  concrete,  definite  sug- 
gesions  as  to  what — my  committee  thinks — we 
should  do  about  this  report  on  polio  vaccine. 

First  a  brief  re\iew:  In  the  se\en  years  of  the 
Salk  \accine  program,  according  to  the  Public 
Health  Service  reports,  and  to  the  Committee 
on  Infectious  Diseases  of  the  American  Academy 
of  Pediatrics,  the  incidence  of  paralytic  polio- 
myelitis, new  cases,  in  this  country  has  dropped 
from  162  per  million  population  to  5  per  million 
population.  In  the  same  length  of  time,  we 
cannot  use  comparable  statistics,  because  ade- 
quate statistics  were  not  kept  before  19.5-5.  but 
in  North  Carolina,  in  the  first  year  of  Salk 
\accine  in  1955,  thei'e  were  162  new  paralytic 
cases;  in  1961,  there  were  9.  This  effect  is  attri- 
buted by  the  Public  Health  Service,  and  by  the 
authorities  from  the  Committee  that  I  men- 
tioned, to  the  influence  of  Salk  \'accination,  at 
least  in  a  majcjr  part.  There  is  still  a  tremendous 
number  of  people  not  \'accinated,  maybe  65  per 
cent  of  children  in  the  preschool  age,  and  SO 
per  cent  of  your  adults. 

The  Committee  on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  sends  out  direc- 
tives from  time  to  time  annually  in  their  red- 
book,  I)ut  if  some  situation  that  comes  up  cannot 
wait  for  the  redbook.  they  send  out  a  special  re- 
port with  a  directive.  Sometimes  things  happen 
so  fast  we  cannot  e\'en  wait  for  that.  So  we  have 
been  accustomed  to  telephone  various  aiithoria- 
tative  members  of  that  committee,  and  ask  them 
what  we  should  do  in  this  particular  emergency 
about  this  situation. 

So  when  the  oral  vaccine  started  popping,  we 
kept  waiting  for  a  directive,  and  we  didn't  get 
it.  The  Public  Health  Service  sent  out  a  good 
manj'  bits  of  information,  but  nothing  concrete. 
So  recently,  not  too  long  ago,  when  the  various 
commercial  houses  were  licensed  to  put  out 
oral  vaccine,  we  thought  it  was  time  to  get 
some  information. 

So  I  called  two  former  members  of  this  com- 
mittee of  the  American  Academy,  Dr.  Horace 
Hodes  in  New  York,  and  Dr.  Joseph  Stokes  at 
the  Children's  Hospital  in  Philadelphia,  and  Dr. 
Lewis  Corriel,  who  is  the  present  chairman  of 
the  current  Board,  current  Committee.  In  addi- 
tion to  that,  we  got  in  touch  with  a  member 
of  the  Bureau  of  Standards  of  the  Public  Health 
Service  in  Washington. 

What  those  gentlemen  told  us  was  as  follows: 
We  asked,  what  shall  we  do  about  oral  vaccine 
in  North  Carolina  this  summer?  Thej'  said  (li 
the  time  for  everyone  to  swing  into  oral  vac- 
cine is  not  here  yet.  not  this  summer;   (2)   they 
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all  agreed  that  epidemic,  if  it  supervened  any- 
where, immediately  there  should  be  a  mass  all- 
age  immunization  program  of  all  age  groups 
with  the  oral  vaccine  (there  was  no  question 
about  that)  instantly  and  immediately,  of  type 
specific  oral  vaccine;  (3)  in  answer  to  a  specific 
question,  they  said  the  time  is  not  here  yet  in 
which  an  individual  practitioner  should  start 
using  the  oral  vaccine  in  his  own  practice,  and 
for  his  own  patients.  That  is  not  wise. 

Now  the  reasons  for  those  things  were  as  fol- 
lows: One  reason  is  it  is  not  good  to  initiate 
oral  immunization  in  the  hot  months  of  the  year, 
as  during  those  hot  months  the  human  being 
has  the  intestinal  tract  full  of  various  enteric 
viruses  other  than  the  polio  virus.  Those  enteric 
viruses  ah-eady  resident  may  attack  the  tame 
attentuated  polio  virus  that  we  feed  these  pa- 
tients to  produce  immunity  and  prevent  the  de- 
velopment of  immunity  either  in  whole  or  in 
part,  so  that  one  may  not  achieve  the  degree 
of  immunity  that  one  hopes  in  such  circum- 
stances, or  immunity  may  not  be  achieved  at  all. 

Now  what  percentage  of  people  and  how  much 
that  happens,  they  don't  know;  but  in  any  event, 
it  is  suggested  that  except  in  cases  of  emergency, 
that  programs  of  oral  immunization  not  be  in- 
itiated in  the  hot  months  of  the  year,  but  pref- 
erably in  the  fall,  winter  and  spring. 

In  addition  to  that,  they  point  out  that  if  one 
does  give  sporadically  oral  vaccine  of  various 
types,  that  if  one  patient  gets  Type  1,  and  at 
the  same  time  another — j'ou  give  these  things 
sequentially;  j'ou  don't  give  them  concomitantly. 
You  give  first  Type  1,  and  you  wait  six  weeks, 
and  you  give  Type  II,  and  you  wait  three  weeks, 
and  you  give  Type  III,  and  six  months  later 
you  give  a  boster  of  all  three  together.  The 
darned  polio  may  cause  interference  one  with 
the  other. 

If  you  have  a  group  of  people  with  Type  I  in 
the  intenstine,  and  you  give  Type  II  in  the  im- 
munitj',  one  already  resident  may  act  as  a  dog 
in  the  manger  and  interfere  with  the  develop- 
ment of  immunity  in  the  other.  It  is  a  rather 
complex  and  difficult  subject.  But  the  practical 
idea  is  that  it  is  thought  best  to  hold  off  until 
the  fall  on  most  of  these  things. 

if  a  group  of  people,  a  group  of  phj^sicians^ 
either  physicians  or  lay  people,  or  PTA  or 
anybody  else,  or  newspaper — sees  all  this  mar- 
velous oral  vaccine  coming  out,  which  has 
very  definite  ad\'antages,  which  is  going  to 
abolish  polio  completely,  then  they  will  want  to 
know  why  don't  we  use  it  immediately,  here,  to- 
day? And  if  some  physicians  go  ahead  and  start 
this,  initiate  that,  and  a  lot  of  others  don't, 
then  it  causes  confusion  in  the  people.  It  causes 
anxiety,  and  those  things  are  not  in  the  public 
interest. 

Accordingly — an  other  thing  I  want  to  say: 
As  a  result  of  this  situation  that  I  have  outlined. 


if  those  people  want  to  initiate  this  thing  and 
don't  understand  whj'  you  don't,  a  negative  ap- 
proach is  something  that  is  very  bad.  If  you 
don't  give  them  a  positive  approach,  then  they 
have  to  sort  of  go  off  on  a  tangent,  and  do  some- 
thing  which    probably   isn't    exactly   correct. 

May  I  offer  another  side  before  I  get  to  my 
positive  approach.  A  lot  of  times  the  question 
will  be  asked,  "Why  then,  if  these  facts  are  true 
that  I  have  ciuoted — why  is  it  the  State  of  New 
York,  the  State  of  Massachusetts,  and  the  State 
of  Florida,  initiated  a  rather  communitywide 
program  today?" 

Well,  there  are  several  possible  answers.  One 
is  that  Massachusetts  and  New  York  are  about 
six  weeks  to  two  months  behind  us,  as  Dr.  Nor- 
ton said,  in  tlie  development  of  season.  They 
have  got  a  lot  more  time  than  we  have.  Florida, 
I  believe,  may  be  said  to  be  in  an  unenviable 
epidemiologic  situation  with  reference  to  polio, 
because  if  there  is  any  polio  in  the  United  States 
in  the  Eastern  two-thirds,  the  virus  is  going  to 
be  carried  to  Florida  by  thousands  and  thou- 
sands of  visitors.  They  are  in  constant  potential 
danger  of  having  an  epidemic  there  all  year 
'round,  where  other  people  won't.  That  is  one 
of  the  explanations. 

So  I  now  come  to  the  positive  program  that 
we  recommend  that  this  Societj'  sponsor  in  this 
State  with  reference  to  the  oral  vaccine: 

(1)  Recommend  use  of  aral  vaccine  in  North 
Carolina  for  the  summer  of  1962: 

(a)  Epidemic  use:  Immediate  mass  all-age 
immunization  of  the  entire  susceptible  popula- 
tion in  a  given  area  with  type  specific  vaccine. 

Now  what  are  the  criteria?  What  are  the  cri- 
teria? What  are  the  criteria  for  the  diagnosis  of 
an  epidemic?  That  requires  careful  epidemio- 
logic appraisal,  and  I  think  that  the  Public 
Health  Services  suggests  that  you  must  have 
three  cases  in  the  same  area  within  one  month, 
and  tv.'o  cases  of  the  same  type  must  be  present. 

Jacob  Koomen  tells  me  that  the  State  of  North 
Carohna,  the  laborator3^  is  in  a  position  to  im- 
mediately move  in  any  area  which  is  threatened 
with  an  epidemic  to  make  such  an  epidemio- 
logic and  a  \'irological  diagnosis  with  swiftness 
and   determine   the   extent   of   an    epidemic. 

In  the  summertime,  you  may  have  lots  of  vir- 
uses which  attack  people  whicli  are  not  polio, 
like  Coxsackie  and  so  forth,  ^\'hich  mimic  every- 
thing that  polio  does,  which  require  viral  studies 
to  determine  that  it  is  polio. 

(b)  Other  uses  of  oral  vaccine  not  recom- 
mented  this  summer  because  of  the  potential 
interference  that  I  mentioned  by  enteric  vir- 
uses, other  tlaan  polio,  which  may  be  present  in 
our  intestinal  tract  in  the  summertime. 

(2)  Use  m  fall  and  winter  of  1962:  Organize 
community  mass  use  all  o\-er  North  Carolina. 
The  type  of  program  to  be  decided  bj'  local 
physicians   and   health   officials   on  advice   from 
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the  State  Medical  Suciety.  ^Vhy  do  we  advocate 
a  mass  community  program  instead  of  letting 
indi\idual  physicians  do  this  in  their  own  frame? 

In  the  first  place,  you  cannot  get  enough 
people  immunized  in  the  individual  physician's 
office  to  get  80  per  cent  of  the  population  cov- 
ered, which  is  required  to  produce  that  immuno- 
logic millennium  of  aliolition  of  a  major  disease. 

Simultaneous  with  that,  a  continuing  progi-am 
of  immunization  for  all  infants  beginning  with 
six  weeks  of  age.  The  dosage  schedule,  of  ctiurse, 
to  be  outlined  by  the  United  States  PulMic 
Health  Ser\-ice. 

The  recommended  use  of  Salk  x'accine  in  North 
Carolina  in  1962: 

(1)  Summer  of  19(12. 

(a)  Continuing  immimizalion  of  the  entue 
non-immune  population  by  private  physicians 
and  health  departments  all  over  the  State,  as 
we  are  doing  now. 

(1))  A  booster  Salk  for  every  immunized  per- 
son who  did  not  recei\-e  one  in  1961. 

(2)  Following  winter  of  1962:  If  the  supply 
of  oral  vaccine  is  inadeciuate,  which  is  extremel.\ 
unlikely,  the  continued  use  of  Salk  \-accine  as 
at  present. 

That   is  the  positive   program   tliat    1    suggest. 

May  I  make  one  suggestion  to  the  current 
President  and  the  incoming  President  of  the 
Society,  that  either  the  new  Committee  on  Polio 
Vaccine  be  appointed  immediately,  so  that  the\- 
may  transmit  this  information,  in  case  this  pro- 
gram is  endorsed  by  the  Executive  Committee, 
immediately  to  the  Countj-  Society  to  keep  con- 
fusion away;  and  second,  if  the  committee  is  not 
appointed  immediately,  that  the  present  com- 
mittee be  empowered  to  act  until  the  new  com- 
mittee is  appointed. 

CHAIRMAN  PAYNE:  Gentlemen,  you  have 
heard  Dr.  Ravenel's  report.  What  is  your  will? 

DR.  KOONCE:  I  move  that  his  report  and 
recommendations  be  appro\'ed. 

[The  motion  was  seconded  by  Dr.  Holbrook.) 

CHAIRMAN  PAYNE:  Any  discussion? 

DR.  NORTON:  May  I  make  a  very  brief  com- 
ment? In  the  first  place,  I  think  it  is  very  im- 
portant, this  distribution  of  any  recommenda- 
tion that  is  made  to  the  county  societies.  I  think 
that  is  very  important. 

In  the  second  place.  I  want  to  remind  >"ou 
about  a  continuing  Governor's  Committee — Dr. 
Rousseau.  Dr.  Koonce.  and  some  of  the  others 
have  served  on  this  Governor's  Committee  on 
Poliomyelitis  Control,  as  you  remember,  and 
when  this  matter  came  up  of  what  to  do  about 
live  polio  \-accine  earlier  this  year,  I  immediately 
got  in  touch  with  the  Chairman  of  our  Commit- 
tee of  the  Medical  Society,  and  also  w'ith  the 
President  of  the  Board,  Dr.  Bugg,  who  is  a  pedia- 
trician, and  their  feeling  was  that  the  ideal  thing 
was  to  lea^■e  it  to  the  recommendations  of  our 
Committee   of  the   INIedical   Societv,   rather   than 


bringing  in  this  group  who  are  not  as  familiar 
with  the  polio  \'accine,  and  most  of  their  infor- 
mation had  come  from  reading  non-medical 
journals. 

Another  thin.g  that  \(iu  will  be  interested  in  is 
that  they  are  to  ha\e  a  national  conference  on 
poliomyelitis  control  down  at  Atlanta,  CDC,  on 
May  1-lth.  Dr.  Kooman  will  I'epresent  us  there 
for  that.  And  also  on  May  16th,  there  will  be  a 
Congressional  hearing  on  the  bill  for  P^deral 
funds  for  not  only  jjolio  vaccine,  but  for  some  of 
the  other  vaccines. 

T  think  that  it  is  \'eiy  important  for  us  to  keep 
informed  on  this,  and  I  do  wish  to  assure  you 
that  we  have  been  keeping  in  touch  with  each 
other,  and  I  support  completely  Dr.  Raxenel's 
committee  recommendations. 

MR.  BARNES:  Mr.  Chairman,  in  view  of  the 
urgency  of  implementing  this  program,  these 
recommendations,  may  we  request  the  reporter 
to  first  excerpt  that. 

DR.  KERNODLE:  I  would  like  to  ask  one 
question  with  reference  to  Dr.  Norton,.  Dr. 
I\a\enel  will  take  action  immediately.  Dr.  Noi'- 
ton,  would  you  answer  me  one  questicjn  with 
regard  to  this  Federal  aid  for  vaccination — im- 
munization— that  came  across  my  desk  a  week 
ago,  asking  the  Medical  Society  to  endorse  this; 
and  I  have  had  a  little  difficulty  in  getting  full 
support  from  some  of  our  conferees  as  to  wheth- 
er we  should  endorse  it  or  not.  What  is  the 
opinion,  in  your  re.gard,  as  to  whether  we  need 
Federal  aid  for  this  immunization  program  in 
general? 

DR.  NORTON:  Personally,  and  I  cannot  speak 
for  the  Board,  of  course — I  don't  feel  that  we 
ha\e  any  ui-gent  need  for  this.  I  think  it  is  a 
political  thing,  and  I  think  that  if  we  do  have 
any  considerable  need  for  it,  that  we  can  take 
care  of  it  in  the  State.  I  know  it  is  a  popular 
thing  form  a  political  standpoint. 

DR.  KERNODLE:  I  would  like  to  add  one 
other  point  at  this  moment,  and  it  is  still  in 
reference  to  your  discussion,  which  was  excel- 
lent. Dr.  Ravenel. 

There  is  a  strong  impetus  for  a  mass  inocula- 
tion and  immunization  program  statewide  and 
nationwide  by  the  President  and  the  present 
Administration.  The  question  in  my  mind  is 
how  much  do  we  want  to  take  part  in  this,  as  it 
is  involved  all  around  this,  and  I  would  like  to 
bring  to  the  Council's  attention  at  this  time, 
from  my  information  and  the  fact  that  there 
are  several  differences  of  opinion,  that  I  was 
planning  on  taking  it  on  my  shoulders  to  appoint 
a  committee  of  members  of  the  Society  to  in- 
\estigate  this  program  and  work  in  conjunc- 
tion with  Dr.  Ravenel  and  Dr.  Paschal,  with  the 
Civil  Delense,  and  see  whether  we  need  monies, 
and  what  should  be  done  at  the  state  level  on 
the  genralized  immunization  program. 

CHAIRMAN  PAYNE:  Anv  further  discussion? 
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If  not,  all  those  in  favor  of  the  motion  please  say 
"aye";  opposed  "no."  Thank  you  very  much,  Dr. 
Ravenel,  it  is  carried. 

Dr.  Bugg,  you're  next  on  the  program. 

DR.  E.  I.  BUBB:  The  relative  value  schedule 
has  been  published.  Those  copies  will  be  made 
available  to  any  memljer  of  the  Medical  Society 
and  other  interested  agencies  upon  request. 
There  are  one  or  two  minor  typographical  errors 
in  there  that  will  have  to  be  corrected.  Thej'  can 
be  corrected  later,  or  they  can  be  corrected  by  a 
small  slip  attached  to  the  present  schedule.  They 
do  not  pertain  to  anything  of  importance,  so  far 
as  I  have  beene  able  to  tell  so  far. 

MR.  BARNES:  I  l)elieve  we  can  have  stickers. 

DR.  BUGG:  On  the  outside.  This  is  being 
issued,  too,  as  I  said,  insurance  companies  and 
agencies.  The  committee  doesn't  or  isn't  enthusi- 
astic about  the  necessity  of  having  to  publish 
this  relative  value  schedule,  but  the  trend  of  the 
times  was  such  that  we  feel  it  was  advisable,  and 
as  a  matter  of  fact  not  only  advisable,  but  it  was 
a  necessity. 

If  there  are  any  questions  that  I  can  answer 
for  the  Executive  Council,  I  will  be  glad  to  do  so. 

Dr.  Dameron  has  something  to  say  about  it  in 
relation  to  the  Industrial  Commission. 

CHAIRMAN  PAYNE:  Any  discussion?  Any 
questions? 

[President  Squires  resumed  the  Chair.] 

DR.    KOONCE:    The    Council   hasn't    gotten    it 

yet. 

MR.  BARNES:  We  have  got  them  in  quantity-, 
and  we  will  mail  them  to  the  Councilors  and 
anj'body  else  that  wants  them. 

PRESIDENT  SQUIRES:  Any  further  discus- 
sion? 

DR.  BUGG:  Are  there  anj-  questions  I  can 
answer? 

Dr.  Dameron,  do  you  have  something  to  add? 

DR.  THOMAS  B.  DAMERON:  Very  briefly, 
the  committee  to  work  with  the  Industrial  Com- 
mission would  like  to  have — first  of  all,  we  have 
tried  a  long  time  to  get  this  concept  in  the  fee 
schedule.  We  have  been  unsuccessful.  There  is 
a  possibility  of  doing  away  with  the  fee  sched- 
ule, but  if  we  do  not  do  away  wiih  the  fee 
schedule,  we  would  like  to  have  the  backing  of 
the  Executive  Council  in  presenting  this  to  the 
Workmen's  Industrial  Commission  to  set  this  up 
in  the  North  Carolina  Industrial  Commission, 
with  the  principle  of  not  changing  the  cost  of  the 
employees  for  medical  care,  which  would  not  be 
any  more  money  for  the  doctors,  but  reappcir- 
tioning  it  and  putting  a  time  limit  on  it,  and 
getting  them  in  line. 

PRESIDENT  SQUIRES:  Thank  you  very 
much.  Dr.  Dameron. 

DR.  BUGG:  Mr.  President,  I  would  like  to  poini 
out  to  the  Council,  because  some  of  these  have 
not  seen  this  schedule,  that  the  relative  value 
schedule  on  most  things  pertaining  to  the  treat- 


ment of  industrial  accidents,  such  as  fractures 
and  things  of  that  type,  has  a  follow-up  number 
of  days  which  is  covered  by  the  flat  fee. 

For  instance,  a  fractured  arm  might  be  cover- 
ed with  a  flat  fee  for  sixty  da3's,  or  ninety  days, 
or  ISO  daj^s,  and  then  after  that,  the  physician 
would  be  paid  per  visit,  simplj'  because  it  is  very 
unfair  for  a  man  to  have  to  treat  a  case  in- 
definitelj'  on  one  fee,  no  matter  what  they  fee 
might  be. 

DR.  DAMEFcON:  I  want  approval  of  the  com- 
mittee proceeding  with  the  Industrial  Commis- 
sion. 

DR.  KOONCE:  I  make  a  motion  that  his  re- 
quest be  approved. 

[The  motion  was  seconded  by  Dr.  Bridger.] 

PRESIDENT  SQUIRES:  Motion  made  and 
seconded.  Discussion?  Those  in  favor  please  say 
"aye";  opposed  "no."  ^lotion  is  carried. 

The  next  thing  on  the  agenda  is  the  annual 
report  of  the  Councilors.  Most  of  these  are  co\-er- 
ed  in  the  compilation. 

(In  the  course  of  Counsilors  reports  a  ques- 
tion of  District  Societies  arose.) 

DR.  BEDDINGFIELD:  I  move  that  the  three 
past  presidents  who  have  spoken  to  this  point — 
Dr.  Koonce,  Dr.  Johnson  and  Dr.  Reece — be  ap- 
pointed to  draft  a  statement  to  present  to  the 
House  of  Delegates  clarifying  the  status  of  dis- 
trict societies,  and  the  attitude  of  the  Executive 
Council,  for  dissemination  to  the  district  and 
county  societies.  You  haven't  got  to  exist,  but  it 
is  a  good  idea  to  exist.  You  have  no  Constitu- 
tional authority. 

I  think  it  should  bring  everything  out  in  the 
open  and  settle  the  questions  that  ha\'e  been 
raised. 

DR.  HOLBROOK:  Second  the  motion. 

[President  Squires  resumed  the  Chair.] 

PRESIDENT  SQUIRES:  You  made  a  motion, 
Ed.  It  was  seconded. 

DR.  H.  .JOHNSON:  This  is  not  regarding  the 
motion,  iDut  the  Sth  District,  we  passed  a  resolu- 
tion that  each  county  society  would  be  requested 
to  add  one  dollar  additional  membership  dues  to 
their  county  society,  and  then  the  county  society 
reimbursing  the  Sth  District;  and  that  has  help- 
ed us  to  finance  our  meetings,  although  they  are 
still  not  too  well  attended.  I  thought  I  would  just 
drop  that  in  your  laps  for  what  it  is  worth. 

Dr.  BIVENS:  Is  there  any  reason  this  needs  to 
go  to  the  House  of  Delegates?  Can  they  report 
back  to  us  at  the  next  meeting? 

DR.  BEDDINGFIELD:  I  think  it  is  very  clear 
that  there  is  no  Constitutional  provision.  Our 
membership  does  not  know  that,  because  we 
have  had  requests  to  come  here  today  to  dissolve 
the  district  society.  I  think  the  position  of  the 
Executi\'e  Council,  number  one,  defining  the 
legal  authority  for  district  societies,  number  two, 
the  attitude  of  the  Executive  Council — although 
they  are  not  necessarily  creations  of  the  House 
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of  Delegates,  or  the  Exeenti\e  Council,  we  en- 
courage them  in  spirit,  but  they  can  do  what 
they  want  to  do  in  each  district  without  coming 
back  here  and  applying. 

DR.  BIVENS:  I  think  we  need  to  go  one  step 
further  and  rethink  the  attitude  of  the  county 
societies  and  come  u\)  with  something  construc- 
tive. 

DR.  SAMS:  I  would  like  to  ha\-e  that  part 
added  to  the  motion,  suggesting  to  the  House  of 
Delegates  that  an  extra  effort  be  made  by  the 
Councilors  in  their  various  districts  to  go  back 
and  push  this  thing  from  the  inner  standpoint 
and  see,  before  any  of  them  are  abandoned. 

DR.  KOONCE:  The  committee  can  recommend 
to  each  district  that  a  re-evaluation  be  done,  and 
a  report  be  made  to  the  House  of  Delegates  the 
following  year. 

DR.  KERNODLE:  1  would  like  to  talk  to  this 
just  a  moment.  I  am  very  much  in  accord  that 
there  has  been  a  lack-adaisical  attitude  at  the 
district  le\-el,  and  attendance  at  meetings  and 
participation  in  the  meetings  is  not  what  we 
would  like,  luit  1  think  it  is  very  much  of  a 
necessity  that  we  stimulate  grass  root  activities, 
and  every  potentiality  that  we  have.  It  is  neces- 
sary for  us  to  stimulate  these  grass  roots  activi- 
ties, and  I  think  if  anything  can  be  done  to  aban- 
don such  right  now,  we  would  be  making  a  very 
unwise  action. 

I  think  this  committee,  if  it  is  empowered  in 
this  motion  that  you  made,  Ed — if  they  would 
come  back  with  very  strong  recommendations 
that  these  be — I  do  think  that  the  Councilors  can 
recommend  that  the  districts  become  more  ac- 
tivated, and  if  you  would  accept  the  possibility 
to  your  motion  that  this  committee  also  think  in 
tei'ms  of  realigning  districts,  it  would  help  this 
program.  I  would  be  \-ery  happy  to  see  that 
done. 

DR.  BRINN.  I  would  like  to  speak  to  that  from 
the  standpoint  of  the  First  District.  We  have  a 
rather  sprawling  district,  and  I  think  our  main 
problem  has  been  that  up  to  the  present  time, 
we  have  tried  to  have  four  district  meetings. 
That  is  entirely  too  much.  We  plan  on  cutting 
that  down  to  2. 

We  also,  in  addition,  ha\'e  an  assessment  of 
$5  per  member,  which  takes  care  of  our  expenses. 
I  would  certainly,  definitely,  hate  to  see  the 
downgrading  of  your  district  medical  society  to 
the  point  of  non-existence,  for  the  simple  reason 
that  it  is  a  sounding  board,  and  a  potential 
gathering  of  information  for  just  what  Dr.  Ker- 
nodle  has  said. 

We  have  got  to  disseminate  not  medicine,  be- 
cause we  are  going  to  read  that  mostly,  but  it 
is  something  that  we  can  get  together  at  and  talk 
over  our  medical  problems  as  they  relate  to 
Iving-Anderson,  Kerr-Mills,  and  next  year  it  will 
be  something  else.  But  it  is  the  sort  of  thing  that 
we  have  got  to  fight:  and  if  we  fight  in  unity,  we 


accomplish  something.  If  we  fight  in  disorganiz- 
ed .groups,  we  get  nowhere. 

The  county  medical  society,  yes;  district  socit'- 
ties,  yes;  and  then  to  the  State  Medical  Society, 
we  have  information  that  we  can  bring  in  that 
the  district  councilor  will  be  able  to  get  there 
that  he  wouldn't  be  able  to  get  somewhere  else. 
PRESIDENT  SQUIRES:  Gentlemen,  you  have 
heard  the  motion  made  and  seconded.  Those  in 
fa\'or  please  say  "aye";  those  opposed  "no."  The 
motion  is  carried. 

Next  is  the  annual  report  of  the  Commission- 
ers. Wayne  Benton,  the  Administration  Com- 
mission. 

DR.  BENTON:  I  ha\'e  an  additional  request 
from  the  I''inance  Department.  When  the  budget 
is  made  out,  and  the  bill  is  sent  in  to  .lim  for 
some  money  that  is  not  in  that  budget,  Jim  has 
no  way  of  paying  it.  There  is  no  other  way  for 
me  to  do  it  except  to  bring  it  to  you. 

The  first  letter  is  from  Dr.  Charles  W.  Stryon 
in  Raleigh.  He  says: 

In  your  letter  of  March  23rd,  in  which  the 
local  committee  and  yourself  representing  the 
North  Carolina  Council  on  Food  and  Nuti'ition 
suggested  a  $100  allocation  to  the  annual  Coun- 
cil meeting  scheduled  to  be  held  in  October, 
1962,  we  will  take  this  to  the  Finance  Com- 
mittee and  Executive  Council  and  request 
action  on  May  5th. 

That   was    a    letter,    rather,    that    .lim    Barnes 
wrote  in  answer  to  the  request. 
We  recommend  that  this  fund  be  paid. 
DR.  SAMS:  I  move  it  be  paid. 
[The  motion  was  seconded  by  Dr.  Payne.] 
PRESIDENT  SQUIRES:  Those  in  favor  please 
say  "aye";  opposed  "no."  Carried. 

DR.  BENTON:  Bowman  Gray  School  of  Med- 
icine, attending  annual  session  of  the  Medical 
Society,  by  which  you  leave  Winston-Salem  after 
10  a.m..  May  7th,  and  return  the  evening  of  the 
same  day,  is  a  rather  intensive  visit.  We  know 
that  there  will  be  approximately  35  students. 
This  has  become  a  finance  problem,  because  we 
hire  a  bus  to  bring  them  down  here.  They  come 
at  two  o'clock  and  leave  that  night  at  seven,  and 
that  is  the  extent  of  their  visit  to  our  State  Med- 
ical Society. 

DR.  KERNODLE:  Two  years  ago,  there  must 
have  been  200  here.  Where  did  they  come  from? 
I  happen  to  have  attended  a  meeting  two  years 
ago,  and  this  room  was  filled  down  there.  I 
know  it  holds  at  least  200. 

MR.  BARNES:  We  had  a  busload  from  Win- 
ston-Salem two  yeais  ago. 

DR.  KERNODLE:  I  wish  you  would  not  dis- 
pense with  that  meeting.  I  don't  know  how  they 
would  get  here. 

MR.  BARNES:  Fourteen  come  from  the  Uni- 
versity this  year,  and  12  from  Durham. 

DR.' AMOS  JOHNSON:  I  would  like  to  talk  to 
that  just   a   little  bit.  and   I   would   like  first  to 
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support  the  assumption  that  Dr.  Benton  made, 
that  the  Deans  were  not  interested  in  the  boys 
coming. 

I  believe  that  that  can  be  documented,  that  the 
Deans  and  the  heads  of  the  departments  of  our 
medical  schools,  by  and  large,  are  not  interested, 
or  are  lackadaisical,  and  to  some  degree  have  an 
inhibiting  effect  on  the  boys  coming  to  this 
thing,  and  that  hasn't  just  recentlj'  started. 

Several  years  ago,  when  I  was  Chairman  of  the 
Committee  on  Public  Relations,  and  we  tried 
every  way  possible  to  get  at  these  boys,  even  for 
just  an  hour,  here  and  there,  and  we  tried  to  get 
the  word  to  the  boys  and  get  some  encourage- 
ment for  them  to  come,  one  of  our  medical 
schools  we  could  never  get  an  announcement 
put  on  the  bulletin  board.  Some  of  the  other 
schools  did  cooperate  with  it  better,  but  there  is 
a  feeling  among  medical  educators  that  is  not 
favorable  to  organized  medicine,  and  that  can  be 
documented. 

The  Ijiggest  area  of  nonpai'ticipation  in  our 
State  Medical  Society,  and  in  the  A.M. A.,  amon.g 
identifiable  groups  in  medicine,  is  with  medical 
education.  That's  true. 

Who  were  in  the  group  that  went  to  the  White 
House  about  a  month  ago  to  say  to  our  President 
that  they  were  in  favor  of  implementing  Medical 
Care  for  the  Aged  under  Social  Security  me- 
chanisms? About  80  per  cent  of  them  were  heads 
of  departments  or  on  the  teaching  staffs  of  med- 
ical institutions.  That's  factual.  That's  actual. 

If  we  are  going  to  implement  this  and  get 
something  done,  we  are  going  to  have  to  dig  a 
little  deeper  than  sending  a  bus  over  to  haul 
them  free.  I  am  in  favor  of  continuing  it.  We 
have  a  good  liaison  with  the  Student  American 
Medical  Association,  and  they  are  getting  in- 
terested in  things  like  this,  and  I  think  to  stop 
it  right  off  would  be  a  mistake.  I  believe  that  if  a 
proposition  is  made  through  the  Student  Amer- 
ican Medical  Association  chapter  in  each  of  our 
three  medical  schools  that  we  will — if  you  want 
and  will  participate — have  for  you  a  day  and 
have  for  you  a  banquet,  and  have  for  you,  if  you 
choose  to  participate  in  presenting  a  scientific 
paper,  judges  in  that  program,  if  you  will  get  to 
our  meetings,  wherever  it  is  held. 

Every  one  of  those  boys  has  a  car.  They  are 
not  broke  like  I  was  30  years  ago.  And  they  can 
get  to  these  meetings,  if  they  have  a  feeling. 

I  question  if  we  pick  up  5  per  cent  of  the 
medical  students  over  those  we  would  get  if  we 
didn't  send  the  bus  to  get  them,  if  wee  would 
spend  more  time  working  with  our  organizations 
of  the  students  themselves — and  they  are  begin- 
ning to  pick  up  a  little  bit  of  potency  and  power 
all  over,  too.  They  are  not  as  lacking  in  en- 
thusiasm as  they  were  when  they  started  11  or  12 
years  ago. 

I  would  love  to  see  this  continued.  I  would 
love    to    see    the    pitch    made    from    the    Public 


Relations  Committee  to  the  individual  chapters 
of  the  Student  American  Medical  Association, 
and  just  like  we  can't  buy  friends  with  all  the 
money  in  the  world  in  the  United  States,  we  can- 
not hire  those  boys  to  come  here  by  sending  a 
Trailwa.vs  bus  to  get  them. 

DR.  KERNODLE:  I  didn't  make  a  motion.  I 
was  just  bringing  it  up  for  discussion, 

DR.  KOONCE:  I  would  like  to  make  a  motion 
that  the  report  be  accepted,  and  the  use  of  the 
bus  in  the  future  be  left  up  to  the  discretion  of 
the  committee. 

[The  motion  was  seconded  by  Dr.  H.  John- 
son.] 

PRESIDENT  SQUIRES:  Any  discussion?  If 
not,  those  in  favor  say  "aye";  opposed  "no," 
Motion  carried. 

DR.  BENTON:  We  have  two  gentlemen  who 
took  a  trip  for  regional  conference  on  preg- 
nancy wastage,  and  the  promotion  and  study  of 
prenatal  mortality  and  morbidity  to  Atlanta,  and 
they  have  given  us  a  bill  for  their  expenses. 

The  Committee  recommends  that  unless  a 
responsible  officer  of  the  Society  had  promised 
these  men  their  expenses,  they  not  be  paid, 
unless  there  is  an  excess  of  funds  at  the  end  of 
the  year. 

They  are  members  of  the  Society,  and  they 
should  know  that  unless  it  is  in  the  budget,  they 
have  got  no  right  to  ask  for  it.  But  if  there  are 
surplus  funds  at  the  end  of  the  year,  perhaps 
they  did  work  for  us. 

DR.  RHODES:  This  is  a  post  factor  request 
for  reimbursement. 

DR.  BENTON:  That  was  last  year. 

I  have  got  one  other  one,  one  last  one.  That 
has  to  do  with  the  projectionists  from  the  uni- 
versity that  is  over  here.  It  was  recommended 
that  we  give  them  an  honorarium  of  $25  for  the 
head  man  and  $15  for  each  of  his  assistants, 
while  they  are  attending  and  doing  the  projec- 
tion for  us.  We  recommend  that  be  paid. 

MR.  BARNES:  Two  head  men  and  three  sub- 
sidiary men. 

DR.  KOONCE:  I  move  the  recommendation  be 
approved. 

[The  motion  was  seconded  by  several.] 

PRESIDENT  SQUIRES:  Those  in  favor  please 
say  "aye";  opposed  "no."  Motion  carried. 

DR.  GARRISON:  That  was  set  up  in  your 
budget,  wasn't  it? 

MR.  BARNES:  Simply  for  rentals. 

PRESIDENT  SQUIRES:  The  next  item  is  the 
Annual  Convention  Commission,  Dr.  Raney. 

DR.  R.  BEVERLY  RANEY:  I  have  nothing 
new  since  the  compilation.  I  would  be  glad  to 
answer  any  ciuestions. 

PRESIDENT  SQUIRES:  Professional  Service 
Commission,  Dr.  George  Paschal. 

DR.  PASCHAL:  Mr.  President,  you  will  note 
that  in  the  compilation  the  Committee  has  not 
submitted  a  report,   I  believe  that   the  Council 
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questioned  that  Dr.  \(iel  biinj;  a  report  pertain- 
ing to  one  of  the  matters  of  his  Committee  to 
the  Council  at  this  time. 

PRESIDENT  SQUIRES:  They  reported  on  this 
meeting  when  they  had  the  meeting  here. 

DR.  PASCHAL:  Now  then,  one  other  thing.  I 
call  your  attention  here  to  one  section  on  the  re- 
ixirt  of  the  Physicians  Committee  on  Nurising, 
and  it  has  to  do  with  something  that  has  been 
alluded  to  already,  but  it  i.s  a  recommendation 
to  the  Executive  Council  that  any  nurse  trained 
and  prepared  could  start  transfusions  at  the  di- 
rection or  under  the  direction  of  doctors,  as  the 
doctor  would  be  responsible. 

That  is  a  recommendation  that  they  submit, 
and  I  would  ask  the  approval  of  the  Executive 
Council  to  pass  that  on  to  the  House  of  Delegates 
for  action. 

PRESIDENT  SQUIRES:  Do  you  have  a  coyp 
of  the  Attorney  General's  ruling  on  that? 

DR.  PASCHAL:  I  have  a  copy  of  the  Attorney 
General's  ruling,  and  very  briefly,  if  I  might  read 
that  particular  paragraph  that  relates  to  it — he 
first  gives  some  reasons  for  his  decision,  and 
this,  in  effect  ,is  his  opinion:  He  says: 

It  is  my  opinion  that  a  registered  nurse, 
under  authoi'ity  of  an  order  or  prescription  of 
a  licensed  physician,  either  oral  or  written,  and 
in  the  presence  or  absence  of  the  prescribing 
physician,  may  lawfully  start  and  administer 
blood  or  other  inti'avenous  medication  or  in- 
jection to  patients. 

I  move  the  recommendation  of  the  Committee 
be  approved  by  the  Council. 

[The  motion  was  seconded  by  Dr.  Koonce.] 
PRESIDENT      SQUIRES:      Any      discussion? 
Those  in  favor  please  say  "aye";  opposed   "no." 
Motion  carried. 

PRESIDENT  SQUIRES:  EAL  separate  sub- 
sidiary accounts. 

DR.  AMOS  JOHNSON:  1  make  a  motion  that 
the  Medical  Society  withdraw  its  account  for 
cards,  travel  cards  from  Eastern  Airlines,  or  any 
other  airline,  that  does  not  agree  and  follow 
through  on  submitting  the  bills  directly  to  the 
holder  of  the  card  involved  in  the  travel. 

MR.  BARNES:  As  a  subsidiary  account. 

[The  motion  was  seconded  by  Dr.  Sams.] 

PRESIDENT  SQUIRES:  Motion  made  and  sec- 
onded. Any  discussion?  If  not,  those  in  favor 
please   say   "aye":   opposed   "no."   Carried. 

Dr.  Norton,  do  you  have  a  report  on  the  re- 
generation of  the  Committee  on  Venereal  Dis- 
ease? 

DR.  NORTON:  Mr.  Chairman,  I  will  be  brief. 
A  good  many  years  ago.  we  did  have  an  acti\-e 
Committee  on  Venereal  Disease  Control,  and 
having  felt  that  for  several  years  the  problem 
was  declining  and  everything,  that  was  discon- 
tinued, and  now  we  are  recognizing  that  we 
are  having  quite  a  good  many  problems.  I  would 
make  a  motion,  Mr.  President,  that  this  respon- 


siliililx-  be  assigned  to  one  of  the  regular  com- 
mittees under  the  Commission,  not  a  separate 
committee,  but  that  this  i-esponsibility  be  added 
to  the  appropriate  committee. 

DR.  KOONCE:  1  will  make  the  motion  that  Dr. 
Norton  made. 

[The  motion  was  seconded  by  Dr.  H.  .Johnson.] 

PRESIDENT  SQUIRES:  Motion  made  and  sec- 
onded. Discussion?  Those  in  favor  please  say 
"a>-e";  opposed  "no."  Motion  carried. 

MR.  BARNES:  Under  miscellaneous  business, 
I  ha\-e  two  items;  one,  an  invitation  from  the 
.lack  Tar  Hotel  and  the  Durham  community 
for  future  meetings  there,  and  I  believe  it  ought 
to  lie  referred  to  the  Committee  on  Nominations; 
and  then  we  have  a  communication  from  the 
Postgraduate  iVIedicine  Publication  seeking  the 
nomination  of  the  outstanding  medical  name  of 
the  past  in  North  Carolina.  They  have  about  10 
or  1.5  states  that  have  named  such  outstanding 
l)ast  names  in  medicine,  and  it  is  a  question  of 
whether  or  not  >'ou  want   to  cooperate. 

PRESIDENT  SQUIRES:  The  first  letter  from 
Jack  Tar  will  be  refei-red  to  the  Committee  on 
Nominations,  and  the  second  will  be  referred 
to  the  Committee  on  Awards  and  see  if  they 
want  to  recommend  somebody. 

Anything  else  there  now? 

MR.  BARNES:  In  reference  to  a  memliershii) 
certificate  which  was  initiated  some  10,  12  or  1-1 
years  ago  to  be  placed  on  individual  physicians' 
desks  or  in  a  frame  about  the  office,  in  lieu  of 
his  membership  card,  for  exhibition  purposes, 
it  has  Ijeen  recommended  and  insisted  upon  by  at 
least  one  member  that  thing  ought  to  be  recon- 
sidered and  abolished  as  a  procedure. 

DR.  AMOS  JOHNSON:  I  will  make  a  motion 
that  every  person,  upon  becoming  a  member 
for  the  first  time  of  this  Society,  be  issued  one 
of  these  cards,  and  thereafter  the  wallet  card 
suffice. 

[The  motion  was  seconded  by  Dr.  Koonce.] 

PRESIDENT  SQUIRES:  Further  discussion? 
If  not,  those  in  fa\'oi  sa>'  "aye";  opposed  "no." 
Motion  carried. 

Now  consider  renewing  authority  for  a  South- 
eastern Hospitality  Center.  Dr.  Faison  is  not 
here.  Do  you  ha\  e  anything  to  mention  on  that? 

MR.  BARNES:  This  is  simply  a  proposed  repi- 
tion  of  what  we  did  at  the  annual  meeting  of  the 
American  Medical  Association  in  Miami  in  1960. 

The  Council  authorized  an  expenditure  of  Sr>{)0 
to  that  Southeastern  Hospitality  room.  It  was 
conducted  \'ery  favorably  with  much  praise  and 
comment  from  the  people  in  North  Carolina  and 
elsewhere,  that  such  an  operation  was  visited, 
and  I  believe  $.300  of  the  $500  was  returned, 
since  the  Florida  Association  did  pay  some  .^4,000 
of  the  expense  of  that  room. 

Nov.-  Dr.  Faison  and  the  other  delegates  from 
North  Carolina  desire  to  have  such  a  room  in 
Chicago  this   vear,  but   thev   have  no   authoritv 


f(ir  it,  and  they  had  hoped  to  do  this  for  a  lot 
less  than  S500. 

DR.  AMOS  JOHNSON:  Mr.  Chairman,  here  is 
the  situation.  You  go  to  the  A.M. A.  House  of 
Delegate.s  meeting  and  the  larger  states,  and 
actually  many  of  the  smaller  states,  have  con- 
tinuously running  hospitality  rooms  during  the 
duration  of  the  House  of  Delegates  of  the  A.M. A. 
And  they  invite  their  friends  there,  and  some  of 
these  states  spend  up  to  six,  eight  and  ten  thou- 
sand dollars  for  the  functions  they  put  on.  That 
I  am  very  much  opposed  to.  Usually,  they  are  the 
ones  that  run  a  candidate  for  something,  or  a 
fisherman  with  a  long  pole  to  run  a  candidate 
for  the  next  year. 

But  it  becomes  a  little  bit  embarrassing  for  a 
lot  of  states  to  be  continuously  asked  to  someone 
else's  hospitjality  room  .and  have  absolutely 
nothing  of  their  own  to  offer. 

I  would  be  opposed  to  North  Carolina  spending 
any  big  amount  of  money,  even  if  they  had  a 
candidate  to  offer,  or  under  any  other  circum- 
stances, but  I  think  that  North  Carolina  could 
afford  up  to  S'^00  periodically  at  these  meetings 
to  have  something.  If  it  went  over  and  reflected 
as  much  goodwill  and  as  good  public  relations 
as  the  one  I  know  did  in  Miami  a  couple  of 
years  ago,  then  I  think  it  would  be  money  well 
spent. 

That  is  also  for  the  benefit  of  the  people 
from  North  Carolina  who  were  at  that  meeting, 
and  for  the  benefit  of  South  Carolina,  and  Flor- 
ida, and  Georgia,  and  Alabama,  and  the  other 
states  that  took  part  in  this.  It  is  a  very  nice 
thing,  and  I  think  it  would  he  money  well  spent, 
but  do  not  regard  it  as  doing  a  favor  to  your 
delegates. 

If  you  want  to  do  that  for  your  State  Medical 
Society  and  for  your  people  there,  and  for  your 
prestige,  it  would  be  all  right;  but  don't  think 
that  the  delegates  are  asking  it  for  the  four  men 
who  are  there. 

DR.  KOONCE:  I  would  like  to  speak  very 
much  in  favor  of  that.  A  few  years  ago,  I  had  the 
privilege  of  going  to  a  couple  of  A.iM.A.  meetings 
not  as  a  delegate,  but  as  an  official  of  the  State 
Medical  Society,  and  I  was  feted  hither,  thither 
and  yon.  very  nicely,  and  was  very  much 
pleased  about  it.  And  then  I  asked  our  delegates 
"What  has  North  Carolina  done?" 

To  our  knowledge,  we  had  never  done  any- 
thing. To  be  perfectly  frank,  I  was  quite  em- 
barrassed, and  I  think  it's  about  time  we  stood 
up  and  took  our  place.  I  would  like  to  endorse 
his  comments. 

DR.  PAYNE:  I  make  a  motion  to  put  in  up 
to  S500  as  an  appropriation. 

[The  motion  was  seconded  bv  Dr.  Bedding- 
field.] 

PRESIDENT  SQUIRES:  Any  discussion?  If 
not,  those  in  favor  of  the  motion  please  say 
"aye";  opposed   "no."   Motion   carried. 


MR.  BARNES:  Again  we  have  a  communica- 
tion from  the  National  Society  for  Medical  Re- 
search, which  is  a  positive  anti-vivisection  or- 
ganization. In  other  words,  they  are  opposing 
anything  that  anti-vivisectionists  do.  It  is  com- 
posed of  leadership  from  the  medical  colleges  in 
the  United  States,  approved  medical  colleges. 

At  one  time,  for  a  period  of  seven  or  eight 
years,  this  Society  did  contribute  $200  a  year  to 
the  expense  of  this  National  Research  for  Medi- 
cal Science  organization.  It  has  not  done  so  for 
about  four  years  now. 

DR.  AMOS  JOHNSON:  I  move  we  continue  our 
policy. 

[The  motion  was  seconded  by  Dr.  H.  L.  John- 
son.] 

PRESIDENT  SQUIRES:  Policy  of  not  doing 
it? 

DR.  AMOS  JOHNSON:  That's  right. 

PRESIDENT  SQUIRES:  Motion  made  and  sec- 
onded. Any  discussion?  Those  in  favor  say  "aye"; 
opposed  "no."  Carried. 

Unfinished  business:  Dr.  Richardson  isn't 
here. 

MR.  BARNES:  There  is  under  this  same  old 
business  a  report  of  the  Social  and  Personal 
Consequences  of  Unwed  Motherhood,  which  this 
Council  approved — that  is  approved  the  study — 
and   jointly   sponsored   some  months   ago. 

I  think  it  should  he  filed  for  the  record,  just 
like  the  auto  injury  research  survey. 

PRESIDENT  SQUIRES:  It  is  filed  for  the 
record  then. 

DR.  REECE:  I  move  it  be  so  filed. 

[The  motion  was  seconded  b5'  Dr.  Koonce, 
put  to  a  vote  and  carried.] 

PRESIDENT  SQUIRES:  How  about  Dr.  Rich- 
ardson's report? 

A.M.A.  Membership  specialty  revision.  Do  you 
want  to  say  anything  about  that? 

MR.  BARNES:  That  was  discussed  with  the 
Council.  The  A.M.A.  has  developed  a  new  classi- 
fication of  practice,  specialties,  and  they  vary 
from  what  is  published  in  our  rosters.  I  don't 
kno\\- — 

PRESIDENT  SQUIRES:  That  is  a  minor  thing. 
That's  up  to  you,  the  way  you  want  to  handle  it. 

MR.  BARNES:  I  wouldn't  change  without 
orders  what  you  have  got  in  your  own  roster. 

DR.  AMOS  JOHNSON:  Refresh  my  memory. 
We  brought  that  up  at  the  meeting  in  January 
and  decided  to  stay  with  our  guns,  the  way  we 
were  listing  them  at  present,  and  that  action 
was  taken  by  the  Executive  Council. 

MR.  BARNES:  You  instructed  it  be  referred 
to  the  Editorial  Board,  and  I  wrote  to  Dr. 
Nicholson  on  the  19th  of  February  about  it,  and 
the  Board  has  not  been  together. 

Dr.  Nicholson  wrote  me  "Indeed  I  do  approve 
the  new  specialty  abbreviations  which  have 
sent  me.  Do  you  think  it  necessary  to  take  this 
before  the  actual  meeting  of  the  Editorial  Board? 
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I  Would  lie  delighted  to  call  one  for  considera- 
tion of  this  and  other  i)roblems  that  you  ha\'e 
mentioned." 

DR.  KOONCE:  1  suggest  you  await  their 
recommendation. 

J\IR.  BARNES:  Do  you  want  to  let  them  re- 
port? In  September  it  will  be  plenty  of  time  to 
change  the  ro-ster,  because  the  roster  will  be 
in  the  editing  process  in  September. 

PRESIDENT  SQUIRES:  Refer  it  back  to  the 
Board. 

MR.  BARNES:  I  simpl.N'  want  to  report,  in  de- 
fense of  myself,  communications  from  the  Sec- 
tion on  Radiology  last  winter  about  their  de- 
cision not  to  have  a  section  meeting  at  this  an- 
nual session,  and  their  offer  to  furnish  speakers 
to  the  general  sessions,  or  to  any  other  sessions 
that  would  be  interested  in  radiological  sub- 
jects. 

That  letter  was  referred  to  all  of  the  sections, 
and  nobody  bought  it,  and  the  general  session 
had  completed  its  program,  and  had  no  room  for 
such  papers;  but  in  spite  of  that,  the  session 
chairman  did  get  two  contributions  of  papers, 
and  sent  them  to  me:  and  then  having  those,  I 
was  in  a  bind,  and  so  I  sent  those  to  all  of  the 
section  chairmen  as  information,  and  again  I 
had  no  response. 

So  I  am  blamed  for  the  chairman  getting  two 
papers  together,  and  getting  two  people  to 
commit  themselves  to  write  papers.  I  just 
wanted  you  to  understand  that  I  didn't  do  any- 
thing to  induce  them  to  start  with. 

PRESIDENT  SQUIRES:  It  will  be  received 
as  a  matter  of  information,  Jim. 

MR.  BARNES:  All  of  the  members  of  the 
Council,  and  all  of  the  officials  of  the  Society, 
and  all  the  chairmen  of  the  committees  of  the 
Society,  of  course,  are  annually  invited  to  co- 
mingle  with  the  exhibitors  at  the  little  party  that 
we  give  to  them  Monday  night  at  the  Carolina 
Hotel  between  5:.30  and  7  or  11  o'clock,  as  long 
as  you  want  to  stick  around.  This  is  to  advise 
you  of  that  party  at  this  time. 

PRESIDENT  SQUIRES:  New  Business,  No.  1.3. 
What  is  that.  Jim? 

MR.  BARNES:  I  just  wanted  you  to  be  aware 
— Dr.  Johnson,  I  understand  you  already'  made 
that  osteopathic  report — that  there  is  a  Cali- 
fornia School  that  now  has  been  approved,  and 
there  are  graduates  of  that,  and  what  do  we  do 
when  we  get  them  certified  as  physicians? 

DR.  AMOS  JOHNSON:  We  refer  that  to  the 
licensure  body  of  the  State  of  North  Carolina. 
That's  their  problem,  and  they  act. 

MR.  BARNES:  If  they  license  them,  then  we 
accept  them? 

DR.  AMOS  JOHNSON:  That  is  not  our  preroga- 
tive. That  is  the  prerogative  of  the  bodj'  re- 
sponsible in  the  State  of  North  Carolina. 

MR.  BARNES:  You  do  set  up  licensure  as  one 
of  the  conditions  of  membership. 


DR.  AMOS  JOHNSON:  But  the  Licen.siing 
Board  is  responsible  to  the  Governor  and  the 
legislature.  If  they  license  one — 

DR.  RHODES:  He  is  eligible  to  apply  for  mem- 
bership. It  would  be  up  to  the  local  and  county 
medical  society. 

DR.  KERNODLE:  Dr.  Welton  wrote  Jim 
Barnes  a  letter  with  regard  to  his  thought  that 
we  should  join  the  National  Chamber  of  Com- 
merce. I  am  not  sure  of  the  minimum,  .$40  or 
850 — are  you  familiar  with  it? 

MR.  BARNES:  I  don't  know,  because  it's  a 
question  of  where  you  join,  there  not  being  a 
statewide  chamber. 

DR.  KERNODLE:  National  Chamber,  we  inean. 

It  is  made  up  of  organizations  such  as  ours 
that  joined  directly.  You  would  not  be  a  com- 
ponent necessarily  of  a  local  chamber.  You  vvotild 
he  a  component  member  of  the  U.  S.  Chamber. 
The  fact  is  that  they  have  many  things  going 
on  referable  to  health  in  their  programs.  Also, 
the  fact  is  that  the  A.M. A.  has  been  a  long-time 
member  of  the  U.  S.  Chamber  and  feels  it  is 
^•ery  strongly  one  of  our  best  allies.  It  dissemi- 
nates information  to  its  members  at  the  grass 
roots  level.  It  disseminates  information  to  all 
of  the  local  Chambers,  even  thought  they  don't 
belong  as  such  to  the  U.  S.  Chamber. 

For  instance,  a  Congressional  Action  Program 
that  goes  out  weekly  to  members  of  the  Con- 
gressional Action  Committee  of  the  Chamber 
has  six  divisions,  subdivisions.  One  of  those  is 
expansion  of  Social  Security.  It  takes  up  at  all 
times  programs  on  health  care.  They  are  spend- 
ing many  dollars  and  much  literature  in  regard 
to  this  and  the  King-Anderson  Bill.  They  ai-e 
strongly  opposed  to  that. 

Blasingame  told  me  that  A.M. A.  pays  $3,000  a 
year  to  their  budget  and  is  trying — and  they 
voted,  I  think  in  April — to  increase  that  to 
S50.000,  because  they  felt  like  it  was  such  an 
important  method  of  dissemination  of  material 
at  the  grass  roots  people  in  the  paramedical  area. 
I  personally  think  we  should  belong. 

PRESIDENT  SQUIRES:  Available  for  a  rea- 
sonable amount  of  850  a  year. 

DR.  KERNODLE:  I  move  that  we  investigate 
and  become  a  850  member  of  the  National  United 
States  Chamber  of  Commerce. 

[The  motion  was  seconded  by  Dr.  Bivens.] 

DR.  KERNODLE:  I  would  like  to  move  that 
Ed  Bivens  be  the  delegate. 

PRESIDENT  SQUIRES:  Any  discussion:" 
Those  in  favor  say  "aye";  opposed  "no."  Carried. 

Policy  regarding  the  organization  of  Medi 
copter  Corps  in  and  for  North  Carolina.  Do  you 
have  anything  on   that? 

MR.  BARNES:  This  is  a  communication  to 
Dr.  Norton.  It  was  sent  on  Tuesday — proposing 
the  development  of  a  Medicopter  Corps  in  North 
Carolina.  It  was  referred.  It  has  to  do  with  heli- 
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copters    organized    to    fly    around    and    pick    up 
people. 

PRESIDENT  SQUIRES:  I  would  like  to  refer 
it  to  Dr.  George  Paschal's  committee  for  con- 
sideration. 

DR.  KERNODLE:  I  will  take  about  three 
minutes  to  tell  you  something  that  has  been 
taking  place  in  our  State.  This  as  a  Journal 
called  Monitor.  It  is  a  journal  of  the  professions. 
It  is  a  Michigan  Association  of  Profession  known 
as  MAP.  They  started  off  with  four  professional 
groups  in  Michigan,  the  doctors,  the  dentists,  the 
lawyers,  and  the  engineers,  to  form  a  conjoint 
group  of  professions  to  work  along  four  ave- 
nues, legislation,  public  relations,  education,  and 
economic  problems.  That's  the  four  main  points 
of  approach  to  their  program. 

Since  they  originally  organized  four  years 
ago,  they  have  added  to  the  original  four  groups, 
and  they  now  have  pharmacy,  ^-eterinary  medi- 
cine, and  architects. 

I  had  the  opportunity  to  attend  their  annual 
meeting  in  Lansing,  Michigan,  back  in  January 
or  February — I  have  forgotten  which  month. 
There  was  an  excellent  program.  It  would  put 
us  to  shame  with  regard  to  the  type  of  program 
they  had  on  legislation  there.  I  ha\'e  never  seen 
anything  better.  Some  of  the  education  and 
public  relations  men  talking  at  that  meeting 
were  superb. 

I  came  back  and  corresponded  with  some  of 
the  presidents  of  dentistry,  pharmacy,  profes- 
sional engineers  in  this  state,  and  of  course  we 
had  worked  closely  together  in  the  program  of 
medical  assistance  to  the  aging  last  year,  and 
asking  them  if  they  would  be  interested  in  this, 
sending  them  some  literature. 

It  so  happened  that  they  had  the  first  program 
of  organization — the  first  program,  or  getting 
information,  is  to  have  authority  from  the  in- 
dividual professional  societies  that  they  are  in- 
terested in  exploring,  and  perhaps  organizing 
such  a  professional  group.  Therefore,  I  bring  to 
your  attention  as  a  potential  in  North  Carolina 
an  organization  of  a  new  group  called  An  Asso- 
ciation of  Professions.  North  Carolina  Group. 

I  might  add  that  since  the  Michigan  group 
organized,  there  has  also  been  an  American  As- 
sociation of  Professions  organized.  There  are 
eight  states  that  are  now  organized  under  this 
program  and  are  beginning  to  formulate  the 
plans   and   objectives   for   national   organization. 

I  think  I  have  given  you  the  highlights  of  the 
program.  The  organization  in  Michigan  is  well 
respected.  A  lot  of  effort  has  gone  into  it.  They 
have  now  over  2,000  members  in  the  State  of 
Michigan.  I  have  a  meeting  lined  up  in  the  next 
two  weeks  with  about  five  of  the  presidents 
of  these  associations  in  North  Carolina,  and  I 
would  like  to  get  this  Council  to  sanction  my 
actions. 

DR.  H.  L.  JOHNSON:  Move  it  be  approved. 


[The  motion  was  seconded  by  Dr.  Bedding- 
field.] 

PRESIDENT  SQUIRES:  Motion  made  and  sec- 
onded to  sanction  Dr.  Kernodle's  action.  Any  dis- 
cussion? If  not,  those  in  favor  will  please  say 
"aye";  opposed  "no."  Carried. 

MR.  BARNES:  And  finally,  we  could  not  ar- 
range either  at  Southern  Pines  or  Pinehurst  for 
the  fall  conclave  for  committees.  We  have  made 
reservations  and  request  for  some  lodging  rooms 
and  meeting  rooms. 

[Discussion  off  the  record.] 

DR.  KOONCE:  I  move  that  it  be  held  up  to 
the  President  of  the  Society  as  to  whether  the 
conclave  be  held. 

DR.  PAYNE:  I  make  a  motion  that  it  be  left 
to  the  incoming  president. 

[Dr.  Koonce  seconded  the  motion.] 

PRESIDENT  SQUIRES:  Discussion?  If  not, 
those  in  favor  say  "aye";  opposed  "no."  Motion 
carried. 

[The  meeting  adjourned  at  six  o'clock.] 

SUNDAY    MORNING    SESSION 
September  16,  1962 

The  meeting-  of  the  Executive  Council  of  the 
Medical  Society  of  the  State  of  North  Carolina  held 
in  the  Jack  Tar  Durham  Hotel,  Durham,  North 
Carolina,  convened  at  ten-five  o'clock.  Dr.  John 
R.    Kernodle,    president,    presiding. 

PRESIDENT  KERNODLE:  I  will  ask  Dr.  John 
Rhodes  to   lead  us  in  prayer. 

DR.  JOHN  RHODES:  Almighty  and  all  wise  God, 
we  thank  Thee  for  this  day  and  for  life  itself. 
We  ask  Thy  blessing  upon  him  who  presides  and 
all  those  here  present  as  we  deliberate  upon  the 
issues  before  us.  Guide  us  upon  the  proper  course, 
with  conviction  and  courage  to  stand  on  sound 
principles.  Give  comfort  to  the  friends  and  family 
of  Dr.  Tayloe,  our  colleague,  in  this  tragic  hour. 
These  things  we  ask  in  Christ's  name.  Amen. 

PRESIDENT  KERNODLE:  To  initiate  the  start 
of  this  meeting,  I  would  like  to  say  that  we  have 
quite  a  few  very  important  issues  to  be  determined 
before  the  day  is  over.  We  want  to  hear  anyone 
and  all  with  regard  to  these  issues,  but  likewise  we 
want  to  move  along  as  rapidly  as  possible  and  com 
plete  our  business,  which  will  be  the  highlight  of 
the     1962     Committee    Conclave. 

At  this  time  I  would  like  our  secretary.  Dr.  Styron 
to  call  the  roll. 

(Roll  call) 

SECRETARY  CHARLES  W.  STYRON:  Mr. 
President,   I    declare   a   quorum   is  present. 

PRESIDENT  KERNODLE:  Mr.  Secretary,  you 
have  minutes  from  the  last  meeting.  What  is  the 
pleasure  of  the  group  with  regard  to  these  min- 
utes? 

DR.  WILLIAM  A.  SAMS:  I  move  we  dispense 
with  the  reading  of  the  minutes. 

DR.  -JACOB  H.  SHUFORD:   Second  the  motion. 
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PRESIDEXT  KEHXOnLE:  You  havo  hranl  chr 
motion  and  the  second,  that  we  dispense  with  ihe 
reading-  of  the  minutes  of  the  May  5th  meeting-.  If 
thei'e  are  no  objections,  the  reading-  of  the  minutes 
will  be  dispensed  with. 

At  this  time,  I  would  like  for  us  to  take  into 
consideration  the  problem  that  was  brought  out  in 
the  prayer  by  our  president-elect,  mentioning-  the 
family  of  Dr.  John  Tayloe.  Dr.  Williams,  if  you 
have  some  remarks  that  you  would  like  to  make, 
after  silent   prayer,   you   may  make  them. 

(The  Executive  Council  stood  and  observed  a  mo- 
ment of  silence.) 

DR.  LYNWOOD  E.  WILLIAMS:  In  case  anyone 
hasn't  heard,  we  lost  one  of  the  members  of  our 
profession  in  the  person  of  Dr.  John  Tayloe  in  a 
boating-  accident  yesterday.  i\Iost  of  you  know  what 
he  meant  to  the  medical  profession  of  North  Caro- 
lina, and  I  move  that  we  send  a  telegram,  if  it  is 
in  order,  expressing-  our  sympathy  to  his  family, 
and  I  think  it  might  be  well  also  to  send  some 
expression    to   his   local    Medical    Society. 

(The  motion  was  seconded  by  Dr.   T.   P.  Brinn.l 

PRESIDENT  KERNODLE:  Suggestion  that  a 
committee  be  appointed  to  draft  the  resolution.  Would 
you   include  that? 

DR.   WILLI. \MS:    Yes. 

PRESIDENT  KERNODLE:  You  have  heard  the 
motion.  All  in  favor  let  it  be  known  by  saying 
"aye";  all  opposed  likewise.  Carried. 

At  this  time,  I  would  also  like  to  have  the 
Secretary  write  a  note  to  Dr.  Squires  in  regard 
to  his  absence  because  of  illness. 

I  will  deviate  a  moment  from  the  agenda  to  bring- 
to  your  attention  also  that  Dr.  Tayloe  is  presently 
alternate  delegate  to  the  A.M. A.  for  Dr.  Strosnider, 
and  we  have  already  elected  an  alternate  delegate 
to  take  his  place  beginning  10(i3.  and  do  you  have 
that  name? 

MR.  .JAMES  T.  BARNES:  In  1963,  Dr.  Millard 
Hill  and  Dr.  Badie  Clark  are  the  regular  delegates, 
and  the  alternates  would  be  Dr.  George  T.  Wolff 
of  Greensboro  to  Dr.  Hill,  and  Dr.  Eben  Alexander, 
alternate  to   Dr.   Clark. 

I  don't  know  which  of  these  positions — I  think 
Dr.  Clark  succeeds  Dr.  Strosnider,  and  therefore 
Dr.  Eben  Alexander  is  the  designated  alternate  for 
next  year.  It  might  be  to  your  interest  to  facilitate 
him  into  position  of  alternate  delegate,  inasmuch  as 
Dr.  Tayloe  only  had  one  more  meeting  at  which 
he    would    be    designated    as     an    alternate. 

PRESIDENT  KERNODLE:  You  have  at  the 
moment  Dr.  Badie  Clark  replacing  Dr.  Strosnider 
as  delegate  starting-  January  of  1933,  and  the  al- 
ternate for  Dr.  Clark  is  Dr.  Eben  Alexander.  The 
question  is,  is  it  the  feeling-  of  this  group — shall 
we  desig'nate  this  already  elected  atlernate  as  the 
replacement  for  Dr.  Tayloe  from  now  until  Janu- 
ary 1st,  or  shall  we  designate  the  delegate.  Dr. 
Clark,     to     take     this     position     in    case    something 


shouUI   hapjjen    to   Dr.   Strosnider. 

DR.  H.  FLEMING  FULLER:  I  move  that  Dr. 
Eben  .-Mexandei-  be  appointed  to  interim  alter- 
nate. 

PRESIDENT  KERNODLE:  You  have  heard  the 
motion.   Is  it  seconded? 

(The  motion  was  seconded  by  Di-.  Harry  L.  John- 
son.) 

PRESIDENT  KERNODLE:  Any  discussion,  or 
are  there  further  nominations  for  this  position? 
If  not,  all  in  favoi-  of  this  let  it  be  known  by 
saying-  "aye";  opposed  likewise.  The  "a.ves"  have  it. 

DR.  T.  S.  RAIFORD:  Mv.  President,  may  1 
interject  just  a  word  here  to  dispense  with  the 
tragic  situation  first.  I  think  this  group  would  be 
sorry  to  know  that  Di-.  Murphy  is  critically  ill  in 
Houston.  I  know  many  of  you  have  heard  rumors 
about  it.  He  had  a  third  operation  a  week  ago 
yesterday,  and  three  times  is  pretty  bad  in  his  con- 
dition. But  I  thought  yon  might  like  to  be  aware 
of  it. 

PRESIDENT  KERNODLE:  Ted,  would  you  de- 
sire to  have  the  Council  send  a  note  at  this  time 
to  the  family,  or   any   suggestions   along  this  line? 

DR.  RAIFORD:  I  think  I  would  be  very  happy 
— I  talked  to  Olive  the  other  day.  I  would  be  vei-y 
happy   to  convey   your  wishes  to  her. 

DR.  SAMS:  I  move  that  that  be  a  verbal  mes- 
sage by  Dr.  Raiford. 

(Motion    seconded    by    Dr.    Rhodes.) 

PRESIDENT  KERNODLE:  All  those  in  favor 
of  that  motion  let  it  be  known  by  saying  "aye" ; 
opposed    likewise.    The    "ayes"    have    it. 

We  will  deviate  away  from  the  agenda  again  and 
ask  for  a  report  from  Dr.  James  Hemphill  with 
regard  to  a  little  money  he  has  in  his  back  pocket. 
Dr.  Hemphill,  will  you  tell  us  what  you  want  to 
give   us? 

DR.  .JAMES  HEMPHILL:  Mr.  President  and 
gentlemen :  I  am  chairman  of  a  committee  of  the 
North  Carolina  Radiological  Society  that  has  been 
working  for  a  number  of  years  to  accomplish 
some  changes  regarding  the  payment  of  radiologi- 
cal fees  to  physicians  rather  than  hospitals.  Many 
of  you  know  the  negotiations  committee  of  our 
State  Society  has  been  interested  and  helpful  to  us. 
The  process  has  involved  collecting  the  funds  from 
the  anaesthesiology  group,  and  from  the  pathology 
group,  and  presently  we  have  conservatively,  I  be- 
lieve, in  the  neighborhood  of  .$30,000  which  has 
been    drawing  interest. 

We  have  a  brief  prepared.  We  have  had  legal 
help,  and  it  has  been  a  long,  involved  process. 
It  boils  down  to  this :  The  negotiations  committee, 
and  Dr.  Hollister,  has  felt,  and  we  have  felt  too, 
that  no  attempt  should  be  made  to  approach  the 
Insurance  Commissioner's  office  without  a  statute 
definition  of  pathology  as  the  practice  of  medicine. 

This  has  not  been  accomplished  to  date.  Dr. 
Bedding-field  assured  me  at  the  meetings  here  that 
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he  would  be  happy  to  start  the  mechanics  for  this 
upcoming  legislature  to  pass  such  a  statute,  if  and 
when  he  has  a  final  worded  definition  for  pathol- 
ogy. 

We  have  done  everything  to  define  pathology 
properly.  We  have  had  the  legal  aid  of  Mr. 
Throckmorton  of  Iowa  helping  in  this,  and  we  have 
had  lots  of  other  involved  processes  to  get  this 
definition.  But  to  date  the  pathologists  have  not 
yet  agreed  and  submitted  to  the  Legislative  Com- 
mittee a  definition  of  pathology  as  the  practice  of 
medicine. 

Now  I  am  faced  with  the  responsibility  of  the 
collection  of  these  funds  from  the  anaesthesiology 
group,  and  from  the  radiology  society,  and  path- 
ology group,  that  we  have  on  hand.  There  is  noth- 
ing in  the  spirit  of  the  Radiology  Society  to  do  this 
alone.  We  felt  that  the  Medical  Society  should  be 
the  petitioner  at  the  Insurance  Commissioner's  of- 
fice level,  rather  than  any  specialty  group.  We  felt 
that  the  future  of  medicine  would  be  helped  or 
benefited  most  to  have  these  three  groups  included 
in  the  petition  at  the  Insurance  Commissioner  level. 

I  have  a  meeting  of  our  radiology  group  within 
the  next  three  weeks,  at  which  I  will  want  to  pro- 
pose to  them  an  idea  that  occurred  to  me,  which 
might  stimulate  the  pathologists  in  our  State  So- 
ciety to  go  ahead  and  give  to  Dr.  Beddingfield  a 
definition  which  will  be  acceptable  to  have  passed 
by  the   state   legislature. 

Dr.  Beddingfield  and  I  feel,  and  the  radiologists 
feel,  that  the  Hospital  Association  should  also  agree 
to  this  definition,  and  we  therefore  would  have  their 
help    at  the   legislative   body  level. 

I  had  thought  that  my  Insurance  Committee  of 
the  North  Carolina  Radiological  Society  would  per- 
haps suggest  that  these  funds  we  have  collected  be 
given  to  the  Negotiations  Committee  of  the  Medical 
Society  of  the  State  of  North  Carolina  to  be  held 
in  trust  for  the  specific  purpose  for  which  they 
were  intended,  if  and  when  the  Negotiations  Com- 
mittee  decides  to   proceed. 

I  did  not  want  to  propose  to  my  radiology  group 
such  a  proposal  if  this  were  in  any  way  offensive 
to  the  Executive  Council  of  the  Medical  Society  of 
the  State  of  North  Carolina.  Therefore,  Dr.  Bed- 
dingfield and  Dr.  Kernodle  asked  me  to  come  and 
present   that  idea  to  you. 

I  will  not  labor  you  with  a  long  discussion  about 
it,  but  I  do  not  want  to  propose  to  my  group  such 
a  use  of  these  funds  unless  the  Executive  Council  of 
the  Society  would  find  it  acceptable,  because  we 
have  no  desire  at  all  to  place  a  precedent  in  the 
State  Society,  that  is  in  any  way  offensive  to  the 
Executive  Council.  But  I  am  still  faced  with  the 
fact  that  for  four  or  five  years,  there  has  been 
work  and  long  labor;  we  have  funds  that  we  col- 
lected, and  I  thought  this  might  be  an  indirect 
method  of  placing  pressure  on  the  pathology  group 
to  submit  to  the  Legislative  Committee  of  the  Medi- 


cal Society  of  the  State  of  North  Carolina  an  ac- 
ceptable  definition,  so  that  this  thing  can  proceed. 

I  hope  you  accept  the  spirit  in  which  this  is 
intended.  I  cannot  in  any  way  assure  you  that 
even  if  it  were  acceptable  to  you,  such  a  proposal, 
that  my  society  would  vote  it.  But  I  certainly  did 
not  want  to  propose  it  to  them  if  it  were  in  any 
way   offensive  to  this  group. 

Thank  you,   sir. 

PRESIDEXT  KERNODLE:  You  have  heard  the 
comments  by  Dr.  Hemphill  and  the  offering  of  this 
amount  of  money  to  the  Negotiations  Committee. 
There  are  two  or  three  points  that  come  to  my 
mind. 

First,  what  is  the  feeling  of  the  group  which  we 
want  to  get  expressed  in  a  moment;  but  I  would 
like  to  get  the  legal  attitude  on  this.  What  is  the 
obligation  if  we,  as  a  Medical  Society,  accept  such 
funds?  And  I  noted  you  stated  you  were  going 
to  recommend  that  these  be  left  in  escrow  to  be 
utilized  for  this  one  purpose.  Suppose  that  purpose 
is  completed  and  there  are  funds  remaining.  Would 
we  have  use  of  that  surplus?  Would  it  be  a  necessity 
that  we  put  more  funds  into  this  in  your  light,  or 
do  you  think  if  more  funds  are  needed — 

DR.  HEMPHILL:  I  think  we  have  adequate 
funds.  I  don't  think  it  would  ever  cost  the  Medical 
Society   of   the   State   of   North   Carolina   more. 

PRESIDEXT  KERNODLE:  John,  would  you  like 
to  speak  to  this? 

MR.  .JOHN  ANDERSON:  I  would  see  no  reason 
why  the  Society,  Mr.  President,  should  not  accept 
such  funds  as  trustee,  with  the  stipulation  that  you 
have  outlined,  and  which  have  been  outlined  by 
Dr.  Hemphill,  to  increase  or  augment  the  fund  in 
any   way,   unless  the   Society  desired  to   do  so. 

I  see  no  reason  why  the  Society,  the  officers  of 
the  Society,  could  not  act  as  such  trustees  under 
that    stipulation. 

PRESIDENT  KERNODLE:  Any  further  dis- 
cussion? 

DR.  .lOHN  C.  REECE:  As  a  matter  of  presen- 
tation, I  have  tried  to  arrange  a  definition.  I  think 
we  agreed  on  a  definition  several  years  ago  that 
was  certainly  satisfactory  to  pathologists,  thi'ough 
the  help  of  legal  counsel,  and  other  groups.  Dr. 
Brinkhous  outlined  a  very  detailed  definition  of 
pathologj". 

You  mentioned  in  your  discussion  that  we  should 
have  the  support  of  the  Hospital  Association.  It 
was  quite  obvious  that  they  would  not  quite  accept 
the  broad  definition,  and  the  all-inclusive  definition 
of  pathology  as  we  want  it.  Through  consultation 
with  Dr.  Brinkhous  on  several  occasions,  he  felt 
that  discretion  was  the  better  part  of  valor  at  the 
time,  and  that  we  not  try  to  push  this  thing  through 
the    legislature. 

Several  of  us  in  the  Pathology  Society  have  felt 
that  we  are  put  in  a  strong-  position  right  now 
to   just  merely  say    that   pathology   is   the   practice 
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of  medifiiH',  unless  somebody  else  proved  it  isn't, 
without  trying-  to  say  that  the  taking-  of  a  blood 
count  is  the  practice  of  medicine,  or  any  of  the 
details  of  that  type,  working-  on  the  semantics 
of   the   situation. 

I  think  we,  as  pathologists,  can  come  to  an 
agreement  very  promptly  as  to  that,  that  pathology 
is  the  practice  of  medicine.  It  must  be  a  definition 
of  that  type  that  doesn't  become  too  complicated  to 
be  pulled  apart. 

MR.  ANDERSOX:  Two  definitions  were  drawn, 
and  the  decision  as  to  which  to  try  to  adopt  or 
agree  on  was  left  open. 

DR.  EDWARD  S.  DIVEXS:  I  am  familiar  with 
the  work  Dr.  Hemphill  has  done  over  the  last 
several  years,  and  he  has  done  a  massive  job  to 
g-et  this  far  along,  and  I  don't  believe  they  will 
get  any  further  along-  unless  the  procedure  that 
ho  has  mentioned  and  asked  us  to  approve  is  done. 

We  are  going-  to  have  to  push  the  hospital 
administrators  to  get  this,  and  I  am  highly  in 
favor  of  what  he  has  suggested  that  we  approve, 
and  I  think  he  is  at  the  end  of  his  line  unless  we 
do  approve  it.  And  of  course  he  just  wants  our 
approval  before  he  presents  it  to  the  Radiological 
Society  and  asks  them  if  they  would  like  to  do 
that,  so  nobody  will  be  in  an  embarrassing  posi- 
tion. 

.MR.  AXDERSOX:  I  understand  Dr.  Hemphill's 
liroposal  is  not  only  to  turn  the  funds  over  in  a 
trust  for  the  purpose  outlined,  but  to  turn  the 
handling  of  the  entire  question  over  to  the  Nego- 
tiations Committee,  or  such  other  committee  as  the 
Medical    Society   would   appoint. 

DR.  HEMPHILL:   That  is  correct. 

PRESIDEXT  KERXODLE:  Dr.  Raiford,  would 
you  like  to  make  any  comments  on  this,  since  it 
would  involve  you  as  a  member  of  that  committee? 

DR.  RAIFORD:  Mr.  President,  in  my  personal 
opinion,  it  would  seem  that  this  would  be  a  proper 
procedure  to  follow;  that  it  has  come  to  the  point 
now  where  a  proper  approach  must  be  made  to 
the  proper  individuals  with  the  proper  backing 
before  any  further  steps  can  be  accomplished,  and 
I  would  personally  approve  this  procedure. 

PRESIDEXT  KERXODLE:  Any  other  questions, 
or  comments? 

DR.  GEORGE  IT.  PASCHAL:  I  would  like  to  ask, 
have  medical  societies  in  other  states  accomplished 
this  ? 

DR.    HEMPHILL:    Yes. 

DR.   PASCHAL:    Is  that  the   only   one? 

DR.  HEMPHILL:    Yes. 

DR.  PASCHAL:  I  think  it  is  worthwhile  to  try 
to  pursue.  I  think  we  ought  to  recognize  our  prob- 
lem of  trying  to  persuade  the  Hospital  Association 
and  hospital  administrators  to  cooperate  with  these 
definitions.  It  is  going  to  be  hard  to  sell  them 
because  they  have  their  boards  of  trustees  to  deal 
with,  and   I  have  heard  them  resist  it  before. 


PRESIDEXT  KERXODLE:  Any  other  com- 
ments? Dr.  Bedding-field,  Legislative  Chairman,  is 
not  here;  but  I  would  like  to  have  heard  from  him 
in  legard  to  it,  because  it  is  certainly  a  legislative 
problem   to  an   e.xtent. 

Any  other  comments  or  questions?  If  not,  is 
there   a   motion  for   action  on   this   program? 

DR.  DH'EXS:  I  make  such  a  motion.  I  don't 
know   how  to  word  just  what  we  want. 

PRESIDEXT  KERXODLE:  John,  would  you  like 
to  phrase  the  motion  so  that  it  would  be  in  order? 
I  think  this  is  a  legal  thing-  really. 

(Discussion   off  the    record.) 

DR.  RAIFORD:  I  suggest  we  ask  Mr.  Anderson 
to  write  this  out  and  present  it  later  on  in  the  day 
fur  acceptance.  (See  page  132  tor  final  niution  and 
action.) 

PRESIDEXT  KERXODLE:  Dr.  Raiford,  would 
.vou  consider  giving  us  a  report  on  the  status  of 
the    Blue   Shield   agencies  toward    merger? 

PR.  RAIFORD:  Mr.  President,  you  will  recall 
that  at  the  last  Council  Meeting  in  May,  wu 
brought  you  up  to  date  to  the  effect  that  both 
Blue  Cross  agencies  in  this  state — and  I  name  the 
Hospital  Care  and  Hospital  Saving — it  was  pro- 
posed to  the  National  Associations  of  Blue  Cross 
and  Blue  Shield  plans  that  arrangements  or  plans 
be  instituted  for  consideration  of  a  merger.  The 
two  proposals  or  resolutions  were  somewhat  differ- 
ent, and  at  first  neither  was  acceptable  to  the 
other  one. 

During  the  summer,  I  have  had  occasion  to  speak 
with  representatives  of  national  organizations  and 
of  the  state  organizations,  and  it  is  simply  boiled 
down  to  this  at  present:  Both  associations  have 
agreed  to  ask  representatives  of  the  National  As- 
sociation of  Blue  Shield  plans  and  the  National 
Association  of  Blue  Cross  plans  to  send  represen- 
tatives to  North  Carolina  to  meet  -with  the  attorneys 
of  each  state  association.  That  is  planned  for  the 
very  near  future.  I  had  hoped  that  it  would  be  held 
before  this  meeting,  so  that  I  could  give  you  a  report 
of  any  action,  but  it  appears  that  this  is  the  only 
form  of  initial  meeting  to  start  action  that  was 
mutually   acceptable. 

This  will,  in  my  opinion,  engender  subsequent 
meeting's  which  will  be  a  little  more  conclusive. 
What  the  outcome  will  be,  I  have  no  way  of  stating 
at  this  time,  except  that  I  will  say  that  so  far  as 
I  can  determine.  Hospital  Care  Association 
is  anxious  and  willing  to  proceed.  Hospital 
Saving-  is  less  anxious  to  proceed  at  the 
present  time,  but  there  are  very  optimistic 
signs  of  something-  being  started.  I  cannot  give  yon 
any  more  report  at  this  time,  but  things  are  still 
under  consideration. 

PRESIDEXT  KERXODLE:  Dr.  Raiford,  in  this 
statement  it  was  brought  out  that  the  progress 
tow.ix-d  merger  and  also  the  division  of  promotional 
expenditure   is  related   to  the  Doctors   Program.   Do 
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you  have  any  Senior  Citizens  Program  in  particu- 
lar— 

PRESIDENT  KERXODLE:  There  has  been  some 
discussion  about  percentages  in  regard  to  the  ad- 
vertisement of  cost,  and  so  forth,  on  the  sei-vice 
program,  and  that  does  come  down  to  involvement 
with  the  medical  profession,  because  it  involves  the 
differential  of  fees  and  schedules,  or,  rather,  the 
cost  of  each  program,  and  there  was  some  discus- 
sion brought  up  in  this  respect,  and  I  wondered 
if  you   had   any  information   on  it. 

DR.  RAIFORD:  I  have  no  information  on  this 
particular  phase  of  it,  except  that  an  estimate  of 
the  savings — maybe  this  pertains  to  what  you  are 
speaking  of — on  the  premium  dollar  is  from  89  per 
cent  to  about  94  per  cent,  which  would  be  returned 
to  the  subscriber  through  a  consolidated  association, 
rather   than   two    competing   associations. 

Now  how  that  would  be  reflected  in  the  Senior 
Citizens  Plan  or  any  other  service  plan,  I  cannot 
tell.  Perhaps  Dr.  Shuford  could  fill  you  in  more 
on   that. 

PRESIDENT  KERNODLE:  Any  questions  that 
you  would  like  to  ask  Dr.  Raiford,  or  any  further 
discussion  on  this?  If  not,  the  motion  to  receive 
this  as  information  is  in  order. 

(Such  motion  was  made  by  Dr.  Paschal  and  duly 
seconded   by   Dr.  Fuller.) 

PRESIDENT  KERNODLE:  Motion  has  been 
made  and  seconded.  Any  discussion?  All  in  favor 
let  it  be  known  by  saying  "aye";  opposed  likewise. 
Carried. 

We  will  now  be  honored  to  hear  from  our  coun- 
terpai't,  the  auxiliary.  Mrs.  Wilkinson,  if  you  will 
come  up,  we  will  be  happy  to  hear  from  you. 

I  might  state,  as  we  bring  you  up  to  our  ros- 
trum, that  I  had  the  opportunity  of  attending  the 
Auxiliary  Meeting  in  Chapel  Hill  a  few  weeks 
ago,  at  which  time  there  was  much  enthusiasm, 
about  125  ladies  present,  and  activities  were  fu- 
rious. They  came  away  with  much  enthusiasm  to 
help   our   program  as   well   as   theirs. 

(Applause) 

MRS.  C.  T.  WILKINSON:  Thank  you,  gentlemen, 
for  the  nice  show  of  respect  for  the  presidency  of 
the   Auxiliary. 

I  would  like  to  say  that  the  Auxiliary  is  very 
proud,  and  we  feel  very  privileged  to  be  your 
Auxiliary,  and  we  want  to  do  everything  that  we 
possibly   can   to  deserve  the  name  Auxiliary. 

I  know  you  have  many  things  to  discuss.  I  have 
timed  this.  Do  you  think  six  minutes  will  be  all 
right? 

PRESIDENT  KERNODLE:  You  may  have  as 
much  time  as  you  want,  Mrs.  Wilkinson,  because 
what  you  say  is  worthwhile. 

MRS.  WILKINSON:  With  your  permission,  I 
will  read  it,  so  that  there  will  be  no  repetition. 

The  Auxiliary  is  happy  to  report  steady  growth  and 
progress.     Membership     was    increased    by     60.    Randolpli 


County  was  organized  in  the  Eighth  District,  bringing 
County  Auxiliaries  to  57.  In  the  Second  District,  five 
counties  merged  to  form  the  Albemarle-Pamlico  Auxil- 
iary. 

During  the  summer  of  1962.  many  letters  have  been 
written  by  the  president,  president-elect,  and  councilors, 
participating  in  Operation  Membership,  which  tried  to 
enlist  unorganized  counties  and  to  encourage  reorganiz- 
ing of  inactive  auxiliaries.  The  help  of  the  councilors 
of  the  Medical  Society  was  solicited  through  letters  by 
the    President. 

The  financial  statement  of  the  Auxiliary  and  the  report 
of  examination  by  Davenport,  Marvin  &  Caudle,  Certified 
Public  Accountants,  Greensboro,  North  Carolina,  showed 
the  Auxiliary  to  be  in  a  satisfactory  financial  condition, 
June.  1962.  Upon  recommendation  of  the  accountants, 
and  with  Medical  Society  approval,  the  Executive  Com- 
mittee of  the  Au.xiliary  voted  to  increase  the  Treasurer's 
fidelity  bond  from  $50  to  $125.  With  the  whole-hearted 
support  and  counsel  of  the  retiring  treasurer,  the  new 
treasurer  was  instructed,  certified  and  bonded.  An  addi- 
tional duty  was  given  the  Treasurer  to  issue  and  reclaim 
for  reissuing  at  annual  meetings  the  new  award  Ursula 
Wilkinson  $100  Working  Capital  Award  for  community 
service  with  a  "twist."  The  twist  will  be  to  reflect  through 
community  service  credit  upon  the  Medical  Society  by 
interpreting  the  aims  of  the  Medical  Society,  and  through 
use  of  material  from  A.M. A.  which  will  be  helpful  in 
work    with    various    community    organizations. 

A  certificate  of  appreciation  and  recognition  of  Aux- 
iliary- members  by  their  own  County  auxiliary  was 
designed  and  given  by  the  President.  An  honor  roll  of 
recipients  is  to  be  announced  at  the  annual  meeting  in 
1963. 

Ground  work  for  tlie  year's  work  in  1962-63  began  long 
before  the  annual  meeting  in  1962.  A  loose-leaf  note- 
book with  gold  lettering  "President-Elect,  Auxiliary  to 
the  Medical  Society  of  the  State  of  North  Carolina" 
was  prepared  and  passed  to  the  succeeding  president- 
elect, and  with  hope  that  the  instructions  and  helps  will 
benefit  all  succeeding  presidents-elect.  A  similar  book 
is    being    prepared    for    the    president. 

Before  May,  consent  to  serve  was  secured  from  Standing 
Committee  chairmen  and  representatives  to  other  or- 
ganizations to  replace  retiring  Board  members.  A  study 
was  made  of  counties  and  districts  already  providing  lead- 
ership and  an  effort  was  made  to  secure  replacements 
from  other  counties  and  districts,  A  new  committee  was 
appointed  to  correspond  with  national's  new  International 
health  activities  committees  after  approval  was  given 
by  the  Chairman  of  the  Advisory  Committee  from  the 
Medical    Society   to   the    Auxiliary, 

At  the  1962  Annual  Meeting,  there  was  called  the  first 
meeting  of  chairmen  of  standing  committees  and  repre- 
sentatives to  plan  for  the  Fall  Board  Workshop.  Seven- 
teen members  met  with  the  then  president-elect  and 
consented  to  make  posters  similar  to  those  prepared  for 
an  example.  Suggestions  were  solicited  and  many  good 
ideas   were   submitted  by  tlie  group. 

Delegates  to  the  Women's  Au.xiilary  to  the  A.M.A.  were 
secured.  The  wife  of  our  present  president  of  the 
Medical  Society  graciously  consented  to  serve  as  Chair- 
man of  Delegates  and  discharged  her  duties  conscien- 
tiously and  well  at  the  annual  meeting  in  Chicago, 
June,  1962.  The  report  of  the  president  of  the  North 
Carolina  Auxiliary  was  read  by  the  current  president. 
It  received  praise  by  officers  and  other  delegates.  The 
Auxiliary  News  carried  reports  of  the  meeting  from  the 
Chairman    of    Delegates    and    the    President. 

Summer  work  included  printing  of  the  Year  Book  with 
inclusions  from  the  Medical  Society's  president  and 
chairman  of  the  Advisory  Committee,  along  with  mes- 
sages from  all  members  of  the  Auxiliary  Board  and  other 
material.  The  cover  and  dedication  to  doctors'  "wives 
was  prepared  by  the  president.  Consent  was  given  to 
store  Auxiliarj'  files,  old  records,  handbooks  and  histories, 
etc.,  in  the  storeroom  of  the  Medical  Society.  The  Auxil- 
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lary    has   no   archives  and   heretofore   has   had    to   pass   all 
tliat    material    from   president   to    president. 

Through  the  use  of  four  communiques  and  an  invitation 
prepared  and  mailed  by  the  president,  plans  were  well 
laid  for  the  Fall  Board  Meeting  and  Workshop.  Planning 
meetings  were  held  with  the  Fall  Board  Chairman  and 
committee  members  at  Chapel  Hill,  as  well  as  an  Execu- 
tive Committee  meeting,  Tanglewood.  Winston-Salem. 
North  Carolina.  Communiques  and  invitations  are  attached 
hereto;  also,  an  agenda  and  evaluation  sheet  used  at  the 
successful    meeting. 

The  Fall  Board  Meeting  and  Workshop  was  held  at 
the  Planetarium.  Chapel  Hill.  September  5,  1962.  with 
130  members  present.  Some  faithful  attendants  could  not 
.join  us  because  of  sickness  or  sorrow  caused  by  deaths 
of  loved  ones  and  friends.  Messages  from  absent  ones 
were    received. 

The  address  by  the  president  of  the  Medical  Society 
was  the  highlight  of  the  meeting.  The  Auxiliary  presi- 
dent-elect presided  over  the  workshop.  Illustrated  talks 
were  given  by  chairmen  of  standing  committees  and 
representatives  to  other  organizations.  Evaluation  of  the 
meeting  was  "excellent  instruction,  inspiring  and  alto- 
gether satisfying."  Durham-Orange  County  was  hostess 
and  provided  the  most  capable  chairman  of  arrangements. 
The    president    presided    over    the    meeting. 

Daily  mail  from  Auxiliary  members,  other  organiza- 
tions, etc..  has  been  received,  read  and  acknowledged 
as  good  public  relations  procedure.  Letters  were  written 
by  request  of  the  Health  Consultant  of  the  Medical 
Society  to  county  presidents  whose  counties  were  invited 
to  the  Conferences  on  Aging  in  Asheville  and  Green- 
ville. 

Meetings   attended   by    this    writer    are    as   follows: 

As  president-elect.  Women's  Auxiliary  to  A.M.A: 
New  York:  Fall  Conference.  Women's  Auxiliary  in  Chi- 
cago: First  Congress  on  Quackery.  Washington.  D.  C: 
Women's  Auxiliary  to  Southern  Medical.  Dallas;  District 
Meetings    for    the    President. 

And  as  president  thus  far;  Three  meetings  in  Chapel 
Hill  for  Auxiliary;  one  meeting  in  Asheville  for  Auxil- 
iary; Social  Service  Conference.  Raleigh:  two  meetings 
of  Family  Life  Council.  Raleigh:  will  preside  over  a 
session  of  their  Annual  Meeting.  Raleigh:  Women's  Aux- 
iliary. A.M.A..  Chicago:  Executive  Committees  Meeting 
of    Auxiliary:    Area    Conference    on   Aging.    Greenville. 

As  far  as  it  is  within  my  power.  I  hope  to  meet  with 
Auxiliary  districts  to  help  instruct  and  inspire  to  good 
work.  I  have  plans  to  attend  the  Fall  Conference  of 
Women's  Auxiliary,  Chicago,  and  Southern  Medical  in 
Miami.  Plans  are  shaping  for  the  annual  meeting  of  the 
Auxiliary    in  May.    Asheville. 

This  is  signed  by  Ursula  Wilkinson.   Thank  you. 
for   hearing-   this   report. 
(Applause) 

PRESIDEXT  KERNODLE:  Thank  you  very 
much  for  visiting  us.  Do  we  have  questions  for 
Mrs.   Wilkinson   from  the   members  of  the   Council? 

DR.   PASCHAL :    I  move  her  report  be   received. 

DR.   FULLER:    Second   the  motion. 

PRESIDEXT  KERXODLE:  All  in  favor  let  it  be 
known  by  saying  "aye":  opposed?  The  "ayes"  have 
it.  Thank  you  very  much  Mrs.  Wilkinson. 

Early  pre-dating  important  Medical  Society  func- 
tions in  order  to  secure  accommodations  for  meet- 
ings and  attendance.  The  Fall  Conclave  is  at  Mid 
Pines.    Is    that    firm? 

MR.  BARXES:  That  is  fii-m.  And  hero  is  a  let- 
ter of  communication  dated  Au.uust  '2iMh  which 
leads   as   follows : 

We  are  happy  to  learn  the  Medical  Society  wishes 
to  return  to  Mid  Pines  in  1963.  This  will  confirm  on 


a  tentative  basis  the  dates  of  Thursday,  the  26th, 
to  Sunday,  the  29th.  for  your  meeting.  We  note  that 
all  arrangements  will  be  similar  to  your  1960 
meeting.  We  look  forward  to  having  you  with  us 
this   fall. 

PRESIDEXT  KERXODLE:  It  is  our  suggestion 
that  we  give  authority  to  Mr.  Barnes  for  19i;4. 
This  is  a  little  ahead,  but  it  is  a  necessity  that  we 
set  up  meetings  in  advance.  We  came  into  this 
meeting  this  weekend  with  coiiflicts  with  two  other 
.groups.  I  have  had  already  some  correspondence  in 
regai'd  to  the  meetings  for  next  fall.  I  am  not  sure 
if  it  would  not  be  wise  for  this  Council  to  take 
action,  if  it  is  permissible,  to  set  a  definite  date  in 
September  that  this  be  held  and  move  ahead  for 
two  to  three  years  in  advance.  Would  that  be  your 
thought? 

.MR.  DARXES:   Yes  sir,  I  think  so. 

PRESIDEXT  KERNODLE:  I  would  like  to  re- 
ceive a  motion  to  that  effect. 

DR.  HARRY  .lOHXSOX:   I  so  move. 

PRESIDEXT  KERXODLE:  Would  you  like  to 
set  that  the  last  weekend  in  September  beginning 
with    Thursday? 

DR.  HARRY  .JOHXSOX:   Yes. 

(The   motion    was    seconded    by    Dr.    Kivms.l 

PRESIDEXT  KERXODLE:  You  have  heard  the 
motion  and  the  second.  Any  discussion  on  this?  All 
in  favor  let  it  be  known  by  saying  "aye";  opposed 
likewise.   Carried. 

Henceforth,  the  Conclave  of  Committees  will  meet 
the  last  weekend  of  September. 

Would  it  be  the  pleasure  of  this  group  to  authoi-- 
ize  Mr.  Barnes  to  proceed  with  1964  reservations 
now? 

MR.  DARXES:  I  will  proceed. 

DR.  RAIFORD:  Mr.  President,  I  am  very  sorry 
to  represent  the  other  group  that  is  the  eternal 
conflict,  but  I  simply  know  from  my  letters  from 
the  North  Carolina  Surgical  Association  that  we 
have  Mid  Pines  on  September  2Gth  to  the  29th 
in   1963. 

MR.  DARXES:  He  says  he  can  take  care  of  both 
of   us. 

DR.  RAIFORD:  Perhaps  so.  I  don"t  know  how.  I 
simply  bring  that  to  your  attention.  It  would  make 
it  very  convenient  for  those  of  us  who  are  members 
of  both  organizations.  I  just  wanted  you  to  be 
aware  of  that. 

MR.  B.ARXES:  He  was  aware  of  that.  Your 
estimated  attendance  for  1963,  he  was  aware  of, 
and  he  said  he  could  take  care  of  both  of  us. 

DR.  RAIFORD:  That  would  be  fine.  It  would 
make  it  easy. 

PRESIDEXT  KERXODLE:  Would  there  be  a 
conflict  of  meetings  in  that,  Ted?  I  think  it  de- 
serves some  discussion,  if  there  is  conflict  of  tim- 
ing. John,  do  you   have  anythin.g? 

DR.  RHODES:  My  thought  about  it  would  be 
this;  This  particular  meeting,  they  have  said  that 
they  can  take  care  of  both  groups;  but  I  do  believe 
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that  wdth  the  numerous  conflicts  that  are  coming 
up,  if  we  had  some  mechanism  by  which  meetings 
could  be  cleared  with  the  headquarters  office,  it 
would  be  worthwhile. 

For  instance,  the  only  reason  that  Ob-Gyn  people 
aren't  meeting  at  the  same  time  with  the  Conclave 
in  '64,  the  chairman  of  their  committee  approached 
me  ahead  of  time  and  reminded  me  that  would  be 
up,  and  they  are  going  to  meet  the  previous  week- 
end. 

If  there  is  some  way  we  could  convince  the  mem- 
bership of  our  Society  that  it  would  be  well  to  clear 
their  dates  with  a  central  office,  we  might  avoid 
some  of  this  conflict,  as  we  are  trying  to  do  here. 

DR.  RHODES:  I  would  be  glad  to  move  that  the 
headquarters  office  maintain  a  clearing  facility,  so 
that  organizations  within  the  state  could  secure 
open  dates  in  advance  of  meetings,  even  two  or 
three  years  I  think  might  be  advisable,  since  meet- 
ing facilities  are  relatively  at  a  premium,  and  there 
has  been  so  much  conflict. 

PRESIDENT  KERNODLE:  You  have  heard  the 
motion.  Is  there  a  second? 

DR.  FULLER:  May  I  include  that  all  of  the 
organizations  through  their  secretaries  be  notified 
immediately  of  this  once  the  clearing  house  is  set 
up,  so  that  there  would  be  no  question. 

DR.  RHODES:    I   accept   that. 

PRESIDENT  KERNODLE:  That  was  the  intent 
of  the  motion,  I  think.  Did  you  second  the  motion? 

DR.  FULLER:    I  wdll   second  it. 

DR.  SHUFORD:  Is  this  mandatory? 

PRESIDENT  KERNODLE:  I  think  it  is  a  vol- 
untary basis,  but  I  think  if  they  are  notified  that 
we  have  such  a  clearing  house,  I  should  think  that 
they  would  take  advantage  of  it. 

I  think  it  would  be,  in  addition  to  all  societies, 
medical  schools  and  any  other  areas  of  symposia, 
seminars,  and  such  that  should  be  contacted  to 
with  the  idea  that  they  are  aware  of  such  a  clearing 
house. 

You  have  heard  the  motion  and  second  that  a 
clearing  house  be  established.  Is  there  any  other 
discussion? 

(The  question  was  called.) 

All  in  favor  of  the  motion  let  it  be  known  by 
saying    "aye" ;    opposed    likewise.    Carried. 

PRESIDENT  KERNODLE:  Now  we  will  hear 
from  Dr.  Howell  with  regard  to  possible  loan  to 
N.   C.  Association   of  the  Professions. 

DR.  .JULIUS  A.  HOWELL:  I  would  like  to  make 
this  in  the  nature  of  a  prog'ress  report  from  our 
committee.  I  would  like  to  take  a  minute  or  two  to 
go  into  the  history  of  this  sort  of  thing,  to  let  those 
of  you  who  might  not  know  about  the  Association 
of  Professions  have  an  idea  or  an  insight  as  to  what 
our   plans  are. 

In  1958  up  in  Michigan,  the  professions  got  to- 
gether and  formed  the  MAP,  Michigan  Association 
of  Professions,  composed  of  dentists,  lawyers,  phy- 


sicians, veterinarians,  certified  public  accountants, 
engineers,  architects,  and  so  forth.  They  formed  an 
Association  of  Professions  that  they  have  found 
very  successful.  They  have  found  that  the  purposes 
have  served  to  recruit  new  members  to  go  into 
the  professions,  have  helped  in  any  interprofessional 
activities  and  intra  professional  activities,  have 
assisted  new  members  in  each  profession  in  getting 
started,  have  helped  in  disseminating  legislative 
information  and  planning  legislation  on  a  planning 
level. 

They  have  felt  that  their  association  has  helped 
in  preventing  the  further  encroachment  of  govern- 
ment upon  their  professions.  Some  of  our  members 
went  up  there — Dr.  Kernodle  attended  one  of  their 
meetings  and  thought  it  was  an  interesting  idea. 
We  called  a  meeting  here  in  our  state  for  the 
members  of  the  various  professions  which  met  in 
June.  Our  committee  met  with  them  in  July  and 
August.   We  have  had  three   meetings. 

We  thought  that  this  was  a  really  good  idea.  We 
are  in  the  process  of  drawing  up  a  constitution  and 
by-laws.  We  have  found  that  the  druggists,  the 
architects,  veterinarians  and  engineers,  have  allo- 
cated $500  for  initial  expense  already.  We  would 
like  to  ask  that  the  Council  allocate  a  similar 
amount  to  serve  as  a  fund  to  help  set  this  matter 
up. 

Do  you  have  anything  to  add  to  this.  Dr.  Ker- 
nodle? 

PRESIDENT  KERNODLE:  I  think  you  have 
covered  it  very  well  with  regard  to  the  several 
meetings.  We  had  only  one  or  two  from  each  of 
the  areas  involved  in  the  first  meeting,  and  the  last 
time  we  had  two  or  three  of  the  groups  that  had 
as  many  as  fifteen  members  present  at  this  meet- 
ing a  few  weeks  ago. 

There  is  a  marked  enthusiasm  among  most  of 
these  other  professions.  There  is  a  little  lethargy 
in  perhaps  the  Bar  at  this  time,  but  they  are 
coming  across  to  the  idea.  The  other  is  that  the 
dentists  are  going  a  little  slow,  and  they  are  meeting 
today  and  will  take  action. 

(Discussion  off  the  record.) 

It  was  voted  at  the  last  meeting  that  any  publi- 
city on  this  would  be  deferred  until  after  the 
November  elections  because  some  people  may  con- 
sider this  a  movement  for  legislative  strength,  and  it 
was  felt  that  this  would  be  unwise. 

DR.  HOWELL:  Our  committee  is  now  in  the 
process  of  di-awing  up  the  constitution  and  by-laws. 
We  have  a  rough  copy.  When  the  final  copy  has 
been  completed,  we  will  send  it  to  each  member  of 
the  Council. 

PRESIDENT  KERNODLE:  One  other  thing.  I 
would  like  to  say  that  there  are  eight  states  that 
are  doing  a  similar  organization  program  right  now, 
and  they  have  already  organized,  other  than  Michi- 
gan. North  Carolina  is  not  included  in  the  eight. 

DR.    PASCHAL:    I    would   like   to   inquire   what 
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would  be  our  responsibility  to  this  organization  in 
a   financial  sense  after  it  was  established. 

PRESWEXT  KERSODLE:  Well,  my  under- 
standing:, from  discussion  with  this  committee,  is 
that  our  $500  loan  would  be  the  only  subsidy  for 
future  reference  to  this.  In  the  State  of  Michigan 
program,  each  one  of  the  organizations  belongs  to 
the  Association  with  a  dues.  The  dues  are  a  little 
higher  than  the  dues  for  an  individual  member,  but 
not  in  comparison  to  $.500  per  year  as  a  minimum 
amount. 

They  repaid  all  of  the  money  that  was  put  into 
the  Michigan  Association  to  the  various  professions 
as  of  this  time.  I  think  they  owe  a  little  bit  more 
back   to   the  medical   profession. 

I  might  say  also  in  the  initial  setup  of  the 
Michigan  program,  medicine  put  in  $1,500,  and  the 
other  professions  put  in  $500.  So  they  involved 
themselves  three  times  the  extent  as  did  the  other 
professions.  I  do  not  think  that  we  would  be  obli- 
gated. This  is  really  a  self-care  program  which 
would  take  care — their  own  dues  would  take  care 
of  the  cost. 

Jim,  you  know  a  little  about  this  from  talking 
with  Mr.  Hughes.  Do  you  want  to  make  any  state- 
ment? 

MR.  BARXES:  I  don't  believe  so.  I  think  you 
are  fully  abreast  of  anything  that  Hughes  ever 
had  to  say  to  me  about  it.  He  is  keenly  interested 
in  the  development  down  here  and  very  appreciative 
of  the  pattern  being-  extended  that  was  generated 
in  Michigan,  and  I  think  Hughes  cei'tainly  was  the 
spearhead  in  the  concept  of  the  thing,  and  certainly 
its  success  in  the  State  of  Michigan. 

PRESWEXT  KERXODLE:  Dr.  Shuford,  do  you 
want  to  make  any  comments?  You  and  Fleming- 
have  both  attended  these  meetings. 

DR.  SHUFORD:  I  think  that  this  is  a  very  good 
idea.  It  certainly  has  a  potential  of  developing  in 
each  profession  with  the  aid  of  the  other  allied 
professions.  I  visualize  it  primarily  as  a  self-saving 
sort  of  thing.  You  are  trying  to  protect  yourself 
by  associating-  yourself  with  similarly  educated  and 
alike  social  interests  and  cultural  interests,  as  well 
as  political  interests.  I  visualize  the  thing  as  pri- 
marily a  political  action  type  of  thing.  Maybe  I 
am  wrong:  but  certainly  I  believe  it  would  be  wise 
to  associate  yourself  with  similar  type  people. 
Perhaps  we  might  be  able  to  help  the  other  fellows 
sometime.  I  cannot  envision  this  as  an  educational 
thing. 

I  cannot  envision  it  as  a  social  thing.  To  me 
the  political  overtones  are  the  primary  interest. 
I  may  be  wrong  in  that,  but  I  would  certainly 
agree  or  suggest  that  the  Society  go  along  with  it 
at  least   on   a   tentative  basis. 

DR.  RHODES:  I  would  like  to  hear  Dick  Nel- 
son's reaction  to  this  proposal. 

MR.  RICHARD  XELSOX:  Well,  I  am  not  sure 
that    I    ought    to    comment    on    this.    Since    I    have 


been  asked,  let  me  go  ahead  and  make  one  or  two 
comments   with    respect  to  it. 

In  terms  of  the  objective  of  the  various  profes- 
sional groups  working  more  closely-  together,  I 
think  that  this  is  good.  Dr.  Shuford  has  made  a 
point  here  as  to  there  perhaps  being  some  limitation 
as  to  the  kinds  of   things   that   you   can   get  into. 

The  thing,  however,  which  disturbs  me  about  this 
approach  is  that  it  seems  to  me  that  there  may  be 
an  inhibiting  factor  in  the  extent  to  which  such 
a  program  can  go,  and  that  is  that  you  get  all  the 
professional  groups  together  and  you  more  or  less 
have  to  have  unanimous  agreement  before  you  arc 
going  to  have  action,  if  you  are  going  into  an  action 
kind    of  program. 

If  any  one  of  the  groups  says  "well  now,  we 
cannot  do  this,"  then  it  becomes  somewhat  difficult 
as  the  organization  for  the  rest  of  them  to  do  it. 

So  that  I  think  the  idea  of  such  an  organization 
may  be  fine.  It  may  have  certain  objectives  it  can 
achieve.  But  from  the  standpoint  of  doing  some  of 
the  things  that  need  to  be  done — let  us  take  the 
veterinarians,  for  example.  They  can  be  of  very 
much  assistance  in  a  legislative  program.  They 
may  be  willing-  in  this  respect  to  go  with  us  all 
the  way,  exchanging  mailing  lists,  putting  out  news 
letters  that  would  contain  information  that  we  would 
like  to  have  them  have,  and  so  on,  while  other 
groups  may  not  be  willing  to  do  this. 

The  only  word  that  I  would  offer  I  think  is  the 
word  of  caution,  that  this  association  of  professions 
approach  may  not  be  the  means  of  getting  some 
of  the  actions  you  want.  You  may  still  have  to  have 
unilateral  working-  relationships  with  some  of  these 
organizations,  because  if  one  organization  says 
"well,  de  don't  want  to  exchange  mailing  lists — we 
don't  want  you  mailing  things  to  our  members" 
and  so  on — this  begins  to  put  categorical  inhibitions 
on  what  the  program  can  do.  But  I  do  think  there 
are  a  lot  of  good  and  value  that  can  come  out  of  it. 

All  I  am  trying-  to  say  is  that  I  hope  you  won't 
look  at  this  as  being-  the  vehicle  and  the  only  vehicle 
through  which  you  would  get  interorganizational 
cooperation,  because  I  think  you  would  find  it  too 
limiting. 

PRESWEXT  KERXODLE:  Anyone  have  any 
cjuestions  they  want  to  ask  Mr.  Nelson?  The  Council 
approved  the  tentative  investigation  of  this  in  May, 
and  I  think  at  this  time  if  the  Council  is  still  in 
agreement  that  we  move  into  it,  that  we  give 
authority  to  loan  a  sufficient  amount  of  money  to 
help  initiate  the  onset  and  starting  of  the  program — 

DR.    PASCHAL:    How   much   would  that  be? 

PRESWEXT  KERXODLE:  $500  is  what  they 
asked  for  from  each  group,  and  as  was  pointed  out 
already,  four  groups  have  voted  to  give  the  S500 : 
the  veterinarians,  architects,  engineers,  druggists, 
pharmaceutical  g-roup. 

Do  I  hear  a  motion,  or  is  the  feeling  that  there 
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mio:ht  be  further  discussion  on  this?  Let  us  get  a 
motion  that  wo  do  this  and  see  what  the  feeling- 
is. 

DR.  HARRY  JOHNSON:  I  so  move. 

PRESIDENT  KERNODLE:  Is  there  a  second? 

(The  motion   was   seconded  by  Dr.  Brinn.) 

PRESIDENT  KERNODLE:  Is  there  any  further 
discussion  on  the  motion  to  loan  the  Association 
of  Professions   $500   to  get  started? 

DR.  RHODES:  I  am  just  a  little  bit  concerned. 
It  sort  of  stirred  up  my  thinking  here.  I  would 
like  to  get  Ed  Bivens'  reaction  to  this.  Will  it  in 
any  way  encroach  on  the  activity  of  his  new  or- 
ganization. 

(Discussion    off   the  record.) 

PRESIDENT  KERNODLE:  Any  other  question? 
All  in  favor  of  this  motion  let  it  be  known  by 
saying-   "aye";    all    opposed   likewise.    Carried. 

DR.  BIVENS:  1  think  Dr.  Johnson  put  the  word 
on  it  as  usual,  a  mei'ger  might  help. 

PRESIDENT  KERNODLE:  We  will  now  hear 
from  Dr.  Benton  with  regard  to  the  Finance  Com- 
mittee  report. 

DR.  TT'Ai'A'JS'  ./.  BENTON:  The  Finance  Com- 
mittee has  met,  and  with  Jim  Barnes  and  his  staff 
doing  the  major  research  work  have  prepared  a 
budget  for  the  calendar  year  of  1963.  We  are  not 
happy  with  the  budget  that  we  are  recommending 
to  you  for  1963,  because  the  margin  between  official 
assigned  surplus  and  deficit  spending  is  nil.  In 
order  to  balance  the  budget,  we  have  estimated  there 
would  be  a  surplus  of  $7,908  in  the  1962  budget 
that  can  be  applied  to  the  1963  budget.  This  esti- 
mate is  based  on  the  hope  that  the  general  adver- 
tisements will  show  a  healthy  increase  the  last 
half  of  1962. 

We  are  gravely  concerned  about  the  prospect  of 
a  red  figure  deficit  for  1963.  We,  as  you  know,  fully 
realize  that  our  coffers  are  not  bottomless.  We,  as 
you,  are  ever  mindful  of  the  mandates  of  the 
House  of  Delegates  to  step  up,  to  expand,  to  broaden 
the  activities  of  the  Society.  Together  with  the  en- 
thusiasm and  untiring  effort  of  the  commissioners 
and  the  committees  to  vigorously  proceed  with  the 
services  of  the  Society,  all  this  produces  a  dilemma 
that  we  are  hard  up  to  solve.  The  Finance  Com- 
mittee trembles  with  fear  at  the  prospect  of  asking 
the  membership  to  increase  its  dues,  although  an 
increase  now  would  still  keep  us  below  the  majority 
of  medical  societies  in  this  nation.  To  use  our  in- 
vested funds  to  cover  deficit  is  obviously  only  a 
temporary  solution  and  should  not  be  considered  as 
a   long-term   policy. 

All  of  this  brings  us  to  this  request:  That  the 
Executive  Council  develop  an  attitude  of  reassess- 
ment and  reevaluation  of  the  basic  Society  goals. 
To  this  end,  the  Council  should  appoint  a  couiinittee 
consisting  of  the  president-elect,  the  i)iimediate  past 
president,  the  treasurer  and  the  speaker  of  the 
House  of  Delegates,  together  with  the  commissioners. 


to  evaluate  in  depth  Society  procedures  and  objec- 
tives, and  their  relative  degree  of  importance.  This 
Committee  to  report  to  the  House  of  Delegates 
at  the  committee's  earliest  convenience.  You  can 
readily  see  that  such  a  report  would  be  invaluable 
to  the  Finance  Committee  in  allocating  limited 
funds   to    the    ever-expanding    requests. 

PRESIDENT  KERNODLE:  You  have  heard  the 
recommendations  of  the  Finance  Committee,  and 
you  have  before  you  the  budget  estimates.  Do  you 
want  to  ask  Dr.  Benton  anything  with  regard  to 
the  estimates  first? 

MR.  BARNES:  It  might  be  helpful  if  you  could 
comment  on  the  budget  schedules  that  do  have  total 
income  for  this  year.  I  don't  know. 

DR.  BENTON:  The  particular  schedules.  A,  B 
and  C,  that  are  increased  this  year.  They  more  or 
less  speak  for  themselves.  There  has  been  some 
increase  in  all  of  them.  I  did  fail  to  report  that 
our  invested  funds  this  year  have  averaged  about 
5  per  cent.  Last  year  they  averaged  about  8  per 
cent. 

PRESIDENT  KERNODLE:  Anyone  after  look- 
ing through  this  budget  have  any  suggestions  or 
questions?  I  think  it  might  be  wise  to  mention  this 
unexpected  revenue  that  might  not  be  as  much  as 
we  expected  it  to  be. 

DR.  BENTON:  That  is  going  to  make  an  even 
bigger  deficit. 

$14,000  in  unexpected  income,  $14,900  —  in  the 
Polio  Vaccination,  we  would  get  from  the  manu- 
facturers— they  told  Jim  they  would  give  him  2 
per  cent  of  the  funds  involved,  if  it  was  paid  within 
30  days  from  the  time  the  vaccine  was  produced. 
That  would  amount  to  about  $14,000  that  we  were 
planning  on  to  balance  the  budget.  It  looks  like 
the  program  may  not  go  through  now,  and  we  may 
not  have  the  $14,000;  and  if  we  don't,  we  are  going 
to  have  a  big  red  figure  of  deficit  this  year. 

MR.  BARNES:  But  we  also  would  not  have  the 
expense   of  the   campaign,   either. 

PRESIDENT  KERNODLE:  The  campaign  of 
the  polio  program  is  going  to  cost  the  State  Society 
some  dollars  too,  because  we  will  have  to  employ 
an  additional  secretary  and  bookkeeper  to  carry  out 
the  collections  and  the  paper  work  within  the  office 
of  the  Society,  headquarters  office;  but  there  would 
be  a  sizable  amount  of  money  over  and  above  the 
cost  that  would  revert  into  our  budget  if  we  util- 
ized this  particular  procedure. 

Dr.  Ravenel  has  written  some  of  the  societies 
suggesting  that  there  be  some  expense  money 
allocated  out  of  each  society  toward  taking  care  of 
the  general  costs,  and  I  am  not  sure  whether  there 
will  be  any  funds  in  that  area  or  not. 

We  discussed  the  polio  program  over  the  con- 
ference 'phone,  but  saying  that  there  n-ould  be  a 
net  profit  in  most  every  instance — it  has  been  in 
the  past  throughout  the  country  where  they  have 
had  these  programs  on  mass  immunization,  and  they 
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were  asking  for  voluntary  contributions  of  25  cents 
per  dose,  and  we  are  paying-  approximately  8  cents 
per  dose  for  this;  we  arc  due  to  develop  a  surplus 
on  the  county  level. 

I  was  talking-  to  Cleveland.  They  paid  13 '2  cents 
per  dose  for  their  4,400,000  doses,  and  they  had  a 
sizable  surplus  of  25  cents  for  a  voluntary  contri- 
bution, and  we  would  like-nise  show  a  nice  surplus, 
too,  if  this  program  goes  through. 

It  is  a  matter  in  my  mind  that  there  may  be  some 
question  as  to — we  will  take  it  up  later  today — 
the  polio  report,  but  there  is  definitely  a  need  in 
these  areas.  I  say  this  in  defense  of  the  Finance 
Committee,  and  the  budget  being  in  a  deficit  posi- 
tion. There  is  a  need  to  do  a  program,  and  we  must 
consider  it  if  we  want  to  continue  to  enhance  our 
program.  We  are  going-  to  have  to  spend  more 
money  in  every  area,  and  that  is  what  has  been 
the  effect  of  increasing  the  budget  for  the  coming 
year. 

Do  you  have  any  questions  on  the  budget  other- 
wise, or   on  any  particular  phase?   If  not,  is  there 
a  motion   that  we   approve   the  budget  estimate  as 
submitted  by  the  Finance   Committee,  that  part  of 
his  report  that  is  referable  to  the  budget? 
DR.  WILLIAMS:  I  so  move. 
(The  motion  was  seconded  by  Dr.  Fuller.) 
PRESIDENT  KERNODLE:  You  have  heard  the 
motion  to  second.  Is   there  any  further  discussion? 
If   not,    all   in    favor   of  acceptance    of   the  budget 
for    1963    let    it    be    known    by   saying   "aye";    all 
opposed  likewise.   Carried. 

MEDICAL  SOCIETY 
of  the 
STATE  OF  NORTH  CAROLINA 
.JAMES    T.   BARNES,    Executive    Director 
203  Capital  Club  Building 
Raleigh,   North   Carolina 
BUDGET  ESTIMATES 
January  1,  1963  to  December  31,  1963 
RECEIPTS:    (Estimated)  232,605 

Estimated  balance  Jan.  1,  1963  7,000 
Assessment  2934   paying 

members'' 
Sales  (  estimated  on  1962) 
Author  Contribution  to  Cuts 
Revenue  Unexpected 

(estimated) 
Technical    Exhibits 

(estimated) 
Journal  Net  Advertisement 
(estimated  Local  on  1962) 
Journal  Net  Advertisement 
(estimated  National   on 
1962) 
''*AMA  Remittance  of  ITr  of 
dues  processed   (estimated 
on   1962)  1.305 

Annual    Banquet    Revenue 

(500   @  6.00  each)  3,000 


146,700 

1,400 

300 

14,900 

17,000 

6,000 


35,000 


EXPENDITURES    (Estimated)  233,713 

Schedule  A  62,706 

Schedule  B  58,622 

Schedule  C  26,099 

Schedule  D  5,766 

Schedule  E  30,128 

Schedule  F  20,450 

Schedule  G  15,710 

Schedule  H  14,232 

EXCESS   OF    RECEIPTS 

OVER  EXPENDITURES 
EXCESS  OF  EXPENDITURES 

OVER    RECEIPTS  1,108 

RESERVES:    (Costs 

26,104.55    Land)  113,959.06    (10,402.757 

Shares) 
Submitted    to    Committee    on    Finance    September 
10,   1962.    Submitted    to    Executive   Council    for   ap- 
proval  September  16,   1962.  Submitted  to   House  of 
Delegates  for  approval  May  5,  1963. 

■Based  on  dues  f<]   $50  per  member  per  annum 
'■'To  be   appropriated   to   Secretarial  Budget   A-6 
MEDICAL   SOCIETY  OF  THE   STATE   OF 
NORTH   CAROLINA 
1963  ESTIMATED  BUDGET  ACCOUNTS 
A.     EXECUTIVE    BUDGET  62,706 

A-1     President,  expense  of  (travel 

and  communications)  4,000 

A-3     Secretary,  travel  of  700 

A-4     Executive   Director- 
Treasurer  salary  of  15,000 
A-5     Executive  Director- 
Treasurer  travel  of*  5,000 
A-6     Executive   Office,  Secre- 
tarial  and    Clerical 
Assistants**                         23,670 
A-7     Executive  Office,  equip- 
ment  for    and/or 
replacements  1,000 
A-8     Executive  Office,  expense 
of    (12  months  rent, 
communications,  printing, 
and  supplies,  repairs 
and  replacements  of 
expendables 
A-9     Bonding  (in  effect  to  1966) 
A-10  Audit   (Quarterly  & 

Annual) 
A-11  Taxes   (salary  tax) 
A-12  Insurance  fire,  compen- 
sation and  employer's 
liability 
A-13     Membership  Record  System 

(addition    to)  50 

A-14  Publications,  reports 

and  executive  aids  200 

A-15  Insurable:  interest  insur- 
ance and  retirement  plans  1,370 
*Basis:    Real    for   personal    maintenance   and 
travel  @  7<';  per  mile  and/or  common  carrier 
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9,000 
843 

700 
997 


176 
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rate  and  for  official  purposes. 
**Any   revenue   derived   from  collection   efforts 
related  to  American  Medical  Association  dues 
and  processing'  of  same   shall  accrue   to  this 
item   of  the  Budget. 

B.  JOURNAL   BUDGET  58,622 
B-1     Journal,  publication              50,000 

B-2     Journal,    cuts   for  600 

B-3     Editor,    salary    of  2,310 

B-4     Assistant  Editor,  salary  of    4,080 

B-5     Editorial  Office,  expense  of 
(12  months  rent,  com- 
munications, printing'  and 
supplies,  repairs  and 
replacements)  450 

B-6     Journal  Business  Manager's 
Office,  expense  of   (12 
months  communications, 
printing  and  supplies, 
repairs  and  replacements)     300 

B-7     Business  Manager's  Office, 

equipment   for  Nil 

B-8     Journal,  travel  for    (Local 

and  National)  200 

B-9     Taxes   (salary  tax)  232 

B-10  Sales  tax   on  Journal 
subscriptions  and 
Roster  sales  450 

C.  INTRA-FUNCTIONAL    ACTIVITY 
BUDGET  26,099 
C-1     Executive  Council,  expenses 

of  and  travel  of  Councilors 
including  district  travel      2,500 

C-2     Councilors,    expenses    of 

(Communications,  printing 
and  supplies)*  60 

C-3     Legislative  Committee, 

expense  of    (Local  and 
National  activity)  7,000 

C-4     Maternal  Health  Committee 
expense  of   (secretarial. 
Communications,  printing 
and    supplies)  3,600 

C-7     Scientific  Exhibits  Commit- 
tee and  Audio-Visual 
Program,  expense  of  410 

C-8     Committee  on  Mental  Health    400 

C-9     Committee  on  Grievances  200 

C-10  Committee  on  Chronic 

Illness  2,500 

C-11   Committees  in  general, 

expense  of  2,500 

C-13  Committee   on   Occupational 

Health  400 

C-15  Committee  on  Child  Health       Nil 

C-16  Committee  on  Negotiations         Nil 

C-17  Committee  on  Student  AMA 
(Section  &  Transportation 
&  Delegate  to  SAMA  one 
each   Medical    School 


Chapter   (3)  1,585 

C-18  Committee  on   Military  & 

Emergency    Medical 

Service  400 

C-19  Committee  on  Industrial 

Commission  100 

C-20  Committee  on  Constitution 

and   By-Laws  Nil 

C-21  Committee  on  Medical  Legal     100 
■■'Includes    sums   authorized   by    Chapter    VIII, 
Section  2  of  By-Laws 
C-22  Committee  Advisory  to  N.  C. 

Highway   Patrol  on 

Traffic  Safety  100 

C-23  Committee    on    Venereal 

disease  100 

C-24  Committee  on  Integration 

of    Scientific    Members         125 
C-25  Committee  on  National 

Legislation  Nil 

C-26  Committee  on  Anesthesia 

Study  Committee  400 

C-27  Blue  Shield  Deputation  to 

National  Blue  Shield  200 

C-28  Committee  on  Blue  Shield  300 
C-29  Committee  on  School  Health  300 
C-30  Committee  Advisory  to  N.  C. 

Board  of  Public  Welfare       150 
C-31   Committee  on  Post  Graduate 

Medical  Study  100 

C-32  Committee  on  Liaison  to 

Insurance  Industry  1,069 

C-33  Polio  Campaign  1,500 

D.  EXTRA    FUNCTIONAL 

ACTIVITIES    BUDGET  5,766 

D-1     Delegates  to  AMA,  expenses 
of   (3  to  each  annual 
and  Clinical  Session)  3,681 

D-2     Conference    dues  100 

D-3     Woman's  Auxiliary  (contri- 
bution to  entertainment, 
travel  to  National  Auxiliary 
for  2  and  productions; 
History  factory-$300.00)     1,985 

E.  PUBLIC  RELATIONS  BUDGET  30,128 
E-1     Assistant  Executive  Secre- 
tary for  Public  Relations, 

salary  of  10,000 

E-2     Assistant    Executive 

Secretary,  travel  of  1,800 

E-3     Committee  Chairman  out  of 

State  travel  600 

E-4     Public    Relations, 

Secretarial  assistance  4,500 

E-5     Public  Relations 

Equipment  for  750 

E-6     Public   Relations   Office, 

expense  of  (12  months  rent, 

communications,  printing 

and  supplies,  repairs  and 
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replacements)  5,000 

E-7     Taxes    (salary   tax)  278 

E-8     Publications    and 

Executive  Aids  100 

E-9     Audio-Visual   depiction ; 

photography ;  radio-motion 
picture;  production,  distri- 
bution and   printing, 
purchase  of  films,  etc.  300 

E-10  Educational   distribution; 

reprints,   periodicals,   press 
materials,    pamphlets   and 
dodgers   for  educational 
purposes ;  production,  dis- 
tribution and   printing, 
binding-,    stuffing    and 
mailing  1,000 

E-11   News  and  press  releases, 

production  and  printing  of    350 
E-12  Public  Relations  Bulletin, 

production  and  printing  of  2,400 
E-13  State  High  School  Science 

Fair  Program,  expense  of     200 
E-14   Exhibits  and   Displays: 

Purchase,  rental,  production, 
fabrication   and 

transportation   of  650 

E-15  Annual   Officers 

Conference  1,000 

E-16   Physicians    Press   Award  300 

E-17  Public  and  personified 
activities  in  the  field 
of  Public    Relations  GOO 

E-18  Collateral  Public  Relations 
with  other  committee 
activities  300 

'-Authorized  by  action  of  1949  House  of  Delegates 
with  proviso  that  $15  of  annual  dues  (estimated 
to  gross  $28,000)  be  specifically  allocated  and 
earmarked  for  support  of  Public  Relations  Pro- 
gram. The  division  allocations  are  estimates  only 
and  may  be  changed  within  the  total  of  the 
Public  Relations  Budget.  By  later  action  of  the 
Executive  Council,  approved  by  the  House  of 
Delegates,  the  authority  to  earmark  any  segment 
of  member  dues  was  eliminated. 
F.     ANNUAL    SESSIONS    (109th) 

CONVENTION  BUDGET  20,450 

F-1     Programs   Production   of        2,000 
F-2     Hotel  and  Auditorium 

expense  2,000 

P-3     Publicity   promotion, 

expense  of   (reporters 
and  expense)  500 

F-4      Entertainment   (general 

involving  personel)  800 

F-5     Orchestra  and  floor 

entertainment  2,250 

F-(i     Guest  Speakers  (5)  expense 
of  and'or  for  honorarium 


for  1,000 

F-7     Banquet  Speaker,  fee 

and    expense  200 

F-8     Electric   Amplification, 

operators,  installations  and 
screening  auditoriums  100 

F-9     Booth  installations,  supplies, 
expense,   signs,    (Scientific 
and  Technical)   including 
exhibit  expense  and 
promotion  5,000 

F-10  Projection,  expense  of 

(service   rentals)  500 

F-11   Badges,  members,  guests, 

exhibitors,    auxiliary)  100 

F-12  Reporting  Service  for  Trans- 
actions   (sessions  and 
sections    (13))  1,100 

F-13  Rental,  extra  facilities, 
trucks  for  sections 
and 'or  exhibits  250 

F-14   Exhibitoi-s  entertainment  (at 

5',    of  Exhibit  Income)       1,400 

F-15  Banquet  expense  and  places 

for  members  remitted  3,000 

F-IC.   Police    Security  250 

G.     MISCELLANEOUS   BUDGET  15,710 

G-1     Legal  Counsel,  retainer 

fees  for  8,000 

G-2     Reporting    (Executive 

Council,  etc.)  1,500 

G-3     Fifty  Year   Club  pins  and 

certificates,    and 

President's  Jewel  200 

G-4     Contingency  and  emergency  1,200 
G-5     Retirement    system    for 

Society  employees  3,630 

G-6     Advaloreni    Taxes  280 

G-7     Association    of 

Professions  Loan  500 

G-8     N.  C.  Hospital  Association 

Recruitment  Program 

Health  Careers  Nil 

G-9     A AMC  (Association  of  Ajiieri- 

can  Medical  Colleges)  400 

H.     RURAL   HEALTH   FUNCTION  14,232 

H-1      Committee  Chairman, 

expense  National 

Conference  300 

H-2     Rural  Health  Consultant, 

salary  of  6,900 

H-3     Rural  Health  Consultant, 

travel   of  2,000 

H-4     Rural  Health  Function, 

salary,  part-time  secretary 

for  1,600 

H-5     Salary  taxes  232 

H-6     Rural  Health  Conferences 

1    State   6   District  400 
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H-7     Rural  Health  Function, 
Office  expenses  of    (12 
months    Communications, 
supplies  and  printing, 
repairs  &  replacements)     2,000 
H-8     Sponsorship  in  favor  of  4-H 

health  activities  500 

H-9     Educational  displays  and 

distributive  materials  200 

H-10   Dues  Rural  Health  Safety 

Council  100 

*Donations   from   Health    serving-  groups  approved 

by  the  Executive  may  accrue  to  this  item  of  the 

budget. 

Now  the  second  portion  of  his  report  involves 
the  appointment  of  a  committee  by  the  Council, 
and  the  committee  was  spelled  out,  to  investigate 
and  explore  the  possibilities  of  increasing  our  dues, 
this  exploration  to  be  completed  and  brought  back 
to  the  Council  at  our  next  meeting,  Wayne,  and 
then  to  the  House  of  Delegates  in  the  spring — was 
that  your  idea? 

DR.  BENTON:  This  committee  to  report  to  the 
House  of  Delegates  at  the  committee's  earliest 
convenience. 

To  this  end,  the  Council  should  appoint  a  com- 
mittee consisting  of  the  (1)  president-elect,  (2) 
immediate  past  president,  (3)  the  constitutional 
secretary,  (4)  treasurer,  (5)  the  speaker  of  the 
House  of  Delegates,  (6)  delegate  commissioners,  to 
evaluate  in  depth  Society  procedures  and  objectives, 
and    their  relative   degree   of  importance. 

What  we  mean  there  is  that  North  Carolina, 
according  to  the  papers  and  everything,  is  becom- 
ing more  and  more  urban  and  less  and  less  rural. 
How  important  is  the  rural  health  committee  in 
the  over-all  picture?  It  would  seem  that  if  we  were 
going  to  become  more  urban,  that  the  rural  health 
project  should  gradually  decrease  in  size,  in 
proportion  to  the  decrease  of  the  rural  population, 
and  perhaps  at  the  same  time  the  industrial  health 
committee  should  be  expanded.  But  there  should  be 
an  evaluation  of  the  relative  value  of  the  various 
committees,  so  that  we  can  know  which  ones  we 
have  got   to   cut. 

If  one  committee  is  far  more  important  than  the 
other,  we  ought  to  cut  the  one  that  is  less  important. 
It  is  not  necessary  to  raise  the  dues,  although  we 
can  do  that.  The  Finance  Committee — we  discussed 
that,  and  it  is  our  feeling  that  perhaps  it  would  be 
best  for  this  year  to  go  on  deficit  spending  and 
let  it  be  talked  about  that  we  are  going  to  have  to 
increase  the  dues,  and  get  the  boys'  position  on 
the  idea,  and  next  year  you  are  going  to  have  to 
do  it,  not  just  bring-  it  to  them  right  out  of  the 
blue.  It  has  been  our  experience  that  you  are  likely 
to  get  set  down. 

We  are  not  happy  about  it  and  think  it  would 
be  probably  best  to  get  on  deficit  this  year,  but 
let   this   committee  reevaluate   the   spending  of  the 


various  committees.  I  think  such  a  report  would  be 
proper  to  have  in  the  Society. 

PRESIDENT  KERNODLE:  Again  I  bring  a 
point.  This  is  a  committee  of  the  Council.  Do  you 
want  it  to  come  back  for  its  action  to  the  Council 
first,  and  then  to  the  House  of  Delegates,  or  do 
you  think  it  should  go  directly  to  the  House  of 
Delegates? 

DR.  BENTON:  To  the  Council.  I  guess  it  should 
go  to  the  Council  first. 

PRESIDENT  KERNODLE:  This  proposal  — 
anyone  want  to  talk  to  this,  or  shall  we  obtain  a 
motion  to  this  effect  and  then  talk  about  it?  Any 
discussion  on  the  possibility?  It  is  actually  their 
suggestion  that  there  be  a  reevaluation  of  our  over- 
all program  of  expenditures,  committee  functions 
and  such.  That  is  what  this  really  means,  in  regard 
to  whether  we  should  continue  in  the  same  light  of 
expenditures,  or  reduce  these  according  to  value. 

DR.  BRINN:  Are  you  making  that  in  the  form 
of  a  motion?  I  make  such  a  motion. 

(The  motion  was  seconded  by  Dr.  Paschal.) 

PRESIDENT  KERNODLE:  Motion  made  and 
seconded.  Is  there  any  further  discussion  of  this 
motion? 

DR.  PASCHAL:  It  seems  to  me  it  would  be  a 
healthy  thing  to  have  a  reevaluation,  and  I  think 
it  ought  to  be  done  periodically  and  not  just  done 
on   the   spur  of  the  moment  like   this. 

I  believe  it  would  be  good  to  establish  a  policy 
of  reevaluating  our  projects  certainly  on  a  five- 
year  basis.  Times  change;  the  needs  change.  Other 
things  come  up  of  importance.  I  believe  it  would 
be   worthwhile. 

PRESIDENT  KERNODLE:  You  have  heard  the 
suggestion.  The  motion  was  that  we  accept  this 
recommendation  and  appoint  such  a  committee. 
Would  you  assume,  with  your  motion.  Dr.  Brinn, 
that  this  committee  report  back  to  the  Council? 

DR.   BRINN:   Yes. 

PRESIDENT  KERNODLE:  You  have  heard  the 
discussion.  Any  further  discussion  on  this  proposal? 
All  in  favor  let  it  be  known  by  saying  "aye" ;  all 
opposed  likewise.  Carried.  John  Rhodes,  you  will 
be  chairman  of  that.  The  president-elect  is  desig- 
nated as  chairman  of  that,  and  we  would  appreciate 
your  moving  on  this  before  the  next  Council,  if 
possible. 

Is  there  any  other  action  on  your  report?  Does 
that  cover  everything,  Wayne? 

DR.  BENTON:   For  the  Finance  Committee,  yes. 

PRESIDENT  KERNODLE:  If  there  a  motion 
that  we  accept  this  report  in  its  entirety? 

(Such  motion  was  made  by  Dr.  Raiford  and  sec- 
onded by  Dr.  Harry  Johnson.) 

PRESIDENT  KERNODLE:  All  in  favor  let  it 
be  known  by  saying  "aye" :  opposed  the  same  sign. 
Carried. 

We  will  g-o  on  to  consider  progress  of  joint 
research   survey   unwed    motherhood    conducted    by 
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the  Institute  for  Research  in  Social  Science,  Uni- 
versity of  North   Carolina,  Chapel  Hill. 

Approximately  one  year  ago,  this  Council  voted 
to  endorse  the  survey  that  was  being  carried  out 
by  the  Institute  of  Research  at  Chapel  Hill.  Ap- 
parently, we  endorsed  this  thing  with  a  little  por- 
tion of  the  survey  being  kept  from  us  in  some 
respects.  Intent  was  not  there,  but  in  actuality  it 
was  a  four-prong  survey;  but  they  only  asked  us 
to  endorse  one  portion  of  it,  and  that  portion  ended 
up  involving  doctors  and  patients  in  the  other 
portions  of  the  survey  which  we  were  not  aware  of. 

Some  of  you  may  well  be  familiar  %vith  what  took 
place,  but  to  get  to  the  crux  of  the  matter,  as  I 
say,  we  have  voted  and  endorsed  this  program.  It 
was  brought  to  our  attention  several  months  ago 
that  the  fourth  portion  of  the  program  consisted  of 
social  workers  taking  a  list  of  illegitimate  children 
born  to  unwed  mothers  and  going  to  the  mother  two 
years  after  the  birth  and  finding  out  what  effect 
this  had  had  on  her  life  and  on  the  baby's  life. 

Well,  it  immediately  created  problems  with  the 
children's  home,  and  the  doctors  in  the  Greensboro 
area  where  it  was  being  handled  and  also  in  the 
Charlotte   area. 

I  might  add  that  the  president  of  the  University 
of  North  Carolina  has  stopped  this  survey  com- 
pletely at  this  time.  Our  actions  can  be  to  leave 
well  enough  alone,  or  we  can  rescind  our  endorse- 
ment, which  ever  the  group  feels  is  necessary.  Jim, 
do    you    have    anything  to    add    to   this? 

MR.  BARNES:  No. 

PRESIDENT  KERNODLE:  I  don't  believe  Dr. 
Burwell  is  here.  He  asked  to  be  heard,  and  since 
they  withdrew  the  program — Dr.  Norton,  you  were 
involved  in  this  a  little.  Did  you  have  any  com- 
ments?  Your    department    was    involved. 

DR.  J.  W.  ROY  NORTON:  I  have  no  comments, 
except  that  we  cleared  with  the  Attorney  General 
from  the  standpoint  of  providing  the  information 
that  was  requested  from  our  vital  statistics. 

MR.  BARNES:  What  was  the  result  of  that? 

DR.  NORTON:  We  have  been  cooperating  with 
the  committee  to  the  extent  approved  by  the  At- 
torney  General. 

DR.  FULLER:  Dr.  Norton,  I  believe  you  re- 
ferred to  the  fact,  whether  it  was  legal  for  the 
investigators  to  go  to  the  County  Bureau  of  Vital 
Statistics  and  procure  the  names  of  these  unwed 
mothers. 

DR.  NORTON:   That  is  right. 

DR.  FULLER:  Mr.  President,  may  I  say  just 
a  word?  I  got  to  thinking  of  this  thing  when  it 
started  off.  I,  as  many  of  you,  wrote  I  am  sure 
that  we  would  cooperate  with  the  investigators, 
and  I  was  unaware  of  this  fourth  prong  that  was 
not  mentioned  in  the  letters  sent  to  you  and  to  me. 
And  all  of  the  tact  and  diplomacy  of  a  pregnant 
hippopotomus  with  preeclampsia,  I  guess  you  might 
say,  went  into  this  fourth  prong  report,  creating  a 


terrific  emotional  problem  with  some  of  these  little 
girls  who  had  since  married  and  had  a  very  happy 
home;  and  to  have  this  thing  thrown  back  at  them 
two  years  or  so  later,  suits  were  suggested — not 
followed  through  —  against  the  University  and 
against  the  investigators,  and  it  is  most  regrettable 
that  something  could  have  been,  I  think,  a  very 
fine  and  very  worthwhile  program  could  have  been 
handled  in  such  a  lack  of  understanding  in  tact 
and  diplomacy.  I  don't  see  how  on  earth — I  am  not 
saying  this  just  to  you.  I  talked  to  the  men  and  to 
the  investigators — that  could  have  gotten  so  out 
of  hand.    I    don't   know. 

Whether  we  as  the  Council,  nevertheless,  should 
withdraw  our  approval  or  our  sanction,  I  don't 
know.  It  has  been  stopped.  Should  we  take  any 
action? 

PRESIDENT  KERNODLE:  The  only  thing  that 
bothers  me — the  survey  has  been  stopped  and  actu- 
ally they  had  completed  95  or  more  per  cent  of  the 
part  of  this  fourth  prong  when  they  stopped  it. 
Whether  they  are  going  to  reopen  the  data  and 
develop  the  report  for  the  general  assembly  meet- 
ing next  year,  I  don't  know.  That  was  the  intent 
of  this  over-all   survey. 

When  I  speak  of  "they" — the  workers  in  Chapel 
Hill,  who  are  responsible  for  this  program,  state 
that  the  doctors  are  not  involved  at  all.  It  is  not 
their  business  what  they  are  doing  in  the  fourth 
prong  area;  likewise,  that  the  doctors  are  not 
endorsing  that.  They  only  endorsed  the  portion  that 
was  taking  place  in  the  doctor's  office,  and  that 
portion,  to  bring  you  up  to  date,  was  any  unwed 
mother  that  was  taken  care  of  by  certain  obstetri 
cians  throughout  the  state  would  be  asked  to  go 
into  a  private  room  and  fill  out  a  form  which  was 
questions.  It  had  no  name  on  it.  It  was  just  an- 
swering about  four  pages  of  questions,  very  simple 
questions.  That  was  the  extent  of  the  prog'am 
which  we  endorsed. 

That  was  completed,  and  about  three  months 
later,  after  the  completion  of  that  program,  the 
other  part  of  it  was  started;  and  they  again — and 
very  frankly  they  don't  feel  that  they  have  any 
obligations  to  the  doctors  on  this  other  portion  of 
the  program  whatsoever — have  shown  that  they  did 
not  use  the  stationery  that  had  the  endorsement  by 
the  various  doctors,  the  professors  of  obstetrics  at 
the  three  medical  schools  by  name  along  with  many 
others  in  the  profession  that  were  in  on  this,  and 
I  signed  primarily  for  this  endorsement  since  the 
Council  did  recognize  it  last  year. 

So  I  say  that  we  have  endorsed  a  program.  The 
program  has  been  finished,  but  the  problem  is,  is 
it  the  over-all  intent  to  involve  us  in  the  fourth 
prong?  If  it  is,  I  think  we  ought  to  take  some  action 
at  this  time.  Mr.  Barnes,  you  had  many  conferences; 
what  are   your  feelings? 

MR.  BARNES:  They  paid  courtesy  visits  and 
discussed  what  they  proposed  in  their  survey  prop- 
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ositions,  and  simply  wanted  liaison  of  the  head- 
quarters staff  as  authorized  by  the  action  of  the 
Society,  and  really  we  didn't  get  into  the  details 
of  what  the  survey  proposed. 

PRESIDENT  KERNODLE:  How  about  after 
this  problem  came  up?  Did  j'ou  get  into  that  at 
all? 

MR.  BARNES:   No  communication. 

PRESIDENT  KERNODLE:  Fleming,  you  are 
probably  as  familiar  with  it — I  happened  to  be  out 
of  the  state  at  the  time  it  happened.  I  was  at  the 
A.M. A.  meeting-  in  Chicago  and  got  a  call  with 
regard  to  this.  The  whole  thing  took  place  very 
rapidly  with  regard  to  the  problem.  They  were 
handled  by  the  president  of  the  University  calling 
a  meeting  of  all  parties,  including  the  doctors,  and 
the  professors  at  the  medical  schools,  at  Waynes- 
boro, and  immediately  thereafter  the  program  was 
stopped.  But  I  again  say  I  am  not  sure  what  is 
going  to  happen.  We  can  sit  down,  forget  about  it, 
and  have  no  further  problems;  or  we  can  take 
action. 

Do  you  feel  that  the  Council  should  take  action 
at  this  time,  Fleming?  What  is  your  thought? 

DR.  FULLER:  Mr.  President,  I  would  like  to  see 
us  rescind  our  approval  on  these  grounds:  That 
we  do  not  know  what  the  future  of  this  program 
will  be.  If  they  wish  to  go  ahead  with  it,  I  think 
they  could  resubmit  an  application — not  an  appli- 
cation, but  a  request  for  approval.  We  could  then 
reevaluate  it,  and  if  it  is  a  good  program,  then 
let  us  approve  it  again. 

I  would  like  to  make  it  in  the  form  of  a  motion 
to  get  it  on  the  floor,  and  if  there  is  a  second, 
we  can  go  into  any  further  discussion  of  any 
questions  that  you  feel  I  might  be  able  to  answer 
to    help    you. 

PRESIDENT  KERNODLE:  You  have  heard  this 
motion.    Is  there   a  second? 

(The  motion  was  seconded  by  Dr.  Paschal.) 

PRESIDENT  KERNODLE:  Any  further  dis- 
cussion? 

DR.  WILLIAMS:  To  what  extent  are  we  in- 
volved in  this  thing  as  a  Medical  Society?  Was  it 
simply  approval? 

PRESIDENT  KERNODLE:  The  extent  was  en- 
dorsement, approval  of  the  program.  Now  as  to 
the  extent  of  how  we  are  involved  at  this  time, 
the  professor  of  obstetrics  and  gynecology  at  Win- 
ston-Salem is  very  strong  in  his  feeling  that  medi- 
cine should  withdraw  their  support.  He  himself  has 
withdrawn   his   endorsement. 

There  are  several  doctors  in  the  community  of 
Greensboro  and  Charlotte  who  have  withdrawn  their 
support,  and  it  has  been  a  feeling  of  us  giving 
them  backing  more  than  anything  else. 

DR.  RHODES:  John,  may  I  ask  one  question 
now?  What  was  the  source  of  the  name  list  of  the 
investigative  group?  Where  did  they  get  the  names 
of  the  people  they  investigated? 


PRESIDENT  KERNODLE:  You  have  the  privi- 
lege of  going  to  any  county — 

DR.  RHODES:   The  welfare  department. 

PRESIDENT   KERNODLE:    Vital  statistics. 

DR.    FULLER:    Birth    certificates. 

PRESIDENT  KERNODLE:  And  look  over  those 
and  choose  the  names  that  you  want  to  do  anything 
with. 

DR.  RHODES:  In  a  sense  we  are  involved  with 
the  whole  program  because  we  sign  the  birth  cer- 
tificates. 

DR.  AMOS  JOHNSON:  I  would  have  one  com- 
ment. I  have  just  heard  it  discussed  a  little  bit. 
Although  they  disclaim  that  we  as  doctors  and  the 
Association  and  the  Medical  Society  of  the  State 
of  North  Carolina  are  not  involved  in  that  fourth 
prong  that  has  stirred  up  so  much  of  the  malcontent 
with  the  whole  thing,  where  the  major  area  of  mis- 
fortune has  occurred,  we  are  by  association,  re- 
gardless of  what  they  say,  condemned  as  being 
participants  in  the  whole  thing,  and  I  think  the 
sooner  we  can  get  out  of  the  whole  damned  thing, 
the  better  off  we  are. 

MR.  BARNES:  I  think  it  is  the  same  sort  of 
thing  that  we  did  sort  of  many  years  ago,  when 
the  Peterson  Survey  of  the  process  of  medicine  in 
North  Cai'olina  was  taken,  that  we  gave  tentative 
endorsement  to  that,  and  the  survey  was  conducted 
without  any  particular  liaison,  except  to  furnish 
information  and  lists  and  that  sort  of  thing;  and 
finally  it  came  into  an  authored  book  report  which 
had  been  quoted  from,  and  of  course  that  showed 
an  endorsement  of  the  North  Carolina  State  Medical 
Society  by  Peterson  about  the  quality  of  the  prac- 
tice in  North  Carolina,  which  I  think  many  of  you 
fellows  can  challenge  very  successfully. 

DR.  AMOS  JOHNSON:  We  are  still  being  bitten 
by  that  report. 

MR.  BARNES:  I  think  in  the  future,  this  sort 
of  thing  ought  to  be  very  carefully  studied  before 
we  endorse  a  thing  of  that  sort,  and  there  ought 
to  be  a  mechanism  for  continuing  liaison  during 
the  course  of  it  to  be  sure  that  it  stays  on  the 
track  of  the  concept  that  you  had  at  the  time  you 
endorsed  the  proposition. 

(Discussion    off    the   record.) 

PRESIDENT  KERNODLE:  Any  other  discus- 
sion?  (The  question  was  called.) 

All  in  favor  let  it  be  known  by  saying  "aye": 
all  opposed   likewise.  The   "ayes"  have  it. 

PRESIDENT  KERNODLE:  John  Anderson,  do 
you  have  a  report  to  make  on  No.  8  which  says 
"Consider  report  of  North  Carolina  State  Com- 
mission for  Blind  Medical  Committee  Study  on 
Optometry  practices  as  relates  to  medical  involve- 
ments of  Noi'th  Carolina  Blind  Commission  patients 
handled  by  optometrists." 

MR.  ANDERSON:  BIr.  President,  I  don't  know 
whether  Dr.  Paschal  would  include  that  under  his 
committee   report.  If  so,   I  will  not  comment  on  it. 
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DR.  PASCHAL:  I  would  bo  elad  to  have  you  take 
care  of  that  part  of  it  now. 

MR.  ANDERSON:  The  Committee  on  Eye  Care 
of  the  Society  met  Friday  afternoon,  at  which  time 
this  matter  was  considered,  and  it  was  resolved 
to  the  satisfaction  of  all  present,  the  problem  pre- 
sented. 

Now  I  might  make  off  the  record  remarks. 

(Discussion  off  the  record.) 

PRESIDENT  KERNODLE:  I  think  the  Council 
should  receive  this  as  information,  but  there  should 
be  an  action  of  the  Council  to  permit  our  legal 
advisor  to  participate  in  this  program.  I  believe 
that  is  a  necesary  action.  Am  I  right  in  that? 

MR.  ANDERSON:  Yes  sir,  that  is  all  right. 
There  is  not  going  to  be  a  great  deal  of  participa- 
tion. 

PRESIDENT  KERNODLE :  In  case  there  is,  we 
have  to  take  action  on  that.  So  I  will  receive  a 
motion — 

DR.  PASCHAL:  Mr.  President,  I  move  that  the 
Council  be  requested  and  authorized  to  take  such 
action   as  is  necessary. 

(The  motion  was  seconded  by  Dr.  Williams  and 
Dr.    Harry   Johnson.) 

PRESIDENT  KERNODLE:  All  in  favor  of  the 
motion  let  it  be  known  by  saying  "aye";  opposed? 
The  "ayes"  have  it. 

No  14,  Consider  Resolution  of  Arizona  Medical 
Association,  Inc.,  re  American  Medical  Association 
Representative  of  Practicing  Physicians  of  this 
country. 

DR.  AMOS  JOHNSON:  This  is  just  a  report  of 
a  resolution  that  was  submitted  actually  to  the 
Arizona  State  Medical  Society,  but  it  was  referred 
to  the  House  of  Delegates  of  the  A.M. A.  Its  pur- 
pose is  to  create  a  mechanism,  hoi^efully,  that  would 
generate  more  participation  in  counties,  states,  and 
thereby   Ajuerican   Medical   Association    activities. 

The  Resolved  part  of  the  motion  is  that  the 
physicians  of  Arizona  be  again  encouraged  by  let- 
ter from  the  president  of  the  Association  to  engage 
more  vigorously  in  the  affairs  of  the  local  county 
medical  societies  and  in  the  affairs  of  the  state  med- 
ical association,  so  that  they  might  have  a  voice  in  the 
formation  of  medical  policy  within  the  state,  and 
may  be  sure  that  their  opinions  are  added  to  the 
collective  wisdom  which  instructs  their  delegates  to 
the  A.M. A.  in  proper  representation  of  the  stands 
and  interests  of  Arizona  medicine  on  the  national 
scene. 

It  is  a  good  idea.  Some  of  this  was  discussed 
at  some  length,  and  will  undoubtedly  be  incor- 
porated in  the  report  which  Dr.  Paschal  will  give 
of  a  meeting  of  the  ad  hoc  committee  to  promote 
better  attendance  at  our  annual  state  medical 
society  meeting.  This  is  purely  a  matter  of  infor- 
mation. There  is  nothing  that  requires  action. 

PRESIDENT    KERNODLE:       You    have   heard 


this   report    of    information.   We    will    receive    it   as 
such. 

Any  questions?  If  not,  we  will  receive  it  as 
information. 

Next,  No.  15  is  the  report  of  the  SAMA  Con- 
vention. At  this  convention  we  paid  for  three  dele- 
gates, one  from  each  school  to  attend,  and  this  is 
their  written  report;  and  if  it  is  agreeable,  we  will 
receive  this  as  information  and  put  it  in  our 
minutes. 

MR.  BARNES:  I  simply  might  say.  Dr.  Kernodle, 
that  the  treasurer  was  authorized  to  pay  the  ex- 
penses of  two  delegate  i-epresentatives,  and  that 
accounts  for  the  report,  that  they  show  what  they 
did    as   a   consequence   of   that   support. 

PRESIDENT  KERNODLE:  Any  questions  about 
this  report?  If  not,  we  will  receive  it  as  informa- 
tion. 

No.  16,  Report  of  the  Secretary  of  Watauga 
County  Medical  Society  with  reference  to  the  Lab- 
oratory Naturopath  set  up  and  practicing  in  North 
Carolina. 

MR.  BARNES:  All  I  have  is  that  on  the  .5th  of 
September,  the  health  officer,  Dr.  Michael,  called 
me  up  and  said  that  there  was  a  naturopath  in 
that  community  operating  a  laboratory,  doing  prac- 
tically anything  that  he  wanted  to  do  in  the  field 
of  medicine,  and  she  wanted  to  know  what  this 
physician  could  make  of  that  information. 

I  told  her  that  I  thought  it  was  a  question  of 
the  Medical  Examining  Board  enforcing  the  Medical 
Practice  Act,  if  he  was  contravening  that  by  any 
phase  of  the  practice  of  medicine,  and  she  prom- 
ised to  write  to  Dr.  Combs  and  send  us  a  copy  of 
the  letter.  I  thought  the  Council  ought  to  know  that 
this  was   going  on  in  North  Carolina. 

This  is  one  of  the  fellows  that  the  State  of 
Tennessee,  800  of  whom  they  legislated  out  some 
eight  or  ten  years  ago,  and  why  it  is  so  late 
getting  into  North  Carolina  I  don't  know.  Maybe 
he  has  been  there  all  the  time  and  we  just  didn't 
know  about  it.  It  has  been  suggested  to  her  that 
it  be  referred  to  the  Board  of  Medical  Examiners. 

PRESIDENT  KERNODLE:  You  have  heard  this 
information.  Are  there  any  questions  you  want  to 
ask?  Dick  Nelson,  do  you  have  any  questions  on 
this   problem   in    their   area    of    the   country? 

MR.  NELSON:  No. 

MR.  ANDERSON:  I  have  discussed  this  same 
communication  with  Dr.  Combs,  Secretary  of  the 
Board  of  Medical  Examiners,  and  steps  have  been 
taken  to  procure  whatever  investigation  is  neces- 
sary and  collect  other  information  on  this  at 
other  sources.  It  is  being  followed  up.  The  man  up 
there  is  reported  to  have  built  quite  an  extensive 
building,  and  he  is  going  to  equip  it  as  a  labora- 
tory and  manufacture  some  type  of  drugs,  or  so- 
called   medicine. 

PRESIDENT  KERNODLE:  Then  action  is  pro- 
ceeding toward   stopping  this   program. 
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MR.  AXDERSON:  This  is  relative  to  Mr. 
Barnes'   report  to   Dr.  Combs. 

PRESIDENT  KERNODLE:  No.  17  falls  into 
the  category  of  one  of  your  committees,  I  believe, 
Georg'e. 

DR.  PASCHAL:  Mr.  President,  this  does  involve 
material  in  which  we  are  requesting  for  funds  to 
participate.  Do  you  want  me  to  inject  that  portion 
back   into  this? 

PRESIDENT  KERNODLE:  I  think  so.  I  think 
we  have  come  to  a  decision,  because  this  was  not 
included  in    the   Finance    Report. 

DR.  PASCHAL:  Several  years  ago,  the  North 
Carolina  Hospital  Association  conceived  and  insti- 
tuted a  plan  whereby  they  would  promote  the 
recruitment  of  students  in  high  schools  and  others 
who  might  be  interested  in  various  health  careers, 
primarily  the  allied  health  groups,  or  the  para- 
medical activities.  The  North  Carolina  State  Health 
Council  adopted  the  plan,  thought  it  was  good  and 
went   into  sponsorship  of  it. 

Since  then,  it  has  been  tried  out  on  a  local 
basis  in  North  Carolina,  in  which  about  seventeen 
different  counties  are  participating,  and  this  is  called 
the  Western  North  Carolina  District,  and  it  has 
proved   to  be  very  effective. 

They  are  interested  now  in  expanding  this  pro- 
gram, on  a  state-wide  basis,  so  that  it  would  involve 
six  districts  in  North  Carolina,  and  these  six 
districts  would  have  administrative  offices  with  an 
executive  secretary  who  would  visit  schools,  junior 
colleges,  telling  these  students  there  of  what  they 
could  get  in  the  way  of  education  toward  becoming 
nurses,  technicians,  and  other  allied  health  career 
projects. 

Now  the  North  Carolina  Health  Association  in 
the  Western  District  in  which  it  is  now  being 
operated  have  supported  the  program,  and  through 
the  hospital  administration,  they  have  provided 
funds  to  carry  out  this  work.  In  the  expanding 
program,  they  have  made  appeals  to  the  Babcock 
Foundation,  the  Duke  Foundation  and  four  other 
agencies,  one  of  which  is  the  doctors,  or  the  Medi- 
cal Society.  The  budget  they  have  set  up  for  this 
is  a  rathei-  ambitious  one,  but  it  is  felt  that  the 
good  that  would  come  of  it  would  probably  be 
worthwhile. 

It  is  roughly  $225,000  over  a  three-year  period. 
They  have  in  hand  about  what  they  need,  except- 
ing $25,000.  The  Hospital  Association,  I  under- 
stand, has  already  subscribed  or  pledged  $17,000  of 
this  money,  and  they  think  that  they  are  going 
to  get  an  additional  $3000  from  the  hospitals  in 
North  Carolina. 

They  are  asking  additional  support,  as  I  say, 
from  the  Medical  Society,  among  others.  There  are 
four  of  those  groups,  John.  One  is  the  Medical 
Society,  and  the   other   three,   you  recall — 

PRESIDENT  KERNODLE:  The  four  groups 
were    the    hospital   auxiliaries,    the   Health   Council 


members,  other  than  the  Hospital  Association  and 
the  Medical  Society,  and  the  Blue  Cross  agencies. 
There  was  a  question  of  whether  the  latter  group 
will  be  able  to  participate  because  of  the  Com- 
missioner's question   at  the  moment. 

DR.   PASCHAL:    That   is  the  problem. 

Now  the  North  Carolina  Health  Council,  as  you 
know,  is  made  up  of  a  vast  number  of  different 
organizations  and  different  agencies.  Their  partici- 
pation might  be  forthcoming.  The  auxiliaries  to 
the  hospitals  they  think  they  will  get  some  funds 
from.  But  they  are  in  critical  need  of  raising 
$25,000,  and  they  make  a  request  to  us  to  partici- 
pate in  this.  I  believe  it  was  earlier  suggested 
that  we  might  subscribe  $1100.  Now  with  this  ex- 
panded budget,  they  are  asking  us  to  contribute 
$2000  per  year  for  the  three  years. 

The  results  of  the  program  in  the  western  re- 
gion, so  to  speak,  have  been  I  think  good.  They  have 
accomplished  a  good  bit.  They  have  gotten  nurses 
for  their  schools;  they  have  gotten  technicians,  both 
laboratory  technicians,  x-ray  technicians,  and  oth- 
ers, to  come  in  to  the  hospitals  and  work,  or  to 
receive   their    training. 

Now  on  a  statewide  basis,  this  might  prove  very, 
very  good,  and  a  wholesome  thing.  We  are  in  a 
position,  I  think,  that  we  need  to  participate,  and 
that  it  is  important  that  we  do  lend  our  support 
(certainly  our  moral  support)  and  just  to  what 
extent  we  can  lend  our  financial  or  give  our 
financial  support,  I  don't  know.  I  would  think  that 
it  would  be  an  advantage,  and  I  think  it  would  be 
well  for  us  to  approve  that  program  and  support 
it  with  such  funds  as  we  are  in  a  position  to 
give. 

Do  you  want  me  to  take  a  motion  to  that 
effect? 

DR.  AMOS  .JOHNSON :  I\Iay  I  suggest  that  there 
was  a  motion  made  by  this  committee  which  you 
were  directed  to  present  to  the  Executive   Council? 

DR.  PASCHAL :  It  was  recommended  by  my 
committee  that  we  present  this  to  the  Executive 
Council.  This  recommendation  is  that  the  commit- 
tee looks  with  favor  on  the  Hospital  Association's 
proposed  plan  for  financial  assistance  in  its  health 
careers  efforts,  and  recommends  that  the  Executive 
Council  look  further  into  this  program  with  the 
possibility   of   participating. 

I    make   such    a  motion. 

PRESIDENT  KERNODLE:  You  have  heard  the 
motion.  Is  there  a  second? 

(The  motion   was   seconded  by   Dr.    Fuller.) 

DR.  BIVENS:  Why  do  they  need  so  much  money? 
Are  they  setting  up  schools  to  train  x-ray  techni- 
cians and  laboratory  technicians,  and  so  forth?  I 
don't    understand. 

PRESIDENT  KERNODLE:  Read  the  breakdown 
on  each  one  of  these  districts. 

DR.  PASCHAL:  I  have  a  copy  of  their  proposed 
budget  which  I  think  answers  your  question. 
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As  I  told  you,  the  total  amount  of  monies  was 
$224,000,  roughly  $225,000.  They  feel  that  the  cost 
of  an  automobile  and  the  travel  incidental  to  the 
discharge  of  the  duties  of  the  Executive  Secretary 
would  be  about  $2400  a  year;  office  equipment  would 
be  about  $1200;  purchase  of  films  and  film  strips, 
about  $400,  making  a   total   of  $4000. 

Now  then,  the  breakdown  on  the  districts  would 
run,  for  the  Executive  Secretary,  a  salary  of  $5000; 
office  secretary,  $3000;  office  expense  and  postage, 
$1,300;  telephone,  $400;  travel,  $800;  printing,  $700; 
payroll  and  property  taxes,  $150.  That  would  make 
$11,350    per    district. 

They  feel  that  the  equipment  for  the  five  districts 
would  be  about  $20,000,  and  then  the  operating 
expense  for  the  six  districts  at  $11,300  per  year 
for  three  years  would  amount  to  $204,000;  total 
expense  being  about  $225,000.  That  is  why  they  feel 
they  need  that  much  money.  That  is  why  they  are 
requesting  it. 

This  program  has  been  endorsed  by  the  North 
Carolina  Health  Council,  and  they  have  an  ad- 
visory committee  which  includes  representatives  of 
the  State  Board  of  Health,  the  State  Nurses'  Asso- 
ciation, the  Medical  Foundation  of  North  Carolina, 
the  University  of  North  Carolina  Medical  School, 
the  North  Carolina  Tuberculosis  Association,  and 
the  North  Carolina  League  for  Nursing.  They  are 
appealing   to   us  as   naturally   interested   parties. 

DR.  BRINN:  Isn't  this  also  a  part  of  the  proj- 
ects  of  the  Auxiliary — may  I   ask? 

MRS.  WILKINSON:  We  sent  a  representative. 
We  have  a  representative  to  the  Council.  We  have 
a  state  chairman  for  Health  Careers.  We  work  with 
them. 

DR.  RHODES:  Have  they  set  up  any  goals,  what 
they  hope  to  accomplish?  Have  they  set  up  ob- 
jectives, other  than  just  to  include  people  in 
general? 

DR.  PASCHAL:  I  will  read,  if  I  may:  The  pur- 
pose of  this  program  is  to  expand  a  successful 
pioneering  project  in  this  field  that  has  been 
carried  on  in  the  mountain  counties  of  North  Caro- 
lina, in  the  hospitals  of  Western  North  Carolina, 
with  the  assistance  of  the  Babcock  Foundation,  by 
a  carefully  planned  approach  to  the  problem  of 
recruitment  in  the  nursing  schools  in  the  mountain 
counties  of  North  Carolina — have  been  filled  with 
desirable  candidates  and  the  number  of  those  going 
into  other  health  occupations  has  been  considerably 
increased.  In  addition  to  those  enrolled  at  schools 
in  the  mountain  areas,  the  number  of  desirable 
candidates  have  also  been  helped  in  training  for 
nursing  and  other  health-connected  occupations  ir, 
Piedmont  North  Carolina.  They  are  confident  the 
hospitals  in  Piedmont  North  Carolina.  They  are 
confident  the  same  pattern  wnll  work  with  much 
greater  benefits  on  a  statewide  basis. 

They  call  attention  to  the  shortages  in  North 
Carolina,    and    they  feel  that   they  can   direct  their 


appeal  to  people  who  might  become  interested  in 
nursing,  practical  nursing,  physiotherapists,  regis- 
tered laboratory  technicians,  x-ray  technicians, 
registered  dietitians,  operating  room  technicians, 
and  et  cetera. 

(Discussion    off    the    record.) 

PRESIDENT  KERNODLE:  Let  me  make  a  cou- 
ple of  comments,  if  I  may.  There  has  been  surveyed 
by  the  Duke  Endowment  the  vacancies  in  nursing 
today  in  our  state,  534  vacancies  in  the  nursing- 
schools  as  of  the  1962  class.  There  ai'e  also  vacan- 
cies in  the  x-ray  technician  field,  physiotherapists, 
and  other  hospital  schools  that  are  not  listed.  So 
there  apparently  is  authentic  information  that  we 
are  not  filling  the  schools. 

DR.  AMOS  JOHNSON:  I  am  not  arguing 
against  it,  and  I  am  not  saying  that  there  aren't 
shortages,  but  I  am  saying  that  I  would  question 
that  it  was  entirely  essential  that  this  program 
in  its  entirety  be  gone  into  the  first  year. 

PRESIDENT  KERNODLE:  I  agree  with  you 
wholeheartedly,  but  the  program  doesn't  have  to 
be  set  out  in  the  six  areas  all  at  one  time.  They 
have  what  they  consider  a  pilot  result  from  the 
western  area,  and  they  do  feel  like  setting  this  up 
statewide  would  be  a  beneficial  method.  That  is  the 
reason  they  would  like  to  do  it  statewide.  It  isn't 
necessary  from  our  standpoint  that  they  have  to  do 
it  statewide. 

DR.  REECE :  I  want  to  make  a  comment  to  the 
same  effect.  We  have  been  quite  familiar  with 
this  program  for  the  last  five  or  six  years.  Our 
County  Medical  Society  has  made  a  contribution  I 
think  of  $100  a  year  to  it.  Our  hospital  down  there 
gave  some  additional  funds,  which  came  from  the 
McClure  Foundation  out  at  Asheville.  I  think  16 
or   17   hospitals   gave. 

Those  of  us  that  were  in  on  it  at  the  beginning, 
we  are  a  little  concerned  if  it  becomes  too  large, 
because  there  it  was  small,  and  there  it  was  taking- 
care  of  an  area,  again  a  part  of  our  program 
there.  We  are  just  wondering  what  is  going  to 
happen  to  the  local  autonomy  of  the  thing  when  it 
becomes  a  big  amalgamated  prog-ram  of  six  dis- 
tricts. 

DR.  RAIFORD:  If  we  recruit  30  girls  who  want 
to  be  nurses  and  they  all  come  up  wanting  financial 
help,  and  invariably  they  say  that  if  they  don't 
have  financial  help,  they  won't  be  able  to  go 
ahead — out  of  the  30,  we  can  give  scholarships  to 
three,  and  they  will  be  able  to  go  ahead ;  but  the 
27  who  cannot,  whom  we  have  recruited,  it  looks 
are  wasted. 

PRESIDENT  KERNODLE:  I  would  like  to  bring 
your  attention  to  the  fact  that  there  is  money 
available  for  nursing  careers,  for  payment  of  the 
studies  in  many  areas.  The  state  has  $50,000,  I 
believe  it  is,  on  an  annual  basis  for  this  fund.  Is 
that  right,  Dr.  Norton?  It  is  a  mere  application. 
There  are  other  funds  that   I  know  that  have  gone 
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lacking  in  which  the  applicant  would  not  consider 
a  loan.  We  have  several  loan  funds  for  this  basis, 
and  they  consider  if  you  are  going  into  this,  you 
ought   to  give    them  something   for   nothing. 

I  know  there  are  funds  available  to  help  these 
people,  either  on  a  loan  basis  or  on  an  outright 
grant.  But  the  factor  is,  I  believe,  that  most  of 
this  state  money  is  for  the  teaching-iuirsing  schools, 
or  any  nursing  school  in  the  state. 

Mrs.  Boutwell  has  met  with  this  group  several 
times.  Would  you  like  to  speak  to  this? 

MRS.  ANNETTE  BOUTWELL:  Only  what  Dr. 
Johnson  has  told  you  about  the  discussion  of  the 
Committee  on  Nursing  yesterday.  The  Health 
Council  itself,  as  you  explained,  had  hoped  to  be 
able  to  take  this  on  as  a  major  project,  but  it  is 
not  organized  to  do  this.  Therefore,  the  Hospital 
Association  has  made  this  offer  to  expand  the  pro- 
gram, and  it  is  one  of  contacting  students  in 
school — it  is  a  recruitment  effort — and  then  to  bring 
information   to    them    about  scholarships. 

We  have  been  told,  particularly  with  nursing, 
that  a  lot  of  scholarships  go  wanting  because  they 
are  too  small.  Maybe  a  BPW  Club  will  offer  $100  or 
$50  a  year.  Well  that  isn't  enough  bait  for  incentive 
to  take  that  scholarship. 

I  do  know  that  Haywood  County  Medical  So- 
ciety has  improved  their  efforts  in  recruitment, 
and  in  scholarships,  where  they  have  provided 
adequate  scholarships  money  for  one  or  two  nurses 
a  year,  and  with  the  commitment  that  they  come 
back  to  Haj'Avood  County  to  practice.  This  year  they 
have  two  that  are  going  on  into  the  fourth  year 
college.  It  has  gone  beyond  the  diploma  school  into 
college,  so  that  they  can  come  back  and  help  in 
the  teaching  program. 

It  is  an  effort.  I  see  your  point  in  questioning, 
shall  we  expand  six  times,  or  five  times,  all  at 
once.  It  is  a  program  that  is  needed.  It  is  hard 
to  say  whether  the  $225,000  is  going  to  net  you 
that  much  in  material  return  or  not.  But  it  is 
something  that  medicine  is  interested  in.  It 
is  in  recruiting  and  getting  better  trained  para- 
medical  help.   Your    Auxiliary    might  be   a    source. 

PRESIDENT  KERNODLE:  Mrs.  Wilkinson, 
would   you    like    to    speak  to   this? 

MRS.  WILKINSON:  We  have  a  standing  com- 
mittee called  Health  Careers,  and  Mrs.  Brinn  is  our 
chairman,  and  of  course  we  try  to  help  in  local 
communities  or  counties,  to  help  to  promote  Health 
Careers  to  help  the  children  in  the  schools,  to  help 
the   schools. 

We  merely  try  to  encourage  people  everywhere, 
and  many  of  our  Auxiliaries  have  had  wonderful 
programs,  and  they  have  been  very  effective  in 
informing  all  of  their  membership  who,  in  turn, 
belong  to  organizations  in  the  communities;  and 
they,  in  turn,  educate  the  people  with  whom  they 
come   in  contact   in   these    organizations. 

Now  if  you   would   like  to  strengthen  the   Auxil- 
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to  give  loans,  maybe  that  would  be  a  more  direct 
reflection  on  you  than  just  giving  money  to  some 
organization  to  use. 

PRESIDENT  KERNODLE:  You  have  heard 
these  remarks. 

DR.  EDGAR  T.  BEDDINGFIELD:  I  just  wanted 
to  ask  a  question,  Mr.  President. 

At  any  one  place,  is  there  a  compilation  of  all 
presently  available  help?  Do  we  have  a  list?  Does 
the  State  Board  of  Nurse  Registration  have  a 
list? 

You  have  a  recruitment  day  and  you  have  two  or 
three  girls  come  in  and  say,  "What  are  the  sources 
of  scholarship  help?"  It  is  kind  of  hard  for  an 
individual  doctor  to  write  four,  five  or  six  differ- 
ent places.  Somebody  ought  to  have  a  list  of  nurse 
help  available. 

MRS.  BOUTWELL:  The  Health  Council  in  its 
committee,  or  the  forerunner  of  such  a  program, 
attempted  to  contact  the  offices  of  the  paramedical 
groups  and  the  professions,  including  medicine,  ask- 
ing them  to  give  a  very  brief  description  of  what 
are  the  requirements  of  your  length  of  training, 
and  where  the  training  was  available  within  the 
state  or  out,  and  the  source  of  scholarship  help. 

We  refer  them  to  the  State  Board  of  Health 
for    answer. 

That  limited  supply  is  going  to  be  exhausted 
soon.  We  will  be  faced  with,  is  it  going  to  be 
reprinted  or  not?  As  I  say,  this  has  been  a  gift,  an 
additional   gift  from  the   State  Board   of  Health. 

I  do  believe  that  such  a  coordinated  program 
would  provide  such  information,  so  that  physicians 
could  get  it,  and  that  would  be  one  of  the  main 
reasons  for  it  being,  and  it  would  be  a  help  and 
keep  down  duplication  of  effort  and  fragmentation. 
PRESIDENT  KERNODLE:  You  have  heard  the 
motion.  Any  further  discussions? 

DR.  PASCHAL:  I  call  attention  to  the  fact  that 
I  made   no  reference   to   any   amount  of  money. 

PRESIDENT  KERNODLE:  I  realize  that, 
George.  That  is  the  reason  I  wondered  if  he  had 
made    any   such    suggestion. 

This  puts  us  back  in  the  same  category.  We  do 
not  have  a  financial  obligation,  if  this  motion 
passes,  and  we  will  not  be  in  the  position  to  take 
any  action  on  that  until  the  next  Council  meeting, 
unless    another   motion    is  forthcoming. 

George,  you  made  that  motion;  did  your  intent 
have  a  financial  obligation  to  this  Society? 

DR.  PASCHAL:  It  recommends  that  the  Execu- 
tive Council  look  further  into  this  program  with  a 
possibility  of  participation.  And  I  could  offer  it 
with  some  specific  activity,  a  recommendation  that 
you  pi-oceed.  Is  that  in  accordance  with  Amos' 
motion? 

PRESIDENT  KERNODLE:  Do  you  want  to  dis- 
cuss  this  any  further?  If  not,   all  in  favor   of  this 
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motion  as  presented  let  it  bo  known  by  saving' 
"aye";    all    opposed    likewise.    Carried. 

I  would  like  to  ask  the  Council  to  consider  the 
possibilities  now — I  don't  think  I  have  an  authority 
to  appoint  a  committee.  I  would  like  to  get  a  motion 
that  would  give  me  authority  to  appoint  such  a 
committee  and  perhaps  a  maximum  expenditure 
during-  the  period  of  time  coming-  forth,  if  the 
committee  felt  it  wdse,  with  leeway  of  a  maximum. 

DR.  PASCHAL:  Before  I  speak,  may  I  ask  what 
is  the  feeling-  that  the  Society  can  afford? 

PRESIDEXT  KERXODLE:  The  Finance  Chair- 
man is  sitting-  in  the  rear,  and  I  will  pass  that 
to  him.  What  is  your  feeling.  Dr.  Benton? 

DA'.  r.EXTOX:  We  cannot  afford  anything  this 
year. 

PRESIDEXT  KERXODLE:  Well,  we  cannot 
afford  anything-  if  we  look  at  it  from  a  sound 
black-and-white  basis.  But  can  you  afford  anything 
from  the  standpoint  of  the  reality  of  our  obligation 
to  this  particular  prog-ram?  If  we  think  that  this 
is  a  worth-while  program,  we  either  have  to  obligate 
ourselves  financially  or  forget  about  it.  The  program 
is  g-oing-  to  be  done,  and  we  are  either  in  or  out, 
and  I  don't  think  you  can  postpone  financial  obli- 
gation  with   regard   to  it. 

DR.  HARRY  .fOHXSOX:  You  cannot  ask  to 
participate  in  the  program  or  for  representation 
with  the  group  unless  we  do  contribute  something, 
I    don't   believe. 

PRESIDEXT  KERXODLE:  That  is  my  thought, 
too. 

DR.  PASCHAL:  I  would  point  out  that  among 
the  advisory  committee,  we  are  not  represented.  I 
read  to  you,  I  believe,  those  that  are  included, 
that  have  representation  to  the  advisory  commit- 
tee, which  is  the  State  Board  of  Health,  according- 
to  this  letter,  the  State  Nurses'  Association,  the 
Medical  Foundation  of  North  Carolina,  the  Uni- 
versity of  North  Carolina  Medical  School,  North 
Carolina  Tuberculosis  Association,  and  North  Caro- 
lina  League    of   Nursing-. 

I  would  think  if  they  want  us  to  participate  to 
a  greater  degree  than  any  of  these  others,  that 
they  oug-ht  to  solicit  our  support  in  an  advisory 
capacity. 

DR.  XORTOX:  As  far  as  I  know,  the  State 
Board  of  Health  has  had  no  notice  of  anything- 
like  that,  and  I  certainly  have  not  received  a  copy 
of  the  proposed  details. 

DR.  PASCHAL:  Mr.  President,  I  move  that  the 
President  be  empowered  to  appoint  a  committee 
to  investigate  this  matter  further,  and  to  be  auth- 
orized to  support  this  program  if  they  feel  that 
it  is  worth  while  with  funds  not  to  exceed  $1100 — 
that    was    originally    considered. 

PRESIDEXT  KERXODLE:  You  have  heard  that 
motion.    Is   there    a   second   to   the  motion? 

(The  motion  was  seconded  by  Dr.  Harry  .John- 
son.) 


PRESIDEXT  KERXODLE:  Any  discussion  on 
the  motion? 

DR.  PASCHAL:  1  would  also,  if  I  may,  include 
on  that  that  is  upon  the  contingency  that  we  are 
put   on   the  advisory   committee. 

PRESIDEXT  KERXODLE:  I  presumed  that  was 
involved   in   the  motion. 

Is   there   any  other  discussion? 

DR.  PASCHAL:  This  doesn't  mean  they  have 
g-ot  to  spend  the  $1100;  it  doesn't  mean  that  they 
have  got   to   spend  anything. 

DR.  RAIFORD:  Is  that  SHOO  a  year  for  three 
years? 

PRESIDEXT  KERXODLE:  Up  to  that  maximum 
is   what  I  gather  the  motion   is. 

DR.  PASCHAL:  It  would  be  $3300  over  a  three- 
year   period,   $1100  a   year. 

PRESIDEXT  KERXODLE:  You  have  heard 
this  motion.  Is  there  any  further  discussion?  If 
not.  all  in  favor  let  it  be  known  by  saying  "aye"; 
opposed    like-^vise.   Carried. 

(The  meeting  recessed  foi-  luncheon  at  one 
o'clock.) 

SUNDAY    AFTERNOON    SESSION 
September   16,    1962 

The  meeting-  reconvened  at  two-twenty  o'clock. 
Dr.   John   R.   Kernodle,    President,   presiding. 

PRESIDEXT  KERNODLE:  I  would  like  to  take 
up  No.  (5,  Consider  report  from  Legislative  Com- 
mittee on  regard  to  the  percentage  of  Federal  par- 
ticipation as  related  to  transfer  of  state  funds  in 
matching  of  DPW  categories.  Drs.  Rhodes  and 
Bedding-field  are  prepared  to  discuss  this. 

DR.  RHODES:  Mr.  Chairman,  I  think  Ed  can 
talk  to  this  better  than  I  can,  because  he  has  been 
dealing-  with  it.  He  is  more  familiar  with  the 
figures.  But  there  is,  as  most  of  you  know,  a 
differential  in  the  allotment  of  matching  funds  from 
the  Federal  Government  which  varies  relative  to 
different  agencies  in  the  state. 

Now  it  seemed  to  us,  and  the  question  has  been 
raised,  whether  or  not  by  design,  accidentally  or 
otherwise,  this  would  not  tend  to  channel  funds 
into  the  Welfare  Department,  because  the  Welfare 
Department  gets  the  greatest  percentage  at  match- 
ing funds.  That  has  some  implication  \^dth  regard 
to  the  implementation  of  Kerr-Mills,  and  one  of 
the  questions  that  certainly  is  going  to  confront 
us  is  whether  or  not  at  the  present  time,  under 
OAA,  the  matching  ratio  is  80  per  cent,  whereas 
under  Kerr-Mills,  it  is  only  77. .5,  I  believe.  So  there 
is  a  differential,  and  we  may  run  into  some  ob- 
struction on  that  account,  because  the  Department 
of  Welfare  may  contend  that  they  get  more  money. 
It  would  put  all  of  this  under  OA.A,  and  that 
question  has  been  raised. 

DR.  BEDDINGFIELD:  The  agenda  item  that 
is  ijider  discussion  then  is  very  pertinent,  because 
the   Legislative  Committee  report — the  most  impor- 
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taut  part  of  the  Legislative  Committee  report  has 
to  do  with  the  activities  of  this  Society  in  the 
implementation  of  an  MAA-Kerr-Mills  program  in 
North  Carolina  in  the  forthcoming  General  Assem- 
bly. The  Legislative  Committee  has  met  formally 
twice  since  its  appointment  at  the  beginning  of  the 
Society  year,  and  we  have  a  recommendation  to 
make  to  the  Executive  Council  as  far  as  policy 
g-oes. 

No.  1,  the  Legislative  Committee  feels  that  this 
Society  is  morally  and  philosophically  obligated  to 
ag-ain  pursue  a  vigorous  course  for  implementation 
of  institutional  and  noninstitutional  phases  on  an 
MAA-Kerr-Mills  program  in  North  Carolina  and 
has  recommended  that  we  sponsor  and  attempt  to 
push  through  legislature  such  a  program  in  the 
forthcoming  General  Assembly.  That  is  recommen- 
dation  No.    1. 

Recommendation  No.  2,  we  feel  that  some  priority 
should  be  given  to  the  various  facets  of  non- 
institutional  care  under  an  MAA  program,  and  that 
the  order  of  priority  of  the  noninstitutional  phases 
that  we  feel  should  be  sought  would  be  this: 

First  of  all,  at  patient  diagnostic — that  is  lab- 
oratory and  x-ray  beenfits — in  hospital  outpatient 
departments;  second,  outpatient  benefits,  both  lab- 
oratory and   x-ray,  in   physicians'  offices. 

I  might  insert  here  that  some  sort  of  drug  pro- 
gram which  would  probably  not  be  a  totally  all- 
inclusive  drug  program  is  envisaged,  and  prelimi- 
nary discussions  have  already  been  held  with  a 
liaison  committee  from  the  Pharmaceutical  Asso- 
ciation, and  we  are  seeking  their  help  in  working- 
out  the  most  useful  type  of  drug  program  perhaps 
to  take  care  of  the  more  expensive  life-saving  drugs 
in  the  day-to-day  medication  for  all  people  over  65 
that  they  might  need. 

The  last  thing  we  have  listed  in  the  order  of 
priority  in  noninstitutional  benefits  is  a  sort  of 
dental  program  to  be  worked  out  with  the  North 
Carolina   Dental  Society. 

I  would  like  to  insert  here  it  happened  that  it  is 
contemplated  that  the  Committee  on  Chronic  Illness 
meeting  in  another  room  at  the  same  time  that 
the  Committee  on  Legislation  is  meeting — and  these 
recommendations  that  I  have  presented  to  you  are 
noninstitutional  phases  of  Kerr-Mills  were  passed 
without  the  knowledge  of  what  was  going  on  in 
the  Chronic  Illness   Committee. 

Since  that  time  Dr.  Nichols,  Chairman  of  the 
Chronic  Illness  Committee,  has  informed  me  that 
his  committee  very  strongly  recommends  that  some 
sort  of  home-nursing  care  program  be  included  in 
our  order  of  priority.  The  Chronic  Illness  Commit- 
tee feels,  and  feels  that  they  can  procure  data 
to  support  their  contention,  that  some  sort  of 
home-nursing  care  would  do  a  great  deal  to  make 
hospitalization  unnecessary  in  many  cases  of  chronic 
illness  in  elderly  people,  and  that  the  cost  of  this 
noninstitutiojial   program    of   the    nurse    visiting   a 


home  two  or  three  times  a  week  would  be  much 
more    than   set    by   hospitalization. 

There  is  one  thing  that  might  be  said.  Any 
noninstitutional  benefit  of  MAA-Kerr-Mills  to  com- 
ply with  Federal  law  has  to  be  uniformly  available 
throughout  the  100  counties  of  the  state.  The  only 
possible  source  of  a  visiting  nurse  program,  to  have 
a  program  of  home-nursing  care  in  100  counties, 
would  be  some  sort  of  a  program  through  the  Public 
Health  nurses  in  the  various  county  health  depart- 
ments. 

There  are  many  details  to  be  worked  out,  but  in 
fairness  to  the  Chronic  Illness  Committee,  because 
they  have  given  a  lot  of  thought  to  this,  I  thought 
this  should  be  inserted  as  another  possible  area  of 
priority  items  in  our  noninstitutional  benefit. 

The  Legislative  Committee  would  be  happy  to 
supply  speakers  for  meetings  before  legislators  to 
any  county  society  in  the  state,  if  they  will  give 
us  notice. 

The  Auxiliary  has  offered  their  help  in  creating 
a  ground  swell  of  public  support.  The  other  non- 
medical groups,  such  as  Farm  Bureau,  have  offered 
their  help   and   will  be  very   useful  to   us. 

I  think  of  particular  importance — and  you  will 
hear  more  about  this  —  is  the  attitude  of  the 
Grange.  We  probably  will  not  be  able  to  get  a  reso- 
lution from  the  State  Grange  in  support  of  our 
position.  If  we  could  stimulate  discussion  groups, 
stimulate  interest  in  Granges,  at  the  local  level — 
and  again  we  will  supply  speakers  for  these  any 
time  anybody  wants  them — that  we  could  have  a 
chance  of  changing  the  total  expressed  opinion  of 
the    Grange   regarding   Kerr-Mills. 

A  similar  situation  exists  in  regard  to  the  atti- 
tude of  the  nursing  profession.  Most  of  you  know 
that  the  American  Nurses'  Association  supports 
the  Social  Security  concept  of  government's  medical 
care  and  is  not  in  favor  of  the  Kerr-Mills  approach. 
Most  of  you  also  know  that  the  President  of  the 
American  Nurses'  Association  is  from  North  Caro- 
lina. We  had  given  some  thought  to  try  to  stimulate 
an  effort  to  get  the  North  Carolina  Nurses'  Asso- 
ciation to  endorse  our  position,  but  reconsideration 
of  this  leads  us  to  believe  that  they  would  not  be 
willing  to  embarrass  their  National  President  in 
order  to  swing  over  to  our  position,  although  we 
think  the  majority  of  their  rank-and-file  member- 
ship does  support  our  position,  or  could  be  persuaded 
to  come   over  to   our  side. 

However,  although  we  have  temporarily  decided 
not  to  approach  the  nurses  at  the  state  level,  we 
have  had  invitations  for  presentations  to  nurses 
at  the  district  level,  district  nurse  associations,  to 
hear  discussions  to  present  our  point  of  view.  I 
think  we  need  all  the  help  we  can  get  from  the 
nurses  to  offset  this  national  nurse  organization's 
philosophy. 

As  far  as  cost — and  I  think  this  is  one  of  the 
more   important   points    in   talking    particularly    to 
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other  groups — you  have  heard  the  figure  that  to 
implement  a  Social  Security-type  program  such  as 
King-Anderson  was  proposing-  would  drain  out  of 
North  Carolina  an  additional  $22  million  in  tax 
funds  per  year  in  new  tax  money.  Inasmuch  as  we 
already  have  hospitalization  benefits  of  Kerr-Mills 
for  the  MAA  group  in  North  Carolina,  the  only 
new  cost  would  be,  as  far  as  state  funds  are 
concerned,  the  matching  funds  from  the  state  for 
the  noninstitutional  phase  of  the  program. 

It  is  now  estimated  that  the  program  of  outpa- 
tient benefits  that  I  have  outlined  could  be 
accomplished  with  a  biennial  appropriation  of,  at 
the  most,  $700,000  per  biennium  in  North  Carolina. 
This  is  contrasted  to  $22  million  per  annum  in  the 
Social  Security  approach. 

PRESIDENT  KERNODLE:  Is  there  any  dis- 
cussion on  this? 

DR.  PASCHAL:  Mr.  Chairman,  Dr.  Beddingfield, 
I  take  this  opportunity  to  bring  to  you  one  of  the 
recommendations  of  the  Committee  of  Physicians 
on  Nursing  which  they  made  yesterday  following 
their  discussions.  It  has  to  do  with  the  recommenda- 
tion of  the  committee  that  some  method  of  contact 
be  made  with  individual  nurses  and  local  groups 
of  nurses  by  local  physicians  for  the  purpose  of 
explaining-  and  interpreting-  the  importance  of  the 
implementation  of  the  Kerr-Mills  law  in  North 
Carolina. 

They  had  hoped  that  the  Council  would  consider 
that  recommendation  favorably  and  use  what 
methods  of  approach  they  had  to  individual  nurses 
and  groups  of  nurses  to  try  to  get  them  to  feel  as 
we  do  about  the  implementation  of  this  particular 
thing. 

DR.  BEDDINGFIELD:  We  have  to  get  out  of 
the  Legislative  Committee  various  types  of  briefs, 
concise  fact  sheets,  because  if  it  gets  too  lengthy, 
it  doesn't  get  used. 

DR.  PASCHAL:  I  think  it  would  be  well  for 
individual  physicians  to  assume  the  responsibility 
of  contacting  individual  nurses  in  addition  to 
groups  and  selling  them. 

DR.  BEDDINGFIELD :  I  agree  \vith  you,  but  we 
want  him  to  have  something  in  his  hands  to  work 
with. 

DR.  PASCHAL:  I  think  so.  But  that  is  one  of 
the  things   that  was  pertinent  to   the   discussion. 

DR.  BEDDINGFIELD:  Before  I  ask  for  another 
question,  there  arc  two  things  that  occurred  to  me 
as   we    were   talking. 

I  think  that  our  chances  of  getting  through  the 
legislature  are  perhaps  better  than  they  were  in 
the  last  General  Assembly  for  several  reasons.  First 
of  all,  the  discussions  at  the  national  level,  on 
television,  the  press,  the  petitions,  the  letter-writing- 
campaign  regarding  the  King-Anderson  bill,  have 
stimulated  a  great  deal  more  thought  among  all  our 
citizens  and  comments  in  the  public  press.  I  think 
we  need  moi-e  press  support,  more  people  and  more 


newspapers,  and  more  organizations  that  now  know 
what  we  are  attempting-  to  do.  They  didn't  know 
two  years  ago.  I  think  this  is  to  our  advantage. 

However,  there  would  still  be  stumblingblocks, 
and  it  is  not  by  any  means  a  foregone  conclusion 
that  we  can  whip  the  Kerr-Mills  bill  through  the 
General  Assembly.  I  believe  that  one  of  our  stumb- 
ling-blocks has  to  do  with  a  thing  Dr.  Rhodes 
referred  to,  the  discrepancy  in  the  available  Federal 
matching  funds  and  the  OAA  program,  and  under 
the  MAA  program  of  Kerr-Mills.  It  is  apparently 
true,  in  so  far  as  we  know,  that  both  the  hospital 
and  the  noninstitutional  benefits  of  MAA  could  be 
accomplished  under  the  OAA  legislation,  and  get 
80  per  cent  matching  money,  instead  of  78-and-a- 
fraction   per    cent    matching   Federal   funds. 

I  would  expect  that  openly,  or  behind  the  scenes, 
the  Department  of  Public  Welfare  would  take  this 
attitude  toward  our  I\I.A..A.  bill.  I  am  afraid  that 
this  is  true.  Why  then,  if  we  can  accomplish  the 
same  thing- — why  wouldn't  we  be  willing  to  support 
that  position? 

Well,  first  of  all,  because  in  addition  to  the 
fact  that  we  wholeheartedly  subscribe  to  the  phi- 
losophy of  helping  those  who  need  help,  we  of 
course  want  to  use  Kerr-Mills  implementation  as  a 
bulwark  and  argument  against  the  grandiose  Social 
Security  approach;  and  in  various  listings  put  out 
by  HEW,  unless  you  implement  this  under  the  MAA 
portion  of  the  Kerr-Mills  Act  and  call  it  MAA, 
and  call  it  Kerr-Mills,  we  do  not  get  the  credit  for 
implementing  Kerr-Mills  if  we  do  it  under  OAA. 

."Vfter  our  meeting  last  June  with  our  congress- 
ional delegation  in  Washington,  which  all  of  us 
thought  was  successful,  we  have  had  communica- 
tions by  phone,  by  letter,  and  in  person,  from 
various  congressmen,  and  almost  without  exception 
our  eongressionad  delegation  is  pledged  to  help  us 
support  this  effort  in  the  state.  And  they  have  all 
said  that  if  you  get  Kerr-Mills,  call  it  Kerr-Mills 
and  make  it  comply  with  the  Federal  Kerr-Mills 
law,  so  that  there  is  no  doubt  that  North  Carolina 
is  in  the  list  of  states  that  is  implemented.  I  don't 
think  we  want  to  compromise  for  doing  the  same  thing 
under  OAA.  We  have  an  obligation  to  our  con- 
gressmen. In  implementing  Kerr-Mills,  call  it 
Kerr-Mills  and   get  us   off  the  hook. 

Actually,  in  speeches  that  have  been  published  by 
both  of  our  senators,  since  the  defeat  of  the  King- 
Anderson  program,  they  publicly  call  for  imple- 
mentation of  this  in  the  North  and  pledge  their 
support  of  this.  So  have  many  of  the  congressmen. 

But  this  is  one  of  the  stumblingblocks,  the  differ- 
ential  in   the  78   per  cent  and   the  80   per  cent. 

The  other  stumblingblock  we  foresee  might  cause 
us  some  difficulty  is  this;  The  last  General  As- 
sembly, through  the  Kerr-Mills  law,  through  trans- 
ferring funds  from  Medical  Care  Commission  to 
the  Department  of  Welfare,  evolved  a  situation  in 
which    our   hospitals    are   now    getting    more    ade- 
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quately  reimbursed  for  their  out-of-pocket  costs  in 
all  categories  of  welfare-type  hospitalized  people. 
Actually,  it  involved  a  raise,  in  some  instances  of 
$10  a  day,  to  about  $18  or  $19  a  day  now  in  total 
funds  that  are  coming  to  the  hospitals  per  diem 
for  taking  care  of  welfare  people. 

It  is  our  position  that  the  hospital  people  got  a 
pretty  good  bonanza  as  a  result  of  the  actions  of 
the  last  legislature.  However,  it  appears  that  they 
are  probably  not  adequately  satisfied,  and  there  is 
some  reason  to  believe  that  they  are  going  to  ask 
this  next  legislature  to  provide  what  they  call  full 
reimbursable  costs,  and  this  means  reimbusing  them 
the  figure  that  they  publish  as  their  average  cost 
per  patient  per  day  in  the  hospital. 

It  is  possible,  therefore,  and  even  likely,  that  we 
may  be  involved  in  a  fight  for  funds.  If  the  legis- 
lature has  many  problems — education,  new  high- 
ways and  everything — it  is  only  a  limited  amount 
of  funds  that  are  going  to  be  allocated  to  new 
health  care  programs — the  legislature,  in  its  wis- 
dom, is  going-  to  have  to  decide,  should  this  be 
allotted  to  noninstitutional  or  MAA  program,  or  is 
this  going  to  be  allotted  to  giving  the  hospitals 
full  reimbursable  cost? 

It  seems  to  me  that  we  have  a  probable  irrecon- 
cilable difference  of  opinion  at  this  moment  with 
the  hospital  group,  and  the  legislature  will  have  to 
call  it  as  they   see  it. 

That  is  the  other  two  thoughts  I  wanted  to  bring 
into  this.  If  there  is  any  other  discussion  about 
Kerr-Mills,    I   will  try  to  answer   it. 

DR.  FULLER:  Ed,  give  us  very  briefly  just 
exactly  what  the  machinery  or  the  mechanics  are 
on  this,  when  the  real  force  is  put  behind  to  get 
this  in  the  General  Assembly ;  and  then  the  next 
step,  just  how  soon  and  how  effectively  can  we  put 
this  into  action?  What  can  the  individual  do? 

DR.  BEDDINGFIELD:  The  machinery  as  the 
Legislative  Committee  sees  it  is  this:  This  would 
involve  a  very  simple  bill.  First,  we  hope  to  intro- 
duce this  in  the  early  days  of  the  General  As- 
sembly. This  will  not  be  a  complicated  bill.  It  will 
simply  say,  in  effect,  North  Carolina  implements 
Kerr-Mills  under  Public  Law  so-and-so,  period, 
without  appropriation  at  that  time,  without  specify- 
ing which  outpatient  services  will  be  available. 
We  hope  that  we  could  get  that  through  fairly 
early. 

And  then  it  boils  down  to  the  matter  of  appro- 
priations, because  the  services  that  you  implement 
— this  is  where  money  comes  in.  This  vdW  go  before 
the  Appropriations  Committee.  Actually,  we  can- 
not and  probably  should  not  in  the  legislature 
specify  which  services  we  have  talked  about.  We 
have  talked  about  home  nursing,  drugs,  outpatient 
diagnostic  benefits.  It  just  so  happens  that  in  the 
preliminary  discussions  of  the  problem  areas  with 
Dr.  Winston,  our  priority  list  coincides  with  hers. 
If   we    are    going    to    outpatient    benefits,    she    has 


about  the  same  feeling.  I  feel  sure  she  will  work 
along  with  us  in  evolving  this  same  type  program. 

We  got  figuring  out  how  many  people  are  going 
to  need  how  many  outpatient  x-rays  in  the  year, 
which  will  take  how  much  state  and  Federal  funds. 
This  will  be  technical  data  amassed  before  the 
Appropriations  group.  The  appropriations  bill  is  one 
of  the  very  last  things  ever  to  be  passed  by  the 
General  Assembly.  That  would  probably  be  in  June, 
perhaps,  if  that  gets  through. 

Now  if  that  happens,  I  would  think  that  it  would 
be  a  matter,  with  the  machinery  already  set  up — 
I  would  guess  60  days  be  adequate  time  for  any 
program.  Do  you  feel  any  different,  Mr.  Barnes? 

MR.  BARNES:  I  think  it  would  begin  at  the 
beginning    of   the    fiscal  period    of   the    state. 

DR.  BEDDINGFIELD:  Two  days  after  the  bill 
is  signed  into  law.  It  could  very  well  be.  There 
would  be  no  great  delay  in  implementing  it  at  the 
state  level. 

As  far  as  the  Department  of  Public  Welfare 
getting  our  directives  to  their  various  county  level 
people  on  how  do  you  go  about  paying  somebody 
for  getting  a  blood  count  in  Dr.  Fuller's  office,  this 
might  take  61  days. 

PRESIDENT  KERNODLE:  I  believe  it  could 
be  expedited  and  move  right  into  the  program  once 
it  is  passed,  as  far  as  the  mechanics  in  the  Welfare 
Department.  They  have  got  it  set  up  already.  It 
will  be  no  new  mechanism  there. 

DR.  BEDDINGFIELD:  One  major  policy  thing 
I  somehow  skipped  is  this:  One  of  the  difficulties 
in  getting  the  bills  through  the  last  legislature  was 
this  idea  of  a  medical  advisory  council  that  we  had 
as    part  and    parcel    of   the  bill. 

The  Legislative  Committee  now  recommends  that 
we  make  no  attempt  to  include  any  sort  of  a 
council,  because  it  actually  will  have  no  council;  it 
cannot  and  conform  to  Federal  law.  And  the  in- 
struction of  the  council,  even  of  an  advisory  nature, 
is  an  impediment  toward  getting  this  bill  through 
the  legislature. 

Just  leave  the  council  out  of  it.  This  is  a  major 
policy  change. 

PRESIDENT  KERNODLE:  I  just  want  to  re- 
emphasize  the  fact  that  this  particular  program 
at  this  time  is  very  simple,  very  simple.  It  is  just 
going  to  ask  for  implementation  of  the  bill  and 
specify  the  agency  which  will  be  the  Welfare  De- 
partment that  will  administer  the  measure,  and 
request  action  on  specified  amount  of  funds  from 
the  Appropriations  Committee  for  operation.  It  is 
a  very  simple  bill,  and  with  this  simplicity  I  believe 
we  have  the  support  of  some  of  our  strongest 
competitors  of  last  time. 

DR.  BEDDINGFIELD:  I  have  nothing  else  to 
add  about   Kerr-Mills. 

PRESIDENT  KERNODLE:  Do  you  want  to 
make  a  motion  at  this  time  that  we  accept  the 
recommendations  and  endorse  this  proposal? 
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DH.  DEDDIXGFIEIJ):  I  so  move. 

(The  motion   was  seconded  by   Dr.  Fuller.) 

PRESIDEXT  KERXODLE:  You  have  got  the 
motion  and  the  second.  Any  further  discussion? 
This  is  a  change  from  our  last  year's  policy,  but 
a  very,  very  important  procedure  that  we  think 
is  worth  while.  I  sat  in  on  this  committee  and  had 
opportunity  to  listen  to  the  various  arguments  pro 
and  con.  I  think  probably  it  is  really  the  only  thing 
that  we  have  to  put  forward  at  this  time. 

You  have  heard  the  motion  and  second ;  any  other 
questions  from  the  floor?  All  in  favor  of  the  motion 
let  it  be  known  by  saying  "aye";  opposed  likewise. 
Carried. 

DR.  DEDDIXGFIELD:  Now  I  will  roughly  run 
through — I  will  try  to  go  through  the  rest  of  the 
state    legislative  program   very  briefly. 

First  of  all,  a  number  of  our  members  of  this 
Society  have  urged  the  Legislative  Committee  to 
consider  efforts  toward  enactment  of  a  modern 
sterilization  law,  such  as  the  state  of  Virginia 
passed  recently,  and  which  is  now  operative  in 
that  state. 

The  Virginia  law  provides  consultation,  total  of 
three  physicians,  and  a  30-day  cooling  off  period 
from  the  time  that  a  person  elects  to  have  herself 
sterilized,  or  himself  sterilized,  until  the  operation 
is  actually   performed. 

All  of  the  reports  coming  out  of  Virginia  have 
been  good  with  one  possible  exception :  There  have 
been  one  group  of  Virginia  physicians  who,  under 
this  law.  offered  free  sterilization  to  certain  people 
of  low  income,  economic  groups.  There  was  some 
adverse  comment  in  the  press  that  these  were 
maybe  uneducated  as  well  as  economically  poor 
people,  and  that  they  were  allowing  themselves  to 
become  sterilized  not  really  knowing  what  was  going 
on.  We  certainly  wouldn't  want  to  be  caught  with 
anything  like  that. 

Highway  safety :  The  Committee  recommends 
that  we  reaffirm  our  continued  support  of  chemical 
tests  for  the  detection  of  alcohol  for  the  control  of 
drunk  driving.  Apparently,  this  type  legislation  is 
going  to  have  a  great  deal  more  support  from  the 
administration  than  it  has  had  in  the  past  and  may 
have  a  better  chance  of  passing  this  time. 

I  can  save  one  other  committee  report  here  to 
say  this :  We  have  met  with  a  liaison  committee 
from  the  Highway  Patrol,  and  we  have  gotten 
some  indication  as  to  some  of  the  other  things  that 
the  Governor  is  going  to  ask  for  as  far  as  upgrading 
highway  safety  laws.  Part  of  this  would  be  a  definite 
effect  on  legislative  policy. 

One  thing  that  is  proposed  is  in  the  licensing  of 
individuals  to  drive  motor  vehicles,  they  contem- 
plate having  a  law  introduced  requiring  physicians 
to  report  to  the  State  Department  of  Motor  Vehicles 
people  with  certain  conditions.  This  doesn't  mean 
these  people  cannot  drive :  but,  for  example,  epi- 
lepsy,  diabetes,  habitual   use  of  certain  drugs,  and 


so  forth.  They  are  not  going  to  put  anything  on 
that  list  that  we  don't  approve  or  we  don't  sup- 
port; but  they  do  plan  to  make  it  mandatory  upon 
physicians  to  report  these  things,  and  then  allow 
the  physician — he  wouldn't  simply  report  it,  he  can 
report  the  degree  of  severity,  and  the  physician 
can  make  a  recommendation.  "I  am  reporting  this, 
but  I  recommend  this  individual  be  allowed  to 
drive." 

It  is  felt  that  making  it  compulsory,  while  there 
is  some  onus  of  comijulsion  on  the  physician,  it 
also  gets  the  physician  off  the  hook.  If  he's  got 
a  private  patient  that  he  really  thinks  shouldn't 
drive,  he  doesn't  have  to  voluntarily  turn  this  fel- 
low in.  "I  am  sorry.  .Joe,  it's  not  me,  but  it's  the 
law." 

Our  trust  in  the  Department  of  Motor 
\'ehicles,  would  like  to  see  that  enacted,  and  more- 
over they  do  not  want  to  be  put  in  a  position  to 
make  medical  decisions  at  the  Department  of  Motor 
Vehicles.  They  are  going  to  ask  our  Society  to 
set  up  an  advisory  committee  to  meet  periodically 
to  review  disputed  cases  that  come  in.  This  is  part 
of  the  law,  asking  our  Society  to  set  up  an  advisory 
committee  to  meet  with  them  to  take  up  action 
based  on  the  medical  information  submitted  by  the 
local    physician. 

The  Legislative  Committee  recommends  that  we 
work  with  the  Highway  Patrol  and  institutive  .gov- 
ernment and  come  out  with  a  mutually  satisfactory 
bill  which  we  can  endorse  once  it  is  introduced 
in   this  area. 

There  is  a  possibility  that  legislation  may  be 
introduced  requiring  the  compulsory  installation  of 
automobile  safety  belts.  This  the  Legislative  Com- 
mittee felt  was  a  really  debatable  thing,  but  the 
majority  vote  of  the  Legislative  Committee  was 
that  if  and  when  such  legislaion  was  introduced, 
that  the  Society  should  support  this  proposal.  Those 
are   all   the   items   about   highway   safety. 

In  the  Nurse  Examining  Board  situation,  the 
Nurse  Examining  Board  has  already  informed  us 
and  the  rest  of  the  world  that  they  again  intend  to 
introduce  legislation  providing  for  an  all-nurse 
board,  as  far  as  nurse  registration  and  nurse  li- 
censure is  concerned.  We  had  been  through  this 
fight  before.  Our  recommendation  was  that  the 
Society  maintain  its  present  position  and  attempt 
to  continue  physician  and  hospital  representation 
on    the    Nurse    Licensing    Board. 

Mr.  Anderson  advises  me  of  something.  This 
legislative  attempt  to  change  the  membership  of 
the  Nurse  Licensing  Board  comes  not  from  the 
Board  itself,  but  from  the  nurse  organization. 

DR.   MURPHY:    Why    is   that? 

DR.  BEDDIXGFfELD:  The  reason  given  for 
that  are  these:  .\  good  many  states  now  have  all- 
nurse  boards.  The  sponsor  of  this  bill  takes  the 
position  that  although  nursing  started  as  an  an- 
cillary  profession,   and  nurse   licensure   was   origin- 
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ally  developed  and  promoted  by  physicians,  that  the 
nursing-  profession  has  now  grown  up  and  is  now 
able  to  stand  on  its  own  two  feet  and  license  its 
own  members  without  any  advice  from  anybody 
else. 

Our  position  on  this  is  based  on  many  things. 
First  of  all,  there  is  some  reason  to  believe  that 
the  board  would  probably  be  dominated  by  academi- 
cally orientated  degree-holding  nurses,  not  by  what 
we  term  community  hospital  bedside  nurses;  that 
the  possibility  of  raising  standards  rapidly  and  out 
of  proportion  to  the  growth  of  nurse  education 
in  the  state  might  in  the  long  run  make  less 
nurses   available  to   take   care   of   our   patients. 

Also,  in  addition  to  registering  and  licensing 
nurses,  this  board  is  charged  with  the  responsibility 
of  licensing  nurse  training  schools.  Now,  our  nurse 
training  schools  across  the  states  now,  of  course, 
operate  in  connection  with  hospitals,  and  the  opera- 
tion of  the  nurse  training  schools  in  the  hospitals 
is    educationally    and    economically    interdependent. 

Some  of  the  small  nursing  schools  that  are  now 
very  useful  in  their  particular  communities,  and 
some  people  think  are  doing  a  particularly  good 
job,  might  lose  their  chance  at  continued  licensure 
if  an  all-nurse  licensure  board  were  in  power.  We 
would  lose  the  services  of  these  student  nurses 
from  our  community  hospitals,  or  the  nurse  schools 
would  lose  the  financial  support  of  the  hospital 
providing  nurse  education,  and  this  is  one  of  the 
main  reasons  for  wanting  to  continue  hospital  and 
physician   representation  on  the  board. 

Again,  our  recommendation  is  that  we  continue 
our  previously  stated  position  of  our  opposition 
to  this   change. 

DR.  PASCHAL:  This  has  to  do  with  the  Com- 
mittee on  Nursing  and  the  recommendation  that  we 
made  to  the  Council  through  me  as  Commissioner 
as  a  result  of  their  extended  discussion  of  this 
problem  at  the  committee  meeting  yesterday,  and 
this   recommendation  bears  out  just  what  Ed   said. 

It  was  the  recommendation  of  the  Committee 
to  the  Council  to  reaffirm  the  Medical  Society  of 
the  State  of  North  Carolina's  present  position  op- 
posing all  Nurse  Examining-  Boards  for  nursing- 
education  and  registration,  and  it  favors  main- 
taining the   present   statutory   board. 

That  would  fall  right  in  line  with  his  thinking, 
the  thinking  of  his  committee,  and  if  you  want 
specific  action  on  that  at  this  time. 

PRESIDEXT  KERNODLE:  I  think  his  recom- 
mendations, if  accepted,  would  incorporate  that, 
George,  and  just  reiterate  the  stand  of  another 
committee   on   this    particular    subject. 

DR.  BEDDIXGFIELD:  Next,  a  discussion  was 
held  regarding-  the  hospital  espousal  of  income 
shelter  corporation  laws,  and  this  would  be  imple- 
mented throug-h  laws  to  be  enacted  providing  for 
the  establishment  of  a  limited  corporation-type  of 
arrangement    which    would     allow    self-employment 


physicians  to  set  aside  annually  part  of  their  in- 
come on  which  no  income  tax  would  presently  be 
paid,  but  which  would  be  paid  in  the  later  years 
after  they  retired,  at  which  time  they  would  be 
in  a  lower  income  tax  bracket. 

I  would  like  to  point  out  there  is  more  interest 
in  this  legislation  proposal  from  my  membership 
than  any  legislative  proposal,  including  Kerr-Mills. 

It  was  pointed  out  there  seemed  to  be  little  likeli- 
hood that  such  a  tax  shelter  device  could  be  enacted 
purely  as  a  doctors'  bill  in  the  General  Assembly. 
It  was  pointed  out  that  this  type  of  legislation 
would  benefit  not  only  physicians,  but  other  self- 
employed  professional  people,  and  also  there  has 
recently  been  formed  an  association  of  self-em- 
ployed professional  people  in  North  Carolina  at 
which  this  Society  is  represented,  and  that  at  the 
organizational  meetings  of  this  group,  this  Society 
has  been  represented.  It  was  the  feeling  of  the 
Committee  on  Legislation  that  if  this  combined 
group  of  professional  people  decide  that  such  a 
tax  shelter  device  has  merit,  that  the  committee 
would  be  glad  to  endorse  the  device  and  to  co- 
operate in  pursuing  its  enactment.  At  this  time, 
it  is  the  feeling  of  the  Legislative  Committee  that 
no  efforts  should  be  made  to  go  it  alone  on  the 
part  of  the  State   Medical  Society. 

Some  discussion  was  held  regarding  the  enact- 
ment of  a  law  which  would  treat  as  privileged 
communications  research  publications  of  physicians 
which  utilize  vital  statistics.  If  this  can  be  pre- 
sented in  such  a  form  that  the  true  purpose  of  it 
can  be  stated,  that  this  is  to  encourage  rather  than 
to  discourage  medical  research,  the  bill  will  have  a 
good  chance  of  passing. 

The  next  agenda  item  is  I  think  important,  and 
this  has  to  do  with  another  m..)dification  of  the 
vital  statistics  laws  regarding  death  certificates. 
A  meeting  was  recently  held  by  the  State  Board  of 
Health  with  a  pretty  big  committee,  at  which 
time  there  was  a  discussion  regarding  the  responsi- 
bilities of  the  filing  of  death  certificates,  parti- 
cularly the  responsibility  of  the  filing.  This  meet- 
ing was  called  by  the  State  Board  of  Health  at  the 
request  of  the  funeral  directors,  and  the  Medical 
Society  of  course   was  represented  at  this   meeting. 

It  was  revealed  at  this  committee  that  one  of  the 
recommendations  was  that  at  the  present  time,  the 
primary  responsibility  for  the  organization  of  a 
death  certificate  falls  on  the  shaulders  of  the 
funeral  director  who  fills  out  the  identifying  data, 
the  date  and  place  of  the  burial,  and  so  forth,  and 
then  sends  the  certificate  to  the  physician  for  the 
certification  as  to  the  medical  cause  of  death. 

Now  this  committee  that  met  recommends  that 
this  be  changed,  so  that  it  would  then  become  the 
responsibility  of  the  attending  physician  to  com- 
plete the  death  certificate  within  72  hours  of  the 
time  of  death,  or  forward  the  certificate  to  the 
funeral  director  who  shall,  at  the  burial  and  record- 
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ing-  of  the  information  regarding-  the  burial, 
transmit  the  certificate  to  the  local  registrai-  of 
vital   statistics. 

(Discussion) 

VR.  DEDDISGFIELD:  If  I  can  expedite  the 
discussion,  we  will  simply  have  to  wait  and  see — we 
are  not  going  to  introduce  this  legislation.  We  are 
going  to  wait  and  see  what  legislation  is  going  to 
be  introduced.  We  will  keep  our  Society  member- 
ship informed  and  lot  the  Society  legislative  com- 
mittee be  a  watchdog  on  it.  I  bring  it  to  your  at- 
tention and  we  will  watch  it. 

PRESIDENT  KERNODLE:  Is  that  agreeable  to 
the  Council? 

We  will  move  forward. 

DR.  BEDDINGFIELD:  The  Wake  County  Soc- 
iety has  a  recommendation  that  Chapter  14-44  of 
the  North  Carolina  General  Statutes  be  amended, 
and  this  pertains  to  the  laws  regarding  therapeutic 
abortion  in   the   State  of   North   Carolina. 

The  Wake  County  resolution  spells  out  that  no 
individual  other  than  a  physician  acting-  in  con- 
sultation with  two  other  physicians  may  recommend 
a  therapeutic  abortion.  If  there  was  evidence  that 
continuation  of  the  pregnancy  would  impair  the 
13hysical  or  mental  health  of  the  mother,  or  it  was 
likely  that  the  child  would  be  born  with  grave 
physical  or  mental  defects,  or  if  the  pregnancy  re- 
sulted from  rape  by  force  or  its  equivalent,  or  from 
incest,  then  three  doctors  could  legally  perform  a 
therapeutic  abortion. 

After  some  deliberation,  the  Legislative  Com- 
mitte  voted  unanimously  to  endorse  the  Wake 
County  resolution  as  being  in  the  public  interest ; 
and  even  after  further  discussion  it  was  felt  that 
this  should  be  espoused  directly  by  the  Medical 
Society,  and  to  instruct  our  council  to  prepare  the 
necessary   draft  of   the   legislation. 

PRESIDEXT  KERNODLE:  Dr.  Johnson,  do  you 
have  anything  to  add  to  this  that  was  taken  up  at 
another  committee  which  I  attended? 

DR.  .4.1/OS  JOHNSON :  Very  concisely,  the  Mat- 
ernal Health  Committee  recommended  that  the  law 
be  left  as  is,  that  there  is  ample  room  to  do  that 
which  is  indicated  and  necessary  under  the  existing 
laws,  and  that  it  might  be  amiss  to  get  it  into  the 
legislature  again;  and  that  the  recommendation 
unanimously  from  the  committee  was  that  this 
resolution   from  Wake  County  be  not  implemented. 

DR.  BEDDINGFIELD:  You  will  have  to  decide 
this  when  we  vote  on  the  recommendation  of  the 
Legislative  Committee  to  take  these  two  sides  on 
this  thing. 

RESIDENT  KERNODLE:  Suppose  we  vote  on 
the  remainder  of  it.  That  one  we  will  take  out  and 
decide  separately.  The  rest  of  them  we  will  go  for- 
ward  on. 

DR.  BEDDINGFIELD:  The  Legislative  Com- 
mittee recommends  the  continuation  of  our  present 


policy  regarding  opposition  to  the  certification  of 
psychologists. 

The  Legislative  Committee  considered  the  issue 
of  the  licensing-  of  nursing  homes  which  is  the 
present  responsibility  of  the  State  Board  of  Health, 
and  the  issue  of  the  licensing-  of  boarding  homes, 
which  is  the  present  responsibility  of  the  Depart- 
ment of   Public  Welfare. 

It  was  the  feeling-  of  the  committee  that  because 
there  is  somewhat  of  an  overlap  between  these 
two  types  of  institutional  care,  that  both  of  these 
types  of  institutions  should  preferably  be  under  a 
single  licensing  authority  in  a  single  state  agency, 
and  it  was  our  belief  that  the  Medical  Society 
should  endorse  the  State  Board  of  Health  as  the 
licensing  agency  for  boarding  homes  and  for  nurs- 
ing homes.  There  is  some  reason  to  believe  that  we 
might  be  asked  to  be  represented  in  this  debate, 
and  it  is  recommended  that  that  be  our  point  of 
view. 

I  do  not  believe  that  the  other  items  I  have  re- 
quire any  action,  and  in  the  interest  of  time — I 
move  the  adoption  of  the  Legislative  Committee's 
report  with  the  deletion  of  the  debatable  issue  of 
the  change  in  the  abortion  law. 

PRESIDENT  KERNODLE:  You  have  heard 
this   motion.    Is  there   a   second? 

(The  motion  was  seconded  by  Drs.  Williams  and 
Sams.) 

PRESIDENT  KERNODLE:  All  those  in  favor 
— any  discussion  on  that  portion?  All  those  in  favor 
let  it  be  known  by  saying-  "aye";  all  those  opposed 
likewise.  Carried.  You  will  get  a  copy  of  that  in  the 
near   future,    of   his    whole  report. 

Mr.  Barnes  has  already  written  me  a  note  that 
he  wants  to  get  it  out  to  all  the  county  societies 
and  the  Council  will  be  included  in  the  mailing  list. 

We  have  two  or  three  things  I  should  like  to  get 
clarified.  No.  1,  I  would  like  you  to  bring  the  point 
of  the  resolution  on  the  nurses,  the  first  one  you 
gave  us,  and  see  if  we  should  not  take  action  at 
this  time  in  conjunction  with  legislation.  It  was 
not  covered   completely. 

DR.  PASCHAL:  The  recommendation  that  some 
method  of  contact  be  made  with  individual  nurses 
and  local  groups  of  nurses  by  local  physicians  for 
the  purpose  of  explaining  and  interpreting  the  im- 
portance of  the  implementation  of  the  Kerr-Mills 
law  in  North  Carolina. 

(Such  motion  was  regularly  made  by  Dr.  Paschal 
and  seconded  by   Dr.   Fuller.) 

PRESIDENT  KERNODLE:  You  have  heard  the 
motion  and  second.  Any  discussion?  If  not,  all  in 
favor  let  it  be  known  by  saying  "aye";  no,  likewise. 
Carried. 

There  is  one  other  resolution,  the  Wake  County 
resolution. 

The  Legislative  Committee  recommends  endorse- 
ment of  the  Wake  County  program  to  change  the 
law  on  abortion,  and  Dr.  Johnson's  report  from  the 
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the  Maternal  Welfare  Committee  says  let  the  law 
stay  as  it  is. 

Any  discussion  on  the  action  of  these  two  re- 
ports? 

DR.  FULLER:  I  would  like  to  have  one  word,  if 
I  may. 

The  Legislative  Committee  report  of  about  two 
years  ago  was  largely  the  basis  on  which  we  took 
action.  The  action  at  that  time,  and  the  action  of 
the  Maternal  Health  Committee  Friday,  was  the 
same.  We  do  not  have  a  sterile  law  in  North 
Carolina  on  therapeutic  abortion.  No  one  in  here, 
and  no  one  here  can  remember  any  case  where  a 
very  definite  indication  for  therapeutic  abortion 
presented  itself  and  was  done,  and  where  there 
has  ever  been  any  action  whatsoever.  That  was 
John's  opinion,  and  I  think  that  was  a  very  well 
studied  and  long-considered  opinion,  that  we  are 
now  in  a  position  with  no  definite  spelling  out 
of  this  thing  where,  if  a  therapeutic  abortion  is 
necessary,  our  own  hospital  rules  and  regulations 
will  control  us.  If  we  stir  this  thing  up  and  get 
into  a  situation  where  the  legislature  gives  us  a 
very  strong,  ironbound  and  cement-ridged,  you 
might  say,  law  that  we  can  be  in  much  worse  shape 
than   we   are  now. 

So  that  was  the  feeling  of  the  Maternal  Health 
Committee  that  we  had  better  let  well  enough 
alone,  since  we  are  in  a  position  where  if  they  are 
necessary — take,  for  instance,  the  few  cases  done 
in  this  state  for  measles  several  years  ago  when 
we  were  so  greatly  concerned  about  that.  They 
were  done.  There  has  been  not  one  bit  of  trouble 
about  it. 

We  can  do  what  is  necessary  now.  We  may  not 
be  able  to  do  anything  that  is  necessary  if  the 
legislature  and  general  assembly  twist  us  around 
and  gets  us  into  a  position  where  they  have  control 
over  writing  our  law. 

PRESIDENT  KERNODLE:  You  have  heard 
the  discussion. 

DR.  BEDDINGFIELD:  May  I  ask  a  question?  I 
would  like  to  ask  Dr.  Paschal  if  this  point  of  view 
that  Dr.  Fuller  has  just  expounded  was  discussed 
when  Wake  County  came  forth  with  their  resolu- 
tion? 

DR.  PASCHAL:  There  was  some  discussion,  but 
I    don't    believe    this    particular   viewpoint   today — 

DR.  RHODES:  I  must  say  that  I  raised  it  before 
that  meeting  and  explained  the  position  three  years 
ago  that  we  didn't  want  to  open  the  law  up,  because 
we  felt  like  we  might  get  a  situation  much  more 
restrictive  than  what  we  have  at  the  present  time, 
even  though  the  present  law  is  inadequate,  and 
has  its  deficiencies.  That  was  discussed  with  one 
member  of  the  committee  that  drew  up  the  resolu- 
tion. 

PRESIDENT  KERNODLE:  Dr.  Norton,  do  you 
have  a  comment? 

DR.  NORTON:   I  was  just  agreeing  that  it  was 


not  widely  discussed.  I  certainly  do  feel  that  when 
you  throw  something  in  the  hopper  in  the  legisla- 
ture, you  never  know  what  is  going  to  come  out 
the  other  end. 

PRESIDENT  KERNODLE:  John,  do  you  want 
to  make  any  remarks  on  this? 

MR.  ANDERSON:  Mr.  President,  I  had  no  per- 
sonal view  on  it  two  years  ago  or  an  opinion  on  it 
now.  The  question  two  years  ago  was  raised  as  to 
whether  or  not  this  would  weaken  the  present 
criminal  prohibition  against  abortions  and  make  it 
more  difficult  to  convict  anyone  under  the  statute. 
And  the  opinion  I  received  from  some  attorneys  in 
the  criminal  law  field  was  that  it  might.  Now  this 
proposal — it  might  or  might  not  provide  some 
loopholes.  It  seemed  strict  enough  to  cover  up  any 
loopholes  for  criminal  abortionists,  because  of  its 
detailed  provisions;  however,  the  question  then 
was — and  it  still  is — as  to  what  the  need  for  such 
a  law  may  be,  and  the  need  has  been  dramatized 
by  the  recent  publicized  case  out  west. 

DR.  BEDDINGFIELD:  Finkbine. 

MR.  ANDERSON:  I  have  no  opinion  on  it.  It  is 
just  a  question  of  public  policy. 

Now  whether  or  not  this  should  be  done  is  the 
question  that  the  Wake  County  Society  frankly 
threw  out,  and  said  that  is  a  matter  for  the  reli- 
gious groups,  the  preachers  and  sociologists,  and 
the  Human  Betterment  League  to  consider,  and 
is  not  primarily  a  question  for  the  physicians  to 
consider,  although  you  have  a  great  interest  in  it 
from    a    humanitarian   standpoint. 

Now  as  to  whether  or  not  the  Society  should 
promote  such  a  law  anymore  than  they  should  pro- 
mote the  sterilization  law  remains  a  serious  ques- 
tion of  policy  for  the  Society.  But  I  can  see  people 
that  can  have  different  views  about  this  subject, 
depending  upon  their  religion,  or,  more  or  less, 
philosophy. 

I  don't  have  any  personal  opinion.  You  may  well 
let  the  law  stay  as  it  is,  unless  there  is  a  great 
need  for  it.  Although  a  case  may  arise,  like  the 
Finkbine   case — 

PRESIDENT  KERNODLE:  Mr.  Anderson,  I 
would  like  to  ask  you  this  question.  Do  you  see 
any  reason  why  this  particular  individual  case  you 
are  referring  to  could  not  have  been  handled  very 
nicely  in  this  state  ^vithout  any  fanfare? 

MR.  ANDERSON:  If  the  question  has  not  been 
raised  in  this  state  publicly,  it  might  have  been 
handled  illegally.  But  it  could  not  have  been 
handled   legally. 

PRESIDENT  KERNODLE:  You  cannot  inter- 
rupt pergnancy  legally,  but  illegally  you  can  and 
get  by  with  it,  because  precedents  set  a  law  for 
you.  In  many,  many  hospitals,  you  have  a  three- 
man  committee  say  that  interruption  of  pregnancy 
is  necessary  for  the  life  of  the  mother  or  the  child, 
and  they  go  right  ahead  and  do  it,  and  it  is  legal 
because  of   precedent  in  that   particular   area. 
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MR.  ANDERSON:  If  you  are  satisfied  that  it 
is  necessary  to  protect  the  life  of  the  mother, 
then —  , 

DR.  RHODES:  The  law  doesn't  include  the  child, 
does  it? 

MR.  ANDERSON:  The  law  does  not  include  mal- 
formation of  the  child.  It  does  not.  The  Finkbine 
case  could  not  have  been  interrupted  in  this  state 
legally. 

DR.  AMOS  .JOHNSON:  Does  the  law  in  any 
way  go  back  of  the  opinion  on  the  three  men  who 
have  signed  the  order  for  it? 

MR.  ANDERSON:  The  solicitor  would  not  .go 
back. 

PRESIDENT  KERNODLE:  Actually,  the  reason 
they  interrupted  this  pregnancy  was  not  because 
of  the  infant,  but  because  of  the  psychiatric  effect 
on  the  mother,  because  of  the  paper  that  came 
from  the  Scandinavian  country.  We  have  all  types 
of  regulations  that  would  permit  such  in  this  state. 

I  am  going  to  take  the  authority  of  the  chair  to 
do  something  here.  This  is  a  principle  that  I  be- 
lieve should  be  handled  primarily,  instead  of  by 
legislation,  by  the  committee  that  is  most  interested 
in  the  welfare  of  the  mother  and  the  baby,  which 
would  be  the  Maternal  Welfare.  I  am  going  to 
suggest  that  to  you,  and  you  can  accept  it  or  reject 
it,  that  we  refer  this  back  to  this  committee  and 
let  them  function  in  connection  with  the  Wake 
County  committee  and  bring  us  a  recommendation 
back  in  January  of  the  next  Council  meeting.  Is 
that  agreeable  to   the  Legislative   Committee? 

DR.  DEDDINGFIELD:    Yes. 

PRESIDENT  KERNODLE:  If  the  Council  will 
accept  that — what  did  you  start  to  say? 

DR.  WILLIAMS:  I  so  move. 

(The    motion  was   seconded    by    Dr.    Bridger. ) 

PRESIDENT  KERNODLE:  You  have  heard 
this  motion.  Is  there  any  furtlier  discussion?  If 
not,  all  in  favor  let  it  be  known  by  saying  "aye" ; 
opposed  likewise.  Carried. 

Last  June,  we  went  to  Washington  as  a  bod.v  to 
visit  wdth  our  congressional  group  and  were  re- 
'jeived  very  well.  The  question  in  my  mind  is  that 
we  may  have  an  opportunity  to  repeat  this  oc- 
casion before  the  Council  meets  again  the  last  of 
January,  and  I  would  like  to  get  the  feeling  of  this 
group  as  to  whether  they  would  endorse  the  prin- 
ciple and  tactic  of  an  excursion  to  Washington  in 
such  a  manner  again.  Do  I  hear  any  remarks 
along    those   lines  ? 

DR.  FULLER:    I   would  like  to  see  us  do  it. 

DR.  HARRY  .JOHNSON:  I  think  the  congress- 
men appreciated  our  visit. 

PRESIDENT  KERNODLE:  You  have  heard  a 
couple   of   comments. 

DR.  RAJFORD:  Mr.  President,  I  talked  to  both 
senators  the  afternoon  after  the  Senate  defeated 
the  King-Anderson  bill,  and  they  both  were  very 
gratified   and   expressed  the   feeling-  that   our  dele- 


gation to  Washington  was  one  of  the  most  help- 
ful things  they  had  had  in  forming  their  decisions. 

PRESIDENT  KERNODLE:  You  have  heard  his 
comments.  Do  I  hear  a  motion  that  we  repeat  this 
if  it  becomes  warranted? 

(Such  motion  was  made  by  Dr.  Harry  Johnson 
and  seconded  by  Dr.  Raiford.) 

PRESIDENT  KERNODLE:  Any  discussion?  All 
those  in  favor  let  it  be  known  by  saying  "aye" ; 
opposed?  The  ayes  have  it. 

Dr.  Ravenel,  I  want  you  to  give  us  the  report  on 
the  Polio  Committee.  I  might  say,  before  Dr.  Rav- 
enel gives  his  report,  that  I  insisted  on  breaking  up 
his  weekend  schedule  of  vacation  with  many  guests 
to  get  him  back  into  town  for  the  urgency  of  this. 

DR.  RAVENEL:  The  Polio  Vaccine  Committee 
met  twice  in  August,  and  as  a  result  of  those 
meetings,  you  are  aware  of  the  letter  that  I  sent  to 
the  members  of  this  Council.  Following  this,  we 
then  sent  out  a  letter  to  the  county  societies,  with 
which   I  am   sure   you   are  all   quite  familiar. 

We  had  received  excellent  cooperation  from  the 
various  counties,  county  societies,  in  case  you  all 
aren't  aware  of  that,  and  I  think  a  total  of — (i5 
counties  indicated  their  decision  to  go  ahead  with 
the  program  up   to   Friday. 

You  are  quite  familiar  with  the  developments 
that  occurred  over  the  weekend.  I  want  to  apologize 
to  Dr.  Kernodle  and  Dr.  Bedding-field,  and  the 
other  officials  of  the  Society,  who  very  efficiently 
and  expeditiously  performed  my  duties  while  I  was 
down  fishing  over  on  an  unbaited  hook  in  the  very 
deep  waters  of  Camp  Bryan.  They  did  a  job  that 
was  mine  to  do. 

My  committee  met  again  today,  and  it  is  my 
melancholy  duty   to   submit  this   report. 

The  Committee  on  Poliomyelitis  Vaccine  has 
unanimously  adopted  the  following  resolutions:  1. 
That  mass  all-age  oral  polio  immunization  be  de- 
ferred in  North  Carolina  until  the  complete  safety 
of  all  three  types  for  all-age  groups  is  definitely 
established. 

2.  That  the  advice  given  by  this  committee  last 
May  regarding  oral  polio  immunization  individually 
and  in  small  g-roups  be  reaffirmed;  namely,  im- 
munization with  oral  vaccine  be  deferred  until  a 
mass  state-wide  program  is  implemented. 

3.  That  a  strong-  and  continuing  program 
for  Salk  immunization  of  all-age  g-roups  be  en- 
couraged. 

4.  That  a  booster  dose  of  Salk  vaccine  be  admin- 
istered to  all  previously  immunized  persons  at  least 
each  two  years. 

Respectfully   submitted. 

PRESIDENT  KERNODLE:  You  have  heard  the 
recommendations  of  the  committee  that  was  called 
to  function  today.  Is  there  a  motion  that  we  accept 
this    recommendation? 

(Such  motion  was  made  by  Dr.  Hai-ry  .Johnson 
and  seconded  by  Dr.  Raiford.) 
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PRESIDENT  KERNODLE:  Any  discussion?  All 
in  favor  let  it  be  known  by  saying  "aye";  opposed 
likewise.  The  ayes  have  it,  and  we  certainly  regret 
this  situation  of  interruption  of  our  program,  be- 
cause I  must  admit  it  was  going  along  very  nicely, 
and  we  had  lots  of  hope  for  getting  a  terrific 
amount  of  public  help  toward  improving  the  image 
of   the   physician    in    North    Carolina. 

As  soon  as  you  get  a  release  to  the  press,  I  think 
we  had  better  get  a  notice  out  to  all  of  our  counties 
who  have  accepted  and  offered  their  services  on 
this  program. 

DR.  RAVENEL:  May  I  ask  that  if  the  Society 
shouldn't  send  out  a  wire  to  each  county  society 
immediately,  and  then  follow  it  by  a  letter. 

PRESIDEXT  KERNODLE:  If  you  will  draft 
that  letter  and  get  it  to  Mr.  Barnes,  we  can  get  a 
wire  out  tonight  and  then  follow  with  that  letter 
tomorrow.  That  will  be  agreeable  to  your  com- 
mittee.  I    think    they    should  know. 

DR.  BIVENS:  How  many  counties  agreed  to  go 
along  with  the  program? 

DR.   RAVENEL:   65—51    county  societies. 

DR.  BEDDINGFIELD:  Representing  65  coun- 
ties. 

PRESIDENT  KERNODLE:  Some  of  them 
hadn't  even  met  as  yet,  and  others  were  still  in  the 
discussion  stage  that  probably  would  have  accepted 
it. 

Dr.  Amos  Johnson,  I  believe  you  would  like  to 
get  your   commission   report  completed. 

DR.  AMOS  JOHNSON:  The  first  report  will  be 
that  of  the  Committee  on  Chronic  Illness  and  this 
is  Dr.  Nichols',  and  this  will  be  the  longest  one. 
There    are    three   or    four    recommendations. 

1.  We  recommend  that  the  Chronic  Illness  Com- 
mittee lend  its  support  in  efforts  to  promote  legis- 
lative programs  in  cooperation  with  the  Medical 
Society's  committee   on  legislation. 

2.  We  recommend  that  the  MAA  report  be  ac- 
cepted as  information  and  so  recommended  to  the 
Legislative  Committee  for  consideration — the  ad- 
dition of  home  care  services  on  the  list  of  non- 
institutional  sei'vices  previously  recommended  in 
the  Davis  Bill,  19(il.  Also  recommends  that  pay- 
ments for  ancillary  services  provided  in  doctors 
offices  as  well  as  outpatient  departments  in  hos- 
pitals. 

This  is  a  report  which  I  turned  in  attached  to 
this  to  you  from  the  Chronic  Illness  Committee. 
There  are  just  two  or  three  places  in  there  that  I 
think  you  should  be  familiar  with  what  is  in  this 
report,  because  you  are  going  to  be  asked  to  ap- 
prove. Then,  as  a  matter  of  infoi-mation,  19  states 
have  passed  enabling  legislation,  that  the  Depart- 
ment of  Health  Education  and  Welfare  is  agree- 
able  to   call   implementing   Kerr-Mills. 

The  following  reporting  states  have  existing 
but  essentially  unchanged  OAA  programs;  Colo- 
rado,   Kansas,    Nebraska,    New    Jersey,    Rhode    Is- 


land, Wisconsin  and  Wyoming.  Wisconsin,  as  North 
Carolina,  will  repeat  in  1963  its  efforts  to  gain 
broader  implementation  of  the  law. 

And  now  we  go  to  the  particular  aspects  of 
implementing  Kerr-Mills  as  recommended,  and  on 
hospitalization  we  find  out  that  15  states  all  over 
have  indicated  per  diem  allowances  ranging  from 
a  minimum  of  ward  rate  with  no  limitation  as  to 
number  of  days  to  a  maximum  of  reimbursable 
cost,  the  highest  amount  being  $42  per  day,  with 
specified    limitations    as   to   the   number  of  days. 

Some  outpatient  services  presently  implemented 
under  the  Kerr-Mills.  Of  the  states  that  have  im- 
plemented the  Kerr-Mills,  only  7  states  provide  any 
allowance    for    outpatient    service. 

Nursing  home  care,  10  states  indicated  some 
payment   for    nursing    home    care. 

Dental  care,  6  states  give  emergency  dental  care. 

Physician  fees  for  services,  9  states  indicated 
some  vendor  payment  plans  under  the  implementa- 
tion. 

Now  then,  when  you  come  down  to  what  we  are 
recommending,  that  we  try  to  implement  in  North 
Carolina  from  your  Chronic  Illness  Committee, 
we  get  down  to  eligibility  requirements,  naturally 
this  means  tests,  and  this  is  in  essence  the  exact 
same  thing  that  was  recommended  two  years  ago 
when  we  were  batting  this  around.  Minimvun  of 
$1200  of  income  for  one  person,  $1800  for  a  couple ; 
liquid  assets,  $600  for  a  single  person,  and  $1,000 
for  a  couple.  Real  property,  from  $1800  to  $14,000 
assessed  valuation.  That  would  have  to  be  set 
down.  But  in  essence,  the  means  test  that  we  are 
proposing  this  year,  that  is  recommended  by  this 
group,  is  in  essence  the  same  as  it  was  two  years 
ago,   with  very  little  changes  in  that. 

A  matter  of  interest,  Kerr-Mills  law  became 
effective  as  of  October  1,  1962,  and  the  imple- 
mentation by  states  has  been  as  fast,  if  not  faster, 
than  any  previous  Federal-State  matching  pro- 
gram; yet  we  are  told  by  the  HEW  that  it  has 
been  dragging.  There  is  no  instance  of  any  other 
matching  program,  whether  it  involved  health  or 
any  other  area  of  participation  involving  matching 
monies  from  the  states  that  has  been  implemented 
as   fast   as   Kerr-Mills   has   this   far. 

Services  considered :  The  times  in  1962  remain 
the  same  as  two  years  ago;  that  is,  hospital  per 
diem  basis  is  considered  of  first  importance,  and 
that  it  be  $16  a  day. 

Noninstitutional  services :  That  we  have  recom- 
mended in  North  Carolina  include  ancillary  serv- 
ices, X-ray,  laboratory  procedures  on  a  noninstitu- 
tional basis,  and  home  care  services. 

Drugs,  with  limitations  of  specific  groups,  as  we 
did  before;  dental  care,  any  emergency  as  we  did 
before.  It  has  been  expressed  by  the  subcommittee 
that  some  consideration  be  given  to  the  payment  of 
physicians   for  inpatient  visits. 

In  other  words,  we,  two  years  ago  in  our  delib- 
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erations  under  different  circumstances  at  that 
time,  were  oppised  to  asking  for  any  vendor  pay- 
ments at  all.  But  the  general  area  of  thinking  is 
changing  some  now,  and  that  should  be  given  con- 
sideration again  and  not  just  that  old  precedent  be 
used  when  we  go  into  the  implementation  of  Kerr- 
Mills  again. 

Nursing  home   care   should  be  made   available. 

That,  in  effect,  is  about  all  that  I  have  to  submit 
for  that.  That  will  go  with  the  report  from  the 
Chronic  Illness  Committee  which  you  can  turn 
over  to   your   Legislative   Committee. 

They  also  recommend  that  the  Executive  Council 
approve  the  Home  Care  Program  Report,  and  so 
recommend   to  the   Legislative   Committee. 

That  is  the  report  which  you  also  have,  Annette, 
and  also  a  copy  will  be  submitted  with  this,  and 
which  is  implemented  to  some  degree  in  North 
Carolina.  Fifteen  counties  have  it.  We  have  24 
nurses  that  are  trained  to  give  home  care,  and  it  is 
desirable  that  this  be  kept  under  the  supervision 
of  doctors  through  the  various  county  departments 
of  health. 

And  it  is  also  essential,  and  so  recommended, 
that  in  areas  that  we  need  legislation  which  would 
permit  these  departments  of  health  and  the  counties 
to  charge  for  these  services  in  instances  where 
people  need  and  ask  for  the  services  and  are  able 
to  pay  for  them.  That  would  take  some  enabling 
legislation  to  make  the  county  departments  of 
health  eligible  to  receive  payments  under  these 
circumstances.  That  is   recommended. 

We  recommend  that  as  a  plan  of  operation  in 
stimulating  the  interest  and  leadership  of  local 
physicians  that  at  least  one  physician  in  each 
county  medical  society  be  fully  informed  as  to 
present  matching  funds  to  provide  medical  services 
for  welfare  patients  and  encourage  his  contacting 
the  county  commissioners  in  the  interest  of  the 
proper  utilization  of  these  available  funds. 

This  recommendation  was  made  when  most  of  us 
in  the  room  were  operating  under  the  opinion  that 
this  no  money  pajoiient  plan,  which  is  in  effect  in 
North  Carolina,  was  not  implemented  in  each  of 
our  hundred  counties,  and  there  are  many  of  the 
doctors  and  many  of  the  counties  who  do  not  know 
that  it  is  implemented  in  each  of  our  hundred 
counties ;  specifically  some  of  them  who  are  poli- 
tically minded  and  who  know  their  county  com- 
missioners have  told  me  it  wasn't  implemented 
there,  that  they  are  bound  to  be  wrong,  because 
Dr.  Winston  said  it  was  available  in  all  counties. 
And  therefore  it  is  essential,  if  we  are  to  get  the 
help  for  our  people  in  North  Carolina  which  is 
made  available  under  this  matching  plan  for  no 
money  payment  care  for  our  medically  indigent, 
that  every  doctor  in  North  Carolina  knows  that  it 
is  available,  and  that  every  doctor  in  North  Caro- 
lina— most  doctors,  some  doctors,  those  who  are 
politically  minded,  talk   to   their    county   boards   of 


commissioners  to  see  that  it  is  implemented,  and 
that  the  Welfare  Department  in  each  county 
make  use  of  it,  and  let  the  doctors  and  the  counties 
know  that  it  is  available,  because  it  is  a  good 
service. 

I  would  recommend  that  you  take  action  on  what 
I   have. 

PRESIDEXT  KERNODLE:  You  have  heard  the 
report  from  the  Chronic  Illness  Committee,  and  I 
want  to  report  to  you  before  any  action  to  conflict 
with  the  legislative  report  that  the  differences  re- 
garding the  action  of  the  Legislative  Committee 
and  the  Chronic  Illness  Committee  be  resolved  be- 
tween these  two  committees,  and  if  the  resolution 
cannot  be  completed,  that  the  action  be  referred 
back  to  the  Council  in  January,  because  there 
are  several  points  that  are  in  difference  with 
the  legislative  report  that  we  just  adopted. 

Whoever  makes  the  motion  to  accept  this,  I 
would  like  to  include  that. 

DR.  RAIFORD:   I  so  move. 

(The  motion  was  seconded  by  Dr.  Harry  John- 
son.) 

PRESIDENT  KERNODLE:  Any  discussion?  All 
those  in  favor — 

DR.  RAIFORD:  May  I  make  one  suggestion? 
That  one  of  the  big  ciuestions  we  have  had  from 
individual  doctors  is,  how  do  you  get  this?  Is  there 
some  way  of  informing  the  doctors? 

DR.  AMOS  .JOHNSON:  That  is  what  we  were 
attempting  to  do  in  implementing  one  of  the 
resolutions.  I  can  tell  you  very  briefly  and  go 
home  and  scatter  it.  You  pick  up  the  telephone  and 
call  the  head  of  the  Department  of  Public  Welfare 
in  your  count.v — in  my  county,  it  happens  to  be  a 
woman,  and  you  say  "In  my  office  I  have  a  patient 
who  I  have  known  for  a  long,  long  time.  They  are 
not  on  your  rolls.  They  are  not  receiving  help  from 
any  source.  They  have  paid  their  way  thus  far.  A 
member  of  the  family  has  fallen  and  broken  a  hip, 
or  a  member  of  the  family  has  to  have  this  and 
that  and  the  other,  which  is  in  the  nature  of  a 
catastrophic  medical  bill  for  them,  and  I  think  that 
they  need  some  help  under  your  no  money  payment 
plan. 

The  representative  of  the  Department  of  Welfare 
says,  "If  you  will  send  them  or  a  responsible  mem- 
ber of  the  family  by  my  office  to  talk  to  me,  and 
my  investigation  discloses  what  you  have  said,  I 
will  certify  them." 

I  have  never  had  one  that  was  not  certified.  It 
is  that  simple. 

PRESIDENT  KERNODLE:  I  would  like  even  to 
broaden  that  remark  just  a  little,  Amos.  I  had  one 
doctor  tell  me,  "You  couldn't  get  an  obstetrical 
patient  handled  through  this  service.''  If  you  have 
a  diabetic,  cardiac  or  toxemia  that  needs  to  be 
hospitalized  for  any  length  of  time,  and  they  come 
under  the  fact  that  they  are  unable  to  take  care 
of   a   prolonged  hospital  stay,   this   would   take  care 
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of  that  portion  of  the   program. 

It  is  very  simple,  as  he  says.  There  is  no  con- 
flicting factor.  All  you  do  is  call  and  report  the 
case,  and  it  will  be  handled  very  easily. 

DR.  AMOS  JOHNSON:  To  go  even  further  than 
that,  in  April  or  May,  when  your  3-day  diagnostic 
money  has  run  out  for  the  diagnosis  of  cancer, 
you  can  implement  that.  You  can  even  take  pre- 
mature  care. 

There  is  no  age  limit  to  this  thing  that  we  are 
operating-  under.  Kerr-Mills  has  a  65  age  limit. 
This,  you  have  to  be  alive,  that  is  all. 

PRESIDENT  KERNODLE:  Any  other  discussion 
on  this?  Ted,  do  you  have  another  question? 

All  in  favor  of  this  motion  let  it  be  known  by 
saying  "aye";  opposed  likewise.  The  "ayes"  have  it. 

DR.  AMOS  JOHNSON:  The  next  one  I  have  is 
the  Committee  on  School  Health. 

No.  1,  we  recommend  that  the  Committee  ap- 
prove the  proposed  school  health  report  in  principle, 
as  presented  by  Dr.  Ted  Scurletis.  He  is  a  pedia- 
trician who  has  practiced  six  or  eight  years  in 
private  practice  now  on  Doctor  Norton's  staff,  and 
is  quite  interested  in  school  health  and  other  pedia- 
tric problems.  He  has  outlined  to  us  several  things 
that  are  not  controversial,  pertinent  to  school  health, 
that  is  pertinent  to  the  examination  before  a  child 
is  admitted  to  school,  and  there  is  no  law  that  says 
he  has  to  be  examined ;  but  you  can  implement  a  law 
that  says  he  has  to  be  examined  during  the  first 
year  of  school.  It  deals  with  immunization  and 
deals  with  when  the  child  should  be  reexamined ; 
it  deals  with  how  often  a  person  should  be  examined 
to  participate  in  athletics.  It  deals  with  implemen- 
tation of  the  better  and  more  adequate  physical 
training  program  in  our  schools.  There  is  nothing 
controversial  in  it,  and  I  don't  think  you  all  want 
it  read.  It  is  a  very  good  deal  and  a  very  good 
report.  Dr.  Norton  is  familiar  with  it,  and  I  think 
will  vouch  that  there  is  nothing  controversial  in  it. 

No.  2,  we  recommend  that  teachers  get  thorough 
examinations  to  be  given  by  a  physician  every  year, 
and  that  chest  x-rays  be  required  every  two  years. 

There  are  many  instances  where  teachers  have 
gone  into  the  Department  of  Public  Health,  and 
have  had  a  tuberculin  test  done,  and  a  blood  pres- 
sure done  by  a  nurse,  and  the  certificate  signed, 
and  that  teacher  sent  on  to  school. 

We  feel  that  if  there  is  any  virtue  in  examining 
these  teachers  at  all  to  see  that  they  are  physically 
fit  to  teach,  and  are  not  transmitting  any  com- 
municable or  transmittable  disease,  that  it  should 
be  done  by  a  doctor  and  it  should  carry  his  par- 
ticular personal  signature. 

Those  are  the  recommendations,  and  I  would 
recommend  that  you   accept  them. 

MRS.  BOUTWELL:  Do  you  want  to  cite  the 
instance  where  that  question  was  raised  on  the 
report  blank  from  the  Department  of  Public  In- 
struction? It  cites  that  an  examination  be  given,  but 


that  chest  x-rays,  unless  they  are  free,  can  be 
omitted. 

DR.  AMOS  JOHNSON:  This  specifically  says 
every  two  years.  We  don't  care  whether  Dr. 
Norton's  folks  do  them  for  them  free,  or  whether 
they  go  and  pay  for  them.  We  specifically  recom- 
mend it  be  done  every  two  years,  and  that  the 
doctor  who  signs  it  has  an  awareness  that  it  has 
been    done    and   that  it   is    negative. 

DR.  BRIDGE R :  Don't  they  have  to  do  that  every 
year? 

PRESIDENT  KERNODLE:  They  do  in  several 
systems.  That  is  local  option.  In  our  county  and 
city,  it  is   every  year. 

DR.  FULLER:  I  make  a  motion  to  accept  this 
recommendation. 

(The  motion  was  seconded  by  Dr.  Williams.) 

PRESIDENT  KERNODLE:  All  those  in  favor 
let  it  be  known  by  saying  "aye";  opposed?  Carried. 

DR.  AMOS  JOHNSON:  The  next  is  the  Advisory 
Committee   to  the  Department  of  Public   Welfare. 

One  recommendation:  That  the  offices  of  the 
State  Medical  Society  be  utilized  to  further  imple- 
ment this  reevaluation  program  of  disability  ap- 
plicants as  is  now  being  conducted  in   18   counties. 

This  committee  feels  that  the  effort  to  get  the 
deadbeats  and  the  greedy  off  the  county  welfare 
rolls,  as  it  was  started  in  the  county  some  six  or 
eight  years  ago,  is  now  being  done  in  some  18 
counties  throughout  the  state,  should  be  publicized, 
and  that  our  various  county  medical  societies 
should  be  urged  and  wherever  possible  helped  to 
implement  this   program,   that  it  is  a  good   deal. 

Two:  We  had  a  session  with  the  committee  from 
the  State  Dental  Society,  who  came  in  with  sta- 
tistics to  prove  that  58  per  cent  of  all  the  dental 
care  given  to  all  the  children  of  school  age  in 
North  Carolina  was  done  with  funds  that  are  dis- 
tributed by  the   Department   of  Education. 

The  big  majority  of  this  money,  some  65  per  cent 
of  it,  is  presently  being  spent  in  dental  care,  and 
they  are  certified  by  the  Department  of  Welfare  in 
the  county  involved,  and  the  check  comes  from  the 
Department   of    Public   Education. 

The  dentists  were  upset  about  it.  We  referred 
them  to  our  Committee  on  School  Health,  and  they 
are  going  to  have  a  meeting  with  the  Committee 
on  School  Health,  and  then  from  that  joint  effort 
will  come  later  a  recommendation  to  this  body, 
with  the  idea  in  mind  that  should  it  be  necessary, 
our  Negotiations  Committee  could  take  over  from 
there.  That  is  purely  for  your  information  as  to 
what  is  going  on. 

Last  year,  we  had  a  visit  from  Dr.  Ellen  Win- 
ston. She  talked  to  us  for  about  SO  minutes  and 
gave  us  the  figures  of  the  monies  that  have  been 
spent  in  this  no  money  pa^niient.  The  anticipated 
figures  for  the  next  several  years — and  it  goes 
for  about  four  years  that  they  have  figures  for. 
It   gets  up  as   high   as   over   $5  million   four   years 
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from  now  that  will  be  spent  for  it.  She  continu- 
ously compared  the  services,  the  privileges  and 
the  benefits  that  the  people  in  North  Carolina 
were  getting  under  this  implementation  of  Kerr- 
Mills — she  didn't  call  it  implementation  of  Kerr- 
Mills,  or  the  number  of  the  bill — as  compared  to 
Virginia,  Tennessee,  and  some  of  the  other  states 
who  have  in  a  minor  manner  implemented  Kerr- 
Mills,  and  giving  glowing  accounts  of  how  much 
better  it  was  working  here. 

But  we  at  the  conclusion  asked  her  if  it  wasn't 
factual  that  aside  from  outpatient  services,  and 
nursing  home  services,  and  those  few  things  that 
are  included  in  Kerr-Mills  that  are  not  included 
in  the  no  money  vendor  payment,  that  our  people 
were  getting  much  better  implementation  of  Kerr- 
Mills — she  almost  said  yes.  But  she  is  not  going 
to  admit  this  is  in  any  manner  implementing  in 
any   form  the  bill   by  number   or   by  name. 

Anyhow,  it  is  anticipated  that  we  will  have  a 
larger  sum  of  money  in  each  of  the  counties  avail- 
able, and  more  participation  in  the  no  money 
payment  plan  for  hospital  services  for  our  indi- 
gent,  medically    indigent    this   year. 

I  did  not,  nor  was  it  raised  at  this  meeting,  get 
into  the  business  of  where  she  would  stand  in 
implementing-  to  its  fullest  Kerr-Mills;  but  I  have 
been  told  that  she  has  made  the  statement  to  John 
that  she  was  not  only  interested  in  it,  but  would 
be  interested  in  working  with  him  to  work  up  a 
bill  to  be  presented.  Is  that  true? 

PRESIDENT  KERNODLE:   That  is  right. 

DR.  AMOS  JOHXSOX:  That  is  the  report. 

MR.  BARXES:  One  other  significant  thing,  Dr. 
Johnson.  Of  the  $.325,000  allocated  by  legislative 
act  from  the  Medical  Care  Commission  to  the  Wel- 
fare Department  to  implement  this  no  money  pay- 
ment program,  .$100,000  was  diverted  far  the  bi- 
ennial. 

DR.  AMOS  JOHNSON:  That  was  of  unmatched 
monies,  too. 

MR.  BARNES:  'Which  could  have  just  about 
implemented  the  Kerr-Mills  Program  as  we  en- 
visioned it  two  years  ago. 

PRESIDENT  KERNODLE:  There  is  one  other 
figure  she  related  to  us  that  I  would  like  to  add. 
Out  of  the  General  assistance  fund  from  the  coun- 
ties that  is  used  to  pay  for  medical  care  and  so 
forth,  of  the  budget  of  $.3,22.5,000  in  19C0-61,  and 
1961-62,  they  only  spent  $1,810,000  of  that  money 
on  this  program  because  of  the  matching  funds 
coming  in  and  reducing  their  outgo  for  this  parti- 
cular  area. 

So  in  reality,  $100,000  was  returned  to  the  state 
budget  of  state  money,  and  $1,400,000  less  was 
used  in  this  particular  area  by  the  counties.  Now 
they  did  not  take  that  back  and  put  it  in  other 
areas,  but  I  am  just  showing  you  what  has  been 
done  by  increasing  the  matching  funds  lor  hospi- 
talization  in  this  medically   indigent  group. 


I  want  to  reiterate  that  she  made  the  statement 
that  she  would  be  happy  to  get  her  legal  people 
started  on  a  simple  bill,  and  the  bill  was  practi- 
cally as  I  outlined  when  we  were  talking  about 
legislation  earlier.  I  didn't  tell  her  that  our  legal 
counsel  had  already  started  working  on  a  similar 
bill,  but  I  am  sure  that  within  the  next  few  weeks, 
we  will  get  a  bill  from  her  that  will  be  very  simple 
and   acceptable  to  her  department. 

DR.  AMOS  JOHNSON :  I  don't  believe  that  this 
requires  any  action.  That  was  purely  a  matter  of 
information. 

This  is  a  report  of  the  Committee  on  Mental 
Health.  This  committee  reaffirmed  its  stand  favor- 
ing (1)  mental  health  authority  and  system  of 
facilities  and  services,  preferably  the  State  Board 
of    Hospital    Control,    for    North   Carolina. 

This  is  what  they  have  continuously,  despite  the 
fact  that  this  Council  and  other  groups  in  medicine 
have  recommended  that  mental  health  clinics  be 
done  under  the  auspices  of  the  Department  of 
Health — and  reasons  cited  include  (1)  the  lack 
of  adequate  state  leadership;  (2)  the  lack  of  con- 
tinuous supervision  of  community  clinics  that  would 
encourage  experience  opportunities  for  interns 
and  residents  in  psychiatry;  and  (3)  to  avoid  any 
duplication  of  overlapping  of  community  services 
within   a  given   community. 

PRESIDENT  KERNODLE:  What  is  your  rec- 
ommendation? 

DR.  AMOS  JOHNSON:  That  is  their  recommen- 
dation. I  am  reporting. 

PRESIDENT  KERNODLE:  You  have  heard  the 
report  of  this  committee.  What  are  the  wishes  of 
the   Council   at  this  time? 

This  is  the  second  time  this  committee  has  come 
up  with  this  recommendation,  and  if  I  recall,  at 
the  last  Executive  Council  in  May,  this  program 
was  not  accepted  by  the  Council  as  the  procedure 
of  choice,  and  the  Council  went  on  record  after 
hearing  both  sides  that  the  mental  health  prog'ram 
and  clinics  be  under  the  guidance  and  supervision 
of  the   State   Board  of  Health. 

DR.  AMOS  JOHNSON:  I  would  think  just  from 
having  been  exposed  to  it  and  having-  been  inter- 
ested in  it  for  a  number  of  years,  and  being  inter- 
ested in  it  on  a  local  level,  that  this  should  be 
received  for  information  at  this  time,  and  that  fur- 
ther study  be  done  on  this,  conferring  with  Dr. 
Norton,  and  that  you  do  much  the  same  here  as  you 
did  earlier  to  another  area  of  controversy  between 
legislative   and  maternal  health. 

DR.  WILLI. \MS:  I  move  we  accept  it  as  in- 
formation. 

PRESIDENT  KERNODLE:  You  move  that  this 
be  accepted  as  information  without  any  recom- 
mendations to  the  chairman  for  activity  at  all,  or 
to  the  committee  too — as  information  only.  Motion 
has  been   made.  Is   there   a   second? 

(The  motion  was   seconded  by   Dr.   Bivens.) 
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PRESIDEXT  KERNODLE:  Any  discussion? 
All  in  favor  of  the  motion  say  "aye"; — all  opposed? 
You   have  heard  the  motion  and  it  is  passed. 

DR.  AMOS  JOHNSON:  Recommendations  of  the 
Committee  on  Maternal  Health.  One  of  these  rec- 
ommendations you  are  familiar  with,  that  the 
Executive  Council  approve  the  chairman's  report 
and  agree  with  the  recommendation  not  to  seek 
any  change  in  the  existing  law  regarding  thera- 
peutic abortion.  After  discussion  and  reevaluation, 
the  committee  believes  that  the  present  existing 
law  is  adequate  to  the  problem  at  hand. 

Recommend  that  the  Maternal  Welfare  Com- 
mittee, recognizing  the  validity  of  sterilization, 
would  give  consideration  to  a  proposal  of  proper 
stature   relating  to  voluntary  sterilization. 

This  committee  does  not  want  to  start  any  legis- 
lation in  this  line,  that  this  committee  would  be 
receptive  to  a  well-worded  statute  involving  sterili- 
zation. 

Other  things  that  were  brought  out  that  would 
be  of  interest  to  you  is  that  hemorrhage  now  is  a 
greater  cause  of  death,  maternal  deaths  in  North 
Carolina,  than  is  toxemia,  and  in  discussing  that 
it  was  found  that  in  a  big  majority  of  the  cases 
that  got  into  difficulty  with  hemorrhage,  the  hemo- 
globin of  the  pregnant  woman  at  the  time  she  pre- 
sented herself  at  the  hospital  or  clinic  for  delivery 
was  less  than  10  grams,  and  that  to  most  of  those 
there  was  an  inexcusable  situation,  unless  there  be 
some  dyscresia  or  malfunction  of  the  bloodforming 
bodies.  Further,  that  there  were  25  anaesthetic 
deaths  in  the  second  thousand  maternal  deaths  that 
were  reported  in  North  Carolina,  and  there  is  a 
breakdown  on  that.  Three  of  those  were  in  standard 
hospitals,  and  I  assume  by  "standard"  that  it  is 
meant  accredited  hospitals ;  25  were  in  substandard 
hospitals  or  clinics,  and  one  was  in  the  home. 

That  information  was  turned  over  to  the  Anaes- 
thesia Committee,  and  I  will  refer  to  that  a  little 
bit  later. 

I   don't  think   that   requires  any   action. 

The    Committee   on   Cancer. 

Recommend  to  the  Continuation  Education  Com- 
mittee of  the  University  of  North  Carolina  that 
teaching  demonstrations  be  set  up  upon  request 
from  a  clinic  or  county  medical  society,  on  exam- 
ination of  anus  and  sigmoid.  Contact  to  be  made 
by  Dr.  Richardson  in  cooperation  with  the  State 
Board   of    Health's   Cancer    Clinic    Program. 

This  came  as  a  result  of  information  that  from 
the  age  of  35  to  60,  there  are  more  deaths  in  North 
Carolina  from  malignancy  of  the  lower  bowel 
which  could  be  seen  and  diagnosed  by  proctoscopic 
or  sigmoidoscopic  examination  than  from  carcinoma 
of  the  cervix. 

So  that  in  the  process  of  a  routine  examination 
in  cancer  detection  clinics,  it  is  essential  that  cer- 
tainly within  that  age  group  this  examination  be 
done    with   equal   frequency   as    the    examination   to 


obtain  a  diagnosis  of  carcinoma  of  the  cervix.  It 
was  pointed  out  that  it  wasn't  being  done,  but 
that  it  is  an  easy  procedure,  and  that  it  is  one  of 
the  duties  of  the  University  of  North  Carolina,  so 
spelled  out  in  the  enabling  legislation,  that  they 
are  to  help  to  implement  the  teaching  of  such  as 
this   in  areas  of  North   Carolina. 

This  Committee  sees  a  need  of  the  indigent  pat- 
ients in  North  Carolina  to  receive  additional  diag- 
nostic studies  in  an  effort  to  reduce  cancer  and 
tuberculosis.  This  committee  would  like  to  work 
with  the  Professional  Service  Committee  of  the 
American  Cancer  Society  to  discuss  the  implemen- 
tation of  such  a  program  with  the  Commissioner  of 
Public  Welfare  that  the  physicians  of  this  state 
could  be  of  assistance  in  reducing  the  incidence  of 
these  diseases. 

It  is  factual  that  in  the  recipients  of  welfare  in 
the  State  of  North  Carolina,  the  frequency  of 
tuberculosis  and  of  cancer  of  the  cei-vix  is  four 
times  greater  than  it  is  in  those  who  are  in  better 
financial  status.  They  are  the  neglected  group, 
and   something  should   be   done  to  work  with  them. 

As  a  matter  of  interest,  of  the  65,000  Papanicol- 
aous  reported  in  North  Carolina  last  year,  one 
per  cent  were  positive  in  proven  cancer,  one  and 
one-half  per  cent  suspicious,  making  a  total  of  two 
and  one-half  per  cent,  with  suspicion  for  Type  3, 
and  biopsy  of  these  showed  that  50  per  cent  of 
them  were  proven  to  be  malignant. 

I  don't  believe  that  there  is  any  action  necessary 
on  this   report. 

The  next  one  is  that  of  the  Committee  on  Ve- 
nereal Disease,  and  they  submitted  their  own  report 
in  detail,  and  it  boils  down  in  general  to  just  this : 
That  venereal  disease  is  now  rapidly  becoming  a 
major  problem  again,  and  that  it  is  becoming  a 
problem  in  one  of  our  more  important  age  groups, 
the  really  young,  the  15  to  20  age  group,  and  the 
sugg-estions  boiled  down  were  (1)  that  the  Academy 
of  General  Practice — that  is  the  organization  of 
general  practitioners  who  would  see  originally  in 
North  Carolina  more  of  these  people — aim  their 
education  program  toward  making  the  general 
practitioners  aware  of  this,  having  them  look  for 
this,  and  chiefly  getting  an  awareness  of  this  over 
to  these  people,  that  finding  the  one  case  and 
treating  that  alone  is  not  by  any  means  enough ; 
that  the  carrier,  the  contact  must  be  run  down, 
reported  and  followed  up,  and  cured,  if  we  are  to 
do  anything  of  a  really  important  nature  towai'd 
controlling  this. 

It  is  recommended  that  the  state  medical  society 
set  up  a  speakers'  panel  on  these  problems  of 
venereal  disease,  and  recommend  a  reevaluation  of 
age-titer  reports  of  positive  serology  for  syphilis, 
so  that  in  some  instances  these  people  who  have  a 
fast  test  are  not  continuously  having  their  doctor 
and  others  written  to  every  time  they  have  a  re- 
evaluation   or   a    Wassermann   done    some    place. 
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That  can  be  received  for  information.  I  don't 
think  you  are  going-  to  set  up  a  speakers'  bureau 
to  tour   the  state  on  that  right  now. 

MRS.  BOUTWELL:  May  I  add  one  other  thing 
that  I  thought  was  in  there.  They  wanted  physicians 
to  know  that  they  could  use  the  VD  investigator, 
that  he  is  at  their  service  in  attempting  to  contact, 
and  please  encourage  the  physicians  to  do  so.  That 
would  be  another  branch. 

DR.  AMOS  JOHNSON :  That  was  in  there.  I  prob- 
ably overlooked  that  in  generalizing,  that  there  is 
available  aid  to  run  down.  The  doctor  himself 
doesn't  have  to  get  out  and  ride  the  road  to  run 
down  the  contact.  The  important  thing  is  that  the 
contact  be  contacted  and  brought  in  for  care. 

PRESIDENT  KERNODLE:  We  have  four  com- 
mittees that  we  have  received  for  information.  Is 
that  what  you  want,  or  do  you  want  action  on  this 
one? 

You  want  action  on  whether  we  are  going  to 
set  up  a  speakers'  panel?  Information,  from  what 
I  gather.  Is  it  the  feeling  of  this  group  to  receive 
the  report  of  those  four  committees  for  informa- 
tion? 

DR.  PASCHAL:   I  make  such  a  motion. 

PRESIDENT  KERNODLE:  I  would  like  a  sec- 
ond. 

(The  motion  was  duly  seconded  by  Dr.  Bridger.) 

DR.  AMOS  .rOHNSON:  It  is  recommended  that 
it  is  essential  to  have  enabling  legislation  in  North 
Carolina  for  licensing  day  care  facilities.  We  will 
stop  there  and  say  that  Dr.  Winston  in  her  talk  said 
she  had  $180,000  that  had  been  made  available  to 
her  for  use  in  the  area — she  didn't  specify  what — 
of  child  care  facilities,  day  care  facilities  for  chil- 
dren. 

Dr.  Winston's  department  is  interested  in  having 
the  approval  and  licensure  of  these,  and  the  state 
department  of  health  is  interested  in  it.  Dr.  Scur- 
letis  has  talked  to  us  about  that,  and  this  I  think 
is    somewhat  covered    in  the   next  recommendation. 

This  legislation  should  include  specific  provisions 
that  would  require  all  matters  pertaining  to  health 
to  be  the  specific  responsibility  of  physicians  inter- 
ested in  child  health. 

Now  I  added  this.  They  did  not  put  this  in  their 
motion.  I  say,  therefore,  this  favors  the  Health 
Department  being-  the  licensing  bureau,  because 
it  does  specifically  spell  out  that  it  should  be  under 
the  supervision  of  physicians  interested  in  child 
health;  and  I  do  not  know  that  that  applies  to  the 
Public   Welfare    Department. 

This  recommendation  to  be  reported  to  the  Ex- 
ecutive Council  for  appropriate  action  and  referral. 

That  will  require  some  action. 

PRESIDENT  KERNODLE:  Let  us  read  that 
again  and  see  if  we  can  get  someone — 

DR.  AMOS  -JOHNSON:  The  essence  of  the  whole 
thing  is  that  someone  should  make  a  resolution  say- 
ing that  we  approve  that  under  the  Department  of 


Public  Health  there  be  licensure  of  day  care  for 
children  in  North  Carolina. 

PRESIDENT  KERNODLE:  You  suggest  by  this 
committee  report  that  the  licensure  of  day  care  be 
licensed  under  the  State  Board   of  Health. 

MRS.  DOVTWELL:  It  may  not  involve  the 
whole  licensure  program,  but  any  matters  pertain- 
ing to  health,  the  health  standards  should  be  dic- 
tated or  controlled  by  health  authorities,  and  that 
is  why  the  committee  set  down  this  motion.  It  may 
be  under  licensure  of  welfare. 

DR.  FULLER:  May  I  make  a  motion  then  that 
the  Council  approve  the  recommendation.  Is  that 
what  you  want? 

PRESIDENT  KERNODLE:  Your  motion  is  that 
you  approve  the  recommendation  of  the  Child 
Health  Committee.  Is  there  a  second  to  that  motion? 

DR.  WILLIAMS:  I  will  second  it. 

(Discussion   off  the   record.) 

PRESIDENT  KERNODLE:  We  have  a  motion 
on  the  floor  with  regard  to  accepting  this  recom- 
mendation. Any  further  discussion  on  that  motion? 
All  in  favor  let  it  be  known  by  saying  "aye";  op- 
posed likewise.  Carried. 

DR.  AMOS  .JOHNSON:  The  committee  on  Phy- 
sical Rehabilitation  recommends  that  the  Council 
accept  the  outline  prepared  by  the  North  Carolina 
Physical  Therapy  Association  reported  by  Helen 
Kaiser  of  the  Physical  Therapy  Department  at 
Duke    University. 

Recommendation  that  the  Chronic  Illness  Com- 
mittee make  every  effort  to  raise  the  standards  of 
nursing  homes  to  a  minimal  level  and  before  li- 
censing is  provided,  certain  standards  for  construc- 
tion be  provided. 

The  licensing  of  nursing  homes  is  going  to  be  a 
function,  accreditation  of  nursing-  homes  is  going 
to  be  a  function  of  the  Nursing  Commission  of  Ac- 
creditation of  Hospitals  on  a  national  basis  within 
a  year,  and  it  will  have  as  its  backing  the  fact  that 
all  insurance  payments  made  on  policies  that  supply 
coverage  for  nursing  home  care  will  be  contingent 
upon  certification  of  these  homes,  and  that  body 
goes  into  great  details  about  the  standards  and  re- 
quirements, even  the  architecture,  the  setup  and 
understanding  for  emergency  care  for  their  pat- 
ients in  hospitals  and  medical  centers,  et  cetera, 
'way  in  advance  of  anything  thought  of  in  this 
area.  I  don't  think  there  would  be  anything  wrong 
with   approving   these   recommendations. 

MR.  BARNES:  What  is  the  Kaiser  report? 

DR.  AMOS  .JOHNSON:  That  just  deals  with  the 
technicalities  of  physiotherapy  in  the  home  as  set 
out  by  a  report  from  Duke,  and  I  don't  think  there 
is  anything  in  that  that  you  want  to  have  read  to 
you.  That  has  nothing  controversial  in  it. 

MRS.  BOUTWELL:  This  report  is  a  guideline 
which  the  North  Carolina  Physical  Therapy  As- 
sociation has  outlined  to  be  used  in  training  public 
health   nurses   and    others    allied   in   the   home    pro- 
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gram,  and  these  are  just  technical  procedures 
which  tlie  physical  therapists  have  offered,  and 
volunteers  to  assist  in  giving  to  allied  health  per- 
sonnel that  would  be  helpful  in  home  care  pro- 
grams. 

PRESIDENT  KERXODLE:  You  have  heard  the 
motion.  Is  there  any  further  discussion?  All  in 
favor  let  it  be  known  by  saying  "aye";  opposed 
likewise.  Carried. 

DR.  AMOS  JOHNSON:  Committee  on  Anaesthe- 
siology  Study  recommends  that  the  chairmanship 
of  the  Anaesthesiology  Study  Commission  be  length- 
ened to  a  period  of  three  years,  due  to  time 
required    for   completion   of    anaesthesiology    study. 

Recommended  an  increase  in  the  budget  expenses 
from  $300  to  $400  per  year,  and  may  I  say  that 
more  women  die  in  North  Carolina  each  year  from 
anaesthesia  deaths  than  die  from  death  at  the  time 
of  delivery.  That  this  committee  has  the  potential 
for  looking  into  the  care  of  a  greater  number  of 
people  than  does  the  Committee  on  Maternal  Health, 
and  some  of  the  reports  that  I  have  seen  vi^here 
people  died  in  anaesthetic  death  indicate  to  me  that 
they  would  not  be  out  of  bounds  if  they  requested 
an  additional  hundred  dollars,  if  it  were  going  to 
be  productive  of  getting  in  more  reports  on  anes- 
thesia deaths. 

(Discussion   off    the   record.) 

PRESIDENT  KERNODLE:  I  would  like  some- 
one to  make  a  motion  that  we  accept  their  request 
for  $400  this  year. 

(Such  motion  was  made  by  Dr.  Reece  and  sec- 
onded by  Dr.  Williams.) 

PRESIDENT  KERNODLE:  Further  discussion? 
All  in  favor  let  it  be  known  by  saying  "aye" ;  all 
opposed  likewise.  Carried. 

DR.  AMOS  JOHNSON:  Committee  on  Veterans 
Affairs. 

Recommend  we  consider  the  possibility  of  re- 
grouping committees  of  similar  interest  and  func- 
tion (federal  medical  services  as  AM  A  lists)  and 
let  this  committee  be  a  part  of  the  subcommittee 
of  such  grouping,  trying  to  cut  down  on  committees. 

Recommend  that  Dr.  Foster  of  the  Veterans  Ad- 
ministration make  further  inquiry  as  to  the  need 
for  a  consultant  committee  and  if  so  let  this  be  the 
function  of  the  present  committee;  and  unless 
there's  a  need  for  this  committee  that  can  be  estab- 
lished before  May  30,  1963,  that  this  committee 
be  dissolved  and /or  its  functions  be  absorbed  by 
some  other  committee  of  the  State  Medical  Medical 
Society. 

DR.  HARRY  JOHNSON:  I  move  the  approval  of 
this. 

(The  motion   was   seconded  by  several.) 

PRESIDENT  KERNODLE:  All  in  favor  let  it  be 
known  by  saying   "aye";    opposed?   Carried. 

DR.  AMOS  JOHNSON:  Dr.  Ravenel  made  his 
own  committee  report.  Here  are  some  of  the  intri- 
cacies and  details  in  arriving  (1)   at  putting  on  the 


program;   and    (2)    of   calling   off   the  program. 

PRESIDENT  KERNODLE:  Shall  we  approve 
the  report  of  the  Commissioner  on  Public  Service 
in  toto,  with  corrections? 

(Such  motion  was  made  by  Dr.  Paschal  and 
seconded   by  Dr.   Beddingfield.) 

PRESIDENT  KERNODLE:  All  in  favor  let  it 
be  known  by  saying  "aye";  opposed  likewise.  Car- 
ried. 

Dr.  Goldner,  w^ould  you  like  to  tell  us  about  the 
plan? 

DR.  J.  LEONARD  GOLDNER:  Mr.  President 
and  gentlemen,  the  Committee  on  Arrangements, 
Dr.  Styron,  reported  that  for  Asheville,  1963,  there 
will  be  no  change  in  the  format  of  the  program. 
They  suggested  more  utilization  of  the  recreational 
facilities,  and  this  is  being  looked  into. 

Greensboro,  1964,  the  Committee  is  going  ahead 
with  the  investigation  of  facilities  by  on-the-spot 
visits.  It  was  noted  that  the  arrangements,  the 
meeting  places  will  not  be  centralized. 

Charlotte,  1965,  additional  facilities  to  be  con- 
structed were  presented  by  Mr.  Stedman  of  the 
VIP  Hotels,  and  after  hearing  this,  it  was  decided 
that  these  would  be  an  improvement,  but  would 
still  not  be  adequate  for  centralization  of  the  meet- 
ing. There  is  still  difficulty  \vith  the  exhibits,  and 
so    on.    No   recommendations    from   this    committee. 

The  Committee  on  Scientific  Works,  it  was  again 
recognized  conflicts  of  the  meetings  and  the  House 
of  Delegates  and  general  sessions  existed.  Reexam- 
ination of  these  and  the  groupings  of  the  meetings 
is  recommended  for  1964. 

The  1963  program  was  tentatively  arranged. 
General  sessions  in  the  AM,  Monday,  Tuesday  and 
Wednesday;  Sectional  and  audio-visual  sections  in 
the  afternoon,  Monday  and  Tuesday;  House  of  Del- 
egates meeting  on   Sunday  and  Tuesday  afternoon. 

Topics  of  wide  general  interest  are  up  before  the 
Committee  on  the  Monday  morning  session  and 
out-of-state  speakers  are  to  be  invited.  The  only 
recommendation  of  this  Committee  on  scientific 
works  w^as  the  consideration  for  rearranging  the 
general  format  of  the  program  for  1964. 

The  Committee  on  Awards,  Dr.  Crowell,  made 
recommendations  for  making  the  awarding  of  the 
Wake  County  and  other  awards,  that  the  recipient 
might  receive  them  on  the  program  where  pre- 
sented. This  was  met  with  enthusiasm.  Efforts 
will  also  be  made  to  judge  the  winning  exhibits  and 
the  awards  presented  at  the  current  meetings.  No 
recommendation. 

The  Committee  on  Audio-Visual  and  Post  Gradu- 
ate Instruction,  Monday  and  Tuesday  afternoon 
showings  conflict  with  the  section  programs.  If  the 
general  format  of  future  meetings  is  to  be  re- 
organized, the  audio-visual  will  draw  a  larger 
crowd  and  probably  go  back  to  a  period  when  there 
will  not  be  a  conflict  wdth  the  House  of  Delegates 
and  the  general  sessions.  No  recommendations. 
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Thf  Committee  on  Scientific  Exhibits,  presenta- 
tion of  legitimate  exhibits  is  to  be  encouraged  for 
this  coming-  year,  with  participation  for  physicians 
who  do  not  have  large  funds  available.  Various 
committee  members   have  been   assigned. 

Public  relations  will  also  add  the  comment  in  the 
bulletin  to   encourage  this. 

Concerning  the  applications  for  space  for  the 
exhibits,  that  the  blank  be  changed  to  February  1, 
rather  than  December  31,  since  this  is  not  a  realistic 
date.    No   other  I'ecommendations. 

The  Committee  on  Reevaluation  of  Attendance  at 
Medical  Meetings — the  Committee  recommends  that 
more  members  of  the  State  Medical  Society  be  as- 
signed duties  at  functions  of  the  State  Medical 
Society.  Recommendation  also  that  the  president- 
elect get  out  a  letter  to  all  delegates  with  a  copy 
to  the  president  and  secretary  of  each  county  medi- 
cal society  asking  for  names  of  members  who 
have  served  on  various  committees.  This  is  to  be 
done  as  early  as  possible  during  his  tenure  as 
president-elect,  in  order  that  he  might  have  a 
better  idea  of  the  delegation  who  is  best  qualified, 
interested  and  who  can  serve,  and  that  the  appoint- 
ments can  be  made  with  a  little  more  time. 

Suggestions  were  also  made  to  give  status  to 
the  district  medical  societies  and  the  officers,  pos- 
sibly making  the  director  of  the  district  medical 
society  or  the  president  a  vice-councilor. 

Also,  in  order  to  increase  the  interest  in  the 
legislation  of  the  Society  and  allow  carry-over  in 
responsibilities,  a  number  of  delegates  in  each 
county  medical  society  could  be  increased,  and  the 
delegates  asked  to  serve  a  3-year  term,  with  a  sug- 
gested, possibly,  increase  in  the  number  of  dele- 
gates twice  the  present  size. 

Rearrangements  of  the  program  were  discussed. 
The  House  of  Delegates'  meeting  is  not  to  conflict 
^\^th  the  general  session  and  the  section  meetings 
if  this  can  be  arranged.  One  possible  solution  would 
be  to  have  the  House  of  Delegates  meet  all  day 
Monday,  to  rearrange  the  section  meetings  for  all 
day  Tuesday,  general  session  on  Wednesday  morn- 
ing, to  change  the  banquet  to  Wednesday  night, 
the  last  meeting  of  the  House  of  Delegates  on  Wed- 
nesday  afternoon. 

More  stress  and  interest  be  given  to  medical  stu- 
dents, especially  those  in  the  junior  and  senior 
year.  Place  the  junior  and  senior  medical  students 
on  the  public  relations  mailing  list  to  stimulate 
interest  in  the  various  meetings  of  the   Society. 

The  Committee  also  agreed  that  location  of  the 
meeting  in  a  central  area  providing  central  facili- 
ties would  add  an  increased  attendance  and  inter- 
est. 

It  was  suggested  that  possibly  someone  in  au- 
thority try  again  to  contact  the  management  of  the 
Carolina  Hotel  Area  and  work  through  one  of  the 
local  physicians  in  the  area  to  see  if  something 
couldn't  be  worked  out  in  19fil3. 


The  Committee  on  Credentials  and  Committee 
on  Golf  did  not  meet. 

PRESIDEXT  KERNODLE:  You  have  heard  the 
report  of  the  Ari-angements  Commission,  Annual 
Convention  Commission,  What  is  the  pleasure  of 
the  group'? 

DR.  DEDDIXGFIELD:  I  move  the  acceptance 
of  the  report. 

PRESIDEXT  KERXODLE:  It  will  be  desig- 
nated that  that  is  accepted  for  information — that 
is  the  motion  now — and  is  there  any  further  dis- 
cussion? 

(The  motion   was   seconded   by  Dr.   Williams.) 

PRESIDEXT  KERXODLE:  All  in  favor  let  it 
be  known  by  saying  "aye";  opposed  likewise.  The 
"ayes"  have  it. 

Dr.  Wayne  Benton,  could  you  give  us  the  rest  of 
your    Commission   Report? 

DR.  BEXTOX:  The  only  other  committee  report 
I   have  is  the  Committee  on   Integration, 

Motion  made  by  Dr.  Amos  Johnson  and  seconded 
by  Dr.  .James  Hemphill  that  the  Committee  to 
study  integration  of  Negro  physicians  into  the 
Medical  Society  of  the  State  of  Noi-th  Carolina, 
recommends  that  the  Executive  Council  of  the 
Medical  Society  of  the  State  of  North  Carolina 
grant  a  hearing  to  the  liaison  committee  of  the 
Old  North  State  Medical  Society  to  discuss  the 
question  of  membership  as  requested  by  the  rep- 
resentatives of  the  Old  North  State  Medical  Soc- 
iety. Motion  was  unanimously  passed. 

Sug.gestion  by  Dr.  Kernodle  that  the  Committee 
Liaison  to  study  integration  of  Negro  physicians 
into  Medical  Society  of  the  State  of  North  Caro- 
lina be  present  at  the  Executive  Council  meeting 
at  such  time. 

And  that  this  portion  of  the  Executive  Council 
minutes  be  made  available  to  members  of  the 
Committee  on   Integration. 

PRESIDEXT  KERXODLE:  You  have  heard  the 
recommendation  of  the  committee  Liaison  on  Inte- 
gration  of  Negroes   into   our  Society.   Any  motion? 

DR.  PASCHAL:  I  move  that  the  report  be  ap- 
proved and   that  appropriate   action   be   taken. 

PRESIDEXT   KERXODLE:   Is   there  a   second? 

(The  motion  was  seconded  by  Dr.  Bridger.) 

(Discussion   off   the  record.) 

PRESIDEXT  KERXODLE:  Are  you  ready  for 
the  question?  All  in  favor  let  it  be  known  by  saying 
"aye":  opposed  likewise.  That  completes  your  Com- 
mission. 

DR.  BEXTOX:  There  is  nothing  further  to  re- 
port. 

MR.  BARXES:  Before  Dr.  Benton  leaves,  the 
Committee  on  Finance  considered,  and  the  Editor- 
ial Board  considered  yesterday  the  proposition  of 
the  mailing  facilities  which  the  Medical  Society  has 
been  enjoying  through  the  Hospital  Saving  Associa- 
tion for  some  15  years.  It  nas  now  reached  the 
point    that     Hospital    Savings     is    converting    that 
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facility  to  IBM.  They  liave  an  addressogvaph  ma- 
chine; they  have  a  machine  to  cut  the  plates.  They 
have  all  of  our  addresses,  the  files  for  the  address 
plates  to  be  filed  in.  They  have  divisions  of  them 
by  various  county  societies  and  areas,  and  it  would 
be  a  very  helpful  thing  to  have. 

They  have  offered  to  turn  that  over  to  the  Medi- 
cal Society  for  $500.  It  would  probably  represent  on 
today's  market  ten  times  that.  I  think  it  would  be 
a  valuable  thing-  for  us  to  have,  and  I  believe — 

DE.  BEWTON:  The  Finance  Committee  recom- 
mended we   buy  that. 

MR.  BARXES:   So  did  the  Editorial  Board. 

PRESIDEXT  KERNODLE:  Didn't  we  put  that 
up  to  $1,000  in  the  capital  expenditures  for  this  in 
the  Finance  Committee?  That  was  accepted  already 
in    the   Finance    Committee. 

MR.  BARXES:  There  was  some  suggestion  we 
might  even  amortize  that  in  arrangement  with  the 
Hospital  Saving'  Association,  so  that  the  revenue 
from  actual  Addressograph  services  to  certain 
postgraduate  assemblies,  and  so  forth,  would  pay 
for   the   thing-   in   two   or   three   years  at  that  cost. 

PRESIDEXT  KERXODLE:  I  think  we  will  re- 
ceive that  as  information,  because  the  amount  of 
money  to  purchase  this  is  included  in  the  budget 
which  you  adopted  earlier  in  the  day. 

There  is  one  other  thing-  before  Wayne  leaves — 
stick  around  just  a  minute  longer.  Dr.  Rhodes, 
will   you  give  us  a  report  on  your   Commission? 

DR.  RHODES:  Mr.  President,  this  will  be  a 
very  brief  report,  inasmuch  as  this  material  was 
handed  to  me  after  the  committees  met;  so  I  have 
no   firsthand   contact  with    the   committees. 

The  Committee  on  Blue  Shield  report  will  be 
given  by  Dr.  Shuford.  You  have  heard  the  Com- 
mittee on  Blue  Shield  deputation.  I  have  no  report 
on  the  Committee  on  Medical  Credit  Bureaus,  the 
Industrial  Commission  Committee,  or  the  Student 
AMA.  I   have  no  report  from  those  committees. 

The  first  of  these,  there  is  very  little  action  re- 
quired. There  are  one  or  two  items.  The  first  is  the 
Committee  on  AMERF.  As  you  all  know,  the  Am- 
erican Medical  Association  Committee  on  Research 
and  on  Education — those  two  committees  were  com- 
bined, so  that  they  all  now  are  known  as  AMERF. 
This  committee  met  and  recommended  essentially 
the  same  procedure  which  has  been  carried  out  in 
it  before  in  soliciting  funds  from  doctors  in  North 
Carolina.  They  recommended  that  an  editorial  ap- 
pear in  the  ■Jonr)tal,  and  as  you  know  there  are 
three  ways  in  which  funds  may  be  submitted.  One 
is  designated  for  the  school  of  choice,  or  may  be 
designated  for  the  student  loan  fund,  which  has 
recently  been  established  by  the  AMA. 

The  Committee  decided  to  repeat  the  annual 
membership  letter  from  the  committee  over  the 
signature  of  the  chairman.  They  requested  the 
headquarters  office  to  send  a  letter  to  all  of  the 
46  counties  which  have  not  indicated  any  organiza- 


tional setup  for  solicitation  of  these  funds.  Thirty- 
one  counties  are  organized.  In  those  organized 
counties,  this  letter  would  go  to  the  chairman  of  the 
committee.  In  the  unorganized  ones,  it  would  go  to 
the  president. 

And  then  they  also  requested  that  packets  which 
are  supplied  by  the  AMA  be  distributed  to  all  of 
the  counties.  These  will  be  supplied  by  the  AMA, 
and  they  will  go  to  the  county  societies. 

They  brought  up  the  matter  of  reestablishing  or 
restoring  medical  education  week,  since  it  was  a 
means  of  interesting  the  various  media  and  civic 
clubs,  et  cetera,  in  this  program.  No  action  was 
taken  on  that,  and  I  don't  believe  this  report  re- 
quires any   action. 

The  Committee  Advisory  to  the  Auxiliary,  Dr. 
McMillan's  committee,  met  and  commended  the  aux- 
iliary for  its  effective  efforts  in  the  campaign 
against  the  King-Anderson  bill.  It  was  decided  ra- 
ther that  emphasis  would  be  transferred  from  tu- 
berculosis to  psychiatry,  since  there  was  a  demand 
or  an  urgent  need  for  funds  in  the  area  of  psychia- 
tric research. 

There  was  some  discussion  of  a  doctor's  day 
program.  It  was  decided  that  it  was  effective  in  the 
small  rural  areas,  but  not  so  much  so  in  the  metro- 
politan areas. 

There  is  one  item  here,  and  Dr.  Benton  may 
help  us  out  on  this,  and  that  is  as  I  recall,  hereto- 
fore, the  Council  has  taken  action  on  a  request  of 
this  committee  for  funds  to  aid  the  Auxiliary,  and 
it  was  for  secretarial  help ;  and  the  chairman  re- 
ported that  he  again  requested  the  Finance  Com- 
mittee to  allocate  $600  for  secretarial  help.  Is  that 
included  in   the  budgetary  items? 

MR.  BARXES:  It  is. 

DR.    RHODES:    Therefore   it   requires  no  action. 

Now  since  the  chairman  of  this  committee  and 
the  Chairman  of  the  Committee  on  Archives  and 
History  are  one  and  the  same,  those  two  commit- 
tee reports  are  included  together,  and  Dr.  Mc- 
Millan reports  that  his  committee,  in  cooperation 
with  many  subcommittees,  is  making  progress  in 
this  area  and  that  he  hopes  to  complete  the  project 
next  year.  That  I  believe  is  the  report  of  those 
two   committees.   No   action   required. 

PRESIDEXT  KERNODLE:  Motion  to  receive 
this   as  information. 

(Such  motion  was  made  by  Dr.  Paschal  and  sec- 
onded by  Dr.  Harry  Johnson.) 

PRESIDEXT  KERNODLE:  All  in  favor  let  it 
be  known  by  saying  ''aye" ;  all  opposed  likewise. 
Carried. 

DR.  RHODES:  I  have  one  other  report,  the  Com- 
mittee on  MEDICARE.  There  is  an  item  here  re- 
quiring- some  action  of  the  Council,  and  that  is  that 
authorization  be  given  to  renew  the  contract  from 
October  1st,  1962  through  September  .30,  196,3  with 
the   office    of  Dependent   Medical   Care. 

The  committee  requests  that  authorization. 
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DR.  PASCHAL:  I  move  that  it  be  so  authorized. 

(.The  motion  was  seconded  by  Dr.  Williams.) 

PRESIDENT  KERNODLE:  Any  discussion?  All 
in  favor  let  it  be  knowai  by  saying  "aye";  opposed 
likewise.   Carried. 

DR.  RHODES:  There  is  one  other  committee 
report  that  I  have  here,  and  that  is  the  Committee 
on  Constitution  and  By-Laws.  Actually,  the  com- 
mittee met,  and  the  only  action  they  took — the 
only  recommendation  was  in  answer  to  a  request 
from  the  Finance  Committee  that  publication  or 
printing-  of  the  Constitution  and  By-Laws  be  de- 
ferred at  this  time.  That  is  really  the  only  action 
there  was.  There  was  some  consideration  of  the 
matter  of  redistricting-  the  Medical  Society's  dis- 
tricts, but  their  feeling  was  that  the  redistricting-  of 
the  congressional  districts  was  in  such  manner  that 
it  would  not  be  feasible  for  scientific  medical  or- 
ganizations. 

For  instance,  the  8th  District  runs  all  the  way 
from  Burke  County  down  to  Lee,  and  that  would 
be  certainly  not  feasible  districting-  for  the  Medical 
Society,  and  so  they  didn't  feel  any  action  should 
be  taken  on  that  at  this  time.  I  believe  that  is  alL 

PRESIDENT  KERNODLE:  Motion  to  accept 
that  as  information,  and  no  action. 

I  have  some  things  that  were  recommended  and 
told  to  me  after  the  meeting,  and  they  very  defi- 
nitely should  be  accepted,  but  I  don't  have  them  in 
form.  Go  ahead  and  give  your  Blue  Shield  report. 

DR.  SHU  FORD:  This  is  very  brief  and  for 
information   only. 

The  Doctors  Service  program,  the  $200  D  Surgi- 
cal Schedule,  each  specialty  group  has  been  con- 
tacted and  their  insurance  committees  have  been 
asked  to  revise  the  nomenclature,  and  the  coding, 
and  the  fee  schedule  suggested.  This  has  been  done 
in  the  majority  of  the  specialties.  I  think  that  your 
general  surgical  group  met,  but  we  have  not  re- 
ceived  a  report. 

So  that  this  year  our  main  project,  as  far  as  the 
work  of  the  Blue  Shield  Committee,  will  be  on 
the  changes  and  improvement  and  up-dating  of  the 
service  program. 

I  wish  to  report  that  the  Senior  Citizens  program, 
the  Blue  Cross  and  Blue  Shield  portions  have  been 
completed.  There  will  be  a  national  enrollment 
week,  a  one-week  period,  possibly  the  first  week  in 
October,  in  which  anyone  over  65  may  enroll  in 
this   program. 

There  is  a  six-month  waiting  period  on  illness.  I 
will  not  go  into  the  details  of  the  program.  If  there 
are  any  questions  I  will  attempt  to  answer  them. 
You  have  approved  this  program  at  both  the  Execu- 
tive Council  and  the  House  of  Delegates.  So  the 
National  Senior  Citizens  program  is  in  effect,  and 
the  national  advertisement  will  occur  in  certain 
magazines,  such  as  The  Saturdaii  Evening  Post. 
and  other  like  magazines,  so  that  there  will  be 
widespreading   of  the  word  of  good  cheer  for   our 


folks   G.5  years  of  age.  That  is  all  I  have. 

DR.  BEDDINGFIELD:  Are  they   doing  it   now? 

DR.  SHUFORD:  They  are  going  to  have  the 
national   enrollment    period. 

PRESIDENT  KERNODLE:  First  of  October. 

DR.  SHUFORD:  If  not  the  second  week  in  Octo- 
ber. But  the  details  have  been  worked  out,  and  I 
believe  that  perhaps    it   will  go   on  as   scheduled. 

PRESIDENT  KERNODLE:  Did  you  have  a  re- 
port from  Dr.  Bugg  as  to  the  Relative  Value? 

DR.  RHODES:   No. 

PRESIDENT  KERNODLE:  I  know  he  met,  too, 
because  he  talked  to  me  at  the  party  last  nigth 
that  he  was  meeting.  Did  Ken  cover  these  two? 

DR.  SHUFORD:  Yes,  he  did.  I  happened  to  be 
in  partially  on  them.  I  might  report,  I  am  quite 
sure  of  this  on  the  Relative  Value,  that  they  still 
recognize  that  the  Relative  Value  schedule  still 
has  some  inequities  and  mistakes  and  errors  in  the 
thing,  and  that  they  would  rocontact  the  heads  of 
the  presidents  of  the  specialty  groups  and  ask  that 
they  be  reviewed  from  that  angle,  and  that  Dr. 
Bugg's   committee   would    re-evaluate    the   program. 

It  was  anticipated  when  this  program  was  started 
that  it  would  be  a  continuous  readjustment,  as 
circumstances  changed.  I  think  that  was  the  essence 
of  their  meeting. 

PRESIDENT  KERNODLE:  We  ^vill  receive  that 
as  information.  Do  you  recall  any  of  the  factors 
that  were  discussed  in  the  SAMA  meeting?  They 
had  some  recommendations.  Were  you  there? 

DR.  SHUFORD:  Partially.  I  don't  want  to  report 
officially,  because  it  is  not  any  concern  of  mine 
especially,  except  as  a  matter  of  interest.  They 
were  concerned,  as  was  the  improvement  of  the 
attendance  committee,  on  the  hiatus  existing-  in  the 
resident  staffs  of  the  teaching  institutions,  that 
the  SAMA  was  working  very  well,  but  there  was 
a  group  of  young  physicians  in  North  Cai-olina,  the 
house  staffs  of  the  teaching  institutions,  which  were 
not  being  approached  or  brought  into  this  program, 
and  they  were  attempting  to  figure  out  some  way 
to  do  that.  That  is  not  very  much  to  report. 

PRESIDENT  KERNODLE:  I  will  cite  to  you  a 
few  things  that  I  know,  and  I  think  it  should  go 
on  the  record  now. 

One  of  the  things  in  this  hiatus — they  anticipated 
recommending  to  us  that  a  section  be  devoted  to 
interns  in  which  they  would  be  preparing  the  papers 
and  having  a  program. 

DR.    PASCHAL:    Interns    and    residents. 

PRESIDENT  KERNODLE:  Speaking  of  that  as 
one  term;  and  the  other  area  was  that  they  felt 
there  should  be  an  indoctrination  of  doctors,  either 
at  the  time  they  get  the  licensure,  or  at  the  time 
they  go  into  practice — and  I  think  they  directed 
their  attention  primarily  to  the  time  they  get  the 
licensure — and  this  indoctrination  should  be  given 
by  a  group  of  varied  individuals,  one  from  law, 
one    from     economic    problems,    one    from    hospital 
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problems,  and  probably  other  areas  to  be  involved, 
a  rounded  indoctrination  course  for  doctors,  and 
one  from  the  administrative  side  of  our  organized 
medical   program,   with   this   in  mind: 

They  would  indoctrinate  doctors  as  they  first 
started  out  into  the  world  of  practice,  and  the 
continuation  of  hitting  this  group,  and  SAMA 
felt  that  this  was  important,  and  this  is  the  report 
that  I  got.  Does  that  sound  like  something  like  it? 

They  wanted  us  to  take  some  action  on  this  sec- 
tion program,  but  I  think  that  probably  without 
any  data  that  we  have  here,  and  from  what  I  heard 
second-hand,  that  we  had  better  just  keep  it  for 
information  at  this  time  and  think  in  terms  of  act- 
ing on  it  in  January. 

Dr.  Peete  was  very  enthused  over  this,  and  I 
think  that  we  want  to  keep  his  enthusiasm  high. 
And  if  it  is  anything  that  should  be  disseminated 
to  the  Council  members,  would  you  see  that  that 
is  done? 

DR.  PASCHAL:  I  might  remark  that  this  is 
being  done  in  Colorado,  and  they  are  doing  it  very 
successfully.  They  do  it  at  the  time  the  physicians 
make  application  for  membership  in  the  State  Medi- 
cal Society,  at  the  time  they  begin  practicing,  not 
at  the  conclusion  or  during  their  academic  training 
or  medical  education;  but  they  thought  the  ap- 
propriate time  to  be  just  before  they  started  in 
practice. 

PRESIDENT  KERNODLE:  We  will  save  that 
for  information,  and  if  there  is  anything  that 
should  be  disseminated,  Mr.  Barnes  will  get  it  out 
to  you. 

Professional    Service     Commission,    Dr.     Paschal. 

DR.  PASCHAL:  The  Committee  on  Necrology 
has  no  report.  They  have  been  continuing  their  au- 
thorized functions  and  will  be  ready  for  the  meet- 
ing next  year. 

The  Committee  on  Health  Careers,  we  have  dis- 
cussed with  one  exception.  It  was  thought  that  it 
would  be  well  to  bring  information  to  the  Council 
that  the  committee  thought  that  it  would  be  very 
appropriate  to  try  to  interest  local  and  civic  or- 
ganizations in  supporting  the  program  of  the  Hos- 
pital  Association   concerning-   Health    Careers. 

The  Committee  on  Postgraduate  Medical  Study 
discussed  ways  in  which  more  doctors  may  be 
reached  in  order  that  they  might  participate  in 
postgraduate  courses.  They  had  one  recommenda- 
tion to  make  to  the  Executive  Council,  and  that  was 
that  when  the  roster  cards  were  sent  out  for  in- 
formation which  would  appear  in  the  1963  roster, 
that  a  question  be  added  to  the  ones  already  on 
the  card,  and  this  question  is:  Do  you  participate 
in  postgraduate  medical  study?  If  not,  what  type  of 
postgraduate  medical  study  would  you  prefer? 

I  pointed  out  to  them  at  the  time  that  it  might 
complicate  the  filing  system  that  was  currently  be- 
ing used  for  these  cards  which  are  of  limited  size, 
but  they  thought  it  would  be  well  to  try  to  secure 


this  information,  if  they  were  going  to  continue 
programs    for   postgraduate    medical    study. 

They  also  recognized  the  fact  that  in  certain 
areas  of  the  state,  such  programs  are  not  jjarti- 
cularly  needed;  but  in  various  districts,  such  as  one 
and  two,  and  ten,  and  others,  that  it  might  be 
well  to  try  to  expand  the  program  and  to  do  more. 

This  of  course  would  be  a  survey  to  find  out  how 
many  doctors  do  participate,  and  also  the  courses 
that  would  bring  interest  and  more  participation, 
if  such   courses   were  taught. 

I  bring  this  to  you  as  information,  and  if — Mr. 
Barnes  might  have  something  to  say  about  what 
would   be   put   on    the  information  roster  card. 

MR.  BARNES:  Dr.  Paschal,  I  believe  there 
would  be  no  problem  about  maybe  entering  the  in- 
formation on  the  roster  card,  except  that  the  card 
is  being  used  now  for  IBM  takeoff  by  the  facili- 
ties of  the  State  Board  of  Health,  and  I  would 
have  to  confer  with  Dr.  Donald  as  to  whether  or 
not  that  would  complicate  that  process.  But  I  don't 
much  believe  it  will,  because  I  think  it  is  a  question 
of  check-off  from  our  roster  card,  which  he  bor- 
rows, in  order  to  gain  certain  information  for  the 
IBM  system.  I  have  a  notion  that  it  could  be  done 
without  too  much  difficulty. 

DR.  PASCHAL:  Well,  it  is  the  feeling  of  the 
committee  that  this  would  be  valuable  information 
to  them. 

MR.  BARNES:   We  made  a  note  to  check. 

DR.  PASCHAL:  If  this  requires  a  motion — I 
move  that  such  a  survey  be  made. 

(Dr.  Fuller  assumed  the  Chair.) 

CHAIRMAN  FULLER:  You  have  heard  the  mo- 
tion. 

(The  motion  was  seconded  by  Dr.  Bridger.) 

CHAIRMAN  FULLER:   Any  discussion  on  this? 

DR.  BEDDINGFIELD:  Will  this  information  as 
to  whether  a  physician  is  active  in  postgraduate 
courses — this  will  not  appear  in  the  published  ros- 
ter of  the  Society.  This  is  information  for  the  com- 
mittee. 

DR.  PASCHAL:  This  is  information  just  for  the 
committee  and  would  not  appear  there. 

DR.  RAIFORD :  Mr.  President,  may  I  say  just  a 
word  on  this  particular  problem.  I  unfortunately 
could  not  be  present  at  the  committee  meeting. 
However,  I  discussed  it  with  Dr.  Richardson  and 
others  at  some  length,  and  it  appears  that  on  oc- 
casions, many  doctors  in  the  state  have  expressed 
a  sincere  interest  in  attending-  a  postgraduate 
course,  and  then  when  the  time  to  sign  on  the 
dotted  line  and  pay  the  registration  fee  comes,  it 
is  about  2  or  3  per  cent  of  those  signifying  inter- 
est. The  point  is,  however,  should  the  committee  go 
on  preparing  postgraduate  work,  facilities,  courses, 
and  so  on,  if  they  are  not  to  be  used ;  and  is  it  not 
better  to  plan  your  postgraduate  wox-k  and  facili- 
ties as  a  response  to  the  expressed  desire  of  doc- 
tors? 
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That  is  the  whole  point  wu  wantt'd  to  Kt't  aei-oss. 
Why  furnish  it  if  you  aro  not  M'oinn'  to  use  it?  If 
they  want  it,  we  will  furnish  it. 

CHAIRMAN  FULLER:  As  I  see  it,  this  is  just 
an  effort  to  have  a  more  realistic  approach  about 
this  whole  thing,  about  a  postgi'aduate  schedule. 
Any  further  discussion?  All  in  favor  let  it  be  known 
by  saying  "aye";   opposed  "no."  Carried. 

DR.  PASCHAL:  To  continue,  the  Committee  of 
Physicians  on  Nursing,  a  recommendation  from  the 
Connnittee  of  Physicians  on  Nursing  that  Margaret 
Dolan  of  the  ANA  be  invited  to  speak  before  the 
May,  1963  House  of  Delegates  meeting,  speak  on 
major  objectives  of  the  ANA. 

The  committee  would  like  to  have — they  are 
anxious  and  think  that  this  might  serve  some  use- 
ful purpose  in  having  the  President  speak  at  that 
time.  It  is  recognized  that  they  have  a  different  at- 
titude on  a  number  of  things  than  is  shared  by  us. 
It  might  create  some  favorable  liaison  to  get  them 
there. 

They  make  that  as  a  recommendation  and  for 
your  action  I  move  the  approval  of  that  I'ecommen- 
dation. 

DR.  P.EDDIXGFIELD:  As  to  the  ANA  stand, 
as  far  as  the  stated  political  idealogies,  we  are  in- 
terested in  those  also. 

She  is  a  North  Carolinian,  and  she  is  President 
of  the  American  Nurses'  Association,  and  recogni- 
tion in  front  of  the  House  of  Delegates  is  in  order. 

DR.  PASCHAL:  I  would  point  out  when  I  men- 
tioned in  the  meeting  that  I  would  tell  her  what  to 
speak  on,  or  speak  on  the  major  objectives  of  the 
ANA,  which  is  designated  here  in  this  recommen- 
dation— we  can  request  that  she  do  it,  but  whether 
she  wants  to  follow  that  suggestion  or  not  would 
be  left  up  to  her. 

CHAIRMAN  FULLER:  You  have  heard  the  mo- 
tion that  was  seconded.  Is  there  any  further  dis- 
cussion. All  in  favor  let  it  be  known  by  saying 
"aye";   opposed  "no."  So  carried. 

DR.  PASCHAL:  Now  the  second  recommenda- 
tion was  that  the  Council  approve  the  objectives 
of  the  ANA  Commission  on  Nursing.  The  objectives 
and  program  of  the  ANA  Commission  on  Nursing 
— I  have  them  here  for  quotation,  and  they  are  as 
follows :  The  continued  achievement  of  high  stand- 
ards of  patient  care  in  the  preventive,  curative  and 
restorative  aspects  of  illness  depends  upon  a  har- 
moniously collaborative  relationship  between  medi- 
cine and  nursing.  In  an  effort  to  protect  and  foster 
and  further  an  alliance  of  understanding  and  co- 
operation between  these  two  major  health  pro- 
fessions, the  Committee  on  Nursing  has  instituted 
a  continuing  program  of  liaison,  communication, 
education  and   research. 

The  Committee  has  authorized  publication  of 
the   following — and   it  gives   a  list. 

There  is  the  assumption  of  three  things:  The 
first  is   that   nurses  have    a    separate   and    distinct 


professional  status,  and  their  contributions  are 
those  of  co-workers. 

Second,  that  nursing  should  expect  the  medical 
profession  to  support  and  endorse  high  standards 
of  nursing  education  and  service;  and  third,  that 
each  of  the  various  levels  of  academic  and  techni- 
cal accomplishments  in  nursing  make  its  own  unique 
contribution  to  the  total  health  care  of  the  public. 

On  the  basis  of  these  assumptions,  the  committee 
is   adopting  the   following  objectives: 

To  expand  and  strengthen  liaison  activity  be- 
tween organizations  representing  the  medical  and 
nursing  profession  at  the  national,  state  and  local 
levels;  (2)  To  study  and  repoi-t  to  the  medical 
profession  on  current  practices  and  trends  in  nurs- 
ing and  on  developments  among  nursing  auxiliai'y 
personnel. 

3.  To  stimulate,  institute,  and  where  feasible 
support  research  in  areas  pertinent  to  the  nurse- 
physician    relationship    in    professional   practices. 

4.  To  offer  advisory  services  to  both  professions 
on   intei'professional  matters. 

•5.  To  provide  support  and  assist  the  musing  pi'O- 
fession  in  its  nonprofessional  auxiliary  personnel 
in  their  efforts  to  maintain  high  standards;  and 
finally,  to  encourage  physicians  to  accept  positions 
to  serve  on  nursing  school  faculties. 

This  they  ask  that  you  approve.  I  movi>  that  it 
be  approved. 

RESIDENT  KERNODLE:  You  have  heard  the 
motion.  Is  it  seconded? 

DR.  FULLER:  Second. 

PRESIDENT  KERNODLE:  Any  discussion?  All 
in  favor  let  it  be  known  by  saying  "aye";  opposed? 
The  "ayes"  have  it. 

DR.  PASCHAL:  Two  of  the  other  things  you 
have  heard  discussed  before  I  will  pass  over;  and 
finally,  the  suggestion  that  the  committee  give 
some  thought  and  consideration  to  the  training  of 
nurse  personnel  and  expanded  functions  in  emer- 
gency medical  care.  I  believe  that  the  Committee 
on  Emergency  Medical  Services  has  proper  auth- 
orization to  do  that,  and  I  submit  that  to  you  for 
information. 

Are  there  any  questions  concerning  that   report? 

The  Committee  on  Insurance  met  in  Raleigh 
on  the  11th.  Professional  liability  program  was  re- 
viewed by  Dr.  John  Parrish  and  brought  the  com- 
mittee up  to  date  on  the  operation  of  the  program 
during  the   past  year. 

Piior  to  September,  1961,  since  the  inception  of 
the  program  in  1956,  $25,000  in  claims  have  been 
paid  out.  In  the  past  year,  $42,000  been  paid  out, 
and  this  sum  represents  more  than  has  been  paid 
out  in  the  previous  five  years.  Because  of  this,  and 
because  of  the  cases  pending,  the  overall  loss  ratio 
for  the  six-year  period  to  date  is  48  per  cent  as  op- 
posed to  the  over-all  ratio  at  the  end  of  the  first 
five  years  of  21  per  cent. 

Representatives    of    the    company    and    the    com- 
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mittee  felt  that  there  was  certainly  adequate  re- 
serves set  up  to  take  care  of  the  pending  claims, 
but  in  view  of  the  claims  pending,  a  rate  reduc- 
tion was  not  possible  or  practical  at  this  time. 

All  the  pending  claims  were  reviewed  and  pre- 
sented briefly  by  Mr.  Thompson  of  the  Claims  De- 
partment with  possibilities  as  to  settlement  of  the 
cost  of  these  claims  explored.  In  view  of  the  in- 
creasing number  of  claims,  it  was  recommended 
by  Dr.  Kernodle,  and  approved  by  the  committee, 
that  two  representatives  of  this  committee  meet 
with  Mr.  Barnes  and  Mr.  Anderson,  and  Mr. 
Thompson,  to  periodically  review  pending  claims 
at  every  two-month  interval. 

The  chairman  hopes  that  when  members  of  the 
committee  are  called  upon  to  meet  to  review  these 
claims  that  if  at  all  possible  they  will  endeavor  to 
meet    with    these    gentlemen. 

Following  a  rather  thorough  discussion  of  the 
claims  pending,  a  program  was  reviewed  as  to 
participation. 

In  spite  of  a  mailing  last  fall  over  the  signature 
of  the  chairman  of  the  committee,  the  increase  in 
participating  members  was  only  72,  which  raised 
statewide  participation  to  51  per  cent,  while  it  had 
previously  been  58.9.  This  participation  does  not 
compare  too  favorably  with  other  states  in  which 
the  participation  is  as  high  as  80  per  cent. 

A  portion  of  this  is  due  to  the  fact  that  the  ma- 
jority of  the  doctors  at  Duke  Hospital,  which  com- 
prise a  large  segment  of  the  State  Society,  are 
insured  under  another  carrier  through  arrange- 
ments at  Duke  University.  It  is  the  feeling  of  the 
committee  that  the  mailing  should  be  made  this 
fall  bringing  to  the  attention  of  the  members  of 
the  Society  the  benefits  of  the  program  of  those 
participating  and  urging  that  those  not  participat- 
ing consider  coming  in  under  the  program  spon- 
sored by  the  State. 

It  was  also  recommended  that  a  motion  picture 
prepared  by  the  St.  Paul  Company  be  submitted  to 
Dr.  J.  O.  Williams  for  inclusion  in  the  audio-visual 
program  at  the   1963  meeting. 

At  the  conclusion  of  the  discussion  concerning 
the  liability  program,  there  was  presented  the  in- 
creased benefits  that  the  company  wished  to  offer 
the  members  of  the  State  Society  under  the  dis- 
ability program  approved  by  the  State  Society. 
This  increased  coverage  was  felt  desirable,  and  Mr. 
Compton  was  advised  to  go  ahead  with  his  an- 
nouncement pending  the  approval  of  the  Executive 
Council  of  this  announcement  on  Sunday,  Septem- 
ber 16. 

I  would  ask  you  here  what  you  want  to  do  about 
that  proposal.  I  make  a  motion  that  this  be  ac- 
cepted. 

PRESIDEXT  KERNODLE:  You  have  heard  the 
motion.  Is  it  seconded? 

(The   motion  was   seconded   by   Dr.  Fuller.) 
PRESIDENT  KERNODLE:   Anv   discussion? 


DR.  BEDDINGEIELD:  I  understood  that  the 
AMA  new  disability  program,  some  states,  it  was 
felt,  that  this  had  been  a  deterrent,  an  adverse 
effect  on  their  state  insurance  group  disability  pro- 
gram. Does  this  action  or  this  suggestion  of  the 
committee  have  a  relationship  to  this  general  prob- 
lem area? 

MR.  BARNES:  Except  that  it  dilutes  this  par- 
ticular program.  Now  as  we  understood  the  an- 
alysis of  the  AMA  program,  there  is  a  year  wait 
on  this  major  medical — before  you  realize  benefits, 
and  that  some  comparison  was  made  that  possibly 
2  per  cent  of  subscribers  would  ultimately  benefit 
from  it. 

DR.  BEDDINGEIELD:  Lifetime  benefits  for  ac- 
cident and  illness. 

PRESIDENT  KERNODLE:  This  is  in  reality 
practically  lifetime.  Only  2  per  cent  of  all  those  in 
all  programs  would  fall  into  it  after  one  year.  Only 
2  per  cent  of  all  those  receiving  health  and  acci- 
dent  benefits. 

DR.  BEDDINGEIELD:  The  question  I  raise,  in 
view  of  the  AMA  program — AMA  previously  had 
not  had  a  program  in  this  area.  Does  this  mean 
that  we  should  strengthen  our  state  program? 
MR.  BARNES:  We  are  strengthening  it. 
PRESIDENT  KERNODLE:  This  would  streng- 
then it  markedly.  Did  you  bring  out  the  features? 
Let  us  hit  them  one,  two,  and  three. 

It  increases  the  amount  you  can  purchase  from 
one  company.  No.  2,  it  increases  the  duration  of 
payment  for  sick  benefits  from  the  original  seven 
years;  now  it  will  pay  from  the  time  of  your  illness 
until  the  age  of  65,  which  will  increase  it  mark- 
edly for  some  young  folks,  and  always  it  leaves 
seven  years. 

Three,  it  allows  you  to  continue  the  policy  after 
the  age  of  70  at  a  reduced  benefit.  Those  are  the 
three  benefits  in  this  particular  strengthening  of 
this  program;  and  as  far  as  the  AMA  program, 
the  AMA  program  will  not  be  at  all  necessary 
with  this  type    of   program. 

MR.  BARNES:  One  other  factor  was  that  these 
increased  benefits  would  not  be  available  to  the  fe- 
male division,  as  I  understand  it,  is  that  correct? 
PRESIDENT  KERNODLE:  Yes,  it  increased 
the  benefits  to  the  female  doctor,  but  not  to  the 
extent  it  does  to  the  male.  It  like'\\'ise  allows  the 
increased  time  for  more  than  seven  years  of  illness 
to  the  female.  Those  is  where  they  say  it  is  a  pretty 
big  item  of  cost  over  the  long  run. 

DR.  PASCHAL :  One  other  feature  is  that  it  has 
worldwide   coverage. 

DR.  BEDDINGEIELD:   I  second   the  motion. 
PRESIDENT    KERNODLE:    It  has    been       sec- 
onded. Any  other  discussion?   All  in  favor  let  it  be 
known  by  saying  "aye" ;    all  opposed  likewise.  The 
"ayes"  have  it. 

DR.  PASCHAL:  I  come  now  to  the  Committee 
on  Eye  Care.  They  met,  and  they  make  one  request 
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of  the  Executive  Director  or  Executive  Secretary. 
In  some  of  the  telephone  directories,  they  have 
been  distributed  about  the  classified  advertise- 
ment that  has  to  do  with  contact  lenses,  and  in 
those  directories  they  have  "contact  lens"  classified 
— under  that,  they  insert  the  word  "optometrist." 
There  is  no  reference  to  physicians  or  eye  physi- 
cians. Consequently,  they  make  the  request  that  the 
Executive  Secretary  of  the  Medical  Society  write 
to  the  Southern  Bell  Telephone  Company,  Tele- 
phone and  Telegraph  Company,  and  other  indepen- 
dent agencies,  and  ask  them  to  change  the  listing 
under  the  title  of  "Contact  Lenses."'  They  would 
like  for  this  to  read  "Contact  Lenses,  see  Eye 
Physicians,  Opthalmologists,"  and  then  "Optome- 
trists." It  poses  a  problem. 

I'l^ESIDENT  KERNODLE:  You  have  heard  this 
recommendation.  There  is  a  motion  that  the  Execu- 
tive Director  do  that? 

DR.  FULLER:  So  moved. 

(The  motion  was  seconded  by   Di-.   Raiford.) 

PRESIDENT  KERNODLE:  Any  discussion?  All 
those  in  favor  let  it  be  known  by  saying  "aye";  all 
opposed   likewise.    Carried. 

DR.  PASCHAL:  One  other  thing  was  a  recom- 
mendation to  the  Executive  Council  that  a  correc- 
tion be  made  in  the  Relative  Value  Fee  Schedule  in 
that  they  point  out  that  a  fee  schedule  which  was 
adopted  on  May  7th  last  year  by  the  House  of 
Delegates  was  to  be  inserted  and  used  in  the  Rela- 
tive Value  Fee  Schedule;  that  was  not  done.  They 
submit  the  corrected  listing  for  that  fee  schedule 
and  request  that  it  be  properly  inserted. 

MR.  BARNES:  The  Committee  on  Relative  Value 
considered  that  at  their  meeting  last  night,  and 
there  was  one  schedule  that  I  would  recollect  dis- 
cussion on  that  involved  attachment  of  a  value 
for  anaesthesia,  general  anaesthesia  as  against 
local.  And  the  Committee  discussed  that,  but  other- 
wise they  did  not  modify  the  recommendations  of 
this  ophthalmology  committee. 

DR.  PASCHAL:  That  has  been  taken  care  of 
and  needs  no  action  here. 

This  has  to  do  with  the  Committee  on  Emer- 
gency Medical  Services.  So  far  as  the  military  af- 
fairs are  concerned,  there  is  nothing  to  report. 
The  committee  at  this  time  requested  or  invited 
some  of  the  allied  health  groups  to  participate  in 
this  particular  meeting.  We  did  have  representa- 
tion from  the  Office  of  Civil  Defense,  the  State 
Board  of  Health,  the  North  Carolina  Nurses  As- 
sociation, and  the  North  Carolina  Hospital  As- 
sociation. 

We  felt  that  they  had  a  large  stake  in  this  over- 
all problem  of  providing  emergency  medical  ser- 
vice. Several  years  ago,  they  decided  to  assume 
the  responsibility  of  stand-by  emergency  medical 
services  in  time  of  disaster,  and  we  have  a  master 
plan  for  survival  in  which  all  of  the  doctors  of  the 
state  are  expected  to  participate. 


North  Carolina  is  one  of  two  states  which  is 
different  from  all  of  the  rest  of  the  participating 
states  in  the  Union,  in  that  the  doctors  are  sup- 
posed to  administer  this  plan  for  providing  mass 
casualty  care.  In  the  other  states,  the  plan  is  be- 
ing administered  by  the  Public  Health  Officer. 
They  have  funds  with  which  to  carry  that  out.  We, 
in  North  Carolina,  have  a  tremendous  responsi- 
bility, and  one  that  we  are  not  making  entirely 
adequate  preparation  for,  and  it  is  very  impor- 
tant I  think  that  we  get  better  organized  on  a  local 
level  and  be  in  a  position  to  take  care  of  local  and 
state-wide   emergencies. 

At  the  present  time,  we  have  done  very  little 
about  mass  casualty  care  programs  even  in  local 
hospitals.  It  has  been  required  that  each  hospital 
have  some  emergency  care  program.  Representa- 
tion has  been  made  to  the  Board  of  Accreditation 
to  include  that  requirement  as  one  of  the  positive 
things  that  they  have  to  do,  in  order  to  maintain 
that  accreditation,  and  the  .American  Hospital  As- 
sociation, and  the  American  Medical  Association, 
and  the  American  College  of  Surgeons  are  all 
much  concerned  with  this ;  and  at  the  time  that 
they  have  their  inspections,  they  are  going  to  re- 
(]uire  some  tangible  evidence  of  i-ehearsals  for  the 
hospitals   to  continue  to   be   accredited. 

I  think  possibly  they  may  force  the  hand  locally. 

The  National  Committee  on  disaster  medical  care 
has  offered  its  services  to  local  committees,  and 
they  hope  they  will  be  invited  to  attend  meetings  of 
local  medical  service  committees.  I  think  that  our 
meeting  that  we  had  the  day  before  yesterday  was 
something  that  we  would  be  proud  to  have  them 
attend. 

We  discussed,  and  I  bring  this  for  information, 
plans  for  training  of  personnel  for  the  200-bed 
emergency  hospitals  scattered  over  North  Caro- 
lina. There  are  35  of  these  hospitals  that  are 
stashed  away.  There  is  available,  and  there  will  be 
available  soon  what  is  called  an  abbreviated  unit 
that  can  be  used  for  training  purposes  which  can 
be  sent  out  to  different  communities  and  broken 
down  and  used  for  purposes  of  training  and  demon- 
stration. 

The  committee  had  a  recommendation  that  at  the 
1963  meeting,  and  if  not  feasible  then  at  the  1964 
meeting,  that  a  rehearsal  for  preparedness  for 
mass  casualty  care  be  carried  out  in  the  community 
in   which  the   annual   meeting  is  held. 

I  believe  the  committee  has  proper  authority  to 
proceed  with  all  of  their  functions,  and  it  was  hoped 
that  the  councilors  at  the  Medical  Society  would 
make  the  proper  overtures  to  the  legislature  to  see 
if  some  way  couldn't  be  worked  out  whereby  we 
could  have  a  full-time  medical  director,  or  a  paid 
medical  director  or  executive  director  who  might 
be  under  the  medical  director. 

This  job  demands  so  much  time  that  if  I  did  the 
job  as   I   think   it   ought  to  be  done,  I  could   work 
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twelve   hours   a   day   on   it,  every   day   of   the  week 
for  the  whole  year. 

PRESIDENT  KERNODLE:  Do  you  recommend 
that  the  Legislative  Committee  take  action  and 
proceed  to  foster  the  program  of  obtaining  the 
medical  director? 

DR.  PASCHAL:  I  think  the  representation  could 
be  made  through  the  Office  of  Emergency  Plan- 
ning, the  Governor's  committee  on  emergency  plan- 
ning, to  which  this  organization  has  a  representa- 
tive. 

PRESIDENT  KERNODLE:  Would  you  make  a 
motion  to  that  effect  then? 

DR.  PASCHAL:   I  make   such   a   motion. 
(The  motion  was  seconded   by   Dr.    Harry   John- 
son.) 

PRESIDENT  KERNODLE:  Any  further  dis- 
cussion? All  in  favor  of  this  let  it  be  known  by  say- 
ing "aye";   opposed  likewise.  Carried. 

Would  you  see  that  that  information  is  put  into 

my  hands  and  also  to   Dr.  Norton,  so  that  he  will 

have  it  on  his  agenda  with  the  committee  meeting? 

DR.  PASCHAL:   That  concludes  my  report. 

PRESIDENT   KERNODLE:    We    will    receive  it 

in  its  entirety. 

DR.  BEDDINGEIELD:  1  will  report  for  Dr. 
Koonce. 

The  Committee  on  Hospital  and  Professional  Re- 
lations :  The  only  item  requiring  any  action  is  this : 
We  were  represented  at  a  joint  commission  for 
promotion  of  voluntary  nonprofit  pre-payment 
health  plans  which,  in  effect,  is  pushing  the  idea 
of  utilization  committees   in  the  hospitals. 

It  was  the  feeling  of  our  committee  that  a  pilot 
study  or  experimental  program  should  be  started 
in  five  of  six  hospitals  prior  to  requesting  the 
state-wide  instigation  of  such  utilization  committee. 
It  was  further  suggested  that  the  meeting  be  un- 
dertaken in  the  North  Carolina  Governing  Board  to 
discuss  the  prospects  of  such  a  pilot  program  look- 
ing toward  eventual  implementation  of  the  utiliza- 
tion committee. 

That  is  the  only  item  to  be  reported  for  action. 
I  move  its  adoption. 

(The  motion  was  seconded  by  Dr.  Fuller.) 
PRESIDENT  KERNODLE:  Any  discussion?  All 
in  favor  say  "aye";  opposed?  Carried. 

DR.  WILLIAMS:  You  are  aware  that  this  is  one 
of  the  big  things  that  the  King-Anderson  people 
want  us  to  do. 

DR.  BEDDINGEIELD:  That  is  exactly  right.  It 
is  a  good  thing  to  have  your  own  utilization  com- 
mittee before  they  appoint  one  for  you. 

The  second  committee  has  already  been  reported 
on,  legislation. 

The  third  committee,  the  Medical-Legal  Com- 
mittee. They  are  distributing  the  new  version  of 
the  interprofessional  code  through  various  approp- 
riate channels. 


In  Chapel  Hill,  on  October  5  and  6,  there  is  a 
Medical-Legal  Institute  cosponsored  by  the  Bar,  I 
believe,  and  the  Medical  Society,  and  the  physician 
registration  has  been  very  light.  As  a  matter  of  in- 
formation, it  is  urged  that  our  members  be  urged 
to  attend  this  meeting. 

The  next  committee  is  the  Committee  on  Public 
Relations.  This  committee  is  preparing  an  exhibit 
for  the  Trade  Fair  to  be  held  in  Charlotte  in  April 
of   1963. 

The  officers'  conference  will  be  held  January  26, 
1963,  Carolina  Hotel,  Pinehurst.  The  theme  of  the 
conference,  "The  Public  Be  Served."  We  have  a 
copy  of  the  tentative  program  which  I  will  not  now 
read,  also  some  suggestions  which  would  be  imple- 
mented  later  on  for   increasing  attendance. 

Today's  Health  magazine,  the  Public  Relations 
Committee  recommends  that  the  local  county  medi- 
cal societies  implement  a  plan  with  their  local 
auxiliaries  to  provide  subscriptions  to  Today's 
Health  magazine  to  the  chairmen  of  the  various 
boards  and  county  commissioners  of  the  various 
counties. 

The  next  item  is  the  Committee  voted  not  to 
repeat  the  press  award  for  1962,  because  of  a 
small  number  of  participants. 

In  lieu  thereof  it  was  suggested  that  a  display  be 
prepared  for  the  1963  annual  meeting  depicting  a 
cross-section  of  good  news  articles  from  many 
sources,  including  newspapers,  television  programs 
and  radio  programs.  That  wall   save  money. 

Also,  to  distribute  the  public  relations  bulletin 
to  physicians  at  medical  schools  and  to  students 
who  are  not  members  of  the  Society  to  stimulate 
the  interest  in  the  Society.  I  move  this  report  be 
accepted  for  implementation,  none  of  it  costing 
money. 

PRESIDENT  KERNODLE:  You  have  heard  the 
motion. 

(The  motion  was  seconded  by  Dr.  Bridger.) 
PRESIDENT  KERNODLE:    All   those   in   favor 
say   "aye";   opposed?   Carried. 

DR.  BEDDINGEIELD:  The  next  is  the  Rural 
Health  Committee  voted  to  continue  the  tetanus 
toxoid  immunization  campaign  which  has  been 
very  successful.  The  other  things  are  simply  to 
continue  the  same  type  of  endeavor  the  Rural 
Health  Committee  has  been  doing.  I  move  that  that 
be  accepted. 

DR.  EULLER:    Second  the  motion. 
PRESIDENT   KERNODLE:    All  in    favor   let    it 
be  known  by  saying  "aye";  opposed?  Carried. 

DR.  BEDDINGEIELD:  The  Committee  Liaison 
to  the  North  Carolina  Pharmacy  Association.  The 
pharmacists  are  extremely  interested  in  having  this 
as  a  continuing  committee,  and  the  committee  voted 
that  we  would  meet  semiannually  and  not  wait 
until  a  list  of  things  came  up. 

DR.  BEDDINGEIELD:  I  move  this  be  accepted 
as   information. 
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PRESIDENT  KERNODLE:  All  in  favor  say 
"aye";   opposed?  The  motion  is  caiiied. 

DR.  BEDDIXGFIELD:  Next  is  the  North  Caro- 
lina Association  of  Professions.  In  June  a  meeting- 
was  hold  in  Raleigh  with  representatives  attending 
from  the  North  Carolina  Medical  Society,  Dental 
Society,  Professional  Engineers,  Veterinary  Medi- 
cine, Pharmaceutical  Association  and  Architects' 
Association,  to  explore  the  possibility  of  forming 
an  organization  for  North  Carolina  similar  to  the 
Michigan  Association  of  Professions.  It  was  felt 
that  such  an  organization  would  provide  (1)  iiitra- 
and  inter-public  relations  value;  (2)  recruitment 
and  education  of  future  members  of  the  various 
professions,  (3)  economic  and  business  operation 
assistance  to  new  and  experienced  practitioners 
upon  request,  and  (4)  legislative  information  per- 
tinent at  state  and  national  levels  which  would 
have  direct  meaning  for  any  and  all  private-free 
enterprise   operators. 

It  has  been  reported  by  Michigan  that  such  an 
organization  has  helped  private  enterprise  to  stand 
together  in  opposition  to  further  governmental  con- 
trols and  reg-ulations  and  that  it  has  been  most 
valuable  to  member  associations  to  gain  under- 
standing and  appreciation  for  one  another. 

Meetings  have  been  held  by  our  Committee  dur- 
ing July  and  August  with  similar  groups  from 
other  professions.  All  are  enthusiastic  as  to  the  po- 
tential of  such  an  organization. 

Work  is  progressing  upon  the  drafting  of  a  con- 
stitution and  by-laws  although  this  is  not  far  enough 
along  to  present  to   the   Council. 

After  completion  a  trial  copy  will  be  sent  to  each 
Council  member. 

To  date  the  pharmacists,  veterinarians  and  en- 
gineers have  alocated  $500  each  for  the  initial 
expenses  of  setting  up  this  organization. 

It  is  requested  that  the  North  Carolina  Medical 
Society  allocate  a  loan  of  .$500  for  this  purpose. 

That    concludes   the    report    of   this    Commission. 

PRESIDENT  KERNODLE:  You  have  heard  the 
report  of  the  Public  Relations  Commission.  Any 
discussion? 

( Motion  was  made  and  seconded  to  accept  the 
report.) 

All  in  favor  saye  "aye";  opposed?  The  motion  is 
carried. 

PRESIDENT  KERNODLE:  Unfinished  bus- 
iness. 

Now,  we  will  go  back  to  Dr.  Raiford  who  will 
read  the  motion  in  regard  to  funds  of  the  Radiolog- 
ical Society. 

DR.  RAIFORD:  The  motion  is  as  follows:  That 
funds  collected  and  presently  held  by  the  Radiolog- 
ical Society  of  North  Carolina  be  received  by  the 
treasurer  of  tlie  Medical  Society  of  the  State  of 
North  Carolina  and  held  in  trust  for  use  by  the 
Committee  on  Negotiations  in  accomplishing  the 
purpose  for  which  it  was  collected,  to  wit:  bringing 


about  segregation  of  Blue  Shield  from  Blue  Cross 
benefits  as  specifically  applying  to  the  services  of 
anaesthesiologists,    pathologists   and    radiologists. 

Furthernioi-e,  such  funds  as  may  be  remaining 
shall  be  lefunded  to  the  Radiological  Society  upon 
request  at  such  time  as  the  Council  agrees  that 
nothing  further  can  be  accomplished  in  this  area. 

The  Negotiations  Committee  shall  obtain  peri- 
odic approval  of  duly  authorized  representatives 
of  the  Radiological  Society  regarding  disburse- 
ments of  funds  and  make  a  full  accounting  of  ex- 
penditures upon   request. 

PRESIDENT  KERNODLE:  You  have  heard  the 
motion. 

(The  motion  was  seconded.) 

PRESIDENT  KERNODLE:  Any  further  dis- 
cussion? 

The  balance  left  over  reverts  back.  We  get  no 
income  from  this  money  while  laying  in   our  care? 

MR.  ANDERSON:  I  didn't  understand  that  who- 
ever  collected   the   money  could   give  it   away. 

PRESIDENT  KERNODLE:  They  could  if  they 
agreed  to  turn  it  over  to  us. 

MR.  ANDERSON:  I  doubt  we  could  accept  it,  I 
don't  think  the  Committee  could  spend  the  money 
without    approval    of    the    Radiological     Society. 

DR.  BIVENS:  The  money  was  collected  as  stated 
from  radiologists,  pathologists  and  anaesthetists 
to  accomplish  this  purpose  as  far  as  it  goes.  Most 
of  it  to  be  spent  for  legal  fees  and  necessities.  As 
far  as  the  Radiological  Society,  where  the  majority 
of  the  money  comes  from,  they  have  already  dis- 
cussed money  left  over  or  if  we  didn't  use  this 
money,  it  would  be  turned  over  to  a  worthy  cause 
in  medicine. 

DR.  RAIFORD:  When  there  is  no  longer  any 
use  for  this  money  it  would  be  refunded  to  the  au- 
thorized representatives  of  the  Radiological  Society 
for  disbursement  as  they  see  fit.  If  they  wanted  to, 
I  guess  they  could  leave  it  with  the  Medical  So- 
ciety. 

PRESIDENT  KERNODLE:  You  have  heard  the 
discussion.  All  in  favor  say  "aye";  opposed?  The 
"ayes"  have  it. 

PRESIDENT  KERNODLE:  We  have  to  appoint 
a  Committee  on  Health  Careers.  George  W.  Paschal, 
Jr.,  as  chairman ;  John  C.  Reece  and  Fred  H.  Tay- 
lor, who  are  to  meet  with  committees  with  the 
Hospital  Association  to  get  details  and  work  out 
problems. 

We  would  also  like  to  get  the  action  of  the  Execu- 
tive Council,  in  view  of  the  entertainment  by  the 
PDC  at  Duke  and  Dr.  Baker  at  lunch — get  an  ex- 
pression of  thanks  by  the   Executive  Council. 

(The  motion   was  made,  seconded   and   carried.) 

PRESIDENT  KERNODLE:  We  will  ask  the 
Executive  Director  to  write  letters  of  thanks  and 
appreciation    to    PDC    at    Duke    and   to    Dr.   Baker. 

PRESIDENT  KERNODLE:  We  come  now  to 
Old  Business,  Item   (a). 


In  the  past  several  years  the  Bkie  Shield  Physi- 
cian's Conference  program  meeting  which  is  held 
in  the  fall  of  each  year  has  been  attended  by  the 
President  and  Executive  Director  at  the  invita- 
tion of  the  Blue  Shield  program  of  Chapel  Hill. 
This  really  goes  further  back  to  the  National  Com- 
mittee on  Blue  Shield  recognizing  these  gentlemen 
be  in  attendance.  The  committee  chairman  of  our 
Blue  Shield  Committee,  Dr.  Shuford,  gets  an  invi- 
tation. 

DR.  PASCHAL:  I  move  that  the  officials  be  au- 
thorized to  attend  this  meeting  and  the  method  by 
which  we  are  compensated  be  left  at  their  discre- 
tion. 

DR.  DIVENS:   I  second  the  motion. 

PRESIDEXT  KERXODLE:  All  in  favor  say 
"aye";   opposed? 

(There  was  only  one  opposing  vote.) 

PRESIDENT  KERNODLE:  Next  is  Item  (b) 
under  Old  Business.  That  is  the  question  of  section 
chairmen  for  Section  on  Neurology  and  Psychiatry 
and  Section  on  Radiology.  Mr.  Barnes  will  give  us 
a  report  on  this. 

MR.  BARNES:  under  date  of  May  2.3,  1962,  the 
following   memorandum   was    recorded. 

Let  us  note  that  Dr.  T.  J.  Barringer  of  Raleigh, 
North  Carolina,  TEmple  4-6488,  called  us  on  May 
23,  1962,  to  state  that  his  section  having  not  had 
a  1962  Section  Program  were  in  a  quandary  with 
reference  to  the  election  of  a  chairman  to  consider 
and  effect  a  program  for  the  1963  Annual  Sessions 
for  the  section  on  Neurology  and  Psychiatry.  We 
pointed  out  to  Dr.  Barringer  that  we  felt  that  his 
chairmanship  accruing  from  election  in  1961  car- 
ried over  to  the  point  that  a  new  section  chairman 
was   elected    and    qualified. 

We  strongly  suggested  that  his  section  consider 
having  a  sectional  meeting  in  1963  and  if  necessary 
because  of  the  conflict  with  the  national  program 
of  the  neuropsychiatrists  that  they  plan  a  program 
around  mental  health  in  general  and  the  responsi- 
bilities on  the  part  of  other  practitioners  of  medi- 
cine for  denoting  and  referring  and  sometimes 
handling  components  of  the  i^atient  problem  of 
neuro-psychiatric  involvement.  Dr.  Barringer 
thought  well  of  this  suggestion.  He  agreed  that  he 
would  serve  as  temporary  chairman  until  the  North 
Carolina  Neuro-Psychiatric  Association  met  in  the 
fall  at  which  time  they  would  endeavor  to  select 
someone  whom  they  thought  could  serve  success- 
fully as  a  chairman  of  the  section  and  that  this 
could  be  reported  to  the  Executive  Council  for 
their  action  in  considering  and  confirming  the 
appointment.  In  the  meantime  we  suggested  that 
we  would  list  him  as  temporary  chairman  of  the 
section  on  neurology  and  psychiatry  to  be  inserted 
in  the  Journal  and  also  that  it  would  probably  be 
possible  for  the  group  to  determine  a  permanent 
chairman  sometime  prior  to  the  publication  of  the 
roster  in  the  late  fall  of  1962. 


So  I  believe  that  what  we  want  is  authority  to 
accept  the  ultimate  action  of  the  neurology  and 
psychiatry  section's  designation  of  Dr.  Barringer 
to  finally  serve  as  chairman  of  that  section  in  1963 
and  in  substance  the  same  applies  to  the  section  on 
radiology  which  did  not  meet  in  1962  and  is  agree- 
able to  Dr.  Doyle  who  is  the  hold-over  chairman 
of  the   section  on  radiology. 

PRESIDENT  KERNODLE:  You  have  heard  the 
problem,  is  there  a  motion  on  it? 

DR.  BEDDINGFIELD:  I  move  the  chairman  be 
continued  in  office  until  further  notice  by  the  sec- 
tions. 

PRESIDENT  KERNODLE:  All  in  favor  say 
"aye." 

(The  motion  is  carried.) 

Next  on  the  agenda  is  New  Business. 

U.  S.  Public  Health  Service  Survey  in  Franklin 
and  Nash  Counties.  Mr.  Barnes  will  give  us  a 
report  on   that. 

MR.  BARNES:  On  September  7th  while  I  was 
on  a  few  days  leave.  Dr.  Alice  Waterhouse  of  the 
USPH  Service  visited  the  office.  Mr.  Hililard  and 
Mrs.  Boutwell,  members  of  the  staff,  met  her  and 
she  discussed  her  interest  in  the  visit  to  the  office, 
which  was  the  sample  survey  to  be  made  in  Frank- 
lin and  Nash  counties  conducted  by  the  USPH  Ser- 
vice examining  team.  The  suiwey  is  to  begin  No- 
vember 10,  1962  and  continue  through  December  1. 
No  examinations  will  be  made  on  Saturday  nights 
or    Sundays. 

The  purpose  of  her  visit  was  for  interpretation 
of  the  program  and  to  notify  the  Executive  Direc- 
tor of  the  initial  plans  for  the  survey.  Dr.  Water- 
house  advised  that  contact  was  made  with  Dr. 
Justa,  president  of  the  Edgecombe-Nash  County 
Medical  Society  on  the  night  of  September  6th  and 
she  was  meeting  with  the  Franklin  County  group 
of   physicians    on   Friday,    September    7th. 

The  health  examination  survey  is  a  part  of  the 
over-all  U.  S.  National  Health  Survey  and  North 
Carolina  will  be  the  forty-second  sample  area  to 
be  visited.  It  is  anticipated  that  some  150  persons, 
selected  on  a  planned  sampling  basis,  will  receive 
complete  examinations.  An  examination  runs  ap- 
proximately two  hours  each  which  means  14  to  15 
persons  are   examined  each   day. 

Dr.  Waterhouse  explained  that  a  household  in- 
terview is  made  at  the  beginning,  followed  by  an 
appointment  for  the  physical  examination.  Upon 
request,  examination  findings  are  sent  to  the  pri- 
vate physician.  Interviews  will  begin  November  3rd, 
with  the  examinations  beginning  November  10th. 
Staffing  of  mobile  unit  is  by  the  USPH   Service. 

Franklin  and  Nash  counties  were  selected  as  a 
rural-farm   segment  for   the   total  study. 

Dr.  Waterhouse  asked  that  some  publicity  be 
given  this  survey  program  through  organs  of  the 
State  Medical   Society. 

More     intensive     publicity    will    be    done     at    the 
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county  \vvvl  thruUKli  available  mass  media  outlets. 
DR.  I'ASC'HAL:  Her  visit  was  for  intei-preta- 
tion  of  the  proy-ram  ami  to  notify  of  the  initial 
plans  for  the  survey?  What  is  the  purpose  of  the 
survey? 

I'RESIDES'T   KEHSODLK:    Dr.    Norton,  do   you 
have  anything  on   this? 

DR.  NORTON:  Only  to  explain,  Dr.  Waterhouse 
came  by  and  g-ave  a  run-down  on  this.  The  survey 
is  being'  conducted  and  this  is  one  of  the  later 
sample  groups  to  be  cheeked.  My  understanding 
■WHS  that  they  would  be  dealing  mainly  with  local 
medical  societies  to  get  approval  with  assurance 
of  what  they  intended  to  do  in  the  sample  areas. 
Apparently  they  will  give  individuals  a  two  or 
three  page  form  to  fill  out  and  they  are  to  bring 
it  in.  The  individual  would  be  examined  and  that 
the  private  physician,  indicated  by  the  individuals, 
would  get  a  copy  of  specific  findings  without  any 
interpretations  to  physicians  and  with  no  interpre- 
tation of  blood  pressure  or  no  conflict  that  this 
person  might  have — headaches,  low  blood  pressure, 
not  even  how  much  they  weigh.  If  these  findings 
connected  and  fitted  in  with  the  general  survey  and 
what  eventual  purpose  other  than  the  status  of  this 
finding  that  that  would   be   the  purpose  if  it. 

DR.    UEDDINGFIELD:    I    move   this   be  received 
as   information    and    that    county    societies   involved 
be   asked  to   report  back    to   the    State   Society. 
DR.   MURREY :    I   second   the   motion. 
DR.   R.ASCH.AL:    These  are   to   be   carried  out   in 
November   of    this    year? 

DR.  NORTON:   That   is  right. 
PRESIDENT  KERNODLE:    Mr.    Barnes   alerted 
me    to   this    particular    group   six    weeks    ago    when 
Dean   Roberts    was    appointed   director   of    this   pro- 
gram.  I   wrote  Dr.  Blasingame  and  it  was   referred 
to    Dr.     Milliard     Bethel.     Dr.     Bethel    advises    that 
Raymond  White  of  the  AMA's  division  of  Environ- 
mental   Medicine    office    in    Chicago    has    been    ap- 
pointed   to  the   Commission. 
You    have    heard   the   motion? 
All    in    favor    say    "aye";    opposed?    The    "ayes" 
have   it. 

Any    further    business    or    problems    by     anyone? 
Do   I   hear  a   motion  to  adjourn? 

(There     was     a    motion     to    adjourn     by     sevei-al 
members.") 

All  in   favor  say  "aye";   opposed?   The   motion    is 
carried. 

(The  meeting  adjourned  at   six-thiity  ii.m.i 
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NORTH  (  AKOLINA 

Special    Called    Meeting    —    Executive    Council 

Sir  Walter  Hotel 
Manteo    Room 
December   9,   1902 
The   meeting    was    called    to    order    and    presided 


over    by    President    ,I(jlin     It.    Kernodle. 

Secretary  C.  W.  Styron  called  the  roll  and  de- 
clared   a    ciuorum. 

Dr.  John  R.  Kernodle,  iiresiding:  I  recognize  Dr. 
J.   Street  Brewer. 

DR.  BREWER:  Mr.  Pi'esidint,  members  of  the 
Council,  this  is  Di-.  Charles  I).  Watts  from  Dur- 
ham, Dr.  Emory  Rann  from  Charlotte,  Dr.  R.  S. 
Wynn  from  Charlotte,  President  of  the  Old  North 
State  Metlical  Society  and  Dr.  G.  A.  Lowe  from 
Charlotte,  Chairman  of  the  Liaison  Committee  of 
that  organization.  We  know  why  they  are  here  and 
I  believe  you  arranged  for  them  to  sit  up  front  where 
they  can   see,  be   seen,   and  be  heard. 

DR.  KERNODLE:  Gentlemen,  you  will  take  a 
seat.  We  are  happy  to  have  you  with  us  this 
morning.  It's  been  discussed  for  some  time  in  i-e- 
gaids  to  your  appearance  before  this  Council  of 
the  Medical  Society  of  the  State  fo  North  Carolina. 
It's  my  privilege  to  invite  you  to  the  Council  meet- 
ing, and  the  Committee  headed  by  Dr.  Brewer  to 
appear  befoi'e  us  and  we  are  happy  to  hear  youi- 
proposition.  We  do  want  to  state  that  we  want  to 
hear  you  in  your  entirety  and  your  four  members, 
if  they  have  something  to  say  in  regai'd  to  the 
proposition.  We  would  like  also  to  impress  you  the 
fact  that  we  have  a  very  long  schedule  for  the  day. 
We  do  want  to  take  into  considei'ation  what  you 
have  to  say  and  we  want  to  feel  free  to  question 
you  in  regard  to  some  of  your  propositions,  and 
we'll  say  now  that  at  the  end  of  oui'  statements, 
we'll  take  this  into  consideration  and  act  upon  it 
at  a  later  date.  We  will  be  happy  to  hear  you  now. 
Who's  going  to  start? 

DR.  LOWE:  We'll  ask  Dr.  Watts  to  discuss  our 
proposition  with  the  Executive  Council  and  after- 
wards. Dr.  Wynn  who  is  our  State  President  of  the 
Old  North  State  Medical  Society  will  have  a  few 
words  to  say. 

DR.  WATTS:  I  want  to  thank  you  on  behalf  of 
the  Old  North  State  Medical  Society  and  the  Negro 
physicians  in  North  Carolina  for  giving  us  a  part 
of  what  I  am  sure  is  a  very  busy  day  for  you,  and 
because  we  know  you  have  a  crowded  agenda,  we 
will  attempt  to  keep  our  remarks  to  the  point  and 
as  brief  as   clarity   will   allow. 

As  you  are  aware,  I  am  representing  the  Old 
North  State  Medical  Society  to  petition  you  as 
fellow  medical  men  to  consider  the  possibility  of 
granting-  full  membership  to  all  physicians  in  the 
State,  without  regard  to  race,  and  that  the  prac- 
tice of  offering  scientific  membership  to  Negro 
physicians  be  discontinued.  It  is  my  sincere  hope 
that  in  requesting  this  audience  that  we  are  in  no 
way  expressing  any  distrust  of  the  committee  to 
study  the  integration  of  Negro  physicians  into  the 
Medical  Society  of  the  State  of  North  Carolina. 
Indeed,  Dr.  Brewer  and  Dr.  Whitaker,  as  well  as 
the  entire  Committee,  has  shown  us  every  courtesy 
and  it  has  been  very  encouraging  to  us  to  have  had 
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this  contact  with  them.  While  we  have  not  ag-reed 
on  many  points,  we  have  maintained  mutual  respect 
and  I  feel  the  conversations  have  been  beneficial 
to  all  of  us. 

Secondly,  I'd  like  to  request,  as  we  have  done 
before,  that  any  publicity  given  to  our  appearing- 
here  be  discussed  with  us  prior  to  its  release. 
This  request  is  respectfully  made  because  of  the 
history  of  some  misunderstandings  that  have  grown 
out  of  press  releases  and  our  concern  for  the  dam- 
age to  the  image  of  physicians  in  our  community. 
In  short,  we  do  not  care  to  have  this  tried  in  the 
newspapers. 

Although  I  am  sure  you  are  aware  of  the  history 
involved  in  the  situation  of  our  being  here  today, 
I  think  this  is  the  best  way  to  start  this  dis- 
cussion. As  I  understand  it,  prior  to  1928,  there 
was  no  reference  to  race  in  the  charter  of  the 
Medical  Society  of  the  State  of  North  Carolina. 
At  that  time,  the  constitution  was  amended  to  state 
that  this  would  be  an  organization  limited  to  phy- 
sicians licensed  in  the  State  of  the  Caucasian  race. 
Nothing-  happened  in  this  area  between  1928  until 
about  1954  when,  as  a  result  of  conversations  with 
a  committee  from  the  Old  North  State  and  the 
North  Carolina  Medical  Society  held  in  Kinston, 
an  amendment  to  your  constitution  was  passed  to 
allow  for  the  offering  of  the  scientific  membership 
to  Negro  physicians.  We  understand  that  this  was 
considered  an  achievement  and  resulted  in  some  in- 
convenience to  the  Society  and  its  members  be- 
cause it  presented  some  problems  with  regard  to 
your  meeting  places.  However,  because  of  the  way 
the  matter  was  presented  to  us,  as  well  as  a  feel- 
ing- it  was  not  what  was  in  our  best  interest,  most 
of  the  Negro  physicians  have  taken  exception  to 
this  type  of  membership  and  have  not  availed 
themselves  of  it.  Now,  this  judgment  was  made,  I 
think,  with  the  following  factors,  at  least  a  part 
of  their  consideration. 

One,  that  to  offer  a  limited  membership  to  Ne- 
gro physicians  carried  with  it  all  of  the  stigmata 
professionally  as  well  as  personally  that  exclusion 
from  membership  carries.  In  addition,  in  accepting 
this  type  membership,  the  Negro  physician  would 
be  maneuvered  into  the  position  of  condonoment  of 
segregation  in  all  of  its  aspects.  This,  of  course, 
would  have  a  distinct  adverse  effect  on  our  image 
in  the  community. 

Second,  if  we  accepted  a  limited  or  scientific 
membership,  all  leverages  for  correcting  the  dif- 
ference would  be  reduced  or  lost  as  we  would  have 
difficulty  in  dramatizing  the  problem  in  the  future. 

Third,  if  we  accepted  such  an  arrangement,  I 
am  sure  that  it  would  prove  embarrassing,  not 
only  to  us,  but  to  many  members  of  your  Society 
who  would  prefer  that  we  be  granted  full  member- 
ship. 

Fourth,  most  of  all,  I  think  I  would  be  less  than 
candid   if   I   did  not  say   that   we   thought  this    ar- 


rangement to  be  an  abridgement  of  our  rights  as 
human  beings  who  has  persei'vered  and  met  the 
same  standards  of  accomplishment,  yet  because  of 
factors  over  which  we  have  no  control,  such  as 
race  and  prejudice,  are  denied  all  of  the  advan- 
tages that  would  accrue  to  us  and  our  patients  to 
be  members  of  this  fine  organization  and  have  the 
professional  contact  so  essential  in  maintaining 
one's  self  in  the  practice  of  medicine.  We  would 
be  less  than  fair  if  we  did  not  recognize  your  side 
of  the  dilemma. 

I  think  we  all  are  sympathetic  with  the  problems 
that  you  face  in  the  prospect  of  the  changes  in 
our  community  life.  As  well  educated  and  intelli- 
gent men,  it  seems  that  this  adjustment,  however, 
due  to  the  winds  of  change  could  reasonably  be 
made  with  a  minimum  of  fanfare.  It  may  mean  a 
change  in  the  character  of  the  social  aspects  of  the 
meetings,  or  changes  in  the  meeting  places.  To 
recognize  these  problems  as  sensitive  individuals, 
we  are  willing  to  work  with  you  in  this  area  to  the 
end  that  a  minimum  of  embarrassment  and  no  hurt 
would   be  experienced  by   anyone. 

We  feel  that  these  problems  can  all  be  over- 
come if  our  goals  are  correct  and  regard  for  one 
another  is   what  it  should  be. 

The  problem  of  medical  care  in  North  Cai-olina  is 
still  a  major  concern  among  our  leaders.  If  we  are 
going  to  meet  the  challenge  of  an  expanding  econ- 
omy, the  recruitment  of  all  types  of  people  is  an 
important   facet  of  this   project. 

In  1940,  there  were  175  Negro  physicians  in  the 
State,  and  according  to  a  study  of  the  Civil  Rights 
Commission  in  1960,  there  were  131.  The  recruit- 
ment of  Negroes  in  all  areas — education,  science; 
what-have-you,  is  made  difficult  by  these  sort  of 
arrangements.  At  the  present,  we  are  in  contact 
with  a  young  man  who  is  a  recent  graduate  of  the 
University  of  North  Carolina  who  was  an  honor 
student  and  a  Negro,  and  voted  by  his  classmates 
as  an  outstanding  student,  and  we  are  attempt- 
ing to  recruit  him  back  to  North  Carolina  to  prac- 
tice. It  seems  to  us  that  this  is  an  important  con- 
sideration with  him,  and  it  seems  to  us  that  it  is 
economically  unsound  to  make  this  investment  in 
him  and  then  not  create  an  atmosphere  which  would 
be  palatable  for  any  accomplished  individual  to 
come  back  and  live  and  work. 

Because  of  this  arrangement,  we  are  denied  the 
privilege  of  serving  on  the  various  boards  and  com- 
missions  concerned   with   health   in    the   State. 

Finally,  I'd  like  to  say  that  as  an  adopted  North 
Carolinian,  I  have  been  proud  of  our  reputation  as 
a  leader  among  the  several  southern  states.  If  you 
can  concede  that  this  is  .going-  to  be  done,  I  ask 
why  not  do  it  now? 

Georgia  has  already  made  a  break  with  this  tra- 
dition. There  is  no  question  of  our  common  goals. 
As  physicians,  I  believe  we  are  all  interested  in  im- 
proving available  medical  service  to  our  State  and 
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we  are  all  interested  in  helping-  each  other  in  jirac- 
tice  as  professionals  in  a  free  society.  It  is  diffi- 
cult for  me  to  see  how  we  can  afford  not  to  make 
our  best  effort  or  how  we  can  make  our  best  effort 
without   all    available    talent. 

DR.  KERNODLE:  At  this  time,  Dr.  Lowe,  do 
you  have  other  members  of  your  gi'oup  that  would 
like  to   talk   and   then   we'll   open  the  <liscussion. 

DR.  LOWE:  Dr.  Watts  made  a  formal  state- 
ment for  all  of  us.  I  would  like  to  have  the  op- 
portunity of  presenting-  our  State  President,  Dr. 
Wynn. 

DR.  WYNN:  Gentlemen,  I  think  Dr.  Watts  has 
covered  the  whole  plan  very  well,  and  I  think  all 
of  you  can  see  exactly  what  he  was  talking-  about, 
but  I  would  like  to  add  one  more  statement.  The 
men  in  medicine  are  some  of  the  best  trained  people 
in  America.  We  have  been  exposed  to  more  train- 
ing- than  the  average  individual  has  been  exposed 
to.  Since  we  are  better  trained  than  the  others,  in 
a  way  I  don't  know  any  reason  why  wo  can't  get 
together  and  work  toward  the  common  good  of 
all  men.  You  may  not  think  that  you  need  us,  but 
you  do  and  we  need  you  and  we  can  do  a  better 
job  working-  together  than  wc  can  working-  sep- 
arately. 

I  get  embarrassed  when  I  try  to  encourage 
young  men  in  medicine  to  come  to  North  Carolina. 
We  are  short  of  doctors,  as  Dr.  Watts  has  stated 
already,  and  some  of  them  will  give  good  reasons 
why  they  are  not  coming-  back,  even  though  they 
are  North  Carolinians.  I  was  born  in  North  Caro- 
lina and  I  got  my  education  elsewhere,  but  I  de- 
cided I  would  come  back  to  North  Carolina  to  give 
my  services. 

There  is  more  to  medicine  than  making-  money 
and  I  think  that  we  should  work  together  to  elim- 
inate whatever  criticisms  there  are  of  our  sec- 
tion of  America  and  make  it  a  section  that  is  go- 
ing- to  help  everybody,  regardless  as  to  race  or 
creed  or  color. 

DR.  KERNODLE:  Dr.  Lowe,  do  you  have  any 
others?  Dr.  Rann,  do  you  want  to  talk  at  this 
time? 

DR.  RANN:  Really,  I  think  enough  has  been 
said  unless  there  are  questions. 

DR.  KERNODLE:  Members  of  the  Council  and 
Committee,  you  have  heard  the  formal  statement 
of  Dr.  Watts  and  the  comments  by  the  President, 
Dr.  Wynn.  Do  you  have  any  questions  to  propose 
to  them  at  this  time  in  regard  to  this  statement 
or   their    remarks? 

DR.  FULLER:  Mr.  President,  if  I  may,  I  want 
to  tell  Dr.  Watts,  Dr.  Wynn,  Dr.  Lowe  that  we 
like  to  have  this  opportunity  to  sit  down  and  dis- 
cuss this  with  you.  One  question  came  to  my  mind; 
Dr.  Watts,  when  you  presented  the  formal  prepared 
statement  of  the  group.  What  would  be  the  feel- 
ing- of  your  group,  your  proposal  as  to  your  Old 
North    State    organization,    should    this    full   mem- 


bership be  granted?  You  do  have  an  organization 
you  have  been  extremely  proud  of.  It  has  a  very 
enviable  record,  and  I  think  it's  something  you 
should  rightfully  feel  proud  of. 

I  think  this  came  to  my  mind  and  maybe  some 
of  the  others.  What  would  be  your  ideas  as  to  the 
future  of  the  Old  North  State  Medical  Society 
should  full  membership  be  granted  and  should 
your  men  avail  themselves  of  the  full  member- 
ship of  it  into  the  North  Carolina  Medical  Society? 

DR.  WATTS:  Well,  I  guess  anything-  I  said  in 
answer  to  that  would  be  hypothetical,  but  I  feel 
that  I  can  base  my  conclusion  on  what  has  hap- 
pened in  other  areas  where  full  membership  has 
been  granted.  As  you  may  or  may  not  know,  there 
is  such  an  organization  as  the  National  Medical 
Association  which  is  made  up  of  Negro  physicians 
throughout  the  United   States. 

DR.  FULLER:  Yes,  I  know. 

DR.  WATTS:  And  in  which  major  membership, 
large  part  of  it,  comes  from  the  northern  area 
where  in  most  instances  they  are  offered  full  mem- 
bership in  the  AMA.  I  had  this  question  put  to  me 
in  Pittsburgh  where  we  were  meeting  once  by  an 
interested  gentlemen,  who  had  never  heard  of  the 
National  Medical  before,  and  I  think  the  answer  I 
gave  him  was  the  best  one  I  can  think  of  now,  and 
that  is  that  these  people  all  have  things  in  com- 
mon. They  went  to  school  together;  their  wives 
know  each  other  and  they  have  a  reason  for  get- 
ting together,  which  would  not  preclude  or  pre- 
empt or  have  any  relationship  to  membership  in 
the  AMA  or  the  North  Carolina  Medical  Society, 
so  the  answer  to  your  question  would  be  that  I 
think  we  would  continue  to  meet  on  our  profession, 
anyway.  Now,  as  future  generations  came  along, 
they  may  approach  the  problem  differently,  but 
certainly  for  the  next  years,  as  far  as  I  can  fore- 
see, we  would  have  peculiar  problems  that  will  be 
desirable   for   us  to   get   together   and  discuss. 

DR.  FULLER:   Thank  you. 

DR.  KERNODLE:  Any  other  questions  you'd 
like  to  pose  to  Dr.  Watts  and  Dr.  Rann? 

DR.  RHODES:  Dr.  Watts,  I  want  to  thank  you 
for  a  very  concise  and  clear  statement.  I  would 
like  to  ask  you  one  question  and  it's  difficult  to 
pick  something  out  of  that  statement  without  may- 
be picking-  it  out  of  context,  but  there  is  one  state- 
ment you  made  there  and  I  am  in  interested  in 
this  particularly;  that  you  feel  that  the  present 
arrangement  that  the  Medical  Society  has  estab- 
lished would  deprive  the  physicians  in  the  Old 
North  State  Society  of  professional  contacts.  I 
believe  those  are  the  words.  Would  you  mind  elab- 
orating- a  little  bit  on  that?  Just  what  professional 
contacts  does  this  deprive  the  members  of  the  Old 
North  State  Society;  this  so-called  scientific  mem- 
bership deprive  the  members  of  the  Old  North 
State  Medical  Society?  What  professional  contacts 
do  you  have  in  mind? 
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DR.  WATTS:  Well,  the  statement  was  made  in 
light  of  the  prior  statement  that  the  scientific 
membership  was  felt  unpalatable,  and  therefore, 
one  did  not  avail  themselves  of  it,  and  therefore, 
they  are  excluded  from  all  relationships  in  that 
sense. 

DR.  FULLER:  Pardon  me  for  asking  another 
question,  Mr.  President,  I  wonder  if  Dr.  Watts 
would  tell  me.  As  I  remember  when  the  Society 
had  appointed  the  committee;  when  Dr.  Owens 
appointed  the  committee,  which  met  with  you  gen- 
tlemen and  I  believe  that  at  the  conclusion  of  num- 
erous meetings  and  long  discussions  which  I  am 
sure,  as  you  pointed  out,  meant  a  great  deal  to 
both  our  committee  and  your  group  in  an  under- 
standing relationship,  now,  at  the  termination  of 
all  this,  when  our  Society  voted  this  scientific 
membership  and  apparently  at  that  time  it  was 
acceptable  or  else,  of  course,  it  never  would  have 
gone  through  and  never  would  have  reached  our 
vote  to  be  voted  upon,  and  I  think  a  lot  of  uscer- 
tainly   have  been   concerned,  a   lot  of  us. 

Only  three  members,  and  I  believe  four  members 
altogether  availed  themselves  of  this  privilege  when 
apparently  it  was  an  acceptable  thing  by  your 
committee  and  our  committee  or  it  would  never 
have  come   to  the  vote   of   our   Society. 

DR.  WATTS:  Well,  that  is  a  bit  of  history  in 
the  situation  which  I  skirted  around  purposely  be- 
cause it  was  an  area  that  I  was  not  sure  about. 

The  position  that  the  group  from  our  Society 
took  was  that  they  never  gave  assurances  of  any 
sort  that  a  scientific  membership  was  acceptable. 
I  think  the  position  of  the  group  that  met  with 
them  was  different.  They  felt  that  they  did  give 
them  assurances.  I  think  this  possibly  was  in  the 
area  of  difference  of  opinion  about  what  was  said, 
there  not  having  a  formal  statement  and  record 
keeping  of  exactly  what  was  said  from  our  stand- 
point. I  believe  there  were  some  minutes  of  the 
meeting  that  was  made  available  but  no  one  of  the 
men  who  were  there  as  a  member  of  our  group 
agrees  that  they  categorically  said  that  this  type 
of  arrangement  was  acceptable. 

Be  that  as  it  may,  I  think  what  happened  subse- 
quent to  that  was  that  the  group  who  was  assigned 
the  responsibility  of  presenting  this  to  your  House 
of  Delegates  decided  themselves  that  that  was  ac- 
ceptable and  put  it  through,  and  from  that  time 
until  we  met  last  year,  there  had  been  no  direct 
contact  between  the  two  societies.  The  only  contact 
had    been    through    the    newspaper. 

Actually,  we  never  received,  until  these  conver- 
sations started,  really  information  as  to  what  scien- 
tific membership  meant,  we  didn't  really  know 
except    as    it   was    described    in    the    newspapers. 

So  I  think  this  misunderstanding — and  that  was 
why  the  reference  to  press  release  was  made — grew 
out  of  the  fact  that  one  group  went  away  with  one 
idea  and  the  other  group  went  away  with  another, 


and  that  is  as  fairly  as  I  can  put  it,  and  I  think 
in  all  honesty  they  felt  this  would  be  acceptable, 
but  our  Society  in  its  deliberations  have  never;  the 
majority  of  the  men  have  never  considered  this 
acceptable  arrangement  as  far  as  we  are  concerned. 
DR.  WYNN:  Mr.  Chairman,  may  I  make  this 
statement.  That  was  a  committee  that  met  with 
you;  they  made  their  report  to  our  Society  at  our 
annual  meeting  and  the  report  of  the  committee 
was  not  acceptable,  and  I  think  you  probably  were 
misled  by  probably  their  talking  with  you,  you 
were  led  to  believe  that  it  would  be  accepted  if 
they  had  accepted  there,  but  it  had  to  come  to  our 
meeting  and  be  voted  on  and  when  it  was  voted 
on,  it   was   voted    down. 

DR.  GARRISOW:  Mr.  President,  I'd  like  to  ask 
one  question,  if  I  may.  I'd  like  to  know  what  are 
the  constitutional  requirements  or  what  are  the 
requirements  in  the  constitution  of  the  Old  North 
State  or  the  National  Medical  Association  for  mem- 
bership? 

DR.  WATTS:  I  am  not  a  constitution  expert. 
Did  you  have  anything  particular  in  mind?  I  don't 
know  whether  I  would  cover  any  specific  area  that 
you  have  in  mind  as  to  requirements.  You  have  to 
be   a  licensed  physician. 

DR.  GARRISON:  Well,  that's  one  of  them.  What 
are  some  of  the  others? 

DR.  WATTS:  Well,  there  are  no  references  to 
race.  You  can  be  of  any  race,  and  the  other  state- 
ments that  are  made  in  the  standards  for  mem- 
bership in  the  AMA;  high  moral  character  and 
good  standing  in  the  community. 

DR.  GARRISOX:  In  other  words,  any  doctor  can 
join  the  organization.  Do  you  have  any  doctors  in 
the    organization   other    than    colored    physicians? 

DR.   WATTS:    Not   to   my   knowledge. 

DR.  RANN:   There  are  not. 

DR.   P.ASCHAL:   Mr.  Chairman? 

DR.   KERNODLE:    Yes,   Dr.    Paschal. 

DR.  PASCHAL:  I  understand  you  have  about 
175  colored  physicians  licensed  in  North  Carolina. 
Is    that  right? 

DR.   WATTS:    No,   about   131. 

DR.  PASCHAL:    131. 

DR.  WATTS:  Yes.  The  statement  of  175  was  the 
case  in  1940. 

DR.  PASCHAL:  I  see;  and  how  many  members 
do  you  have  in  your  Old  North  State  Medical  Soc- 
iety? 

DR.  WATTS:   Well,  I  couldn't  give  you— 

DR.  PASCHAL:  In  good  standing;  approxi- 
mately. 

DR.  WATTS:   121;  that's  the  latest. 

DR.  PASCHAL:  If  a  full  membership  were 
granted,  how  many  do  you  think  would  avail  them- 
selves of  that  membership? 

DR.  WATTS:  Well,  that  I  don't  know.  However, 
I'd  like  to;  from  your  question,  I'd  like  to  make 
this   point   clear;    that  we   are  not  asking   that   the 
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full  nifmlHTsliip  uf  tlif  OIil  North  State  be  taken 
ill  simply.  I  don't  think  your  constitution  wouUi 
allow  that  anyway.  What  we  are  asking-  is  that  it 
be  considered  as  individuals  on  individual  merit 
and  that  your  usual  procedures  for  admission  be 
exercised.  Now,  experience  has  shown  that  this  is 
varied  from  state  to  state  where  the  chang-es  have 
been  made,  and  in  some  states  more  have  partici- 
pated than  in  others,  and  I  guess  that  depends  on 
the  individual,  and  I  am  sure  there  are  some  white 
physicians  who  don't  avail  themselves  of  the  op- 
portunity for  membership,  too.  I  couldn't  sa.v  what 
percentage  in  our  group. 

We  have  what  we  think  is  a  very  loyal  group  and 
we  have  two  scientific  sessions  a  year,  and  our 
average  attendance  in  these  meetings  runs  better 
than  75';  of  the  men  who  are  active  members  of 
the  Society. 

DR.  PASCHAL:  If  you  don't  mind,  what  are 
your  current   dues  for   membership? 

DR.   WATTS:   ,$25.00. 

DR.  PASCHAL:  That  is  the  total  charge;  and  to 
your    national    organization'? 

DR.  WATTS:  $25.00. 

DR.  PASCHAL:  So  you  have  a  total  dues  of 
$50.00  a  year. 

DR.  W.\TTS:    Yes. 

DR.  RAW:  Plus  our  local  expenses;  I  mean 
costs. 

DR.  WATTS:  We  have  small  local  groups  that 
meet   in   the  counties. 

DR.    PASCHAL:    County    groups'? 

DR.   WATTS:   Yes. 

DR.  KERNODLE :  Do  you  know  how  man.v  coun- 
ties  have   societies  since   this   point   came   up'? 

DR.  R.AN\:  They  are  not  county  societies  as 
such ;  for  instance,  in  Charlotte  we  include  about 
four  neighboring  counties  there.  There  are  not 
enough  men  in  one  county  to  have  a  society.  Per- 
haps one  man  is  in  one  county  and  he  comes  to 
Charlotte  to  affiliate  with  us.  I  think,  thou.gh, 
there  are  about  six  over  the  State. 

DR.  KERMODLE:  Mr.  Barnes,  I'd  like  to  ask 
you  to  clarify  a  question ;  you  gave  us  the  answer 
earlier  to  the  number  that  are  licensed  in  North 
Carolina. 

MR.  D.ARXES:  When  we  were  making  a  study 
of  this  thing  in  the  mid  50's,  we  did  a  check  of 
the  licensure  roster  of  the  State  and  there  were, 
at  that  time,  aproximately  178  colored  physicians 
licensed  for  North  Carolina.  We  had  no  way  of 
knowing,  of  course,  if  some  of  those  resided  out  of 
the  State,  but  those  licenses  were  good  and  effec- 
tive in  North  Carolina  so  far  as  anyone  knew,  and 
so  that  was  the  potential  that  we  had  at  that  time, 
and  we  checked  with  the  Old  North  State  Medical 
Society  about  that  time,  and  at  that  time,  they  had 
135  members  of  the  Old  North  State  Society.  So 
that  the  figure  we  have  used;  135  in  your  organiza- 


tion and  178  |)otential,  and  those  licensed  and  liv- 
ing beyond  the  State  and  have  renewed  their  license 
would  still   be  potential   members  of  this. 

DR.  FULLER:  I'd  like  to  follow  up  Dr.  Pa.schal's 
question,  if  I  may.  I  think  this  group.  Dr.  Watts, 
would  be  very  much  interested  in  knowing  how 
many  of  your  group  would  be  sincerely  interested 
in  this,  whether  or  not  it's  more  or  less  a  token  ap- 
plication from  you  four  men  and  we  know  you 
are  very  sincere  in  this.  There's  no  question  in  our 
minds  about  it.  I  feel  like;  I  would  personally  think 
Dr.  Paschal  wouldn't  have  broached  this  question 
if  he  hadn't  felt  like  this.  Is  this  a  token  thing  or 
is  this  more  or  less  a  sincere  application  from  the 
majority  of  the  membership  of  the  North  Carolina 
members  of  the  Old   North   State  Society  members? 

DR.  WATTS:  Well,  I  feel— we  haven't  taken  a 
head   count — 

DR.  FULLER:  Well,  I  don't  think  any  of  us 
want  that. 

DR.  WATTS:  But  I  think  on  the  basis  of  the 
fact;  on  the  recommendations  of  this  group,  only 
four  accepted  the  scientific  membership,  showed 
some  loyalt.v  to  their  recommendation.  There  were 
others  who  wanted  to  but  they  decided  to  follow 
the  recommendation  of  the  executive  body  in  study- 
ing  the  values   and    factors   concerned. 

Secondly,  the  fact  that  this  has  taken  some  part 
of  our  meetings  each  year  and  we  have  discussed 
it  at  length,  and  there's  been  a  general  sentiment 
that  the  men  want  to  be  members  and  I  feel  that 
we  represent  the  majority  of  the  group.  Certainly, 
there  are  some,  who  because  of  age  and  activity 
and  other  reasons,  would  probabl.v  find  it  not  to 
their  advantage. 

While  I  have  the  floor,  I'd  like  to  speak  to  this 
point.  I  didn't  mention  it  in  the  original  statement, 
but  there  is  this  other  problem  that  in  the  scientific 
membership  we  have  reason  to  know  or  to  believe 
by  statements  by  some  of  the  members  in  the  North 
Carolina  Medical  Society  that  many  of  the  county 
units  had  no  plan  of  offering  even  the  scientific 
membership  to  Negro  physicians.  They  did  not  plan 
to   offer   it. 

W'hile  we  understand  that  there  are  no  guaran- 
tees in  this  thing,  but  we  are  saying  that  the  State 
Society  in  stopping  the  county  societies  who  would 
offer  full  memberships  are  also  not  guaranteeing 
the  kind  of  societies  doing  anything  who  don't 
choose  to  do  something  and  we  know  that  you  are 
aware  that  there  are  some  county  medical  societies 
that  if  you  did  not  have  this  limitation  on  the 
methods  of  membership  statewide,  that  some  county 
medical  societies  would  have  already  admitted  the 
Negro   physicians. 

Mecklenburg,  I  think,  had  some  adventure  in 
that  area.  We  felt  in  Durham  we  probably  would 
move  ahead.  In  the  final  analysis,  this  is  a  local 
situation ;  that  the  county  society  determines  mem- 
bership,  but   the    State    Society  here   is   preventing 
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the  county   society  from   exercising  what  usually  is 
its    authority. 

So  what  we  are  asking  is  that  you  stop  prevent- 
ing them  from  making  these  decisions  on  a  neigh- 
borhood basis.  We  recognize  that  the  millennium 
is  not  going  to  some  by  virtue  of  that,  but  this 
is  the  first  hump  we  have  to  get  over. 

DR.  FULLER:  Don't  you  think  it  still  boils  down 
to  some  what  of  a  personal  question,  and  I'll  make 
it  personal.  The  Negro  physicians  in  my  home 
town  have  always  been  welcome  to  all  scientific 
meetings  we  have  had  and  they  still  avail  them- 
selves of  it  most  of  the  time.  We  respect  them ; 
we  like  them;  we  ask  them;  but  there's  going  to 
be  some  places  where  that  might  not  happen,  so 
this  boils  down  to  a  personal  thing  entirely,  as  the 
county    thing    will    eventually    evolve    into. 

This  was  long  before  any  discussion  ever  came 
up  pertaining  to  this  type  of  thing.  This  dates  back, 
as  Dr.  Whitaker  will  tell  you  for  many,  many  years. 

DR.  ^yATTS■.  I  understand  that,  and  I  am  sure 
that  if  the  State  Society  were  not  saying  you  can't 
do  this,  that  at  some  given  time  you  may  find  it 
expedient  to  take  a  different  point  of  view.  I  would 
be  less  critical  of  your  local  units  in  working  out 
their  kind  of  arrangement  than  I  am  with  the  State 
saying  to  all  county  units  that  you  must  do  it  this 
way.  I  would  be  critical  of  them  but  I  would  be  less 
critical   of  them. 

DR.  KERNODLE:  Any  other  questions  from  the 
Council   members? 

DR.  RAIFORD:  I'd  like  to  elaborate  on  what  Dr. 
Paschal  and  Dr.  Fuller  have  mentioned,  in  trying 
to  determine  or  ascertain  an  approximate  percent- 
age of  what  Negro  physicians  might  care  to  avail 
themselves  of  this  opportunity  and  the  reason  is 
quite  obvious,  as  you  know.  I  realize,  Dr.  Watts, 
that  to  make  such  a  change  in  our  constitution  and 
policies  would  entail  a  great  deal  of  discussion,  ar- 
gumentation, many,  many  complications,  and  I 
think  the  thought  in  the  minds  of  everyone  is  would 
it  be  worth  it  for  a  token  availment  of  the  member- 
ship? In  other  words,  would  there  be  you  four  gen- 
tlemen and  maybe  four  or  six  more  would  be  all, 
or  would  this  be  accepted,  and  I  know  you  have 
no  way  in  the  world  of  knowing  how  many  people 
would,  but  in  your  discussion  in  the  North  State 
Medical  Society,  there  must  have  come  up  a  general 
feeling  as  to  how  many  of  them  would  say,  "Cer- 
tainly, I'd  be  willing  to  pay  a  hundred  dollars; 
double  my  dues,  to  be  able  to  join  the  State  I"Iec.i- 
cal  Society."  And  that  is  what  Dr.  Paschal  and  Dr. 
Fuller  were  driving-  at;  I  think,  what  we  all  sub- 
consciously feel;  how  much  of  an  advantage  would 
this  be  to  you  and  how  many  of  them  would  take 
advantage  of  it? 

DR.  WATTS:  I  think  I  can  assure  you  that  it 
would  be  more  than  a  token,  without  a  doubt.  My 
personal  opinion  is  that  it  would  be  the  majority, 
which  would  be  probably  in  the  neighborhood  of  75 


provided  that  tlie  local  arrangements  were  satis- 
factory, and  as  he  indicated  in  his,  and  I'd  like  to 
correct  that  this  would  not  be  a  doubling  of  the 
dues.  This  would  be  a  hundred  dollars  in  addition, 
because  most  of  them  would  continue  their  mem- 
bership  in  the   Negro  society. 

DR.  RANN:  I  think  from  my  very  limited  ex- 
perience with  the  Negro  physicians  in  North  Caro- 
lina, that  he  has  a  very  sincere,  a  ver.v  deep  desire 
to  be  a  part  of  the  mainstream  of  medicine.  That 
can  be  demonstrated  by  the  fact  that  Negroes  of 
North  Carolina  are  .going  to  meetings  all  over  the 
country;  meetings  of  the  general  practice  organiza- 
tions of  which  we  can't  be  members  because  we  are 
not  members  of  the  North  Carolina  Medical  Soc- 
iety, but  there  are  those  of  us  who  go.  There  are 
those  of  us  who  go  to  specialty  board  meetings.  Dr. 
Gordon  goes  to  evei'y  one  of  the  radiology  meetings ; 
Charlie  Watts  goes  to  everyone  of  the  surgical 
meetings.  Those  men  who  have  their  specialty  boards 
go  to  them,  and  because  of  that,  plus  various  other 
post-graduate  courses  that  we  go  to  very  reli.giously, 
gives  me  the  impression  that  we  do  want  to  be  part 
of  the  mainstream  of  medicine.  We  don't  want  to 
be  on  the  outside  of  it,  and  I  am  sure  that  a  big 
majoi'ity  of  the  men  who  belong  to  the  Old  North 
State  will  come  into  the  Medical  Society  of  North 
Carolina,   if  we  can  do  it  the   other  way. 

DR.  BEX  ROYAL:  I  have  th.'  advantage  or  dis- 
advantage of  having  attended  every  single  solitary 
meeting  of  this  since  its  inception ;  since  the  Kin- 
ston  meeting.  At  that  time  we  were  assured  by  a 
committee ;  how  the  committee  was  appointed,  we 
don't  know,  but  that  committee  assured  us  down 
there  in  no  uncertain  terms  what  they  wanted. 
They  wanted  to  better  themselves  in  medicine  and 
they  weren't  interested  in  the  banquet  or  dancing 
lessons,  but  they  wanted  to  take  advantage  of  all 
the  scientific  advancement  that  the  State  of  North 
Carolina  had  brought  into  the  State,  and  we  were 
assured  by  that  committee,  as  I  said,  and  I  was 
appointed,  but  we  were  assured  that  if  we  would 
grant  them  scientific  representation  in  the  Society, 
which  would  give  them  every  advantage  that  the 
Society  had  to  offer  except  attend  our  banquets 
and  go  to  our  dance — two  excepticfns,  as  I  recall — 
but  we  gave  them  everything  they  asked  for.  Now, 
evidently,  when  they  went  back  to  this  parent  or- 
ganization, their  committee  I  mean ;  their  report 
was  not  accepted.  Now,  here  is  another  committee 
from  the  Old  North  State.  Now,  I  don't  know  how 
you  fellows  were  elected;  it's  none  of  my  business. 
I  don't  care,  but  what  assurance  do  we  have,  if  any, 
that  your  committee;  if  you  say  75',  would  be  a 
fair  estimate  in  your  opinion  that  would  avail  them- 
selves; you  may  go  back  and  find  out  that  10*;^  is 
the  answer  instead  of  75^r. 

Now,  this  is  duplication  to  the  old  members  of 
this  Committee.  This  committee's  been  enlarged, 
brought  in  a   lot  of  new  blood   since   I   first  got  on 
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it,  but  we  have  no  assurance  in  the  world  at  the 
conclusion  that  the  outcome  would  be  any  different 
from   the   last  one. 

DR.  WATTS:  I  would  like  to  say  that  you're  ab- 
solutely rig'ht.  I  don't  have  any;  I'm  not  clairvoy- 
ant, and  I  couldn't  say  that  we  are  here  as  repre- 
sentatives and  we  are  a  mandate  that  everything- 
we  say  would  be  approved  by  our  entire  society, 
and  I  think  your  body  is  in  a  little  different  posi- 
tion today.  You're  the  people  who  run  your  organi- 
zation, so  that's  why  I  prefaced  my  answer  that  it 
was  my  personal  opinion,  but  I  would  like  to  say 
that;  that  I  am  sure  that  would  cause  some  in- 
convenience and  some  dislocations,  as  indeed  it  al- 
ready has  caused. 

Even  assuming-  the  worst  in  this  dilemma,  that 
it  did  result  at  first  in  a  smaller  number  accept- 
ing- it  than  I  anticipated  or  thought  it  would  be; 
are  we  to  think  then  that  until  we  can  guarantee 
100' (  or  15' I  participation  of  our  group,  that  this 
possibility  will  be  tabled.  If  we  handle  all  of  our 
relationships  on  that  plan,  it  gives  you  a  reason 
for  never  moving-  ahead.  What  we  are  asking  is 
that  you  open  the  door  so  that  incentives  to  par- 
ticipate can  become  more  available  and  that  we  may 
be  in  position  to  recruit  younger  men,  better  trained 
men  who  naturally  will  be  more  interested  in  this 
type  of  participation.  But  some  of  the  older  men, 
whose  pattern  is  well  established,  whose  income  is 
declining-  and  who  will  feel  that  I  am  doing-  this 
for  someone  else  because  it's  not  .going-  to  mean 
anything-  to  me;  I  can't  speak  for  them,  but  I  do 
feel  that  most  of  the  younger  men  who  expect  to 
practice  continually  in  the  State  would  find  it  to 
their  advantage  and  expediency  to  be  a  member  of 
the  North    Carolina    Medical   Society. 

DR.  KERNODLE:  Dr.  Watts,  at  this  point,  I'd 
like  to  ask  you  this,  and  I  would  like  to  get  a  copy 
of  this  formal  statement  that  you  made  at  this 
time,  if  I  may,  and  secondly,  I'd  like  to  ask  if  that 
formal  statement  has  been  passed  on  by  your  or- 
g-anization,   or   is   this   a  committee  action? 

DR.  WATTS:  This  is  a  committee  action  and  it 
represents  collective  thinking-  in  that  it  is  more  or 
less  a  summation  of  our  discussions  over — before 
and  over  the  previous  meetings,  but  I  couldn't  pre- 
sent it  as  a — 

KERXODLE:  Then  we  understand  that  it  is 
then  a  request  from  your  committee  and  the  action 
has  not  been  taken  on  this  request  that  you  have 
made  today  from  the  Old  \oi-th  State  Medical 
Society  as  a  whole? 

Pi?.  WATTS:  No;  no.  I  was  speaking  of  the 
statement. 

DR.  KERXODLE:  Well,  that's  what  I  said;  the 
statemei-it. 

DR.  W.ATTS:  But  the  request,  I  think,  we  can 
speak  for  the  Society ;  the  action  has  been  taken 
on  this  request  by  the  executive  body  of  the  soc- 
iety  that  we   be   granted  full   membership,   but  the 


rest  of  the  statement  and  its  organization  is  more 
or  less  my — do  you  follow  me? 

DR.  KERXODLE:  Yes,  I  follow  you,  but  I  want 
to  get  this  clear,  because  there  has  been  some  mis- 
understanding  in    the  past. 

DR.  WATTS:  Yes. 

DR.  KERXODLE :  About  connnittce  requests  and 
actions;  on  what  the  committee  requested  and  what 
they  said  would  be  done  and  so  forth,  and  I  .just 
want  to  get  clear  so  ten  years  from  now  there  will 
be  no  ciuestion  and  that's  the  reason  I  want  to  get 
the  formal  statement  today  before  you  leave  for 
our  records. 

DR.  ]\'ATTS:  Let  me  .give  you  this  background 
which  may  help  to  clarify  that.  Following  our  last 
meeting  with  Dr.  Whitaker's  committee,  our  execu- 
tive committee  met  on  this  question  and  made  a 
formal — it  was  voted  by  the  executive  committee 
to  have  Dr.  Rann,  who  was  Chairman  of  this  com- 
mittee, request  this  audience.  So  fhis  audience  wan 
requested  as  a  result  of  actinu  of  the  formal  bodif 
Olid  the  reason  for  the  oiidiiiiee  iras  to  jyetitiou  the 
(iroiiji  to  grout  us  full  lueinbershij)  in  the  Xorth 
Coroliini  Medieol  Soeiiti/.  So  that  iiireha ii'siii  puts 
if  OS  u  reciuesl  from  the  organization,  not  tliis  eoiii- 
luittee.   We  are  iiiereli/  bearers. 

DR.  KERXODLE:  But  your  remarks  have  in- 
dicted that  there  is  no  formal  action  as  to  what 
you  will  do  with  the  action  of  this  Society  gi-oup 
once  it's  recommended  back  to  you  and  any  i-egard 
whatsoever  in   the   statement,   I  gather. 

DR.  WATTS:  That's  right.  We  would  have  to 
carry   it  back  to  our  committee. 

DR.  ROY.AL:  Just  one  more  word,  Mr.  Chair- 
man. The  committee  that  appeared  before  us  orig- 
inally, as  I  recall,  was  the  then  President  (Drs.  M. 
B.  Davis,  Simmons  and  others)  and  immediate  past 
President  of  the  Old  North  State  Medical  Society, 
showing  the  authenticity  from  that.  Now,  Dr.  Whi- 
taker  and  Dr.  Brewer  might  check  me  on  that,  but 
I   think   that  is  correct. 

DR.  W.ATTS:  I  have  no  doubt  that  that  is  cor- 
rect. 

DR.  ROYAL:  So  the  authenticity  of  the  com- 
mittee, we  would  think  that  group  would  carry  the 
message. 

DR.  WATTS:  Dr.  Royal,  you  keep  belaboring 
that  point,  and  I'd  like  to  point  out  that  of  you 
recall  in  our  discussions,  it  was  pointed  out  that 
that  committee  was,  .iust  as  the  two  committees 
met ;  they  met  for  discussion ;  they  had  no  power 
to  make  decisions,  and  now,  evidently,  that  was  not 
made  clear  at  the  time  or  the  meeting  because 
there  was  no  contact  with  our  Society  subsequent 
to  that  meeting-  until  you  had  passed  scientific 
membership  arrangement.  As  far  as  I  know,  there 
was  no  direct  contact.  There  was  some  contact 
through  the  newspapers  in  that  I  believe  we  were 
in  session  in  Charlotte  and  someone  did  announce 
that  we  were   not   accepting-   that   type  of  member- 
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ship,  which  was  probably  premature,  but  we  are 
saying  that  had  your  committee  submitted  your 
plan  to  us,  that  we  would  have  had  a  chance  to 
think  about  it,  discuss  it,  vote  it  up  or  down  and 
then  you  would  have  known  what  the  reaction  of 
that  body  would  have  been  prior  to  this  action. 
That,  I  think,  was  an  error  in  procedure. 

DR.  KEEXODLE:  Dr.  Whitaker  wants  to  ask 
a   question. 

DR.  WHITAKER:  I  think  there  was  some  mis- 
understanding at  the  time.  Dr.  Watts  will  remem- 
ber we  have  talked  about  this  in  our  committees. 
In  press  reports  by  certain  Negro  physicians,  we 
were  accused  of  unilateral  action.  That  is  a  debat- 
able point,  as  we  have  discussed  before,  Dr.  Watts, 
because  as  we  understood  it,  the  Old  North  State 
Medical  Association  was  petitioning  us  for  mem- 
bership and  the  action  had  to  be  unilateral  to  a 
certain  extent  because  if  we  granted  the  member- 
ship it  was  a  unilateral  action.  Dr.  Brewer  was 
Chairman  of  that  committee  at  that  time,  and  I 
feel,  I  think  he  regrets,  as  all  members  of  the  com- 
mittee regret,  that  we  did  not  pass  on  what  was 
done  officially  to  the  Old  North  State  Medical  As- 
sociation, but  if  you  understand  from  our  reports, 
and  they  have  been  written  up  and  we  all  have 
copies  of  them,  the  report  was  originally  written 
to  give  full  membership  to  the  Negro  physicians 
in  keeping  with  Dr.  Simmons  and  Dr.  Davis'  and 
other  physicians'  pledges;  that  they  not  only  did 
not  want  to  disturb  the  existing  social  mores  per- 
taining at  that  particular  time,  hut  would  help 
screen  Negro  physicians  for  the  membership  of  this 
Society.  Depending  upon  that,  the  original  report 
was  written  to  offer  you  full  membership,  and  as 
Dr.  Royal  and  Dr.  Brewer  and  others  have  told 
you,  when  we  got  to  Pinehurst,  we  had  to  face 
reality  and  the  political  possibilities,  and  we  at 
the  last  moment — you  did  not  know  that  until  very 
lately — we  changed  that  to  make  them  scientific 
membership  available  in  order  to  meet  the  needs 
of  the  Negro  physicians,  as  stated  to  us  by  your 
leader.    Dr.   Simmons. 

What  they  essentially  wanted  was  scientific 
recognition  as  medical  men  in  order  that  they  would 
not  be  imposed  upon  in  specialty  boards  and  not 
have  AMA  membership.  So  that  is  the  way  that 
developed.  Dr.  Brewer  as  Chairman,  I  think  re- 
grets, as  all  of  you  do,  that  we  did  not  notify  you 
of  our  action,  but  we  achieved  what  we  thought 
was  in  the  light  of  reality  politically  possible  and 
as  I  have  told  you,  when  we  left  there  was  a  full 
feeling  of  accomplishment,  and  it  was  one  debat- 
able error.  We  did  not  notify  you  as  to  what  we  had 
done,  but  feeling  that  that  would  satisfy  the  aspira- 
tions, as  your  group  stated  at  that  time,  and  look- 
ing toward  some  development  if  you  had  come  in 
and  joined  us,  taking  advantage  of  the  member- 
ship, that  the  then  representatives  of  the  Old  North 
State   Medical   Association    said    they   wanted,   that 


we  would  have  worked  out  in  time  a  full  member- 
ship for  you. 

Now,  the  unfortunate  thing,  I  think  you  ex- 
pressed a  lot  of  wisdom  there  about  releases  to  the 
press.  We  have  discussed  this  in  our  liaison  meet- 
ings between  our  two  committees.  The  reaction  of 
the  press  was  practically  universally  favorable  to 
what  we  had  done  in  North  Carolina,  and  then 
when  we  get  the  reaction  which  we  did,  and  I  think 
most  of  them  know,  and  then  that  again,  not  to 
hammer  a  debatable  or  unpleasant  point,  when 
what  we  had  achieved  through  much  laborious  ef- 
fort was  classified  a  second-rate  or  inferior  mem- 
bership, and  your  organization  actually  went  to 
the  point  of  censuring  members  of  your  organiza- 
tion who  did  join  in  good  faith  and  became  AMA 
members,  it  left  a  pretty  bad  taste,  and  it's  un- 
fortunately   regrettable,    as   you   say. 

Now,  I  don't  know  whether  those  remarks  ex- 
plain the  point  or  not,  but  that  is  actually  what 
happened,  and  I,  for  one,  at  the  age  of  64  years, 
wouldn't  want  to  represent  anything  that  wasn't 
right  or  proper  or  that  I  didn't  understand.  My 
understanding  was  that  as  a  member  of  that  com- 
mittee, and  I  wrote  the  report  and  the  report  speaks 
for  itself,  we  had  a  real  letting  down  of  hair  in 
Kinston  over  about  a  four-  or  five-hour  period,  and 
we  felt  that  even  the  scientific  membership  which 
did  not  grant  full  membership  would  meet  your 
aspirations  at  that  time  and  then  we  would  pro- 
ceed further,  and  I  think  there  have  been  un- 
fortunate   reactions    on    both   sides. 

DR.   KERXODLE:    Dr.   Johnson. 

DR.  JOHNSON :  I  just  wanted  to  make  one  ob- 
servation. I  note  that  in  the  formal  statement, 
which  I  think  the  formal  statement  here  is  well 
presented,  but  as  I  recall,  there  is  not  an  official 
request  from  the  Old  North  State  Medical  Society. 
It's  more  or  less  summation  of  the  Doctor's  im- 
pression. Therefore,  any  action  we  could  take  at 
this  time  or  this  body  representing  the  Medical 
Society  of  the  State  of  North  Carolina  would 
still  be  more  or  less  a  unilateral  acceptance  of  a 
summation  rather  than  an  acceptance  of  a  worded 
request  of  the  minutes  of  the  action  of  the  execu- 
tive body   of  the   Old   North  State  Medical  Society. 

DR.    WATTS:    Mr.    Chairman? 

DR.  KERNODLE:   Dr.   Watts. 

DR.  WATTS:  If  I  understand  you  correctly,  you 
are  saying  that  nowhere  in  there  is  there  a  direct 
request  or  petition. 

DR.  .JOHN SOX:  No,  I  did  not  mean  to  infer  that. 
There  is  not  a  quotation  of  a  minute  that  has  been 
acted  upon  and  approved  by  the  Old  North  State 
Medical   Society. 

DR.  WATTS:  I  see.  No,  there  is  not.  However, 
our  being  here  is  a  result  of  the  action  of  our  of- 
ficial body. 

DR.  .JOHNSON:   Yes,  I  understand  that. 

DR.  WATTS:    And  I  guess  I   assumed  that  that 
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would  represent  for  itself.  If  any  official  request 
or  desire  is  needed,  we  can  furnish  it  later  by  mail. 

DR.  KERNODLE:  I  think  Dr.  Watts  has  brought 
up  a  point  I  wanted  to  express  to  you.  We  have 
had  differences  of  opinion  in  the  past  in  regards 
to  the  representation  that  appeared  before  our 
committee,  and  in  conjunction  with  that,  I  think  it 
should  be  a  definite  statement  that  has  been  acted 
upon  by  your  organization  to  us  before  we  are 
going  to  take  any  definite  definitive  action  because 
we  are  not  going  to  find  ourselves  in  the  same 
dilemma  we   have  been    in    the  last   seven    years. 

BARNES:  May  I  respectfully  point  out  in  the 
logistics  of  this  thing  that  the  action  of  the  House 
of  Delegates  of  the  State  Medical  Society  was  taken 
in  the  annual  sessions  in  1955,  and  there  was  the 
requirement  under  our  constitution  and  by-laws 
that  such  an  action  had  to  be  ratified  ;i  year  later. 
So  actually,  that  membership  would  nut  liave  been 
available  until  that  action  had  been  taki'U  which 
would    have  been   on  January   1,    1951. 

Now,  this  action  taken  in  Charlotte  in  which 
they  classified  the  type  of  membership  offered 
them  was  something  like  three  weeks  after  our  an- 
nual meeting  in  1955  and  before  our  minutes  had 
been  produced  so  that  the  officers  of  the  Society 
could  have  conveyed  that  action  accurately.  Then 
we  went  ahead  and  no  point  was  made  officially 
from  the  Old  North  State  Medical  Society  through 
the  whole  year  of  1956,  and  we  did  consummate 
the  ratification  in  the  House  of  Delegates  in  1956, 
and  we  received  applications  on  .January  1,  1957, 
from  Negro  members  and  never  did  we  know  that 
this  thing  was  going  to  be  rejected  by  the  Old 
North  State  Medical  Society  until  those  members 
were  excoriated,  according  to  the  press,  for  having 
jointel  the  Medical  Society  of  the  State  of  North 
Carolina,  almost  two  years  after  we  had  established 
that  facility  for  membership.  I  think  that  ought  to 
be  understood. 

DR.  WATTS:  Could  I— 

DR.  KERXODLE:  Yes,   Dr.  Watts. 

DR.  WATTS:  I  think  it  should  be  explained  this 
way,  and  I  think  we  covered  this,  and  this  was  one 
of  the  areas,  I  think,  of  the  greatest  benefit  of  the 
meetings  that  we  had  with  Dr.  Whitaker  and  Dr. 
Brewer's  committees:  that  I  think  we  were  able  to 
show  them  that  there  has  been  no  direct  communi- 
cation anywhere  along  the  line  saying  what  to 
expect;  really,  I  am  not  sure  that  I  am  clear  what 
a  scientific  membership  is,  although  I  say  I  don't 
want  it.  I  don't  know  wliat  meetings  I  could  go  to 
and   what   meetings   I   couldn't. 

We  don't  have,  to  this  day,  any  official  state- 
ment saying  that  you  can  go  to  luncheon  meetings 
but  you  couldn't  go  to  dinner  meetings.  I  mean, 
just  where  this  whole  area  is. 

Now,  how  could  we  respond  to  something?  It's 
kind  of  like  shadow  boxing.  We  have  no  definite 
thing  to  respond   to.   On   the   other  hand,  though,  I 


think  we  were  wrong  to  respond  to  it  in  the  press 
lirior  to  getting  some  official  action  and  we  did 
respond  to  it.  We  said  we  didn't  want  it  before  the 
official  action  was  official.  We  have  been  criticized 
for  that  and  I  think  rightly  so,  but  no  other  re- 
sponses have  we  made  because  we  haven't  had  any- 
thing to  respond  to. 

DR.  STYROX:  Have  you  made  any  effort  to 
find    out    what    constituted    scientific    membership? 

DR.  W.ATTS:  I  can't  say  that  I  personally  am 
sure.  I  personally  didn't,  but  I  couldn't  say  that  no 
one  did.  The  Society  took  a  position  against  it  and 
I  think  just  let  it  rest.  They  had  petitioned  for  full 
membership  and  it  was  their  position,  and  that 
they  had  received  something  they  didn't  petition 
for,  and  so  they  just  let  it  rest.  This  was  their 
thinking,  right  or  wrong.  I  thiid<  it  was  theii- 
thinking  on   it. 

DR.  ROy.Al.:  y in\  were  granted  once  what  your 
connnittee  asked  for;   whatever  that  was. 

DR.  WATTS:  Well,  I  think,  too,  we  would  like 
for  you  to  give  some  consideration  to  the  gravity 
of  one  group  making  a  decision  such  as  that,  which 
had  implications  that  were  more  than  possibly  that 
group  had  had  a  chance  to  consider  at  that  time, 
and  this  was  why  in  the  statement  we  tried  to  point 
out  that  we  are  practicing  medicine  in  our  several 
communities  just  as  you  are.  We  have  an  image 
to  maintain.  We  got  our  fellow  la\vyers  over  here 
who  are  fighting  civil  rights  battles.  My  daughter's 
marching  in  a  picket  line.  How  can  we  compromise 
on  this  thing  publicly  and  not  take  a  sevei'e  beating 
from  our  Negro  Colleges  in  the  commt(.nity,  the 
ministers  and  the  other  people? 

We  have  to  maintain  an  image  of  dignity.  That 
is  beyond  any  question  and  we  just  didn't  see  how 
we  could  do  it  regardless  of  the  good  intentions. 
We  are  not  questioning  the  intentions  of  this,  but 
that  was   the   point   of  that  statement. 

DR.  STYROX :  In  your  discussion  here,  you 
made  the  statement  that  you  did  not  wish  any 
publicity  on  this  matter,  and  at  the  same  time,  you 
made  the  statement  further  that  the  acceptance  of 
the  scientific  membership  made  it  difficult  to  dra- 
matize your  position  in  this  matter.  Would  you 
explain  what  you  mean  by  that? 

DR.  WATTS:  I  mean  by  that  that  had  we  ac- 
cepted wholeheartedly  the  scientific  membership, 
that  no  longer  would  it  be  a  problem  to  the  North 
Carolina  Medical  Society  cause  and  there  would  be 
no  reason  for  us  to  have  an  audience  here  today 
before  your  Executive    Council. 

DR.  STYROX :  You  mean  tlien  to  dramatize  it 
to  the  State   Medical   Society? 

DR.   WATTS:    That's    right. 

DR.  STYROX:  But  not  elsewhere? 

DR.  WATTS:  No.  I'm  speaking  strictly  of  drama- 
tizing it  to  you  or  what  we  feel  our  needs  are,  and 
my  question,  prior  point  about  the  publicity  was 
not  that   there  necessarily   be   none,   but  we   would 


143 


like  to  have  an  opportunity  to  pass  on  whatever  is 
going  to  be  said  to  make  sure  we  didn't  feel  that  it 
would  injure  our  positions  or  yours  in  any  way. 

DR.  KERXODLE:  Dr.  Watts,  I'd  like  to  enter 
a  question.  I  consider  you  quite  an  educated  indi- 
vidual and  quite  alert  as  to  the  situation,  and  I 
don't  believe  that  you  really  meant  what  a  scienti- 
fic membership  in  the  Medical  Society  meant  now, 
because  I  think  being  on  this  committee  that  you 
would  certainly  have  that  knowledge  to  the  nth 
degree  in  your  portfolio.  So  I  certainly  want  to 
bring  that  point  to  bear;  that  you're  making  a 
statement   I   don't  think  you're   quite   sincere  in. 

DR.  WATTS:  No,  I  am  sincere;  that  I  didn't 
know  what  you  meant  by  scientific  membership.  I 
didn't  know  where  the  scientific  started  and  the — 
DR.  KERXODLE:  Now,  when  you  refer  to  that 
you  didn't  know  as  of  this  minute,  or  as  of  the 
time  you  went  to  the  committee  with  Dr.  Whitaker 
and  Dr.  Brewer.  I  am  sure  they  have  gone  over 
that  in  detail. 

DR.  ]VATTS:  I  said  during  the  interim.  I  am 
referring  to  the  period   back. 

DR.  SAMS:  I'd  like  to  ask  Dr.  Watts  a  question. 
The  original  committee  that  met  with  Dr.  Brewer 
and  Dr.  Whitaker  in  Kinston,  and  Dr.  Royal,  your 
committee  asked  for  scientific  membership.  Isn't 
that  right? 

DR.  WATTS:   I  can't  answer  that,  since  I— 
DR.    SAMS:    Is    that    right.   Dr.    Royal?    Is  that 
what  they  asked  for? 

DR.  ROYAL:  Yes.  It  was  explained  to  them. 
DR.  SAMS:  We  granted  what  your  committee 
asked  for.  How  much  farther  could  w-e  go  with 
you?  Your  committee  asked  for  it  and  our  com- 
mittee gave  it.  Then  they  turn  around  and  go  back, 
and  you  go  back  to  your  original  organization,  and 
your  organization  said  no.  Now,  what  assurance 
have  we  got  that  it  isn't  just  you  four  men  got 
together  last  night  or  night  before,  or  two  months 
ago,  and  said,  "Well,  let's  go  down  and  bust  the 
thing  open"? 

I'm  very  much  of  the  opinion  that  your  proposi- 
tion that  you're  making  to  us  here  should  go  back 
to  your  Old  North  State  Society,  the  President  of 
the  Society,  and  I  respect  every  one  of  you,  and 
be  declared  the  opinion  of  your  organized  North 
Carolina,  Old  North  State  Medical  Society  before 
it's  submitted  to  this  council.  I  really  think  that's 
right. 

DR.  WATTS:  We  will  comply  with  that  request.* 
'■'   None  received   April  5,  1963. 

DR.  WHITAKER:  Mr.  President  and  Dr.  Sams, 
in  justice  to  Dr.  Watts  and  Dr.  Rann  and  other  orig- 
inal committee,  I  would  like  to  say  that  Dr.  Sim- 
mons and  Dr.  Davis,  when  we  asked  what  they 
wanted,  they  said  "We  want  scientific  recognition 
as  medical  men.  As  long  as  we're  not  AMA  mem- 
bers, we  are  penalized  in  certain  appointments."  I 
want  to  be  perfectly  fair  and  equitable  about  this 


thing.  They  said  that's  what  they  wanted,  and  they 
also  made  a  statement;  Dr.  Murray  Davis  made 
this  statement  that  they  had  no  desire  to  disturb 
what  he  called  the  existing  social  mores  of  their 
time;  that  they  did  not,  as  you  have  so  ably  ex- 
pressed today,  that  you  are  doctors  like  we  are; 
that  you  have  gotten  your  medical  education  under 
difficulties  and  that  you  wanted  scientific  rec- 
ognition  as  medical   men. 

The  committee  was  given  the  assurance  that 
that's  what  they  wanted.  They  were  not  interested 
in  where  we  met  or  banquets,  and  so  forth  and  so 
on,  and   even  further   strong  statements  than   that. 

The  original  report  we  submitted  speaks  for  it- 
self. I  think  it  is  a  fair  statement  of  what  was 
said  on  both  sides.  They  did  not  say  that  they  would 
be  satisfied  with  that,  but  in  the  light  of  it,  as  I 
understand  within  the  light  of  reality  of  the  situa- 
tion, they  said  that  was  what  they  wanted  and 
that's  what  they  received  and  depending  upon  that, 
as  Dr.  Brewer  and  Dr.  Royal  will  tell  you,  we 
wrote  the  original  report  to  give  you  full  member- 
ship, and  depending  upon  the  gentlemen  that  rep- 
resented you  at  that  time,  to  keep  any  acute  hassle 
from  developing-  that  we  can  state.  But  we  find  in 
the  light  of  the  reality  of  the  situation ;  we  all  had 
to  face  reality  in  the  light  of  the  political  possi- 
bilities. We  found  that  we  could  not  get  that,  as 
we  have  told  you.  There  was  a  motion  on  hand  to 
get  up  and  table  everything  we  had  done  at  that 
time,  so  we  gave  you  what  we  thought  would  work 
out  the  situation  in  an  evolutionary  rather  than  a 
revolutionary  manner  and  meet  your  aspirations 
as  scientific   medical  men. 

Nov,',  to  define  what  scientific  membership  means. 

As  I  understand,  it  means  the  right  to  vote,  to 
hold    office,    and    to    attend    all    scientific    sessions. 

DR.  KERXODLE:  Any  other  questions?  Excuse 
me;   you  had  a  statement  you  want  to  make? 

DR.  LOWE:  The  only  comment  I  had;  I  don't 
want  to  belabor  the  problem  of  the  original  com- 
mittee, but  as  Dr.  Watts  had  emphasized  in  his 
statement,  that  this  committee  and  your  committee 
met,  discussed,  and  I  am  sure  that  your  committee 
brought  your  report  back  to  either  your  Execu- 
tive Council  or  evidently,  according  to  Dr.  Whit- 
aker, to  the  floor  of  the  House  of  Delegates  before 
it  was  accepted,  and  the  same  thing  happened  to 
the  committee  that  represented  the  Old  North  State 
Medical  Society  and  their  report  was  not  accepted. 
So  I  think  it's  a  balance  thing;  that  they  had  no 
authority  to  speak  for  the  Society  without  first 
bringing  it  to  our  Society  just  like  I  am  sure  the 
Liaison  Committee  had  to  bring  their  report  and 
have  it  approved  by  the  House  of  Delegates. 

DR.  KERXODLE:  I'd  like  to  ask  a  question  now 
of  Dr.  Whitaker  for  clarification. 

It's  my  understanding  that  the  time  lapse  was 
quite  great  between  the  time  that  it  passed  to  our 
House  of  Delegates,   according  to  Mr.  Barnes,   and 
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the  time  \vc  hearil  fruni  the  Old  North  State  in 
regard  to  this  action.  Is  it  your  understanding  that 
the  committee  came  back  to  you  much  later,  or  was 
it  adequate  time  in  between  the  House  of  Delegates' 
action  before  we  enacted  this  at  the  second  reading 
or  the  next  year  the  later  action ;  was  it  plenty  of 
time  for  them  to  act  at  their  committee  and  have 
an  opporunity  to  take  it  to  their  Society  in  the 
meantime? 

DR.  WHITAKER:  According  to  Mr.  Barnes,  it 
is.  The  only  thing  that  I  can  say  in  that  request, 
Mr.  President,  is  we  felt  like  we  had  made  a 
greater  accomplishment,  and  we  received  no  action 
other  than  through  the  Press  of  those  press  notices 
which  were  very  critical,  by  the  Old  North  State 
Medical  Association  as  to  what  had  been  done  and 
the  membership  was  classified,  was  characterized, 
as  I  said,  and  then  I  believe  it  was  two  years  ago 
that  the  Liaison  Committee  wrote;  the  Old  North 
State  Medical  Association,  wrote  and  asked  us  to 
reopen  this  question.  Is  that  right.  Dr.  Rann? 

DR.  WATTS:  That  is  csorrect. 

DR.  WHITAKER:  Then  at  the  suggestion  of 
some  of  the  original  committee  representing  your 
Society,  Mr.  President,  Dr.  Royal,  Dr.  Brewer  and 
myself,  the  committee  was  enlarged  to  get  younger 
members  and  then  we  have  had  two  meetings  to- 
gether, and  you  have  had  the  meetings  individually 
and  we  have,  too,  and  they  wound  it  up  at  the  last 
meeting  that  we  had  with  your  committee  in  Jan- 
uary. You  made  the  statement  that  you  would  like 
to  appear  before  this  House  of  Delegates  and  we 
had  some  correspondence  about  it.  It's  all  a  matter 
of  record.  Then  I  asked  you  and  Dr.  Rann  to  be 
explicit  if  you  wanted  this  audience  and  you  kindly 
said  that  you  did  want  this  audience  and  that  brings 
it  to  where  it  is. 

Does   that  answer   .your   question? 

DR.   KERXODLE:    Yes.   Any   other  questions? 

DR.  PASCH.AL:  Mr  Chairman,  I  have  one  final 
question.  It  will   take   onl.v   a  short  time. 

I  am  in  sympathy  with  some  of  the  objectives  of 
the  National  Association  for  the  Advancement  of 
Colored  People.  I  wonder  if  this  action  that  you 
have ;  the  action  that  has  come  as  a  result  of  your 
committee  being  here,  is  sponsored  and  initiated  en- 
tirely by  your  local  group  or  if  you  have  had  en- 
couragement from  outside  sources  of  the  National 
Association  for  the  Advancement  of  Colored  People? 

DR.  WATTS:  I  think  we  would  like  to  take  this 
occasion  to  point  out  that  there,  certainly  when 
one  is  trying  to  get  out  of  a  situation,  that  he 
thinks  of  all  possibilities  of  getting  out  of  a  situa- 
tion, that  he  considers  unpalatable;  but  these  orien- 
tations, and  this  orientation  and  these  discussions 
have  all  come  from  within  the  Old  North  State 
Medical  Society  itself,  and  we — this  is  one  of  the 
reasons  why  we  want  to  be  so  careful  about  how  it's 
handled,  because  we  feel  that  we  would  hurt  our 
cause   to   fan   this   thing  in  the   press   prematurely. 


We  aie  not  seeking  any  sort  of  anything  else  but 
what  we  are  really  asking  for. 

DR.  PASCH.AL:  You  haven't  been  urged  by  the 
national  body   to   push   this   thing? 

DR.  W.ATTS:  No,  not  specifically;  no  more  than 
in  .general  terms.  The  national  body  is  for  recogni- 
tion of  all  of  its  constituents  as  equal  partners  in 
this  problem,  but  not  in  a  specific  project. 

DR.  KERXODLE:    Dr   Lowe? 

DR.  LOWE:  I  just  want  to  make  a  statement. 
1  think  Dr.  Watts  misinterpreted  you.  Did  you  ask 
about  the  National  Association  for  the  Advance- 
ment of  Colored  People  or  did  you  mean  the  Na- 
tional Medical  Association? 

DR.  PASCHAL:  No,  I  meant  the  National  As- 
sociation   for   the    Advancement   of    Colored   People. 

DR.   WATTS:   Oh,  I  beg  your  pardon. 

DR.  PASCHAL:  I  wondered  if  that  had  any  in- 
fluence in  what  you're  trying  to  do. 

DR.  RANX:  No  i-elationship  whatsoever  with  the 
Old   North   State. 

DR.  PASCHAL:   No  contact? 

DR.  WATTS:  No.  The  answer  I  gave  was  with 
relation  to  the  National    Medical   Association. 

DR.  KERXODLE:  At  this  time  I  would  like  to 
got  the  President  of  your  Society  to  make  a  state- 
ment on  this  question,  if  he  would.  I  wanted  to  get 
your  statement  in  regard  to  his  direct  question  for 
the  record. 

DR.  TrrA'.V:   I  told  him  no. 

DR.  KERXODLE:  Well,  that's  all  right.  I  wanted 
to  .get  what  you  said  on  the  record. 

DR.  SQUIRES:  Mr.  President,  I'd  like  to  ask 
Dr.  Wynn  how  many  Negro  doctors  do  .von  have 
in   Mecklenburg  Count.v? 

DR.  WVXX:   1.3. 

DR.  SQUIRES:  How  many  of  them  belong  to 
the   county  medical  society? 

DR.  WVXX:   4. 

DR.  SQUIRES:  You  have  not  availed  yourselves 
of  the  opportunity  of  joining  the  JMecklenburg  Co- 
unty Medical  Society? 

DR.    WYXX:    There    are   6,   I   understand. 

DR.  SQUIRES:  And  you  have  been  invited  to 
participate  in  the  Henneman  Foundation,  Madison 
and  Canal  Foundation  dinners  there;  isn't  that 
correct? 

DR.   iri'.V.V:   Yes,  sir. 

DR.  SQUIRES:  But  your  group  as  a  whole  has 
not  seen  fit  to  become  members  of  the  Mecklenburg 
County  Medical  Society? 

DR.  KERXODLE :  Do  you  have  any  reason  or 
answer  for  that  statement.  Dr.   Rann? 

DR.  RAXX:  No  I  don't.  Those  of  us  who  are 
interested   belong,   thou.gh. 

DR.  SQUIRES:  Well,  do  you  avail  yourselves  of 
the  opportunity  of  going  to  meetings? 

DR.  RAXX:  Every  time  we  have  one,  I  am 
there. 
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DR.  KERXODLE:  That  is,  your  members  that 
belong  to  the  Society  go? 

DR.  RAXX:  Yes. 

DR.  KERXODLE:  But  what  about  the  others 
that  are  not  members? 

DR.   RAXX:    Occasionally. 

DR.  KERXODLE:  Do  you  have  any  other  ques- 
tions, Dr.  Squires? 

DR.  SQUIRES:   No. 

DR.  KERXODLE:    Any  other  questions? 

DR.  BREWER:  Mr.  Chairman,  I  would  like  to 
get  one  or  two  things  clear.  Of  course,  we  know, 
I  assume,  now  that  Dr.  Whitaker  has  clarified, 
what  scientific  membership  is.  It  is  the  privilege  of 
attending  scientific  meetings  of  the  State  Medical 
Society,  County  Medical  Society,  if  you  are  a  mem- 
ber, and  voting  and  to  hold  office.  Our  friends 
here  from  the  Old  North  State  Medical  Society 
speak  of  full  membership.  As  I  understand  it,  then, 
they  have  the  feeling  with  this  designation  of  scien- 
tific membership  that  it  puts  some  sort  of  a  stigma 
on  them,  and  what  they  mean  when  they  say  full 
membership  is  that  they  have  the  right  to  attend 
any  function  of  an  organized  medical  society  spon- 
sored and  put  on  by  that  medical  association,  be 
it    social,    scientific    or   business.    Is   that   correct? 

DR.   WATTS:   Yes. 

DR.  BREWER:  Is  that  what  you  mean  by  full 
membership;  whether  or  not  you  avail  yourselves 
of  the  opportunity  of  attending;  that  you  do  not 
like  to  be  told  that  you  can't  do  It. 

Second,  there's  been  some  question  about  how 
authoritative  your  committee  from  the  Old  North 
State  Medical  Society  is.  I  assume  that  it's  been 
appointed  by  the  Old  North  State  Medical  Associa- 
tion to  bring  this  matter  to  the  attention  of  the 
Medical  Society  of  the  State  of  North  Carolina. 

DR.  WATTS:  Correct. 

DR.  BREWER:  Of  course,  you're  not  asking 
that  the  entire  membership  of  the  Old  North  State 
Medical  Society  be  taken  into  the  Medical  Society 
of  the  State  of  North  Carolina  as  a  body.  Dr.  Watts 
brought  that  out  because  he  understands  that  you 
have  to  come  through  the  county  medical  society, 
and  my  own  feeling  is  that  it  is  not  pertinent  as 
to  whether  or  not  this  thing  that  they're  doing 
has  been  passed  as  a  resolution  by  their  Medical 
Society.  My  feeling  is  that  any  individual  Negro 
physician  in  North  Carolina  who  is  licensed  to  prac- 
tice medicine  in  North  Carolina  would  have  the 
practical  right  if  he  wanted  to  on  his  own  indivi- 
dual initiative,  of  asking  this  Medical  Society  to 
change  the  constitution  so  that  he  could  attend 
any  meeting  of  the  Society  without  any  endorse- 
ment from  the  Old  North  State  Medical   Society. 

You  do  express  the  feeling,  though,  that  a  ma- 
jority of  your  members  would  accept;  as  Dr.  Whit- 
aker said  a  while  ago,  there's  been  some  feeling 
among  our  committee  and  among  the  Medical  So- 
ciety of  the  State  of  North  Carolina,  that  since  you 


men  didn't  avail  yourselves  of  the  opportunity  ex- 
tended for  wider  participation.  I  wanted  to  get 
that  point  clear. 

DR.  JOHXSOX:  I  think  this  is  a  repetition,  but 
I'm  going  to  ask  it.  Is  the  Old  North  State  Society 
bound  legally  or  obligated  to  accept  the  statement 
which  has  been  presented  to  us  as  a  request  from 
that  body? 

DR.  WATTS:  I'm  trying  to  think  before  I  an- 
swer. When  you  said  bound  legally,  I'm  just  trying 
to  think  in  what  area  legality  enters  here.  I  am  not 
sure.  I  don't — I  think  I  have  to  say  no,  we  are  not 
bound  legally  as  individuals.  That's  really  what 
you're  concerned  about. 

DR.  -JOHXSOX :  I'm  speaking  of  the  organiza- 
tion. 

DR.  WATTS:  I  think  this  statement  represents 
the  collective  thinking  of  this  committee,  and  this 
committee  is  an  official  committee  of  the  Old  North 
State.  I  think  that's  the  only  legality. 

DR.  SAMS:  Well,  now,  the  other  committee  was 
an  official  committee  of  the  Old  North  State;  the 
old  committee;    wasn't   it? 

DR.  WATTS:   Yes,  it  was  an  official  committee. 

DR.  SAMS:  All  right,  now,  I  go  back  to  my  state- 
ment a  while  ago;  that  I  think  the  proper  thing  for 
you  to  do  is  take  your  statement  back  to  the  Old 
North  State  Medical  Society  and  get  them  to  en- 
dorse it  and  bring  it  back  to  us  as  the  official  state- 
ment of  the  Old  North  State  Society. 

DR.   WYXX:    Mr.   Chairman? 

DR.  KERXODLE:  Yes,   Dr.  Wynn. 

DR.  WYXX:  I  think  we  should  clear  this  point, 
that  this  committee  is  appointed  by  the  Old  North 
State  Medical  Society  and  is  acting  for  the  Old 
North  State  Medical  Society,  and  if  there  is  any 
question  about  what  is  acted  on,  it's  carried  back  to 
the  Society  and  voted  on.  This  is  authentic,  what 
we  are  presenting  today.  It's  not  haphazard;  it's 
authentic. 

DR.  KERXODLE:  Dr.  Wynn,  I'd  like  to  ask  you, 
as  President  of  the  Society;  Dr.  Brewer  asked  two 
or  three  questions,  and  I'd  like  to  get  some  definite 
answers  on  the  statements.  Dr.  Brewer,  would  you 
like  to  state  yovir  questions  over?  One  was  about 
the  social  equality  in  regard  to  the  above,  the  ques- 
tion of  scientific  membership.  Is  that  right?  Are 
you  asking  for  in  your  request;  I  gathered  that 
only  above  scientific  membership  is  social  equality. 
Is  that  your  request?  Is  that  what  the  full  mem- 
bership  means? 

DR.  WYXX:   I  didn't  get  your  question,  quite. 

DR.  KERXODLE:  The  question  is  this.  You  ask 
for  full  membership.  Scientific  membership  gives 
you  the  mainstream  of  medicine  in  its  full  entirety. 
You  are  now  asking  for  full  membership  which  I 
interpret  means  social  equality.  Is  that  what  you're 
asking  for? 

DR.    WYXX:    We   are    asking   for  full   member- 
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ship  without  any  stipulations.  Yes,  full  member- 
ship. 

DR.    WATTS:    Can   I   speak   to  that  question? 

DR.   KERNODLE:   Yes. 

DR.  WATTS:  The  question  of  social  equality  or 
inequality,  I  don't  think,  enters  into  this  because 
this  is  supposed  to  be  a  scientific  body  and  you're 
asking-  for  full  membership  in  a  scientific  body. 
Now,  what  is  done  socially  would  be  decided  by  the 
body. 

DR.  KERNODLE:  Vv.  Brewer,  would  you  state 
your  question  ag'ain  to  them  and  Ret  an  answer? 
You  had  a  question  that  would  uiean  the  same 
thing'. 

DR.  BREWER:  If  I  remember  correctly,  the 
question  I  asked  was — full  membership  to  them 
means  the  assurance  that  they  can  attend  any 
meeting  of  a  state  or  county  medical  society  put  on 
by  the  medical  society. 

DR.  KERNODLE:  Banquets,  dances,  and  so 
forth  included  in  that  statement,  and  all  of  them 
said  yes.  I  just  wanted  to  get  this  on  the  record 
with  someone  saying  yes  to  that  statement.  They 
answered  in  unanimous  opinion,  yes,  to  that  ques- 
tion. Now,  would  I  get  an  answer  in  the  affirmative 
again  to  that  question? 

DR.  WATTS:   Yes. 

DR.   WYNN:   Yes. 

DR.  KERNODLE:  All  right,  sir.  The  same  as 
stated  in  a  different  manner.  The  second  question ; 
do  you  recall  that  one,  Dr.  Brewer? 

DR.  BREWER:   Sir? 

DR.  KERNODLE :  You  asked  two  questions  and 
I'm  sorry;  I  was  interested  but  I  wanted  to  get  an 
answer  on  the  record.  We  have  got  a  unanimous 
opinion  from  them  but  do  you  remember  your  yues- 
tion?  That's  all. 

DR.  BREWER:   No. 

DR.  KERNODLE:  That's  all  right. 

DR.  BREWER:  The  second  question,  I  think, 
was  they  represented  the  Old  North  State  Medical 
Society  as  an  official  committee  appointed  for  this 
purpose,  but  they're  not  asking  that  entire  mem- 
bership of  the  Old  North  State  Medical  Society  be 
taken  into  the  various  county  and  state  medical 
societies  of  North  Carolina. 

DR.   WYNN:   No,  we  wouldn't  expect  that. 

DR.  KERNODLE:  One  answer  to  this,  please.  I 
want  to  get  this  on  the  record.  Dr.  Watts  answered 
it  in  a  way  but  these  are  direct  questions.  Could  I 
get  one  of  you   to  answer? 

DR.  WATTS:  Yes,  we  arc  requesting  that  we 
be  treated  no  differently  from  any  other  applicant. 

DR.  KERNODLE:  No,  this  is  the  second  ques- 
tion referring  to  membership. 

DR.  WATTS:  Yes. 

DR.  KERNODLE:  Whether  or  not  you're  asking 
for  a  block  membership   or  an  individual? 

DR.  WATTS:  That's  what  I'm  coming  to.  We 
are   asking    to    be    admitted    as   iiidieidnals    through 


your  iisnal  adiiiissioii.  i)roccdiire. 

PR.  BREWER:  That  was  my  understanding. 
They  were  asking  it  be  made  possible  that  any 
Negro  physician  who  desii-ed  and  could  get  througli 
his  county  medical  society  could  come  on  up  the 
ladder,  so  to  speak,  but  not  as  a  block. 

DR.  KERNODLE:  .^ny  further  questions?  If 
not,  Dr.  Wynn,  would  you  like  to  say  a  final  state- 
ment before  we  finish?  Any  other  statement  you'd 
like  to  make  at  this  time? 

DR.  irr.V.V:  Gentlemen;  I  think,  Mr.  President 
and  gentlemen,  that  it  has  been  made  clear  our  pur- 
pose here.  I  think  the  questions  have  been  asked 
fairly,  but  one  thing  I  wish  you  would  blot  out. 
That  is  the  action  of  that  former  committee.  I 
think  that  would  help  things  quite  a  bit  if  that 
were  forgotten  about,  even  though  they  were,  at 
the  time,  an  official  committee  of  the  organization, 
but  when  a  committee  is  sent  out,  it  has  to  come 
back  to  the  organization  and  let  the  organization 
vote  on  what  they  have  done  before  it  is  accepted. 
That  was  not  accepted. 

We  thank  you  gentlemen  for  allowing  us  to  come 
before  you.  I  wish  you'd  take  under  consideration 
that  what  we  ai'e  interested  in  is  helping  all  the 
peojjle  of  North  Carolina  and  not  a  segment;  that 
we  can  get  recognition  as  an  individual  and  not  be- 
cause we  arc  Negro  or  white,  but  as  an  individual 
qualified  to  practice  medicine  under  the  State 
Laws   of   North   Carolina.   I   thank   you. 

DR.  KERNODLE:  Dr.  Wynn,  I  appreciate  you 
bringing  your  group  and  your  committee  and  the 
formal  statement  that  was  presented  by  you,  Dr. 
Watts,  and  the  factors  of  the  questions  and  answers 
that  we  have  enlightened  ourselves  on  some  of  your 
problems  and  our  problems  in  regard  to  this  issue. 
We  will  take  full  cognizance  of  this  request  and 
give  you  an  answer  at  a  later  hour.  Thank  you  for 
coming;    appreciate  all  you  have  done. 

The  committee  has  gone  out,  I  believe.  At  this 
time  we  will  take  discussion  further.  We  want  to 
adjourn  in  17  minutes  for  the  morning  session  so 
we'll  take  adequate  time  here  to  discuss,  up  to  15 
minutes.  Anyone  have  any  discussion  at  this  mo- 
ment. 

DR.  FULLER:  I'd  like  to  say  one  thing. 

DR.   KERNODLE:    Dr.   Fuller. 

DR.  FULLER:  I  believe  every  one  of  us  see 
through  this  statement.  This  is  just  a  statement. 
The  original  committee,  Dr.  Brewer,  Dr.  Whitaker 
and  Dr.  Royal,  you  have  our  sjonpathy,  our  un- 
dying gratitude,  and  I  think  we  all  should  feel 
that  you  did  a  marvelous  job  in  handling  a  diffi- 
cult situation. 

I  don't  think  any  of  us  can  feel  that  there  is 
but  one  pertinent  question  that  they  want.  Dr. 
Brewer  brought  it  out;  social  equality.  That's  the 
thing  they  have  gain  after  everything  else  has  been 
offered,  though  they  have  not  availed  themselves 
of    the    scientific    membership   which  you  provided. 
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which  was  certainly;  it  would  have  g'iven  each  man 
the  chance  to  avail  themselves  of  exactly  what  they 
asked  you  when  they  came. 

I  believe  we  now  have,  as  I  see  it,  a  situation 
where  they  have  not  tried  to  be  scientific  members. 
We  have  something  which  they  have  not  partici- 
pated in,  and  it  may  be  a  question  of  whether  we 
just  do  away  with  this  entirely  or  not.  This  is 
something   I    believe   we   have   got  to  discuss. 

DR.  SHUFORD:   Mr.    President. 

DR.  KERNODLE:  Yes,  Dr.  Shuford. 

DR.  SHUFORD:  I  would  like  to  offer  a  sugges- 
tion. This  scientific  membership  has  accomplished 
nothing.  It  was  offered,  and  I  am  sure  the  term 
"offer"  is  correct.  It  was  refused.  I  think  the  offer 
should  be  withdrawn. 

DR.  RAIFORD:  Mr.  President,  I  get  the  feel- 
ing these  members  of  the  Old  North  State  Society 
have  on  Saturday  afternoons  when  my  wife  says, 
"I  don't  want  you  to  stay  home;  I  just  want  you 
to  want  to  be  home."  I  think  they  want  to  be  asked 
but  they  don't  want  to  come  in. 

I  agree  with  what  Dr.  Fuller  said  and  Dr.  Shu- 
ford ;  that  perhaps  it  is  time  to  withdraw  this  scien- 
tific membership.  I  almost  asked  them  about  it  but 
I  didn't  think  it  was  quite  pertinent  to  make  these 
unauthorized  individuals  commit  themselves  before 
an  official  body,  but  I  think  it  might  be  a  very 
good  answer  or  a  question  to  ask  them,  to  get  an 
answer.  If  they  don't  want  it,  do  they  want  it 
abolished?  We  could  settle  a  lot  of  our  own  prob- 
lems by  doing  this  now.  As  to  what  other  action  is 
taken  on  it  in  the  future,  I  don't  know. 

One  other  thought  occurred  to  me.  It  might  be 
well,  since  Dr.  Watts  was  extremely  vague  about 
how  many  would  avail  themselves  of  this  opportun- 
ity; would  it  be  fair  to  ask  them  to  canvass  their 
members  and  say,  "How  many  of  you  fellows  want 
to  join  if  you're  given  the  opportunity"  to  give  us 
a  little  bit  of  an  idea  of  what  to  go  on.  I  don't 
know;  it  seems  to  me  like  there's  an  awful  lot  to 
be  found  out  here  before  we  take  any  great,  large 
action  that  this  would  obviously  entail. 

DR.  KERNODLE:  Just  one  second.  Dr.  Raiford 
and  Shuford  and  Fuller,  I  agree  that  we  don't  to- 
day want  to  take  any  action.  We  want  to  bring  up 
provocative  questions  that  came  from  this  presenta- 
tion this  morning  for  answers,  and  wherever  you 
want  this  directed  to,  I  will  do  so  as  your  Presi- 
dent. If  it's  back  to  this  committee,  well  and  good. 

I  would  like  to  get  Dr.  Bedding-field's  comments 
now. 

DR.  BEDDINGFIELD:  I  think  we  are  snipping 
at  side  issues,  Mr.  President.  In  my  opinion,  I 
believe  that  if  at  the  present  time  we  abolish  the 
scientific  membership,  I  think  in  a  degree  we  are 
breaking  faith  with  the  three  or  four  people  who 
have  accepted  this  membership.  I  wonder  how 
they  would  be  disposed  toward  the  Society,  point 
one.  Point  two,  if  we  abolish  the  category  of  scien- 


tific membership,  in  my  opinion,  it  would  weaken 
our  position  in  court,  and  I  think  that  ought  to  be 
discussed. 

DR.  KERXODLE:  I  was  getting  ready  to  ask 
John  for  a  discussion  on  that. 

DR.  BEDDINGFIELD:  In  my  opinion  further, 
I  think  it  makes  little  difference  as  to  whether  or 
not  5,  lO'/o  or  100' <  would  apply  for  full  member- 
ship if  the  privilege  were  granted.  If  one  wanted  to, 
that's  a  legal  question  right  there  because  the  case 
could  be  decided  on  the  basis  of  one. 

I  think  we  are  sniping  at  side  issues  and  dodg- 
ing the  central  theme.  The  central  theme,  in  my 
opinion,  is  have  )ve  got  to  do  this?  If  ice  do  not  do 
it  voluntarily,  is  it  going  to  he  thrust  upon  us  by 
the  courts?  What  would  be  the  net  effect  on  our 
State  Medical  Society  if  ive  acquiesce  to  their  de- 
mands? Would  this  be  a  lesser  effect  than  it  would 
be  if  it  were  thust  upon  us  by  the  courts,  or  icould 
it  be  a  lesser  effect  from  membership  if  we  sat 
back  and  waited  for  the  courts  to  do  it? 

I  believe  these  are  the  central  issues  involved. 
Now,  I  know  you  said  we're  not  going  to  take  any 
action  and  I'm  not  going  to  make  a  motion  but  in 
line  of  what  you  charitably  called  provocative  sug- 
gestions, I'd  like  to  suggest  that  we  might  consider 
doing    this. 

That  President  Kernodle  be  empowered  to  ap- 
point a  committee  of  78 ;  one  front  each  county 
society  to  meet  and  listen  to  a  majority  report  and 
to  a  minority  report  from  our  e.visting  committee. 
Committee  on  Integration,  and  then  charge  them 
with  the  responsibility  of  taking  this  message,  this 
inforntation  back  to  their  societies,  to  air  the  prob- 
lems, perhaps  to  take  a  straw  vote  and  get  some 
expression  of  philosophy  and  sugestions  to  this 
council  as  to  whether  the  issue  should  be  debated 
in  the  House  of  Delegates. 

DR.  KERNODLE:  You  have  that  question  be- 
fore you.  I  ask  for  a  second  on  it. 

DR.  BEDDINGFIELD:  It  wasn't  a  motion.  You 
said  no  action,  so  I  respected  that. 

DR.  KERNODLE:  All  right.  John,  would  you 
like  to  make  some  comments  of  what  would  happen 
in  regard  to  this?  I  think  it's  pertinent  at  the 
moment. 

MR.   ANDERSON:    Mr.    President. 

DR.  KERNODLE:  Do  you  want  this  on  the  rec- 
ord, John? 

Off-the-record. 

DR.  KERNODLE:  Folks,  we  have  discussed  this 
now  and  before  the  proposition  they  presented.  I'd 
like  to  get  some  action  of  the  body  at  this  time 
so  we  can  come  to  a  decision.  Some  members  of 
the  council  feel  inclined  to  niake  a  recommendation 
at  the   moment? 

DR.  SAMS:  Mi-.  President,  I  want  to  make  a 
motion,  sir,  that  we  maintain  the  status  quo  of  our 
present  offer  to  the  Old  North  State  Medical  Society 
for  membership. 
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DR.  KERNODLE:    You   have  heard  this   motion. 

DR.  MURPHY:  We  don't  have  any  offer  to  the 
State  Society :  we  have  an  offer  to  the  colored 
physicians  but  it's  not  directed  to  their  Society, 
is  it? 

DR.  KERNODLE:  John  Anderson,  is  our  posi- 
tion on  scientific  membership  directed  to  the  Negro 
physician,    not  to    the    Society? 

MR.  ANDERSOX:  We  don't  have  any  proposi- 
tion to  make  to  them.  If  I  may  make  a  suggestion 
that  if  you  don't  want  to  make  any  change,  that 
your  vote  be  that  tliis  council  does  not  recommend 
that  the  Society  make  any  change  in  its  by-laws 
or  constitution. 

DR.  SAMS:   Well,  I'll  accept  that  as  my  motion. 

(Seconded    by    Dr.   Johnson.) 

DR.  KERNODLE :  Any  discussion  on  this  mo- 
tion? We  aren't  going  to  take  any  definitive  action, 
but  this  is  a  definitive  motion,  I'll  say  that  now. 

DR.  RHODES:  I  would  rise  simply  to  say  this; 
that  as  I  mentioned  when  I  made  my  original  little 
statement,  that  I  think  we  have  to  take  into  consid- 
eration what  is  best  for  the  membership  of  our 
Society  and  I  personally  don't  really  know  what 
the  membership  of  this  Society  feels  about  this  as  a 
group.  I  like  and  I  think  Ed  Bedding-field's  sug- 
gestion that  some  effort  be  made  to  determine  what 
the  membership  of  this  Society  feels  about  it  is 
important  and  whatever  our  action  is  here  today, 
I  think  we  could  take  an  action  here  today  but  I 
still   think  we   ought   to  exjiloro  that  suggestion. 

DR.  BEDDINGFIELD:  Mr.  President,  I  would 
suggest  that  that  could  maybe  temper  things  down. 
We  could  accept  the  motion  from  Dr.  Sams.  I  could 
vote  for  it  if  we  would  perhaps  amend  it  to 
include  the  type  of  committee  of  78,  the  type  of 
study  that  I  have  suggested,  and  in  our  message 
to  them  of  our  action  today,  if  you  would  say  that 
another  vehicle  has  been  developed  to  further  ex- 
plore this. 

DR.  KERNODLE:  At  this  time,  in  other  words, 
you  in  your  discussions  say  that  we  would  like  to 
maintain  our  position  at  this  time  and  that  we  are 
going  to  further  study  this  through  another  mech- 
anism and  investigate.  That  is  what  you  would  like 
to  add  as  an  amendment.  Is  that  correct? 

DR.   BEDDINGFIELD:    That  is   correct. 

DR.  KERNODLE:  You  have  heard  that  amend- 
ment.  Is   there  a   second   to  the  amendment? 

(Seconded   my   Dr.   Raiford.) 

DR.  KERNODLE:  You  have  heard  the  amend- 
ment.   Is   there   any  discussion    on  the  amendment? 

DR.  RAIFORD"!  Mr.  President,  just  one  sugges- 
tion. It  might  be  pertinent  to  have  a  reason  and  I 
think  that  could  very  well  be  drawn  from  the  fact 
that  in  offering  them  all  of  the  opportunities  which 
scientific  membership  does,  that  until  they  show 
evidence  of  wanting  some  of  the  benefits  scientific 
membership  offers,  that  we  do  not  feel  justified  in 
offering  them  full    membership.    I'm  just   bringing 


that  out  as  a  suggestion  in  wording  this.  We  have 
got  a  perfectly  good  out  here  if  wo  are  looking  for 
an  out.  We  gave  them  the  scientific  advantage  and 
they  don't  want  it.  They  apparently  want  to  skip 
over  that  and  go  on  to  the  top,  so  I  just  thought 
that  might  be  so  incorporated  in  the  answer. 

DR.  KERNODLE:  I'd  like  to  bring  a  point  of 
order.  There's  a  ciuestion  in  my  mind;  it  was  noted 
that  if  this  action  was  passed  by  the  council  it 
would  indicate  that  I  as  President  of  the  council 
would  make  a  reply  to  the  request  of  Dr.  Watts. 
Is  the  feeling  of  this  council  that  we  should  bypass 
our  committee  on  integration  or  should  this  answer 
come  from  the  committee?  I  ask  this  in  the  form 
of  a  discussion.  Any  feeling  in  that  light? 

•DR.  PASCHAL:  Mr.  Chairman,  I  believe  that 
the  attitude  of  the  membership  would  be  important 
in  this,  and  rather  than  giving  them  any  specific 
answer  at  this  time,  I  would  suggest  that  they  be 
advised  that  we  are  continuing  to  study  the  prob- 
lem and  that  we  would  give  them  an  answer  at  a 
later  date ;  not  necessarily  immediately  but  give 
the  component  county  societies  an  opportunity  to 
discuss  it  and   then  bring  it  back. 

DR.  BEDDINGFIELD:  Mr.  President,  isn't  it 
also  apropos,  as  I  understand  this  would  involve, 
even  if  we  gave  them  what  they  wanted,  a  change 
in  our  constitution,  which  would  have  to  go  to  our 
House  of  Delegates  anyhow;  so  I  think  we  could 
in  our  communication  to  them,  we  could  advise  that 
this  Council;  No.  1,  does  not  have  any  power  to 
grant  their  request  at  the  present  time.  Then  if  we 
want  to  we  can  go  ahead  with  the  motion  from 
Dr.  Sams  and  say  that  our  advice  to  the  House 
of  Delegates  will  be  the  status  quo  is  going  to  be 
continued.  However,  we  do  want  to  undertake  an- 
other vehicle  exploring  the  sentiments  of  our  rank 
and  file  membership  before  presenting  a  final  rec- 
ommendation to  the  House  of  Delegates.  We  couldn't 
act  today  with  finality,  anyhow. 

DR.  KERNODLE:  We  realize  that,  Ed. 

DR.  BEDDINGFIELD:  But  that  would  give  you 
an    out   on  the   immediate   answer. 

DR.  KERNODLE:  The  point  is  in  the  amendment 
we  get  an  evaluation  from  the  county  societies 
through  contact  with  the  President  of  the  Society 
and  the  liaison  committee,  as  brought  out  in  your 
recommendation  and  that  is  the  point  of  contact  for 
further    evaluation. 

You  have  heard  the  amendment.  Any  further 
discussion  on  the  amendment? 

DR.  ROYAL :  Purely  for  a  matter  of  clarification, 
Mr.  Chairman,  does  the  fact  that  it  came  before 
this  Executive  Council  take  this  thing  out  of  the 
hands  of  your  smaller  committee  and  put  it  that  it's 
been  reported  to  headquarters  now;  now,  what  are 
you  going  to   do  with  it? 

DR.  KERNODLE:  That's  what  I  just  got  clari- 
fied in  my  mind.  Maybe  I'm  wrong.  Dr.  Bedding- 
field    felt   that  this    issue    should    be  taken    by  the 


149 


committee  to  the  individual  county  societies  and 
get  evaluation  on  that.  They  would  refer  back  to 
the  committee  for  that  action.  In  the  meantime, 
we  would  give  them  a  status  quo  recognition,  if 
this  is  passed. 

DR.  ROYAL:  In  the  meantime  you  notify  the 
various    county    societies? 

DR.  KERNODLE:  That  would  be  the  liaison 
committee  to  tal;e  the  action  as  recommended,  as 
it  would  be  thrown  back  in  your  lap,  according  to 
my  view. 

DR.  WHITAKER:  Mr.  President,  my  interpre- 
tation of  that  is  that  the  liaison  committee  has 
got  about  all  it  can  do.  It's  in  the  position  of 
the  Executive  Council  now.  I  can  see  no  reason 
why  the  Executive  Council  should  not  write  the 
President  or  the  Secretary  of  every  companion 
organization  and  ask  them  to  give  an  opinion  on 
this  cjuestion  before  you  answer  them,  but  I  don't 
see  anything  to  be  gained  by  the  liaison  committee 
being   in   it   any   further. 

DR.  KERNODLE:  Well,  that's  your  interpreta- 
tion. Ed,  I  think  I'm  interpreting  yours  right.  You 
brought  out  the  point  that  you  thought  the  liaison 
committee  should  give  the  background  to  these 
people  representing  the  individual  society  so  that 
they  could  take  an  action  on  the  local  level  with 
an  intelligent  viewpoint  from  both  sides  of  the 
question  rather  than  just  asking  for  a  verbal 
report  to  what  the  feeling  is  on  the  local  level.  Is 
that   right? 

DR.  BEDDIKGFIELD:  Mr.  President,  I  agree 
with  Dr.  Whitaker's  sentiments.  I  think  the  com- 
mittee has  done  yeoman  work,  and  I  think  that 
probably  it  is  out  of  their  hands  now.  The  point 
in  my  even  mentioning  the  committee  at  all  was 
this.  As  exemplified,  for  example,  from  Dr.  Whit- 
aker's report  and  by  Dr.  Hughes'  committee  report, 
there  is  a  majority  and  a  minority  opinion  in  the 
workings  of  this  committes,  and  my  feeling  was 
this  majority  opinion  and  minority  opinion  ought 
to  be  transmitted  to  one  representative  from  each 
county  society  perhaps  meeting  here  in  Raleigh  with 
instructions  for  them  to  go  back  and  poll  their 
individual  county  societies  and  let  us  have  an 
expression  what  do  your  people  think   about  it. 

DR.  KERNODLE:  Well,  that's  exactly  what  I 
understood,  but  I  still  gathered  from  your  remarks 
that  it  was  a  responsibility  of  the  committee;  do 
you  want  the  Executive  Council  or  me  as  President 
to  take  the  action? 

DR.  BEDDINGFIELD:  Yes,  sir. 
DR.  KERNODLE :  Okay,  I  get  it.  You  have  heard 
the  amendment.  Is  there  any  further  discussion  on 
are   amendment? 

DR.  BREWER:  This  is  a  large  order.  I  wouldn't 
anticipate  about  a  third  of  the  county  societies 
being  represented  at  the  meeting  here.  I  personally 
think  a  better  sample  would  be,  if  you  want  a 
sample  of  it,  would  be  to  get  it  from  the  House  of 


Delegates  rather  than  to  have  a  committee  meeting 
and  invite  the  Medical  Society  to  send  in  a  repre- 
sentative and  then  go  back  home  discussion  and 
local  sentiment. 

DR.  BEDDINGFIELD:  Dr.  Whitaker  made  my 
point  for  keeping  this  within  a  committee  of  78,  is 
that  it  would  be  within  our  own  ranks.  The  House 
of  Delegates  is  open  to  the  press.  I  agree  with  him 
not  to  try  it  in  the  newspapers. 

DR.  PASCHAL:  Mr.  Chairman,  it  seems  to  me 
that  the  effort  to  get  78  representatives  together  is 
rather  unwieldly.  As  councilor,  I  am  not  interested 
in  finding  more  work  to  do,  but  I  believe  that  it 
could  be  properly  and  effectively  done  by  the  coun- 
cilor in  the  respective  districts  and  it  would  cut 
down  on  the  travel  and  other  incidentals,  making 
it  easier.  I  think  if  the  responsibility  was  placed  on 
the  councilor  to  find  out  the  attitudes  of  each  one 
of  the  counties  within  his  own  district  and  then 
bring  back  the    information    to   the    council. 

DR.  KERNODLE:  You  have  heard  this  discus- 
sion toward  this  amendment.  Any  further  discus- 
sion? 

DR.  BEDDINGFIELD:  I  considered  that  possi- 
bility. Dr.  Paschal,  before  I  made  the  motion  and 
the  thought  occurred  to  me,  could  each  of  the  twelve 
individual  councilors  fairly  present  the  majority 
opinion  and  the  minority  opinion  to  each  of  his 
constituent  county  societies.  I'd  rather  have  the 
spokesman  for  the  minority  group  and  the  spokes- 
man for  the  majority  group  to  present  the  opinions 
because  I  think  this  is  one  thing  we  hear  criticisms 
of,  the  decisions  being  made  affecting  the  whole 
membership  up  here  in  Executive  Council  and  the 
House  of  Delegates,  and  the  rank  and  file  mem- 
bership doesn't  know  anything  about  it  and  doesn't 
have  any  voice  in  it.  This  is  their  opportunity.  This 
one  issue  could  cause  more  controversy.  If  we  have 
a  top  level  decision  affecting  every  member  in  the 
State  without  giving  him  an  opportunity  to  express 
an   opinion,  I  think  we  are  looking  for  trouble. 

DR.  RHODES:  Wouldn't  the  county  officers  be 
meeting  to  discuss  this  in  January? 

DR.  KERNODL'E:  It  would  certainly  be  a  mo- 
tive for  improving  the  attendance.  I  think  this  par- 
ticular issue  is  so  important  that  you  would  get 
a  goodly  portion  of  the  78  presidents  in  attendance. 
From  the  Floor:  How  about  the  president? 
DR.  KERNODLE:  The  President  would  not  be 
in  attendance  at  this  meeting  necessarily.  We 
would  have  to  arrange  a  separate  meeting  on  Sat- 
urday night  or  Sunday  morning  in  which  they 
would   not  be   in   attendance.  Is  that  right? 

DR.  HILLIARD:  I  was  going  to  point  out  Dr. 
Welton  has  appointed  a  lot  of  non-medical  people 
to   attend. 

DR.  KERNODLE:  This  would  not  be  in  the  for- 
mal Officers  Conference  meeting.  That  is  a  full 
day's  schedule  as  far  as  the  day;  it  would  have 
to  be  called  at  a  different  hour  if  decided  this  was 
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the  timing-  for  the  prog'ram.  I  just  bring  that  to 
your  point.  It  would  not  be  within  the  PR  meeting 
on  Saturday  during  the  morning  and  afternoon 
because  that  schedule  is  full  as  you  see  before 
your  eyes  in  this  green  program  that  is  on  the 
table  in   front  of  your  seat. 

Now,  any  further  discussion  in  regard  to  the 
amendment  and  the  mode  of  handling  this? 

DR.  RAIFORD:  If  such  were  considered,  wouldn't 
it  be  well  then  to  write  an  informal  letter  to  the 
president  of  each  medical  society  listed  as  top 
secret,  confidential  and  classified  to  let  him  get 
the  feeling-  of  his  local  constituents  before  he  came? 

DR.  KERXODLE:  You  heard  the  suggestion 
about  a  confidential,  personal  letter  which  will  be 
opened  first  by  the  secretary  when  it  arrives  in  his 
office,  of  course,  but  nevertheless  we  will  entertain 
that  thought  as  a  possibility  of  stimulating  them, 
I  am  not  sure  we  should  give  them  too  much 
information  through  the  mail  to  be  disseminated 
to  anyone  that  picks  up  the  letter  or  reads  it.  I 
think  it  would  be  best  to  give  them  a  personal 
interview  by  the  liaison  committee.  Some  question 
has  been  brought  to  my  mind  as  to  whether  the 
committee  already  does  not  know  pretty  much  the 
way  the  constituents  feel  throughout.  You  don't 
think    so?    All    right. 

Any  other  discussion  on  tliis  amendment?  All 
in  favor  of  the  amendment;  we  are  voting  on  the 
amendment,  first,  that  the  President  of  the  Council 
invite  all  78   presidents   of  the  county  societies. 

DR.  BEDDIXGFIELD :  Not  necessarily  the  presi- 
dent; that  was  the  amendment.  It  doesn't  have  to 
be  the  president.  I  just  left  it  a  representative  from 
each  county,  whether  it's  the  president  or  not. 

DR.  .AXDERSOX:  You  can  vote  on  the  whole 
thing  as  the  motion  is  amended  if  he  accepteil  the 
amendment. 

DR.  KERXODLE:  Do  you  accept  the  amend- 
ment? 

DR.  SAMS:  Yes,  I  do. 

DR.  KERXODLE:  All  right.  We  vote  on  the 
whole  motion  as  amended  rather  than  the  amend- 
ment alone.  .-^11  those  in  favor  of  the  whole  motion 
as  amended,  which  consists  of — John,  would  you  like 
to  spell  out  your  part  of  the  motion  that  he  be 
accepted  in  regards  to  hoAv  we  were  going  to  vote? 
You  gave  Dr.  Sams  the  motion  on  how  to — 

MR.  AXDERSOX:  Well,  that  the  council  does 
not  recommend  any  change  in  the  constitution  and 
by-laws    regarding-  membership  at  this   time. 

DR.  KERXODLE:  Did  you  all  hear  in  the  back; 
that  the  council  did  not  recommend  any  change  in 
the  constitution  and  by-laws  at  this  time.  However 
— would  you   give  the  however  part,   Ed? 

MR.  .AXDERSOX:  Regarding  this  question  of 
scientific   membership. 

DR.  BEDDINGFIELD:  However,  we  have  an 
interest  in  continuing  to  explore  this  problem  im- 
mediately or  develop  a  vehicle  for  such  e.xploration 


by  the  appointment  of  a  designated  representative 
from  each  of  the  78  county  societies  to  meet  and 
hear  both  the  majority  report  and  the  minority 
report  of  the  Committee  on  Integration  and  then  to 
poll  their  individual  members  back  home  and  report 
back  to  the  Executive  Council  for  further  con- 
sideration. 

DR.  KERXODLE:  You  have  heard  the  motion 
and    the    amendment. 

From  the  Floor:  I'd  like  to  separate  them.  I'm 
for  the  first  part  but  I'm  against  the  second  part. 

DR.  KERXODLE:  We'll  vote  on  the  amendment 
as  we  started  to  originally.  All  in  favor  of  the 
amendment;  is  there  any  question  about  the  amend- 
ment? All  in  favor  of  the  amendment,  let  it  be 
known  by  showing  their  right  hand.  Will  you  count 
them,  Mr.  Barnes?  Twelve  in  favor.  All  opposed; 
three.  The  amendment  is  carried.  All  in  favor  of  the 
original  motion,  let  it  be  known  by  raising-  youi- 
right  hand?  Thirteen  in  favor;  all  opposed,  likewise. 
Unanimous  for  the  original  motion  and  three  ob- 
jecting- to  the  amendment.  We  tell  them  we  will 
formulate  a  letter  according  to  the  desires  of  this 
council.  Any  other  discussion  on  this?  If  not,  it's 
closed. 

(Recess   for   lunch) 

Now,  I  would  like  to  take  this  opportunity  to 
thank  Dr.  Brewer  and  his  committee  for  the  excel- 
lent work  that  they  have  done  over  the  years  and 
we  appreciate  the  long  hours  that  you  have  spent 
with  these  gentlemen  and  we  hope  that  we  will  have 
an  opportunity  to  give  you  some  further  work  in 
the  future  that  will  continue  in  liaison  with  them. 

DR.  ROYAL:  We  now  stand  discharged  as  of  this 
date? 

DR.  KERXODLE:  No,  not  disclaimed;  just  in 
limbo   momentarily. 

DR.  SAMS:  I  suggest,  Mr.  President,  at  the  close 
of  this  meeting-  we  give  this  committee  a  rising 
vote   of  thanks   because  they  did  a  tremendous  job. 

(The  Executive  Council  reconvened  at  2:15 
o'clock   p.m.,    President   Kernodle   presiding.) 

PRE  SIDE  XT  KERXODLE:  We  will  reconvene 
the  Council.  We  have  finished  two  items  on  the 
agenda,  and  we  will  now  take  up  the  third  item 
which  we  hope  won't  take  quite  as  long  as  the 
previous  discussion.  At  this  time  we  will  call  on 
our  Chairman  of  that  committee,  the  Trust  Study 
Committee,  Dr.  Jesse  Caldwell  of  Gastonia,  to  give 
us  a  report.  Is  your  whole  committee  here  with  you, 
.lesse? 

DR.  CALDWELL:  Mr.  President,  our  entire 
committee  is  not  here,  although  some  of  them  had 
to  leave.  Dr.  Wayne  Benton  is  here  and  I  have 
also  Mr.  Tom  Lumpkin  of  Wachovia  Bank  and  Trust 
Company,  Trust  Department,  and  Mr.  Lee  Smith 
as  an  associate  and  Mr.  John  Anderson,  Counsel  of 
the   Society. 

Gentlemen,  the  information  which  we  wish  to 
give  you   has   to  do   with   the  recent   enactment    (by 
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Congress)  of  HRIO  which  is  now  linown  as 
Public  Law  87-792,  second  part  individual  tax  re- 
tirement at  age  of  62.  Now,  this  Society  has  had 
some  action  on  this  type  of  legislation  since  1957, 
which  Dr.  William  A.  Sams  called  to  the  attention 
of  the  House  of  Delegates  and  then  introduced  a 
resolution  favoring  such  type  of  legislation.  In 
1958,  it  appeared  that  the  law  might  pass  and  some 
activity  occurred,  in  other  words,  to  look  at  the  law 
from  the  viewpoint  of  the  Medical  Society  setting 
up  a  statewide  plan.  In  January,  1959,  Dr.  Lenox 
Baker  appointed  a  committee  to  study  this  and  this 
committee  has  been  functioning  since  that  time.  The 
committee  has  appeared  from  time  to  time  within 
the  House  of  Delegates  with  the  report  of  progress 
in  activity.  On  one  occasion  we  had  special  speakers 
to  speak  on  various  aspects  of  the  proposed  legisla- 
tion. At  the  meeting  here  in  Raleigh  in  1960,  the 
House  of  Delegates  passed  a  resolution  recommended 
by  the  Trust  Study  Committee,  and  now  just  to 
keep  you  informed,  I'd  just  like  to  read  a  pai't  of 
that    resolution. 

"Resolved  furtherfore  that  the  Retirement  Trust 
Committee  be  authorized  to  negotiate  and  the 
President  of  the  Society  be  authorized  to  execute  a 
trust  agreement  with  banking  institutions  in  order 
to  implement  the  provisions  of  such  retirement 
benefit  legislation  on  behalf  of  the  members  of  this 
Society   and    their    bona    fide   employees." 

Now,  with  that  authorization  that  such  a  plan 
could  be  set  up,  if  and  when  Congress  enacted  the 
bill,  your  committee  set  to  work  to  devise  prelimin- 
ary plans,  and  this  was  done  in  time  and  it  has 
kept  up  with  the  law  as  it  developed  to  enactment. 
The  committee  suggested  setting  up  a  retirement 
program  under  the  law  which  would  offer  two 
avenues  of  investment.  It  restricts  annuity  plans 
and  also  the  stock  investment  fund  by  allowing 
participation  in  either  or  both  funds  in  any  per- 
centage the  participant  desires.  He  could  have  flexi- 
bility of  investment,  either  in  the  bond  or  fixed 
income  producing  properties  or  in  stocks  variable  in 
income    producing   properties. 

There  are  certain  advantages  in  a  large  group 
plan  such  as  this,  which  would  not  be  available  on 
individual  plans.  These  have  all  been  published  in 
the  No7'th  Caroli)ia  Medical  Jo2irnal  and  circulated 
to  the  members  of  the  Society  over  the  past  several 
years. 

It  has  been  figured  that  there  definitely  are 
great  advantages  which,  over  a  period  of  years 
compounded,  would  make  substantial  increases  in 
the  retirement  funds  available  for  retirement  of  the 
individual.  The  action  by  the  committee,  following 
that,  involved  preliminary  plans  to  set  up  a  pro- 
gram and  the  committee  conferred  with  insurance 
and  banking  institutions  to  obtain  the  most  favor- 
able conditions  to  implement  the  program.  Members 
of  the  committee  contacted  local  institutions  about 
the  State.  The  Durham  Bank  and  Trust  Company, 


First-Citizens  Bank  and  Trust  Company,  the  Amer- 
ican Trust,  which  is  now  North  Carolina  National 
Bank,  and  Wachovia  Bank  and  Trust  Company, 
and  the  First  Union  National  Bank  were  all  visited 
and  trust  officers  conferred  with,  and  these  gen- 
tlemen were  given  our  preliminary  plans  and  asked 
to  submit  proposals  of  their  cost  of  operating  a 
plan   under    these    conditions. 

Except  for  First  Union  National  Bank,  a  re- 
sponse was  obtained  in  each  instance.  On  May  10, 
1960,  this  committee  conferred  with  the  trust  offi- 
cers of  the  four  banks  submitting  bids.  One  bank, 
Durham  Bank  and  Trust,  which  is  now  Central 
Carolina  Bank,  did  not  include  the  cost  for  col- 
lecting the  funds.  They  were  asked  to  submit  a 
subsequent  proposal,  which  they  failed  to  do,  and 
this  bank's  charges  for  administering  the  program 
were  already  considerably  higher  than  their  com- 
petitors. 

Schedules  were  received  from  three  banks  and 
one  of  them  did  not  have  a  decreasing  scale  of  costs 
as  the  fund  became  larger  and  it  was  not  competi- 
tive. 

In  April,  1961,  an  analysis  of  the  current  account 
charges  at  various  levels  of  the  fund  was  sent  to 
members  of  the  committee  and  ballot  was  taken  to 
select  the  trust  company  to  operate  such  a  fund. 
All  votes  irere  iinaiiuiious  for  Wachovia  Bank  and 
Trust  Company.  There  was  one  member  of  the 
committee  who  did  not  vote  but  he  was  under  the 
impression  that  another  bank  was  to  submit  a 
favorable  bid,  which  it  failed  to  do. 

We  have  examined  similar  plans  in  existence  all 
over  the  country  and  have  yet  to  find  one  with  as 
favorable  a  charge  as  we  have  now.  Our  insurance 
annuity  rates  or  benefits  after  retirement  by  the 
purchase  of  annuities  is  considerably  higher  than 
any  that  we  have  been  able  to  get  our  hands  on  and 
we  have  invited  quite  a  few  insurance  companies 
to  submit  proposals.  Many  insurance  companies 
were  not  interested  in  this  type  of  program  unless 
it  tied  in  life  insurance  \\ath  the  annuities,  and  as 
a  result,  we  were  limited  somewhat  in  the  companies 
available   for   this   particular   type   of  plan. 

The  committee  had  drafted,  with  the  help  of 
Counsel  John  Anderson  and  his  associates  and  with 
the  Trust  Department  of  Wachovia,  a  tentative 
trust  agreement  for  possible  execution  between  the 
Medical  Society  and  Wachovia  to  act  as  trustee  under 
this  Federal  legislation,  as  provided  by  the  law  to 
implement  and  create  the  North  Carolina  Medical 
Retirement  Savings  Plan  sponsored  by  this  Society 
for  benefits  to  its  members  and  employees  as 
provided  by  the  law.  The  plan  briefli/  is  that  a 
participcnit  will  apply  for  participation  in  the  pro- 
gram and  hij  filling  out  the  application  form,  he 
submits  that  he  will  comply  tvith  the  law  and  once 
his  application  is  accepted  as  part  of  the  overall 
master  trustee  agreement,  he  becomes  a  participant 
and   is    given    a    certificate   of  participation    i)i    the 
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pl(i)].  Hi'  is  rciuhj  then  to  start  contributiiiy  fnncls 
to  the  trustee  for  investment,  either  in  the  stock 
investment  funds  or  to  be  sent  to  Minnesota  Mutual 
Life  Insurance  Company  irhich  is  handling  the 
anniiitji  part   of   the   jiroi/riiin. 

The  details,  insofar  as  possible,  have  been  studied 
as  thoroughly  as  possible.  We  do  not  have  as  yet 
regulations  from  the  Internal  Revenue  Service  which 
will  specifically  outline  the  mechanism  of  these 
plans,  but  our  proposals  so  far  are  flexible  and 
elastic  enough  that  by  few  amendments,  they  can 
be  broug-ht  into  line  with  any  regulations  that  IRS 
should  make.  We  anticipate  regulations  from  the 
Internal  Revenue  Service  sometime  between  the  next 
six  months.  However,  a  number  of  our  members 
have  expressed  a  desire  to  start  contributing  funds 
to  the  program  and  because  of  that,  the  committee 
has  acted  so  as  to  have  a  qualified  program  going 
as  soon   as  possible. 

Our  proposed  trust  agreement  has  been  thoroughly 
studied  by  our  lawyers  and  by  the  lawyers  of  the 
trustee.  It  has  been  gone  over  by  all  the  members 
of  our  committee  and  except  for  one,  all  the  com- 
mittee members  are  present  today  and  I  can  assure 
you   the  plan   has  been   given   detailed  analysis. 

A  number  of  changes  have  been  made  which  are 
incorporated  in  the  final  draft  which  we  will  pre- 
sent for  your  consideration.  Following  three  hours 
of  going  over  this  proposed  agreement,  the  com- 
mittee voted  to  recommend  to  the  Executive  Council 
that  we  proceed  with  the  execution  of  these  docu- 
ments, so  that  the  trustee  can  then  start  to  set  up 
the  plan  as  soon  as  possible,  realizing  that  amend- 
ments can  be  made  to  adjust  the  plan  to  comply 
with    regulations   to  be   received   later    on. 

The  actions  taken  so  far  have  been  ones  to  get 
the  plan  going  as  soon  as  possible.  We  do  not  wish 
to  appear  to  be  rushing  the  program  but  we  feel 
that  there  as  certain  advantages  in  having  it  in 
effect  and  getting  the  thing  in  operation  early  and 
adjusting  early  to  any  changes  rather  than  waiting 
for  six  months  or  eight  months  and  then  having 
something  come  up  that  we  can't  handle  before  the 
end   of  the  taxable  year. 

Now,  I  have  here  the  master  draft  which  may  be 
in  one  or  two  other  items  which  may  be  changed, 
which  already  we  are  in  agreement  upon  and  I  just 
wondered,  Mr.  President;  I  don't  think  it  would  be 
desirable  for  us  to  read  the  plan,  but  it  can  be 
done,   whichever  is  your  wish. 

DR.  KERNODLE:  Dr.  Caldwell,  I  don't  think  it 
would  bo  advantageous  to  read  that  plan  because  of 
a  lot  of  legal  entanglements  in  it.  If  it's  the 
pleasure  of  the  group  that  they  should  r?3  it,  then 
I  think  other  action  should  be  taken  in  that  respect. 

DR.  CALDWELL:  Well,  we  have  some  copies 
available  but  I'm  not  sure  we  have  copies  available 
for  everyone  here  and  I  also  hesitate  to  even 
suggest  acting  on  something  that  you  haven't  seen, 


and  the  only  thing  I  can  submit  to  you  is  the  work 
done  by  the  committee  on  this  thing  during  the 
past  week  and  this  morning. 

DR.  KERXODLE:  Dr.  Caldwell,  I'd  like  to  bring 
a  question  to  you  in  regard  to  credits,  interest 
credits  that  you  have  under  this  master  plan.  I 
have  a  copy  of  it;  Section  3,  page  1,  from  Minne- 
sota Mutual;  it  isn't  exactly  clear  to  me.  The 
first  thing  is  that  this  credit  will  be  given  at  the 
end  of  each  contract  year;  you  will  apply  interest 
rate.  In  other  words,  your  interest  is  applied  once 
a   year   rather  than   more  frequent.  Is  that  it? 

DR.  CALDWELL:  Yes.  In  the  plan  with  the 
Minnesota  Mutual,  the  interest  is  applied  at  he 
end    of  the   year   and    is  compounded    annually. 

DR.  KERXODLE:  Once  a  year;  right.  The  sec- 
ond question  in  the  last  part  of  that  paragraph 
says  it  may  unilaterally  change  the  guaranteed 
minimum  interest  rate  applicable  to  the  portion  of 
the  deposit  fund  arising  from  deposits  received  and 
credits  made  out  to  have  at  the  end  of  the  fifth 
year  or  ninety  days  following. 

The  question  in  my  mind  is  what  does  that  refer 
to?    I    don't   understand. 

DR.  CALDWELL:  Which  page  is  that? 

DR.  KERXODLE:  You  mean  they  can  change  it 
any  time  they  want  to  or  after  ninety  day  notice? 
The    last    sentence   under  that   paragraph,    page    .3. 

DR.  CALDWELL:  Yes,  at  the  end  of  five  years, 
the  best  we  could  do  was  to  have  a  guaranteed  rate 
for  five  years. 

DR.  KERXODLE:  Well,  it  doesn't  say  at  the 
end  of  five  years,  or  it  says  ninety  days  following 
the  date  of  which  they  give  written  notice.  The  way 
I  interpret  it  does  not  say  you  have  to  wait  five 
years. 

DR.  CALDWELL:  I  see  that,  yes.  This  particular 
contract  here  which  is  between  Wachovia  and 
Minnesota  Mutual  was  not  gone  over  by  a  commit- 
tee this  morning.  This  would  only  be  considered 
after  the  trust  agreement  is  executed.  This  is  the 
contract  between  Wachovia  and  Minnesota  Mutual 
on  our  behalf. 

DR.  KERXODLE:  Well,  I  think  it  should  be 
considered  in  this,  too;    should   it   not? 

DR.  CALDWELL:  This  is  not  part  of  the  trust 
agreement  which  will  start  the  plan  out  and  that 
and  it  will  have  in  it  some  things  which  we  have 
agreed  previously  on  with  Minnesota  Mutual  and 
that  was  not  one  of  them.  We  are  not  ready  to 
take  up  the  annuity  part  yet. 

DR.  KERXODLE:  Dr.  Caldwell,  if  you're  not 
ready  to  take  up  the  annuity  part,  you're  not  ready 
to  take  up   the  whole  proposal,  then,  are  you? 

DR.  CALDWELL:  We're  ready  to  take  up  the 
agreement  which  will  start  the  plan  out  and  that 
is  the  trust  agreement  between  the  Medical  Society 
and  Wachovia.  Until  that  agreement  is  made,  we 
cannot   pass  on   any    other    agreement. 

DR.   KERXODLE:    You    have   heard    the   discus- 
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sion  of  the  Chairman  of  this  committee.  Any  ques- 
tions anyone  wants  to  ask  Dr.  Caldwell  or  any  of 
his   consultants   that   are   here  with   him  today? 

DR.  BRIXN:  Would  any  subsequent  agreement 
that  was  made  after  this  represent  the  overall 
trust   agreement? 

DR.  CALDWELL:  The  overall  trust  agreement 
can  be  amended. 

DR.  BRINN:  I  mean  anything  in  changes  that 
they  would  make;  your  trustee  would  make  with 
Minnesota,  would  that  in  any  way  be  reflected  in 
the  trust  agreement  subject  to  be  amended  to  our 
benefit? 

DR.  CALDWELL:  No,  sir.  The  trust  agreement 
which  we  have  here  now  stipulates  that  Wachovia 
will  collect  and  transfer  to  Minnesota  Mutual  funds 
for  that,  but  anything  in  the  trust  agreement  would 
not  have  any  bearing  on  the  annuity  part  of  the 
program. 

DR.  PASCHAL:  Then  when  would  that  be  con- 
sidered? 

DR.  CALDWELL:   Well,  next. 

DR.  PASCHAL:  And  that  would  be  considered 
by  your  committee? 

DR.    CALDWELL:     Yes. 

DR.  KERNODLE:  Dr.  Caldwell,  I  would  like  to 
ask  this  question  and  I'd  like  to  bring  to  the  atten- 
tion of  the  Council  for  information;  it's  only  my 
responsibility;  Dr.  Rhodes  was  in  Calofornia  and 
perhaps  he  would  like  to  make  some  comment  on  it, 
too;  the  following:  The  AM  A  Committee  on  this 
reported  that  they  recommended  no  action  by  state 
societies  until  they  got  some  Internal  Revenue  in- 
terpretation and  promulgated  regulating  standards 
on  this  program.  I  think  it's  only  fair  to  your 
President  to  bring  that  to  you  with  their  thoughts 
and  that  was  a  strong  AMA  legal  department 
recommendation  to  us  and  to  representative  of  the 
Society  in  California  that  they  suggested  strongly 
we  not  take  any  action  on  this,  and  I  say  that  with 
all  fairness  to  the  Society.  But  I  think  it's  most 
important  we  do  whatever  the  Executive  Council 
wants  to  do  at  this  time,  as  the  Council  has 
authorized  this  committee  to  go  forward  with  nego- 
tiation of  a  trust  agreement  with  Wachovia  and  to 
be  signed  by  your  President,  which  I  am  empowered 
to  do   if  you  see  fit  to  move  at  this  time. 

DR.  PASCHAL:  May  I  ask,  Mr.  President;  Dr. 
Caldwell,  what  are  the  advantages  of  doing  this 
now  in  contrast  to  deferring  it  until  possibly  we 
can  get  the  IRS  answers  to  which  Dr.  Kernodle 
refers? 

DR.  CALDWELL:  Well,  the  advantages  would 
be  in  getting  the  plan  available  for  participation 
by  the  first  of  the  year.  The  other  advantages  would 
be  that  we  will  gain  experience  by  early  participa- 
tion on  how  to  operate  and  manage  the  funds.  W^e 
could  adjust  the  fund,  the  mechanism  of  the  pro- 
gram, to  comply  and  hold  it  to  the  regulations 
(IRS)    that   are   necessary  and  it  would  only   give 


us  six  to  eight  months,  something  like  that,  and 
would  ensure  the  availability  of  the  program  during 
the    1963  year. 

DR.  PASCHAL:  Do  you  feel  that  those  outweigh 
the  advantages  of  waiting  for  further  information 
from   those  who  have  studied  it  also? 

DR.  CALDWELL:  From  the  standpoint  of  you 
gentlemen,  I  can  see  where  it  would  possibly  seem 
to  be  rushing  it  to  put  it  through  but  from  where 
I  stand  and  have  been  in  it  for  three  or  four  years, 
it  would  seem  to  me  you're  just  delaying  it  six  to 
nine  months,  and  of  course,  things  move  slowly,  as 
you  know.  We  don't  want  to  hurry  into  anything 
bvit  from  my  standpoint  and  knowing  the  adapt- 
ability of  this  agreement  and  knowing  the  work 
that  can  be  done  on  the  whole  program,  which  will 
have  to  be  done  to  set  up  to  inform  our  people, 
we  are  ready  to  go  and  that  was  our  intention  two 
or  three  years  ago  when  we  asked  for  permission 
to  have  it  set  up  as  soon  as  possible,  and  we  have 
everyone  in  agreement  who's  been  working  with  it, 
that  it  can  be  done  and  we  are  ready  to  go. 

However,  if  there  is  any  question  about  it  or 
anything  else,  we  will  certainly  cooperate  in  any 
way  and  come  back  any  time  with  further  recom- 
mendations. We  are  not  trying  to  run  a  race  with 
anyone.  We  have  had  the  thing  set  up  for  two 
or  three  years  ready  to  go  the  minute  Congress 
passed  the  law.  They  passed  it  and  we  are  here  \\'ith 
the  proropsition. 

DR.  KERNODLE:  Mr.  Anderson,  our  legal  ad- 
viser is  over  here.  Maybe  he  would  like  to  give  us 
an  interpretation,  in  his  light,  as  to  what  the 
problem  would  be  of  delay,  if  any,  or  whether  it 
would  be  any  advantage  in  the  possibility  of  func- 
tioning through  a  program  that  has  been  adopted 
to  get  amendments  and  such  made  at  a  later  date. 
John,  would  you   like  to  speak  to  that? 

MR.  ANDERSON:  I  will  generally,  and  I'll  ask 
Lee  to  check  me  on  this  and  supplement  it;  Mr. 
Lee  Smith  (an  associate  counsel),  who  worked 
closely  with  this  problem.  Article  14  provides  for 
the  right  of  amendment  to  the  effect  that  the 
Medical  Society  reserves  the  right  at  any  time  to 
amend  in  whole  or  in  part  any  or  all  of  the  provi- 
sions of  the  agreement  by  notice  in  writing  to  the 
trustee  provided  that  no  such  agreement  which 
affects  the  rights,  compensation,  duties  or  responsi- 
bilities of  the  trustee  be  made  without  its  consent. 

Now,  that  provision  does  ensure  a  right  to  make 
any  amendments  that  ai-e  necessary  to  adapt  any 
part  of  the  plan  to  any  technical  regulations  of  the 
Internal  Revenue  Service.  Those  regulations  would 
probably  provide  for  the  execution  of  such  a  plan 
as  the  law  now  provides.  The  chances  of  the  Internal 
Revenue  Service  disagreeing  with  any  part  of  this 
plan  are  the  same  chances  that  you  would  take  when 
you  have  two  lawyers,  or  not  any  more,  two 
lawyers  interpreting  the  law  with  respect  to  the 
details   of  the  plan.      The  principles   are  set   out  in 
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the  law  and  they  have  been  followed  in  this  jjlaii  to 
the  best  ability  of  all  of  the  lawyers  working  on  it. 
Now,  if  the  Internal  Revenue  Service  comes  along 
with  some  technical  provision  that  has  to  be  ap- 
proved, or  put  in  the  plan,  that  can  readily  be 
done   under   this   amendment    provision. 

In  any  event,  I  can  see  no  jeopardy  to  any  of 
the  funds  which  go  into  the  plan  beginning-  in 
January  of  this  year.  Those  members  who  want  to 
start  contributing  in  December  to  such  a  plan;  if 
anything,  the  Internal  Revenue  Service  puts  out 
in  the  form  of  technical  regulations  doesn't  suit 
those  members,  all  you  have  got  to  do  is  get  their 
money  back  and  the  trustee  would  give  it  back  to 
them   if  the  plan   is  not  in  accord  with   regulations. 

It  would  be  a  rather  simple  matter  to  amend 
the  plan  and  handle  it  that  way,  and  if  some  mem- 
ber wants  to  wait  until  next  December  to  start 
back  at  the  first  of  the  year,  start  contributing, 
then  that  could  be  his  prerogative  or   his  privilege. 

There  is  one  thing;  if  the  plan  is  adopted  late  in 
1963,  it's  an  effect  that  it  could  be  made  retroactive 
to  January  1.  Dr.  Caldwell  has  pointed  out  that 
some  of  the  members  may  not  have  the  money  then. 
You  may  want  to  start  setting  aside  some  contri- 
butions on  a  monthly  basis  beginning  on  January  1 
on  the  assumption  that  the  plan  will  meet  every 
technical  requirement  of  the  Internal  Revenue  Serv- 
ice, 

That's  where  the  advantages  or  disadvantages 
may  lie.  The  disadvantage  would  be  that  those 
members  who  contributed  $250  a  month  to  the  plan 
beginning  in  January  weren't  satisfied  with  some 
technical  requii'ement  later  on.  They'd  get  their 
money  back.   Right,    Tom    Lumpkin? 

MR.  LUMPKIN:  Well,  you  would  have  to  have 
some  provision  in  there ;  if  the  plan  is  not  adopted, 
they  would  get  their  money  back,  certainly,  after 
the    first    year. 

MR.  .ANDERSOX:  Well,  I  mean  for  the  first 
year. 

MR.  LUMPKIN:   Yes. 

MR.  ANDERSON:  If  there  is  any  inipedinunit  to 
anyone  going  into  this  plan  before  it's  approved  by 
the  Internal  Revenue  Service? 

MR.  LUMPKIN:  I  think  we  could  put  the  pro- 
vision in  that  if  it  was  not  approved  by  the  IRS, 
the  money  would  be  refunded,  and  make  it  that 
simple. 

MR.  ANDERSON:  Yes,  that's  what  I  meant  and 
that  amendment  could  be  put  in  here  and  with 
that    other    amendment. 

MR.  LUMPKIN:  Note  in  the  individual  applica- 
tion from  the  time  you  sign  youi-  application  and 
start  making  contributions,  if  the  fund  is  not 
acceptable  to  the  IRS,  you  get  your  money  back 
with  whatever  interest  it  has  earned  up  until  that 
time. 

MR.  ANDERSON:  That  could  be  specifically 
provided  here? 


MR.  LUMPKIN:  That  could  be  specifically  pro- 
vided. 

MR.  ANDERSON:  I  have  interpreted  the  plan 
as  meaning  just  that  without  having  especially  said 
so,  but  I  see  no  impediment  to  going  into  the  plan 
with  that  provision  in  it.  Just  a  question  of  what 
the  expedient  thing  to  do  is  and  what  the  desirable 
thing  to  do  is.  From  a  legal  standpoint,  the  amend- 
ment provision   would  take   care   of  it. 

MR.  ANDERSON:   Is  that  correct,  Tom  and  Lee? 

MR.    LUMPKIN:    I    agree. 

MR.    ANDERSON:     Lee,    is   that   correct? 

MR.  SMITH:    That's   correct. 

DR.  KERNODLE:  Let  me  ask  John  a  hypo- 
thetical  question. 

If  this  program  was  stai'ted  in  January  and  in 
March  the  Congress  changed  the  progiani  to  state 
that  there  was  not  a  necessity  for  participation  in 
this  program  by  all  of  your  employees,  what  would 
happen  in   this  particular  plan   that  we   have   now? 

MR.  LUMPKIN:  This  particular  plan  would 
have  to  be  amended   severely. 

DR.  KERNODLE:  Well,  I  ask  that  question 
because  that  was  brought  up  and  thei'e  is  a  move- 
ment underfoot  to  get  just  exactly  something  along 
that  line,  changed.  That's  the  reason  I  don't  want 
any  questions  in  my  mind,  but  I'm  trying  to  bring 
you  what's  been  brought  to  us  in  California. 

There  is  a  movement  in  Congress  to  try  to  get  it 
taken  out  and  those  are  the  things  that  I'm  talking 
about,  the  technicalities  and  changes  in  the  law 
that  will  take  place  during  the  next  Conrcss.  I 
don't  knnw;  it  may  be  handled  and  moved  through 
without  any  questions  and  not  get  any  changes,  but 
it's  under  discussion  to  the  point  that  I  don't 
know. 

DR.  CALDWELL:  Mr.  President,  our  plan,  of 
course,  does  not  set  in  type  what  the  Congress 
may  or  may  not  do  in  the  future.  It  has  an  opera- 
tive plant  set  forth  here  in  the  trust  agreement  on 
what  Congress  has  done  this  year  and  signed  into 
law  (PL  87-792)  on  October  10,  1962.  I  am  sure 
that  there  will  be  changes  in  the  law  and  they 
will  be  considerable  and  any  program  set  up  will 
have  to  be  adjusted  later  on,  and  no  doubt  about 
it ;  there's  going  to  be  some  changes  in  the  law. 
But  what  we  have  there  now  is  what  has  been 
passed  and  has  been  interpreted  by  our  lawyers 
on  both  sides  as  complying  with  the  law  as  written 
and  the  intent  of  the  Congress,  and  that's  as  far  as 
we  are  today. 

DR.  KERNODLE:  Any  other  questions  of  the 
committee. 

DR.  BEDDINGFIELD:  I  was  wondering;  in  view 
of  the  attitude  of  the  conservatives;  I  think  the 
committee's  done  a  grand  job  and  inasmuch  as  this 
is  on  a  purely  voluntary  basis  anyhow,  nobody  is 
under  compulsion  to  go  into  this  thing.  If  our 
membership  were  informed  that  this  is  the  best 
plan  we  have  got  under  the  rules  and  interpretations 
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that  are  currently  available,  we  don't  see  how  you 
could  get  burned  for  going  into  it  but  new  regula- 
tions are  going  to  be  coming  out.  If  that  explana- 
tion were  offered,  why  should  we  deny  those  who 
want  the  right  to  go  ahead  and  start  making- 
monthly  contributions? 

DR.  RHODES:  I  would  simply  supplement  what 
Dr.  Bedding'f  ield  said ;  that  if  our  membership  can 
be  assured  that  they  will  not  incur  loss  by  early 
participation,  then  I  don't  see  any  reason  why  our 
Society  might  not  approve  this  agreement.  That 
would  be  my  thoughts  about  it. 

DR.  BRIDGER:  I'll  make  the  motion;  I  go  along 
with   John. 

DR.  KERNODLE:  You  heard  the  motion.  You 
want  to   state   your   motion    in    full,    Dewey? 

DR.  BRIDGER:  Well,  I  just  propose  motion  to 
approve  his  report;  to  endorse  and  authorize  the 
ag'reement. 

DR.  KERNODLE:  Yes,  I  have  to  sign  this  as  a 
legal  document  with  the  Medical  Society.  Wayne, 
did  you  want  to  speak? 

DR.  BEXTON :  I  have  got  some  definite  ideas 
on  this  thing.  No.  1,  I  think  the  committee  ought 
to  show  us  where  this  trust  agreement  is  to  our 
advantage  over  something  we  can't  do  on  our  own 
or  through  the  AMA.  I  don't  see  any  point  in 
offering  something  that  isn't  needed,  and  I  haven't 
been  able  to  see  whether  this  service  is  actually 
needed  for  our  Society  at  this  time,  and  there  is 
nothing  in  here  that  tells  me  how  much  percentage 
I'm  going  to  get  by  investing  in  this  thing  or  how 
little  or  how  much  or  anything;  whether  it's  going 
to  be  better  than  when  it's  available  on  my  own ; 
or  one  that's  going  to  be  available  through  AMA; 
or  one  that's  available  through  Medical  Care  and 
Dental    Practice    and    your    other    specialty    groups. 

Now,  if  this  thing  gives  a  service  to  the  State 
Society  we  can't  get  anywhere  else,  then  I'm  all 
for  it.  But  if  it's  a  service  we  can  get  otherwise 
and  this  is  just  another  committee  activity,  then 
I'm  not  too  much  in  favor  of  it,  and  I  do  think 
that  every  member  in  here  ought  to  read  this  thing 
and  be  familiar  with  it  before  he  votes  on  it. 

DR.  BRIDGER:  John  understands  it's  voluntary 
anyway. 

DR.  KERNODLE:  It's  voluntary,  but  we're  set- 
ting up  a  program  in  adopting  this  to  the  point 
we  are  in  acceptance  of  a  trust  fund.  We  of  the 
Medical  Society  are  endorsing;  it's  like  our  medical 
insurance  program.  We  are  endorsing  it  in  it. 
entirety  and  recommending  to  our  people  as  one  of 
the  best  programs  of  investment  of  their  funds 
under  the  Keogh-Smathors  program  and  that  is  the 
thing  that  I  want  you  to  understand  as  the  Council ; 
when  you  vote  on  this  today,  that  you're  endorsing 
this  and  you're  going  to  back  it  to  the  nth  degree 
that  this  is  one  of  the  best  methods  of  investment. 
I  don't  know  whether  it's  the  best  or  as  Wayne 
brought  out,  but  I  think  it's  a  good  one,  but  I  bring- 


to  your  attention  again  that  we  have  another  meet- 
ing January  27.  If  you  want  to  take  the  opportunity, 
we  can  get  thees  trust  agreements  mimeographed 
and  sent  out  to  every  member  of  the  Council. 

DR.  GARRISON:  Mr.  President,  in  view  of  the 
fact  that  in  a  short  time  we're  going  to  have 
another  meeting  and  this  thing  is  pretty  lengthy, 
I'm  sure  that  a  goodly  number  of  us  have  received 
other  things  in  other  organizations,  why  not  give 
us  an  opportunity  to  read  this  thing  and  study  it, 
and  then  at  our  next  meeting  in  January  when  we 
meet  in    Pinehurst,  that   we   give   it  final    action. 

DR.    PASCHAL:    Mr.    Chairman? 

DR.   KERNODLE:    Yes. 

DR.  PASCHAL-  Do  I  understand  correctly  that 
the  House  of  Delegates  instructed  (authorized)  this 
committee  to  proceed  with  this  and  to  come  up 
with  this  plan  and  they're  complying  now  with  their 
instructions? 

DR.  KERNODLE:    Yes. 

DR.  PASCHAL:  I  think  they  have  done  a  good 
job  in  getting  it  this  far  along.  I,  too,  think  that 
the  membership  ought  to  have  the  opportunity  to 
see  what  their  Council  is  providing  for  them.  I 
wonder  if  it  would  be  possible  for  this  proposal  to 
be  carried  in  the  .Joiinial  or  disseminated  among  the 
membership  individually?  Give  them  an  opportunity 
to  see  what  we're  entering-  into  for  them.  I  realize 
that  prolongs  the  thing,  John,  but  I  just  question 
whether  or  not  we  want  to  be  the  responsible  party- 
of-the-Council  for  assuming  the  authority  to  put 
this  into  operation  before  this  meeting-  in  January. 

DR.  CALDWELL:  For  the  purposes  of  proce- 
dure, let  me  state  that  this  plan  can  be  put  in 
effect;  has  already  been  authorized  to  be  put  into 
effect  without  any  action  at  all  required  to  be  taken 
by  this    Council. 

The  House  of  Delegates  authorized  the  President 
to  execute  an  agreement  which  had  been  negotiated 
by  the  Trust  Study  Committee  to  set  the  plan  in 
motion  and  we  are  presenting  this  today  as  we 
were  called  on  to  give  you  a  report  and  if  you 
vote  any  way  at  all,  it  will  be  over  the  past  action 
of  the  House  of  Delegates,  and  as  a  matter  of 
procedure,  it's  not  necessary  for  this  Council  to 
vote  except  to  advise  the  President,  whichever  way 
he  wants.  But  that  is  the  way  the  thing  passed  in 
May,  1960,  (The  House  of  Delegates).  Now,  the  other 
thing  was  that  we  are  standing  by  ready  to  publish 
and  distribute,  at  the  expense  of  the  trustee  and 
the  insurance  company,  a  very  nice  brochure  which 
will  explain  the  plan  as  thoroughly  as  possible  and 
as  briefly  as  possible.  In  that  brochure,  it  tells  the 
advantages  of  our  plan  which  Dr.  Benton  mentioned 
that  he  is  not  aware  of  and  he  has  been  on  the 
committee  for  four  years.  And  among  the  advan- 
tages— and  this  will  be  something-  of  the  wording 
of  the  brochure — the  px'incipal  advantage  of  group 
participation  in  a  stock  investment  plan  is  thr. 
trustee's  charges  for  administration  becomes  less  as 
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the  fund  g-i'ows  larger.  Also,  such  a  fund  as  this 
is  in  a  position  to  benefit  from  average  and  con- 
tinuous buying'  of  securities,  wider  diversification 
of  holdings,  and  provide  against  possible  continuous 
inflation  and  to  invest  income  to  receive  the  ad- 
vantage of  continuous  compounding.  The  insured 
annuity  plan  with  Minnesota  Mutual  provides  most 
attractive  advantages  at  the  group  rates  given  to 
our  Society.  The  insurer  makes  no  separate  charges 
for  its  service  and  the  guaranteed  interest  rate 
which  is  subsequently  reflected  in  the  increase 
guaranteed  annuity  after  retirement  not  available 
in  plans  on  an  individual  basis.  This  is  a  large 
project.  Theer  are  many  facets  and  aspects  to  it 
and  it  would  take  quite  a  while  to  school  everyone 
on  the  various  details,  and  of  course,  we  are 
willing-  to  do  all  we  can,  and  that  is  about  as  much 
as  we  have  to  say.  You  asked  us  to  have  the  plan 
ready.  We  have  brought  it  up  to  this  point? 

DR.  SAMS:  Mr.  President,  it  seems  to  me  this  is 
already  authorized  by  the  House  of  Delegates  and 
we  have  got  no  jurisdiction  over  this  thing  except 
that  this  Executive  Council  would  authorize  you.  in 
your  discretion,  to  sign  such  agreement  as  you  see 
and  let  the  plan  go  ahead  because  it's  already 
passed.  In  other  words,  by  the  House  of  Delegates 
in   1960.  Isn't  that  right? 

MR.  BARNES:  Yes,  sir.  It  was  the  action  of  the 
House  of  Delegates  in  19()0  that  this  committee  be 
empowered  to  negotiate  a  plan  and  execute  it.  The 
only  thing-  I  would  call  your  attention  to,  respect- 
fully, is  that  this  action,  I  am  sure,  was  predicated 
upon  the  bill  then  existing-  or  prevailing-  before  the 
Congress  which  died  when  that  Congress  went  out 
of  session,  and  the  present  plan  is,  of  course, 
based  on  a  new  bill  introduced  in  the  succeeding 
Congress  and  enacted,  of  course,  in  October  of  this 
year,  the  final  session  of  the  succeeding-  Congress. 
Whether  or  not  there  is  any  material  difference 
in  the  provisions  of  the  bill  as  it  prevailed  in  the 
prior  Congress  and  the  bill  that  was  finally  enacted 
in  the  succeeding  Congress,  I  don't  have  anything 
to  say.  But  I  know  there  is  some  material  differ- 
ence in  the  extent  of  money  that  could  be  involved 
and   possible  regulations   to   be   promulgated. 

DR.  KERXODLE:  Dr.  Sams,  in  spite  of  the  fact 
that  the  House  of  Delegates  voted  to  endorse  it  and 
got  the  program  back  for  the  President's  signature, 
under  my  circumstances,  I  don't  think  I'll  sign  this 
agreement  unless  this  Council  recommends  it.  I'll 
say  that  right  offhand  because  I  think  this  is  a 
terrific  undertaking-  from  the  Society's  standpoint, 
and  I  am  whole-heartedly  in  agreement  with  the 
program  that's  been  outlined,  with  the  several  stip- 
ulations that  I   mentioned. 

It  has  been  brought  to  my  attention  by  our  legal 
adviser  in  the  AMA  headquarters.  Mr.  .Joe  Stetler, 
in  particular,  and  his  staff,  that  we  should  not 
function  in  too  great  a  haste  in  regards  to  this  and 
and  if  you  want  to  go  further  in  spite  of  the  fact 


that  those  who  want  to  participate  as  of  January  1, 
they  can  participate  up  to  December  31,  1963,  and 
still  be  in  under  the  1963  year  by  putting  in  a 
lump  sum  or  if  they  want  to  participate  on  a 
monthly  basis,  they  can  put  the  same  amount  of 
money  in  Wachovia  Bank  at  an  interest  rate  each 
month  until  the  program  is  outlined  in  its  definitive 
measure,  if  it's  any  different  six  months  from  now. 
I  say  that,  because  I  don't  know  in  my  own  mind 
that  there  won't  be  some  changes,  and  I  don't  care 
what  Mr.  Anderson,  our  legal  attorney,  tells  you  or 
anyone  else;  I  know  from  past  experience  if  you 
got  a  program  you  have  signed,  it's  not  too  easy 
to  get  amendments  made. 

That's  neither  here  nor  there.  They  tell  you  it 
is,  but  it  isn't  always  true.  You  have  a  little  red 
tape  now  and  then.  So  that's  the  reason  I  say  in 
my  personal  feeling,  and  I'm  expressing  it  very 
strongly,  that  as  President  I  will  only  sign  it  if  you 
act  today  and  tell  me  to.  That  will  be  the  reason, 
not  from  past  history  in  1960.  So  if  the  Council 
would  like  to  make  a  motion,  I  will  accept  the  same. 

DR.  DRINN:  Mr.  President,  I  move  we  table  this 
until  further  study  and  report  to  be  brought  up 
January   27 ;    whatever  it  is   1963. 

DR.  KERNODLE:  Is  there  a  second  to  that  mo- 
tion? 

DR.   PASCHAL:   I   second   the   motion. 

DR.  KERNODLE :  You  heard  the  motion  and  the 
second. 

DR.  BRIDGER:   I'll  just  withdraw  by  motion. 

DR.  KERNODLE:  Well,  you  don't  have  a  second 
on  your  motion.  We  have  a  second  motion  that  Dr. 
Brinn  made  and  Dr.  Paschal  seconded.  Any  discus- 
sion? The  question  then;  all  in  favor  of  the  motion 
that  we  continue  activity  until  January  27,  let  it 
be  known  by  raising  your  right  hand.  Opposed  like- 
wise.    (Motion    carried.) 

Thank  you  very  much.  Dr.  Caldwell,  and  Mr. 
Lumpkin  and  Mr.  Smith  for  coming  in  and  in  the 
meantime.  Dr.  Caldwell,  would  you  get  Mr.  Barnes 
a  copy  of  this  to  disseminate  to  Council  members 
so  we   can  act  accordingly?  Thank  you. 

DR.  KERNODLE:  M^e  will  skip  do\vn  to  No.  4, 
the   immunization  for   polio. 

DR.  C.  W.  STYRON:  We  have  a  letter  from  Dr. 
S.  F.  Ravenel,  Chairman  of  the  Committee  on  polio 
vaccination  who  in  essence  states  that  all  activity 
in  mass  polio  immunization  ought  to  be  deferred, 
or  should  be  deferred,  until  the  Type  3  Vaccine 
has  been  altered  or  has  been  determined  to  be  safe, 
and  that  subsequently  all  activity  ought  to  be  based 
on  the  use  of  the  Salk  Vaccine  unless  there  is  an 
epidemic,  in  which  a  specific  type  of  poliomyelitis 
is  determined,  in  which  case  mass  oral  vaccination 
should  occur  with  the  specific  type  other  than  Type 
3.   This   is  his   recommendation. 

DR.  SAMS:  Mr.  President,  that's  what  I  was 
going  to  talk  about  because  I'm  on  that  committee. 
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DR.  KERNODLE:  I'm  sorry,  Dr.  Sams.  I  didn't 
realize  that  was  what  you  had  in  mind. 

DR.  SAMS:  This  was  passed  in  our  meeting  at 
Durham.  We  had  a  meeting-  in  Durham  and  the 
Polio  Committee  had  a  meeting  there  and  we  went 
before  the  Council  and  it  was  approved  there,  the 
action  of  the  committee  that  no  further  Sabhte 
vaccination  be  used  luitil  all  three  types  have  been 
pronounced  absolutely  safe  and  that  due  emphasis 
be  paid  upon  the  Salk  vaccine  which  we  feel  like 
has  been  tested  and  is  safe  and  all  right. 

DR.  KERNODLE:  We  received  that  as  infor- 
mation. The  Council  will  act  accordingly.  The 
Mental  Health  Committee  Report  on  Policy  posi- 
tion for  1963.  Dr.  John  McCain  is  here  to  report 
on  that. 

DR.  McCain  :  Thank  you,  sir.  Dr.  Allyn  Choate 
asked  me  to  report  on  the  Mental  Health  Commit- 
tee. 

As  described  in  the  AMA's  program  on  mental 
health,  the  major  health  problem  facing  the  nation 
today  is  mental  illness.  This  is  confirmed  in  many 
ways;  for  example,  the  familiar  statistics  that  one 
out  of  every  two  hospital  beds  in  the  United  States 
is  occupied  by  a  mental  patient.  The  medical  pro- 
fession has  a  clear  responsibility  to  assume  leader- 
ship in  the  mental  health  field  and  to  work  with 
professional  and  lay  groups  in  a  sustained,  coordi- 
nated effort  to  effect  sound,  workable  mental  health 
programs.  There  is  a  drastic  shortage  of  adequate 
mental  health  services  at  the  community  level,  now 
called  the  most  important  battleground  in  the  fight 
against  mental  illness,  coupled  with  a  growing  pub- 
lic awareness  of  the  need  for  such  facilities.  It  has 
been  stated  that  most  mentally  ill  people  can  be 
treated  successfully  without  institutionalization  if 
treatment  resources  are  available  to  them  at  the 
local  level.  It  is  much  less  disruptive  to  the  patient 
if  he  can  be  treated  close  to  home  than  it  is  if  he 
must  be  uprooted  and  separated  from  home,  work 
and  family  and  sent  to  a  state  hospital.  The  state 
hospital  is  the  last  hope  of  defense  against  mental 
illness  for  the  state's  citizens.  Until  properly  staffed 
mental  health  treatment  facilities  can  be  established 
across  the  state  to  provide  treatment  for  the  people 
at  the  local  level,  we  must  depend  on  properly 
staffed  and  properly  used  state  hospitals  as  our 
recourse  to  restore  patients  to  active,  productive 
lives  with  a  loss  of  a  minimum  amount  of  time  from 
the  community. 

Let  me  give  you  a  brief  background  sketch  of 
where  we  are  today.  In  1949,  the  National  Gover- 
nors' Conference  authorized  a  comprehensive  study 
of  existing  conditions  in  United  States  Hospitals. 
The  findings  of  that  study  shocked  the  chief  execu- 
tives of  our  states  so  that  in  1959,  the  Congress, 
keenly  aware  of  the  ferment  at  the  state  level, 
appropriated  money  for  a  sweeping  investigation 
of  the  way  in  which  the  mentally  ill  were  handled 
in    this   nation.   The    organization    which  conducted 


this  inquiry  was  the  Joint  Commission  on  Mental 
Illness  and  Health,  composed  of  representatives 
from  36  national,  professional  and  lay  organizations. 
The  Joint  Commission  filed  its  report  with  Con- 
gress in  March,  1961.  In  November  of  that  year, 
a  special  national  governors'  congress  on  mental 
health  was  held  in  Chicago  for  the  purpose  of  dis- 
cussing how  the  several  states  could  carry  out  the 
major   recommendations  of   this  historic  report. 

Since  that  time,  the  National  Association  for 
Mental  Health  and  the  American  Psychiatric  Asso- 
ciation have  issued  policy  statements  strongly  sup- 
porting the  stand  of  the  Joint  Commission  on 
Health.  In  June,  1962,  the  American  Medical  As- 
sociation endorsed  the  recommendations  of  the  Joint 
Commission  on  Mental  Illness  and  Health.  At  the 
termination  of  my  few  remarks  this  morning,  I  will 
distribute    copies    of  their   policy    statement. 

In  October,  1962,  was  held  the  first  AMA  Mental 
Health  Congress  in  Chicago.  In  compliance  ^vith 
a  request  from  them.  North  Carolina  sent  a  dele- 
gation to  this  meeting  comprised  of  a  mental  health 
steering  committee  which  was  comprised  of  five 
members  of  the  State  Medical  Society,  five  mem- 
bers of  the  N.  C.  Phychiatric  Association  and  five 
members  from  the  N.  C.  Mental  Health  Association. 
At  the  termination  of  three  days  of  meetings,  this 
steering  committee  drew  up  a  list  of  priority 
items  which  we  felt  represented  North  Carolina's 
most  pressing  problems  in  implementation  of  the 
Joint  Commission's  Report. 

With  this  information  at  hand,  the  Mental  Health 
Committee  of  the  State  Medical  Sociey  drew  up  a 
mental  health  statement  for  the  Medical  Society  of 
the  State  of  North  Carolina  which  was,  in  general, 
taken  from  the  policy  statement  of  the  American 
Medical  Association  with  appropriate  adaptations 
for  North  Carolina,  and  which  is  to  be  placed  before 
you  today  for  approval  by  this  group.  This  is  the 
policy  part  of  it  and  in  the  sake  of  brevity,  I  will 
paraphrase. 

Item  No.  1  Recognized  responsibility  in  improved 
mental   health   services. 

Item  No.  2   has  to  do  with  physicians   education. 

Item  No.  3  has  to  do  with  public  education  in 
mental    health. 

Item  No.  4  has  to  do  with  mental  health  for 
children. 

Item  No.  5  recommends  the  decentralization  of 
psychiatric  care  and  the  use  of  general  hospitals 
for  providing  mental  health  services. 

Item  No.  6.  Let  me  read  that  since  there's  been 
some  interest  in  that  recently. 

"We  support  the  American  Medical  Association 
and  the  Joint  Commission  on  Mental  Illness  and 
Health  Report's  recommendation  for  a  unified  and 
coordinated  mental  health  program  under  qualified 
medical  leadership  to  insure  continuity  of  patient 
care. 
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"We  favor  utilizing  multiple  source  funds  for  fi- 
nancing- programs  and  services  and  guaranteeing 
the  continuation  of  local  autonomy  in  ))i'oviding 
this    service. 

"We  further  recommend  such  a  program  to  be 
under  the  guidance  of  a  single  mental  health  au- 
thority with  a  non-political  board  which  reflects 
its  new  areas  of  responsibility  and  which  is  repre- 
sentative of  medicine  and  other  disciplines  engaged 
in  or  concerned  with  mental  health  services.  The 
mental  health  authority  should  be  designed  to  give 
major  emphasis  to  community  oriented  services  as 
described   in   this  Statement. 

"Physicians  have  a  deep  interest  in  fostering  a 
general  attitude,  within  the  profession  and  among 
the  lay  public,  more  conducive  to  solving  the  many 
existing  problems  in  the  mental  health  field  and 
furthermore,  accept  their  responsibility  as  individ- 
ual and  community  leaders  in  helping  to  guide  and 
direct  effective  programming  and  services  for  those 
in  need  of  preventive  treatment  and  rehabilitation 
facilities  and   services." 

This  statement  in  general  is  similar  (to  AMA 
principles)  ;  these  local  adaptations  are  similar  to 
the  policy  statement  of  the  AMA,  which  has  re- 
ceived fairly  wide  publicity,  and  with  these  local 
adaptations,  we  thought  there  is  to  be  taken  the 
first  step  in  the  endorsement.  If  this  Council  would 
endorse  a  statement  on  better  mental  health  it 
would  be  our  first  step  toward  improving  mental 
health  facilities. 

DR.  KERNODLE:  Thank  yuu  very  much,  Dr. 
McCain. 

DR.  LONDOS:  Mr.  President,  1  would  like  to 
endorse  what  Dr.  McCain  has  just  said  and  I  hope 
I'm  not  down  here  in  the  usual  position  of  doctor 
trying  to  stop  something  or  object  to  something 
because  that's  what  we,  most  of  the  time,  spend 
our  time  doing.  On  the  other  hand,  in  the  interest 
of  the  welfare  of  children  in  the  State,  I  think  it's 
very  important  that  we  analyze  some  of  the  things 
that  he  said,  because  his  statement  is  a  very 
blanket  affair. 

Now,  I  assume  that  Dr.  McCain  in  his  report  of 
his  committee  is  leading  up  to  an  endorsement  of 
the  proposal  of  the  bill  to  be  entitled  an  act  to 
create   a   dcpartmoit   of   mental   health. 

DR.  McCAIN:  Well,  we  have  done  some  work 
on  that.  I  was  going  to  make  that  as  the  second 
portion    of  my  presentation. 

DR.  LONDO^^■.  Well,  let  me  anticipate  your 
presentation  because  we  are  vary  much  in  favor 
of  anything  that  can  be  done  to  improve  mental 
health.  But  we  as  persons  who  are  vitally  inter- 
ested in  the  welfare  of  children,  and  I'm  speaking 
not  just  as  a  pediatrician  but  I'm  sure  I  speak  for 
those  men  who  are  in  family  practice  and  devote  a 
great  deal  of  theii-  time  to  chidlren,  are  terribly 
disturbed  by  the  inclusion  of  mental  retardation  in 
this  overall  picture  of  mental  health. 


We  consider  mental  retardation  as  something 
entirely  separate  from  the  general  conception  of 
the  thing  Dr.  McCain  has  been  talking  about  and 
requiring  an  entirely  different  set-up  from  what  he 
has  been  considering,  and  for  that  reason  I  have 
with  me  two  authorities  on  this  subject,  both  of 
whom  are  members  of  the  (Jovernor's  Commission 
on  Mental  Retardation,  and  I  would  like  to  ask 
the  Executive  Committee  of  the  State  Medical  So- 
ciety to  hear  Dr.  Harrie  Chamberlain  from  the 
University  of  North  Carolina,  whose  chief  interest 
in  the  field  of  child  welfare  is  with  the  retarded 
children. 

DR.  CHAMI:ERLA1.\:  Mr.  Chairman,  if  I  may 
anticipate  Dr.  McCain's  remarks  also,  since  these 
statements  will  concern  the  bill  which  I  believe 
is  for  your  consideration  today.  I  merely  state 
again  in  anticipation  that  we  here  strongly  support 
what  Dr.  McCain  has  just  said  and  support  in 
large  measure  the  bill. 

On  the  other  hand,  I'd  liki-  to  read  to  you  a 
protest  in  relation  to  the  resolution  made  at  a 
Governors'  Conference  last  July  in  Pennsylvania 
which  tended  to  confuse  the  relationship  between 
mental  illness  and  mental  I'ctardation  in  the  minds 
of  the  public  and  I  think  in  the  minds  of  many 
highly  placed  persons,  and  I'm  speaking  to  the 
point  that  Dr.  London  has  just  made.  I  am  going 
to  take  excerpts  from  this  proposal  which  is  a  bit 
long  and   I   believe  Dr.  Kernodlo  has  a  copy. 

"The  North  Carolina  Pediatric  Society,  taking 
note  of  the  recent  confusion  across  the  nation 
between  retardation  and  mental  illness,  wishes  to 
protest  the  present  trend  towards  the  withdrawing 
of  the  responsibility  for  the  retarded  child  away 
from  the  pediatrician  and  the  placing  of  it  in  the 
hands  of  psychiatrists,  as  a  subsidiary  of  local 
and  national  mental  health  programs." 

Now  I'll  read  you  the  statement  from  the  .54th 
Governor's  Conference  which  was  held  in  Hershey, 
Pennsylvania,  on  July  2,  19G2,  at  which  it  was 
resolved  that  each  state  develop  a  comprehensive 
master  plan  for  coping  with  mental  disability  and 
promoting  mental  health,  which  we  certainly  feel 
was  an  excellent  resolution,  but  they  stated  such  a 
plan  would  include  "specialized  services  for  per- 
sons with  conditions  related  to  mental  illness, 
such  as  mental  retardation,  alcoholism,  drug  addic- 
tion, delinquency,   and  deterioration  in  old  age." 

"The  North  Carolina  Pediatrics  Society  protests 
the  equating  by  the  54th  Governors'  Conference  of 
mental  retardation  with  delinquency,  drug  addic- 
tion, alcoholism  as  subsidiary  problems  to  mental 
illness.  This  is  the  end  of  that  protest.  We  are 
merely  reading  this  to  you  to  give  you  the  setting 
of  the  problem  as  it  stands  in  our  minds.  Now,  to 
support  this  protest,  or  to  support  the  statement 
that  I  have  just  made,  I'd  like  to  read  another 
statement  which  was  issued  by  the  National  Asso- 
ciation of  Retarded  Children,  and  I  should  mention 
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that  Dr.  Courtland  Davis  is  with  me  here  as  a 
former  Director  of  that  organization  and  presently 
a  Director  of  the  North  Carolina  Association  for 
Retarded  Children  as  well  as  being  on  the  Gover- 
nor's Commission  for  the  Mentally  Retarded  with 
me.  This  is  a  resolution  which  was  unanimously 
approved  by  the  NARC  Convention  in  October,  1962, 
and  I  quote: 

"Whereas  at  the  54th  annual  meeting  of  the 
Governor's  Conference  in  Hershey,  Pennsylvania, 
on  July  2,  1962,  a  resolution  was  adopted  calling 
for  the  development  in  each  state  of  the  compre- 
hensive master  plan  for  coping  with  mental  dis- 
ability and  promoting  mental  health  and  whereas 
this  resolution  lists  mental  retardation  merely  as 
a  condition  related  to  mental  illness  alongside  of 
alcoholism,  drug  addiction  and  delinquency,  and 
whereas  such  choice  of  words  hai'ks  back  to  the 
days  when  in  terms  of  patient  care,  food,  clothing 
and  personal  institutions  for  mentaly  retarded  re- 
ceived less  attention  and  lower  budgets  as  com- 
pared with  institutions  for  mentally  ill,  and  whereas 
the  President  of  the  United  States  has  in  several 
statements  pointed  to  mental  retardation  as  a  ma- 
jor national  problem,  which  for  too  long-  has  been 
neglected,  the  National  Association  for  Retarded 
Children  strongly  urges  the  governors  of  the  sev- 
eral states  to  give  separate  adequate  and  appro- 
priate emphasis  on  the  problem  of  mental  retard- 
ation alongside  of  but  not  subsidiary  to  the  prob- 
lem   of   mental    illness." 

Now,  this  is  the  point  to  which  we  wish  to 
speak.  I  might  mention  that  I  am  also  a  member 
of  the  Committee  on  Child  Health  of  the  State 
Medical  Society,  and  so  that  what  I  am  saying  has 
a  complete  endorsement,  of  Dr.  Angus  M.  McBryde, 
the  Chairman  of  that  Committee,  and  it  should 
perhaps  be  mentioned  that  the  Committee  was  not 
consulted  in  relation  to  it,  so  in  a  sense,  I  also 
represent  that  particular   committee. 

As  you  know,  in  the  Governor's  Commission;  I 
believe  that  most  of  you  know  because  a  lot  of 
this  has  been  released  and  some  of  it  was  in  the 
newspapers  as  of  three  days  ago,  it  was  that  on 
the  local  level  the  handling  of  the  retarded  child 
in  terms  of  case  finding  and  in  terms  of  evaluation 
and  in  terms  of  setting  up  comprehensive  programs 
for  the  following  of  that  retarded  child  be  in  the 
hands  of  local  child  health  supervisory  clinics 
within  the  State  health  departments  on  local  health 
clinic. 

The  reason  for  this  was  that  it  felt  that  physi- 
cians were  used  to  screening  all  of  the  medical 
problems  of  children  should  be  in  a  position  to 
evaluate  a  given  child  who  might  or  might  not 
be  retarded;  that  that  particular  physician  in  as- 
sociation with  the  psychologist,  public  health  service 
and  calling  on  a  psychiatrist  when  indicated,  and 
in  other  words,  in  a  sense  of  working  with  a  team 
should    be   able   to    decide  what   would   be  the   best 


program  in  terms  of  evaluation  of  the  youngster  and 
in  terms  of  future  guidance  of  the  youngster  if  he 
is  mentally  retarded  and  that  this  should  not  be 
done  by  mental  health  clinics  per  se,  if  the  staff 
of  those  mental  health  clinics  included  merely  psy- 
chiatrists and  psychologists  who  are  not  so  used  to 
dealing  with  consultation  from  all  the  areas  of 
medicine  as  are  family  physicians,  internists,  pedia- 
tricians, the  sort  of  person  who  is  apt  to  be 
working  in  one  of  these,  and  in  a  local  health 
department,  particularly,  perhaps  the  family  phy- 
sician or  the  pediatrician  and  general  practitioner. 

For  this  reason,  I  would  like  to  present  to  you 
for  consideration  a  resolution  in  relaton  to  the  bill 
which  is  to  be  considered,  in  relation  to  your  con- 
sideration of  the  bill,  and  the  resolution  is  as 
follows : 

This  is  the  resolution,  which  Dr.  London,  Dr. 
Davis  and  I  are  presenting  to  you  representing  the 
various  organizations  of  which  we  are  members, 
as    follows: 

"Mental  retardation,  a  major  health,  sociological 
and  educational  problem  is  not  a  subsidiary  prob- 
lem to  mental  illness;  it  deserves  adequate,  appro- 
priate,   and   separate    emphasis. 

"We  proposed  that  on  the  community  level  eval- 
uation, training,  and  care  of  the  mentally  retarded 
be  managed  by  private  physicians  and  by  the  school 
system,  supplemented  by  child  health  supervisory 
clinics  under  the  local  health  departments  and  by 
developmental  evaluation  clinics  as  outlined  in  the 
recent  recommendations  of  the  Governor's  Com- 
mission for  the   Mentally  Retarded." 

DR.  LONDON:  Mr.  President,  thank  you  very 
much  for  the  privilege  of  making  these  state- 
ments. 

I  would  say  that  in  order  not  to  confuse  the 
issue  that  is  before  you,  that  we  art  not  here 
having  any  objection  to  the  Committee's  report  as 
Dr.  McCain  ■  has  presented,  and  we  did  jump  the 
gun  a  little  in  anticipating,  so  I  am  sure  we  would 
all  approve  his  report  and  in  no  way  have  any 
effect    on    what   we    recommend. 

DR.  McCAIN:  I  am  sure  you  all  sense  my  com- 
fort in  having  these  nice  articulate  men  on  my 
side. 

DR.  KERNODLE:  Dr.  Davis,  would  you  like  to 
speak  to  this  issue  at  this  time? 

DR.  COURTLAND  DAVIS:  No,  thank  you  for 
the    opportunity. 

DR.  McCAIN:  To  clarify,  there  is  a  little  bit 
more;  they're  talking  about  this  bill  that  is  \ip 
for  the  Committee  on  Reorganization  of  the  (N.  C.) 
Government.  They're  addressing  this  bit  of  pro- 
posed legislation  that  was  discussed,  which  was  a 
proposal  similar  to  the  AMA  Council's  proposal 
endorsing  for  the  Medical  Society  of  the  State  of 
North   Carolina. 

DR.  KERNODLE:  That's  right;  excuse  me.  Is 
tlicrc   a   )iiotion    wc  receive   the   fcport  of   this  com- 
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iitittcc   frum   a   council   iiHinbcr;   the   rcpart  us   I'cad 
hi)    Dr.    McCain? 

DR.  RAIFORD:   I   will  so  move. 
(Seconded   by    Dr.    H.   L.   Johnson.) 

DR.  -JOHXSOX:  I  think  maybe  we  ought  to 
discuss  it  before  we  adopt  it. 

DR.  FULLER:  Dr.  McCain,  didn't  you  have  more 
to  add   to   that? 

DR.  McCALX:  Well,  the  part  that  referred  to 
this  legislative  business  that  is  before  the  Commit- 
tee on  Reorganization  of  the  State  Government  was 
the  part  I  read  in  which  icc  rccouunoidcd  as  favor- 
ing ntilizinc/  multiple  source  funds  for  financing 
programs  and  services  and  .tjuarantecing  the  con- 
tinuation of  local  autononiij  in  providing  this  serv- 
ice, and  we  recommend  that  the  local  communities 
decide  ways  and  how  these  things  are  going  to  be 
administered. 

We  fni'tlicr  recommend  that  such  a  program  be 
under  the  guidance  of  a  single  mental  health  uu- 
thoritg  n:'tlt  a  non-political  hoard  whicli  reflects  its 
lieu-  areas  of  rcsponsibilitg  and  u'hich  is  represen- 
tative of  medicine  and  other  discipli)tcs  engaged  in 
or  concerned  with  niental  health  services.  The 
mental  health  authority  should  be  designed  to  give 
major  emphasis  to  community  oriented  services  as 
described  in   this  statement. 

Now,  the  mental  health  committee  in  coordination 
with  the  legislative  committee  had  given  further 
amplification  to  this  general  statement  that  you 
might  want  to  have  discussed.  Now,  the  specifics 
of  this  generality  of  this  part,  I  have  just  read  and 
they  have  to  do  with  this  bill  that  is  coming  up 
and  what  the  pediatricians  have  spoken  to.  You 
may  want  to  bring  that  into  this  part  of  the  dis- 
cussion. 

DR.  KERXODLE :  I  didn't  hear  your  first  report 
before.  I  can't  say  what  you  had  in  that  as  to  what 
we  should  accept.  Dr.  Beddingfield  wants  to  dis- 
cuss  the  part  that  was  moved  we  accept. 

DR.  BEDDISGFIELD:  I'm  speaking  in  my  ca- 
pacity as  Chairman  of  the  Committee  on  Legis- 
lation at  this  time,  and  I  think  the  statement  on 
mental  health  program  is,  as  Dr.  McCain  says,  right 
in  line  with  our  traditional  thinking,  right  in  line 
with  the  AJIA  program.  I  don't  think  there  is 
anything-  in  this  that  would  be  controversial  to  the 
pediatrics  group.  I  think  we  could  accept  this  report 
and  endorse  it  in  principal  and  get  it  out  of  the 
way  because  we  have  got  a  separate  question  com- 
ing up  as  to  what  this  bill  here  means  specifically 
in  terms  of  implementing  a  unified  program  and 
we  are  going  to  have  to  have  some  guidance  from 
this  Council  this  afternoon  on  that,  but  I  think  as 
far  as  the  broad  general  principles  as  exemplified 
in  his  report,  /  ironld  go  along  with  endorsing  this 
i}i  principal  for  all  the  guiding  /jrlneiplcs. 

DR.  KERXODLE:  That  wa.s  the  motion  that 
was   made. 


DR.    DEDDIXGFIELD:    I    understand   that    that 

does  no  include  the  bill. 

DR.  KERXODLE:  Entail  the  recommendations'.' 
DR.  DEDDIXGFIELD:    The  endorsement   of  the 

draft. 

DR.  KERXODLE:  The  Council  members  under- 
stood that  this  is  endorsement  of  the  principles 
that  have  been  laid  down  by  the  steering  committee 
in  regard  to  the  overall  mental  health  program 
and  all  endorsement  of  AMA  piograms,  too.  Any 
other   discussion    to  that  part   of  his   report? 

Question:  All  in  favor  let  it  be  known  by  raising 
their   right   hands;    opposed   likewise. 

That  is  carried.  Now,  we  get  into  the  other  part 
of  this  program  that  you  have  been  discussing. 
John,  would  you  like  to  carry  forth  any  further? 

DR.  McCAIX:  Let  me  turn  that  over  to  Dr.  Bed- 
dingfield. He  has  the  items  that  are  somewhat 
controversial. 

DR.  BEDDIXGFIELD:  Gentlemen,  on  page  2  of 
the  committee's  broad  report  that  we  have  just 
endorsed,  Dr.  McCain  has  referred  to  certain  spe- 
cific things.  For  example,  in  Item  (i  we  support 
the  American  Medical  Association  and  the  Joint 
Commission  on  Mental  Illness  and  Health  Report's 
recommendation  for  a  unified  and  coordinated  men- 
tal health  program  under  qualified  medical  leader- 
ship   to    insure   continuity    of  patient   care. 

Well,  now,  this  is  a  mouthful,  particularly  as  it 
applies  to  North  Carolina.  For  several  years  in 
North  Carolina  there  has  been  a  proposal  in  cer- 
tain circles  notably  in  the  Commission  for  the 
Reorganization  of  State  Government,  to  unify  our 
governmental   mental  health  service. 

As  you  all  know,  the  Hospital  Board  of  Control 
has  operated  the  state  hospital  system  and  has  re- 
cently operated  some  out-patient  and  after  care 
clinics  and  the  state  hospital  and  the  State  Board 
of  Health  has  had  a  mental  health  section,  which 
has  organized  and  developed  mental  health  clinics 
in  various  parts  of  the  State.  A  line  of  thinking 
has  grown  up  that  it  would,  instead  of  having  a 
two-pronged  or  multi-pronged  approach  to  the  men- 
tal health  problem,  it  all  ought  to  be  unified  under 
one  agency  and  that  problem  has  been  previously 
discussed  and  considered  by  this  Executive  Coun- 
cil. 

The  last  action  of  record,  I  think,  occurred  last 
May  when  Dr.  Norton  spoke  to  this  subject,  among 
others,  and  it  was  the  policy  of  the  Council  at 
that  time  that  we  would  vote  not  to  have  the  mental 
health  clinics  moved  over  to  the  Hospital  Board  of 
Control.  But  the  discussion  and  the  thinking  of  the 
Executive  Council,  as  the  record  I  think  will  indi- 
cates, the  reason  for  that,  was  at  that  time  we  were 
cognizant  of  the  fact  that  the  State  Board  of  Health 
which  operates  the  menal  health  clinics  had  ade- 
quate and  able  medical  representation  of  its  policy 
making  board,  the  State  Board  of  Health,  whereas 
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the  Hospital  Board  of  Control,  there  was  no  stipu- 
lation in  the  Statute  that  any  physicians  had  to 
be  on  the  Hospital  Board  of  Control,  and  we  thought 
that  as  a  matter  of  policy  we  couldn't  endorse  a 
move  in    that   direction. 

However,  here  was  a  considerable  amount  of 
thinking-  to  the  point  it  would  be  better  to  have 
unified  program  that  would  unify  your  state  hos- 
pital system  on  the  one  hand;  your  mental  health 
clinics  on  the  other;  your  psychiatric  services  avail- 
able in  the  Prison  Department,  etc.,  into  one  mental 
health  program,  and  this  has  been  done,  of  course, 
in   other   states. 

Therefore,  since  our  last  Executive  Council  meet- 
ing, our  mental  health  committee,  with  Dr.  Choate 
as  Chairman  and  Dr.  McCain  as  Chairman  of  the 
sub-committee,  knowing  that  the  Commission  on 
Reorganization  of  State  Government  was  to  hold 
hearings,  they  came  up  with  a  proposed  draft  for 
the  creation  of  a  single  mental  health  authority 
in  North  Carolina  and  that  would  have  provided 
for  several  things.  No.  1,  for  the  abolishment  of 
the  State  Hospital  Board  of  Control  and  creating  a 
new  authority — the  Mental  Health  Authority  of  the 
States,  and  to  divest  the  State  Board  of  Health  of 
their  responsibility  in  the  mental  health  field,  lump 
all  these  under  a  new  mental  health  authority 
which  would  be  governed  by  a  board  which  insured 
a  professional  representation  and  which  preserved 
some  fair  degree  of  local  autonomy  for  the  people 
for  the  various  interested  citizens  groups  in  each 
community  across  the  State  who  wanted  to  develop 
their  own  local  mental  health  authority  and  mental 
health  clinic. 

It  had  been  our  policy  all  along;  we  insisted  that 
we  have  adequate  professional  representation  and 
that  we  preserve  a  measure  of  local  autonomy.  Oth- 
erwise, we  did  not  want  to  see  the  Board  of  Health 
lose  their  mental  health  clinics  and  just  call  the 
Hospital  Board  of  Control  by  another  name.  That 
was  our  position  and  there  was  no  opportunity  to 
present  the  mental  health  committee's  report  for 
Council  action  prior  to  the  hearings  of  the  Commis- 
sion of  Reorganization  of  State  Government  last 
week  in  Raleigh.  But  after  conference  with  the 
President  and  other  members  of  this  Executive 
Council,  it  was  handed  over  to  the  legislative  com- 
mittee to  present  this  to  the  Commission  on  Re- 
organization of  State  Govermment  as  the  policy  of 
the  Medical  Society.  This  was  done;  we  were  lis- 
tened to  courteously,  attentively  and  then  somewhat 
subsequently,  we  were  emasculated  in  the  public 
press  in  the  proposal  which  is  entitled  here  Pro- 
posal No.  2  Revised.  Actually  it  is  not  the  author- 
ship of  the  committee  on  mental  health  of  this 
Society.  This  came  from  a  representative  of  the 
Governor  who  was  working  hand  in  hand  with 
certain  members,  particularly  the  Chairman  of  the 
Hospital  Board  of  Control,  and  it  has  some  wide 
divergences   in   specifics   and   in  broad   policy  from 


what  our  policy  has  been  and  from  the  policy  that 
we  have  presented. 

Just  to  call  your  attention  to  a  few  of  them,  as 
we  hold  out  at  the  bottom  of  the  first  paragraph 
of  Section  1.  This  Section  1  simply  does  create  a 
new  authority.  That  last  sentence  there;  the  author- 
ity to  license  and  inspect  privately  operated  homes 
of  other  non-medical  institutions,  including  reli- 
gious facilities  fox-  mentaly  defective,  feeble-minded 
persons  and  inebriates  shall  remain  with  the  State 
Board  of  Public  Welfare. 

I  think  this  is  completely  incompatible  wdth  our 
previous  policy  of  thinking.  I  think  that  facilities 
for  treating  mentally  defective,  feeble-minded  per- 
sons and  inebriates,  the  Board  of  Welfare,  in  my 
oi^inion,  would  be  the  fourth  choice  of  where  we'd 
like  to  get  it ;  either  with  the  new  mental  health 
authority,  if  we're  going  to  have  one  or  the  Board 
of  Health,  or  it  ought  to  be  with  the  Medical  Care 
Commission  which  licenses  other  medical  care  fa- 
cilities and  with  the  Welfare  Department  as  a 
fourth  choice.  I  can't  see  if  they  have  any  interest 
in    that    at   all. 

To  go  over  to  page  2,  Section  2,  top  of  the  page, 
Mental  Health  Board.  There  is  hereby  created  a 
policy-determining  body  for  the  Department  of 
Mental  Health  which  shall  be  known  as  the  State 
Board  of  Mental  Health.  This  Board  shall  consist 
of  fifteen  members  appointed  by  the  Governor  with 
one  member  from  each  Congressional  District  and 
four  members  at  large  on  said  Board.  There  is  no 
stipulation  that  any  professional  qualifications  of 
the  members  at  all  and  this  would  bring  us  back, 
I  think,  to  what  our  position  was  in  that  this  is 
actually  perpetuating  the  Hospital  Board  of  Con- 
trol, giving  it  more  power  and  calling  it  by  an- 
other name.   That  is   essentially  what  it  does. 

I  notice,  in  view  of  what  the  pediatricians  have 
had  to  say;  we  go  down  just  a  little  bit  further  to 
Section  3,  the  last  paragraph  of  page  2.  In  talking 
about  the  mentally  retarded  children,  it  says  the 
Commissioner  of  Mental  Health,  with  the  approval 
of  the  Board,  shall  appoint  a  superintendent  of 
each  institution  for  the  retarded  who  shall  be  a 
medical  doctor  duly  licensed  by  the  State  of  North 
Carolina  and  exjjerienced  in  pediatrics  or  psychia- 
try. Now,  pediatricians  take  notice;  in  the  first 
draft  of  this  to  come  out  of  the  Governor's  office, 
it  simply  said  experienced  in  psychiatry,  and  the 
words  "in  pediatrics"  have  been  added  to  that.  I 
would  call  your  attention,  however,  that  the  Deputy 
Director,  where  it  says  Three  Division,  where  we 
have  a  division  of  a  mentally  retarded,  it  does  not 
specify  that  a  pediatrician  might  be  the  Deputy 
Commissioner  for  that  division  within  the  Mental 
health  authority  and  to  be  consistent  that  should 
be  in  there  also.  I  am  not  certain,  even  in  a  cursory 
analysis  of  this  bill,  how  much  local  autonomy  is 
left.   I  think   it's   been   seriously  infi'inged   upon. 

For  example,   on  page   4.   It   says  the  appointing 
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authority  for  all  local  clinical  dii-octors  shall  be 
given  to  the  State  Commissioner  of  Jlental  Health 
who  shall  make  such  appointments  after  consulta- 
tion with  the  local  mental  health  authority.  Now, 
he  has  to  consult  with  the  local  mental  health 
authority.  They  don't  have  to  agree  with  him. 
Therefore,  I  won't  bore  you  with  any  more  specific 
details  except  to  say  that  is  not  the  type  of  legisla- 
tion that  was  espoused  by  our  mental  health  com- 
mittee, nor  the  type  that  was  reported  by  your 
legislaive  committee,  and  I  think  we  would  like  to 
know  what  the  Society's  position  should  be  legisla- 
tively on  this  bill  as  drawn  and  this  bill  represents 
the  recommendation  from  the  Commission  on  Re- 
organization in  State  Government  to  the  Legislature 
for   adoption. 

It  has  a  very  strong  chance,  I  would  think,  of 
being  enacted.  I  will  be  glad  to  try  to  answer  any 
ciuestions  about  this  conflicted  mess. 

DR.  KERXODLE:  You  have  heard  a  resume  of 
the  question  and  points  in  this  bill,  I'evised  a  sec- 
ond time.  I  might  inject  one  thought  here.  I  saw 
the  original  bill  that  was  presented  to  the  Com- 
mission on  Reorganization  and  it  doesn't  look  at 
all  like  this,  and  the  original  bill  hud  things  in  it 
that  spelled  out  membership  on  the  mental  health 
board.  It  gave  autonomy  on  the  local  level  of 
operation    of    clinics. 

I  have  listened  attentively  to  the  rejjort  and  also 
the  comments.  Anyone  have  any  other  comments  on 
this  question  in  regard  to  it.  We  have  a  member 
of  the  Hospital  Board  of  Control  here.  Dr.  Bridger, 
do  you  have  any  comments   about  if? 

I  might  say  I'ight  now  Dewey  and  I  now  know 
that  you're  aware  of  this.  There  is  no  hard  feelings 
towards  you  as  representative  on  this  Board  as  our 
medical  mar. 

DR.  BRIDGER:  I  think  I  go  off  this  year,  any- 
way,  John. 

DR.  KERXODLE:  Well,  we  would  prefer  that 
you  say  on.  We'll  be  happy  about  that ;  but  do  you 
have   any  comments? 

DR.   BRIDGER:    None  at   all. 

DR.  KERXODLE:  Dr.  Norton,  do  you  want  to 
make  any  comments  in  regard  to  this  program  that 
they  have  outlined? 

DR.  XORTOX:  I'd  like  to  say  that  I  feel  the 
action  that  has  been  taken  in  approving  the  Medical 
Society's  mental  health  committee  statement  is  very 
good,  and  certainly  the  approval  of  the  Pediatrics 
Society's  resolution,  also  the  North  Carolina  Acad- 
emy of  General  Practitioners  made  a  resolution. 
John  Umstead  has  a  lot  of  power  and  authority 
in  the  present  administration  and  with  the  Gen- 
eral Asembly. 

It's  very  interesting  that  the  drafts  that  we  had 
an  opportunity  to  study  when  we  had  the  public 
meeting  on  the  30th,  were  very  different  from 
what  we  finall.v  come  out  with  as  the  official 
recommenadtion   of   the    Reorganization    Committee. 


In  other  words,  an  opportunity  there  was  given  to 
more  or  less  approve  the  general  idea  of  one  thing 
and  then  the  committee  comes  out  with  an  entirely 
different  thing  that  they're  going  to  propose  to  the 
Legislature,  but  they  have  got  on  record  that  at 
the  public  hearing  that  various  ones  e.xpressed 
approval  of  the  general  idea. 

We,  in  other  words,  at  that  time,  were  considering 
specific  medical  lepresentation  on  the  Board.  The 
present  arrangement  gives  no  assurance.  Certainly, 
Dewey  Bridger  and  Mr.  Yates  Palmer  are  good 
representatives  on  the  present  Board,  but  we  have 
no  assurance  at  all  that  they  would  be  reappointed 
or  that  a  medical  representative  would  be  put  on  in 
their  place. 

I'd  like  to  call  attention  to  several  items.  One 
refers  specifically  to  transferring  the  power  of  du- 
ties and  personnel  of  the  State  Board  of  Health 
to  this  new  mental  health  authority.  It  does  not 
make  a  similar  statement  with  regard  to  any  other 
agency   in    state   government. 

Then  it  refers  to  specific  requirements  of  coop- 
eration of  the  local  mental  health  authority,  the 
State  Koai-<l  of  Education,  State  Board  of  Puhlic 
Welfai'o  and  then  ti'aining  and  I'esearch,  but  makes 
no  reference  whatovei'  that  this  new  authority  will 
cooperate  with  the  State  and  local  liealth  depart- 
ments, when  we  employ  5H0  graduate  nurses  and 
about  80  physicians  to  say  that  these  summons 
others  here  who  have  so  little  to  do  with  promoting 
mental  health  out  in  the  community  and  no  back- 
ground of  experience  in  working  with  it,  that  they 
must  cooperate  mth  this  new  authority,  must 
cooperate  with  them  but  makes  no  reference  what- 
ever to  cooperating  with  our  state  and  local  health 
staffs  is  a  little  bit  confusing. 

Then,  one  of  the  things  that  we  are  most  proud 
of  in  North  Carolina  is  that  we  have  a  great  deal 
of  local  health  autonomy.  We  have  the  most  decen- 
tralized health  set-up  of  any  state  in  the  Union, 
and  we  deal  officially  with  the  local  board  of  health 
in  each  of  which  there  is  specifically  a  physician 
and  a  dentist  and  a  pharmacist  and  so  on  on  the 
Board,  including-  chairman  of  the  county  commis- 
sioners and  superintendent  of  the  schools,  which 
gives  us  a  very  good  board  there,  and  then  of 
course,  our  State  Board  with  presently  five  physi- 
cian members  and  a  requirement  that  the  Medical 
Society  appoints  four  that  moves  this  work  out  in 
the  community  to  a  board  with  rather  centralized, 
rather  than  decentralized,  authority  and  with  no 
assurance  of  any  medical  representation  on  that 
Board    at  all. 

.\nother  objection  to  it  is  the  fact  that  the  local 
mental  health  authority  can  consist  of  the  county 
commissioners.  It  can  consist  of  a  city  council  or  a 
board  in  a  municipality  and  it  can  consist  of  inde- 
pendent community  agenecies  interested  in  mental 
health.  Now,  it  is  bad  enough  to  have  a  state 
agency  that  deals   with    a   hundred  counties.   Pres- 
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cntly  we  deal  with  only  68  since  we  have  district 
departments.  The  Welfare  Department  deals  with 
a  hundred  and  the  school  people  with  173.  Well, 
the  more  you  spread  this  out  to  various  authorities, 
and  particularly  when  you  make  every  town  and 
city  in  the  State  and  also  even  independent  com- 
munity agencies  interested  in  mental  health,  you 
can  see  how  it  could  be  splintered  to  maybe  200 
or  300  different  agencies  that  they'd  have  to  deal 
with  them  each  one  in  a  different  way,  and  dealing 
with  at  least  one  that  has  no  official  standing  at 
all.  In  other  words,  here  you  have  a  state  official 
agency  dealing  with  an  independent  private  agency. 
Well,  the  Hospital  Board  of  Control,  as  you  know, 
deals  with  the  county  commissioners.  We  in  the 
State  Board  of  Health  deal  with  the  local  board 
of  health  which  is  an  official  organization,  and  I 
think  that  it  is  bad  practice  to  go  ahead  then 
and  deal  maybe  with  200  or  300  agencies  of  at 
least   three  different  kinds. 

You  notice  the  appointing  authority  for  the  clini- 
cal staff;  that  that,  as  was  mentioned  before,  is  a 
centralized  arrangement  rather  than  leaving  it 
with  the  local  mental  health  authority,  whatever 
that   would    be. 

I  also  menion  the  fact  that  the  present  Hospital 
Board  of  Control  has  been  accustomed  and  ex- 
perienced in  dealing  with  people  in  institutions;  for 
the  most  part,  locked  up  in  mental  hospitals.  We 
in  the  county  health  departments  have  been  working 
in  the  community  and  we  are  accustomed  to  dealing 
with  people  to  the  extent  that  for  a  local  health 
department,  we  now  get  around  70*^'^  support  from 
the  county  commissioners. 

One  of  the  questions  is  wehther  or  not  the  State 
is  going  to  be  willing  to  carry  the  entire  load  of 
support  or  whether  they're  going  to  expect  the 
county  commissioners  to  support  something  with 
funds  when  they  have  got  practically  no  authority 
whatever  because  this  is  a  centralized  authority  and 
it's  only  by  having  it  decentralized  and  by  giving 
local  authority  local  autonomy  that  we  have  been 
able  to  develop  this   support  locally. 

Now,  in  contrast  to  that,  Virginia  has  the  oppo- 
site. They  have  a  centralized  authority,  something 
like  that,  and  the  state  puts  up  around  70  to  80% 
of  the  funds  and  the  county  puts  up  only  the  small 
amount  left  and  that  is  the  diffeernce  when  you 
have  local  and  decentralization  and  they  feel  that 
it's  their  duty  to  develop  and  their  responsibility, 
then  they're  willing  to  support  it.  Whether  good 
or  bad.  I  merely  call  your  attention  to  the  fact 
that  county  commissioners  aren't  going  to  support 
something  that  is  going  to  be  run  from  Raleigh. 

Also  we  have  been  accustomed  to  dealing,  and 
this  has  to  do  with  whether  the  community  mental 
health  services  should  be  transferred;  we  have 
been  accustomed  to  dealing  with  the  federal  gov- 
ernment  and  with  local   government. 

The  present  Hospital  Board  of  Control  has  been 


accustomed  to  dealing  only  with  State  funds,  and 
therefore,  with  state  regulation  entirely  and  not 
dealing  with  federal  regulations.  We  don't  even 
know  whether  they'd  be  under  the  Personnel  De- 
partment, Merit  System  or  what  would  be  trans- 
ferred and  whether  it  would  be  applicable  to  this 
small  segment  of  their  responsibility  or  whether  this 
whole  thing  would  have  to  come  under  some  of  these 
federal   regulations  which  we  have. 

There  are  a  good  many  other  things.  We  have 
been  handicapped  in  that  we  have  been  refused 
an  opportunity  to  employ  psychiatrists  in  the  State 
Board  of  Health.  I  don't  know  why  we  have  been 
refused  but  it  is  like  tying  your  hands  behind  your 
back  and  then  finding  fault  with  them  because  you 
aren't  able  to  do  very  much  because  it  would  have 
helped  us  considerably  if  we  had  been  able  to  have 
a  psychiatrist  to  help  our  mental  health  program. 
They  don't  like  the  idea  also  of  its  being  a  section 
and  our  feeling  has  been  that  it  should  be  under 
medical  leadership,  and  therefore,  we  have  put  it 
under  a  division.  It's  a  section  in  a  division,  and 
the  head  of  the  division  is  a  physician.  I  don't  feel 
that  it  should  be  put  out  from  under  medical  lead- 
ership  there   to  that  extent. 

DR.  RHODES:  Would  you  tell  us  from  whence 
comes  the  specific  prohibition  that  you  cannot  have 
a  psychiatrist?  Does  that  come  from  State  author- 
ity? 

DR.  NORTON:  Yes. 

DR.  KERNODLE :  Any  other  comments  or  dis- 
cussion or  any  questions  you  want  to  ask  Dr. 
Norton  on  this,  anyone? 

There  are  two  or  three  things  we  should  take 
some  action  on. 

One,  the  resolution  presented  by  the  pediatrics 
group  or  the  General  Academy  resolution  either.  We 
didn't  hear  that  one  actually. 

DR.  NORTON:  That  was  the  only  other  one.  It 
should  be  under  medical  leadership. 

DR.  KERNODLE:  Well,  you  have  heard  these 
two  resolutions. 

DR.  LONDON:  Mr.  Chairman,  may  I  address 
one  word  to  this  resolution  which  we  would  like 
for  you  to  take  action  on  as  the  one  presented  by 
Dr.  Chamberlain. 

DR.  KERNODLE:  This  is  the  resolution.  They 
would  like  for  us  to  consider  mental  retardation  a 
major  health,  sociological  and  an  educational  prob- 
lem and  it  is  not  a  subsidiary  problem  to  mental 
illness.  It  deserves  adequate,  appropriate  and  sep- 
arate emphasis.  We  propose  that  on  the  community 
level  evaluation,  training  and  care  of  the  mentally 
retarded  by  management  of  private  physicians  and 
the  school  systems,  supplemented  by  child  health 
supervisory  clinics  under  the  local  health  depart- 
ments and  by  developmental  evaluation  clinics  as 
outlined  in  the  recent  recommenadtions  of  the  Gov- 
ernor's Commission   for   the  Mentally   Retarded. 
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You  have  heard  this  resolution.  Is  there  someone 
who  wants  to  mal<e  a  motion  wc  act  on  that. 

DR.  FULLER:   I  so  move,  sir. 

DR.  KERNODLE:  Dr.  Fuller  made  a  motion  we 
endorse  this   resolution.   Is   there  a   second  to  it? 

DR.   PASCHAL:   Second   the  motion. 

DR.  KER\ODLE:  You  heard  the  motion,  any 
discussion. 

DR.  BEDDINGFIELD:  With  all  due  respect  to 
the  aim  of  the  pediatricians,  I  want  to  make  sure 
we  don't  adopt  one  policy  statement  for  unified 
mental  health  program  under  adequate  medical  su- 
pervisory and  then  beg-ein  to  listen  to  other  groups 
saying,  "Well,  you  can  unify,  but  leave  ours  out." 
And  I  think  we  ought  to  hear  some  expression  from 
the  committee  on  mental  health  as  to  what  they 
think  about  the  pediatrics  recommendation  before 
we  take  action. 

DR.  McCAIX:  In  the  proposal  from  the  mental 
health  committee,  we  subscribe  that  three  divisions 
be  set  up  under  the  administrative  direction  of  the 
Commissioner  of  Health.  No.  1,  a  division  for 
mental  health  programs;  have  a  division  of  com- 
munity mental  health  programs,  division  of  state 
mental  health  programs,  a  division  of  educational 
and  special  schools  and  no  mention  in  there  is 
made  specifically  of  the  rehabilitation  of  retarded 
children  and  this  would  be;  I  have  no  strong  feelings 
about  this ;  about  whether  it  should  be  included  in 
this  or  not. 

DR.  FULLER:  That's  just  exactly  what  I  was 
going  to  ask.  John,  could  it  be  included  in  what 
Dr.  London  and  Dr.  Chamberlain  agreed  to  have 
that  worked  in'? 

DR.  McCAIN:  He  would  like  to  have  it  separate. 
I  have  no  objection  to  it  being  separate.  I  know 
they  have  reviewed  what  the  services  are  and  the 
facilities  the  State  has  for  retarded  children.  They're 
very  familiar  with  them  and  in  their  considered 
opinion,  if  it  should  not  be  included  under  mental 
health,  speaking  as  an  individual,  that  I  have  no 
strong  feelings  about  it  as  an  individual. 

DR.  FULLER :  Do  you  want  to  let  it  stay  under 
the    Health   Department   then'?    Is  that   right'? 

DR.  LONDON:    Yes,  sir. 

DR.  KERNODLE:  We're  having  a  lot  of  dis- 
cussion   with   regard   to   this   from   the    local    level. 

You  have  heard  the  motion,  re-read  the  resolution 
for   us. 

MRS.  KING:  Mental  retardation,  a  major  health, 
sociological,  and  educational  problem  is  not  a  sub- 
sidiary problem  to  mental  illness;  it  deserves  ade- 
quate, appropriate,  and  separate  emphasis.  We 
propose  that,  on  the  community  level,  evaluation, 
training,  and  care  of  the  mentally  retarded  be 
managed  by  private  physicians  and  the  school  sys- 
tem, supplemented  by  child  health  supervisory  clinics 
under  the  local  health  departments  and  by  develop- 
mental  evaluation   clinics   as   outlined  in  the   recent 


recommendations  of  the  Governor's  Commission  for 
the   Mentally   Retarded. 

And  Dr.  Chamberlain  and  Dr.  Davis  say  this  is 
not   from    the   Pediatrics    Society  itself. 

DR.  KERNODLE:  There  is  a  personal  request 
from  the  three  members  that  are  here;  Dr.  London, 
Dr.  Chamberlain  and  Dr.  Davis,  not  a  recommenda- 
tion   as   such   from  the    Pediatrics   Society. 

DR.  LONDON:  Mr.  Chairman,  this  is  a  recom- 
mendation of  the  Child  Health  Committee  of  the 
State  Society  whose  opinion  was  not  asked  about 
this.  Dr.  McBryde  is  Chairman  of  that  committee 
and  he  and  Dr.  Chamberlain  is  also  a  member  of 
that  committee  and  that  committee  endorses  this 
action. 

DR.  KERNODLE:  You  heard  that  iem:u-k  in 
regard  to  Dr.  McBrydo's  Committee  on  Child 
Health. 

DR.  McCAIN:  I  don't  believe  that  this  is  in  too 
much  conflict  with  the  mental  retarded  portion  of 
the    AM  A  statement. 

It  says  that  care  facilities  for  these  mentally 
retarded  individuals  must  be  integrated  into  every 
community  mental  health  program.  I  don't  think, 
we're  not  objecting  to  that.  That  woi'd  integrated  is 
a  little  bit  ambiguous  but  it  doesn't  necessarily  mean 
it's  a  mental  health  authority  if  wc  explain  oui-- 
selves. 

DR.  KERNODLE:  We  have  a  motion  on  the 
floor  and  I  have  a  question  of  whether  this  motion 
should  be  approved  and  leave  that  up  to  the 
Council  momentarily.  We  do  meet  again  in  January 
and  it  might  be  wiser  to  consider  the  possibility  of 
coordinating  our  thoughts  between  now  and  the 
27th  of  January  along  these  lines  of  acceptance  or 
rejection  of  this  recommended  proposal  and  then 
we  would  be  in  position  to  have  some  emphasis  on 
what's  happening  in  the  General  Assembly.  If  we 
divide  our  attentions  here  on  this  situation  right 
now,  changing  back  and  forth,  I  think  we'll  be  here 
until  tomorrow. 

DR.  PASCHAL:  Mr.  Chairman,  with  your  per- 
mission, I  withdraw  my  second  so  that  might  be 
accomplished. 

DR.  FULLER:  I  withdraw  my  motion. 

DR.  KERNODLE:  Thank  you  very  much  for  that 
kind  consideration.  Now,  we  have  approved  the 
first  part  of  your  report  which  included  the  en- 
dorsement of  AMA  principles  which  can  go  along 
to  the  point  of  No.  6,  which  is  a  controversial 
issue  perhaps.  I  can  see  that  would  not  be  contra- 
dictory to  our  program.  We  can  bring  it  back  in 
January. 

We  have  some  recommendations  in  regard  to  this 
particular  issue.  How  shall  I  answer  Mr.  Coltrane. 
Is  it  the  desire  of  the  Executive  Council  that  I 
tell  him  that  we  are  not  in  favor  of  the  changes 
that  were  made  by  the  commission  at  their  last 
meeting  of  the  30th  of  November. 

DR.  BEDDINGFIELD:  I'd  move  that  the  Council 


I 


165 


go  on  record  as  disapproving  or  not  supporting  the 
report  of  the  Commission  on  Reorganization  of 
State   Government  as  drawn. 

DR.  KERNODLE:  All  right.  Is  there  a  second 
to  that  motion? 

DR.  RHODES:  We  may  refer  back  to  the  original 
suggestions  that  were  made. 

DR.  DEDDINGFIELD:    I   had  that  in  mind. 

DR.  RHODES:  If  your  motion  implies  that,  I'll 
second  it. 

DR.  KERNODLE:  You  heard  the  motion  and  tlie 
second.  Any  further  discussion?  If  not,  all  in  favor 
of  this  motion,  let  it  be  known  by  saying  Aye;  all 
opposed,  likewise.   (Motion  carried.) 

DR.  McCAIN:  A  point  of  clarification.  We  were 
going  to  announce  the  North  Carolina  Medical  So- 
ciety is  sponsoring  North  Carolina  leadership  Con- 
ference on  action  for  mental  health  with  the  North 
Carolina  Mental  Health  Association  and  North  Car- 
olina Mental  Health  Council  and  that  is  to  be  held 
in  March,  1963,  and  a  lot  of  speakers  have  been 
invited  to  attend,  and  I  think  it  will  sort  of  help 
improve  the  image  for  the  Medical  Society  to  be  in 
on    this. 

DR.  KERNODLE:  You  say  that  it  would  other- 
wise improve  the  Mental  Health  Association  image 
for  the  Medical   Society  to  be  in  on  this. 

DR.  McCAIN:  Well,  it  always  will,  I  think  so. 
That  is  one  of  the  biggest  things  for  the  Mental 
Health  Association  in  a  long  time;  having  the 
American  Medical  Association  come  out  in  favor  of 
it  so  strongly,  but  nevertheless,  I  think  it  would 
improve  the  image  of  the  Medical  Society,  and  if 
we  could  come  out,  would  it  be  all  right  to  approve 
part  of  these.  Just  a  point  of  clarification;  by  this 
statement  that  the  mental  health  committee;  is  that 
disregarded    entirely    by   deferred   action? 

DR.  KERNODLE:  No,  John,  We  passed;  a  mo- 
tion was  passed  adopting  that  statement  that  you 
have. 

DR.  McCAIN:   With  or  without  Item  6? 

DR.  KERNODLE:  With;  Item  G  was  included  in 
it  in  principle. 

DR.   McCAIN:    Thank   you. 

DR.  RHODES:  It  doesn't  say  anything  about 
retarded   children. 

DR.  KERNODLE:  It  doesn't  say  anything  about 
retarded  children.  That  is  not  going  to  hurt  your 
principle.  We  endorse  that  in  principle.  I  think  that 
is  the  idea. 

DR.  KERNODLE:  Did  you  want  oni-  endorse- 
ment  of  the    leadership   conference? 

DR.  McCAIN:   Yes. 

DR.  FULLED :  I  so  move. 

DR.  PASCHAL:  I  second  it. 

DR.  KERNODLE:  You  heard  the  motion.  All  ir 
favor,  let  it  be  known  by  saying-  Aye.  Opposed, 
likewise.    (Motion    carried.) 

We  have  several  short  things  left  on  the  agenda. 
No.  5,  the  format  of  the  1963  Annual  Sessions.  We 


wanted  to  bring  this  to  your  attention  because  at 
our  last  meeting  of  the  Executive  Council  that  was 
voted  and  passed  that  we  would  change  two  or 
three  of  the  programs  so  that  we  would  have  the 
banquet  on  Wednesday  night  for  1963.  Unfor- 
tunately, the  timing  and  the  hotel  arrangements  and 
the  furnishings  of  entertainment,  etc.,  had  already 
been  made  and  this  is  impossible.  We  wanted  to 
get  the  Council  to  realize  this  and  make  a  motion 
that  it  would  be  in  order  for  us  to  operate  under 
the  same  format  as  last  year  in  1963. 

DR.   .JOHNSON:   I  so  move. 

(Seconded  by  Dr.  Rhodes.) 

DR.  KERNODLE:  All  in  favor  say  Aye;  opposed, 
likewise. 

(Motion  carried.) 

DR.  KERNODLE:  The  next  matter  of  business 
is  Dr.  Paschal's  report  on  Civil  Defense. 

DR.  PASCHAL:  I'll  do  this  as  briefly  as  I  can. 
At  the  last  meeting  of  the  Council  in  Durham,  it 
was  recommended  by  the  Committee  on  Emergency 
Medical  Service  and  Military  Affairs  that  we  make 
representation  to  the  North  Carolina  Advisory  Bud- 
get Committee  in  an  effort  to  procure  funds  for 
the  provision  of  a  medical  director  to  help  with 
the  overall  implementation  of  carrying  out  the 
functions  of  the  committee  in  providing  emergency 
medical  care  for  the  people  of  North  Carolina  and 
participating  in  the  overall  survival  plan  of  the 
State.  Such  representations  were  made  before  that 
committee  after  we  had  been  given  very  short 
notice  and  we  were  given  a  very  abbreviated  time. 
They  listened,  asked  no  questions,  and  later  the 
Director  of  Administration,  Mr.  Hugh  Cannon,  ad- 
vised me  verbally  that  he  thought  funds  would  be 
forthcoming  for  such  a  person.  In  the  appeal  to 
the  Advisory  Budget  Committee,  it  was  pointed  out 
that  we  were  in  need  of  a  man  that  could  devote 
his  full  time  to  this  problem  in  preparedness  and 
that  we  felt  that  the  State  should  bear  the  financial 
responsibility,  to   some   degree. 

Such  representations  were  made  at  the  time  and 
it  was  estimated  that  it  would  cost  maybe  $10,000 
or  $12,000  at  a  minimum  to  secure  the  services  of 
a  physician  to  fill  this  job  as  executive  director 
in  our  set-up. 

As  time  passed,  it  was  apparent  that  no  physician 
was  available  immediately.  Contacts  were  made 
with  a  man  named  Mr.  Sam  Hawkins  in  West  Vir- 
ginia who  had  had  some  experience  of  two  or  three 
years  along  this  line  in  Virginia  and  he  was  the 
best  available  here.  I  think  following  these  con- 
tacts, it  was  firmed  up  that  he  would  come.  Half 
of  his  pay  was,  I  think,  to  come  from  the  State 
and    half    would    come    from  federal    sources. 

In  the  meantime,  and  I  have  this  information  sec- 
ond hand;  I  understand  that  HEW  entered  the 
picture  in  which  they  wanted  to  send  a  designated 
representative  for  this  region  here  to  North  Caro- 
lina to  work  with  us  in  carrying  out  this  function. 
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Now,  this  goes  back  to  the  fact  that  Civil  De- 
fense Planning-  at  federal  levels  provides  that  the 
U.  S.  Public  Health  Service  be  responsible  foi 
medical  care  in  disaster  in  the  aspects  of  health 
protection  emergency  medical  care,  radiological  de- 
fense, etc.  Now,  North  Carolina  and  South  Caro- 
lina ai-e  the  only  two  states  in  the  United  States 
who  do  not  fall  into  this  general  pattern  which 
is  a  pattern  that  is  outlined  by  the  office  of  Civil 
Defense,  and  handed  on  down  through  state  and 
local    levels. 

When  I  was  approached  about  this  man  coming 
and  doing  this  job  for  us,  I  was  aware  that  it 
wasn't  what  we  had  asketl  for.  In  fact,  that  he 
was  not  a  doctor,  I  didn't  feel  that  I  had  the 
responsibility  to  agree  to  accept  him  under  those 
circumstaiices  without  bringing  it  back  to  the 
Council  for  their  feeling  about  it.  I  believe  that 
Dr.  Norton  with  the  State  Department  of  Health 
is  aware  that  it  was  our  intent  to  procure  the 
services  of  a  medical  man. 

I  talked  with  officers  of  the  state  office  of  Civil 
Defense,  Col.  Dawson,  Col.  Nichols,  and  others,  who 
are  aware  also  that  it  was  our  intent  to  have  a 
medical  man.  There  is  a  man  on  the  ground  now, 
who  is  not  a  doctor,  whom  I  think  can  fit  into 
the  overall  operation  of  the  plan,  but  we  didn't 
want  to  do  anything  wathout  apprising  the  Council 
of  this  change,  and  certainly,  I  didn't  want  to  give 
it  the  endorsement  of  our  committee  without  bring- 
ing it  to  you. 

If  we  are  to  follow  the  national  or  federal  plan, 
it  would  involve  rewriting  our  own  civil  defense 
set-up  in  North  Carolina  insofar  as  our  health 
services  are  concerned.  I  talked  with  Col.  Dawson 
about  integrating  this  plan,  so  to  speak,  into  our 
overall  operations  and  he  feels  that  it  can  be 
satisfactorily  accomplished  without  any  marked 
rewriting-  of  the  plan  to  which  we  have  all  sub- 
scribed and  which  the  House  of  Delegates  endorsed. 
Dr.  Norton,  do  you  have  anything  to  say? 

DR.  XORTOX:  Nothing  except  to  say  that  we  do 
have  available  here  a  person  who,  though  a  non- 
medical person  has  had  this  experience  of  a  simi- 
lar responsibility  in  the  State  of  West  Virginia. 
He  is  a  native  North  Caroliiiian  and  until  a  medical 
person  becomes  available,  that  he  might  be  very 
useful.  We  have  provided  him  with  a  desk  and 
with  clerical  support  and  with  Dr.  Paschal  as 
chairman  to  supervise  the  work  and  eventually 
working  toward  a  medical  person,  I  think  that  it 
would   certainly  help   us  in  the  meantime. 

DR.  KERNODLE:  Dr.  Paschal,  I'd  like  to  ask  a 
question.  I  believe  somewhere  along  the  way  there 
was  a  directive  that  came  out  which  said  they  would 
rewrite  all  of  the  county  CD  programs,  including 
the  medical  authority  and  standards.  Is  that  right? 

DR.  PASCHAL:  Yes,  sir. 

DR.  KERXODLE:  Is  that  acceptable  to  you  and 
your    committee? 


DR.  P.AS(.'H.AL:  I  think  that  memorandum  drawn 
and  passed  around  or  sent  to  the  various  county 
directors  before  this  discussion  came  up,  and  I 
think  that  we  made  investigations  since  this  was 
written  and  talked  with  the  office  of  Civil  Defense, 
in  which  I  don't  believe  it  will  be  necessary  for  him 
to  do  all  of  this  rewriting.  It  doesn't  have  to  be 
specific.  I  don't  agree  that  that  is  necessary. 

DR.  KERXODLE:  Well,  you  don't  agree  that  it's 
necessary  and  your  committee  doesn't.  Do  you  think 
you  should  oppose  this  rewriting  that  without  medi- 
cal   supervision    is    what    I    had    in    mind? 

DR.  PASCHAL:  I  believe  the  deputy  of  Civil 
Defense  to  the  State  Director  of  Health  would  not 
be  adverse  to  following  our  recommendation  on 
this  and  not  having  him  do  this.  I  think  that  we 
can    work    along   satisfactorily    with    him. 

DR.    KERXODLE:    All    right. 

DR.  PASCHAL:  Without  that  being  done  and  1 
don't  believe  that  they  will  try  to  do  it  without 
that. 

DR.  RHODES:  Can  I  ask  one  further  question, 
Mr.  Chairman;  is  it  your  understanding  then  that 
if  a  medical  man  should  become  available  in  the 
future  that  you  are  authorized,  perhaps,  to  proceed 
with  employment  of  a   medical   man? 

DR.  P.ASCHAL:  Yes,  it  is  my  understanding 
that  if  one  is  available  again.  Now,  this  man  was 
apparently  the  only  one  available  on  shoi-t  notice  in 
looking  for  him.  We  had  hoped  to  possibly  find  a 
retired  medical  officer  that  might  be  interested  in 
the  thing.  It  was  short  notice.  I  believe  that  notice 
of  this  has  been  put  in  some  of  the  medical  jour- 
nals in  looking  for  a  man  and  we  might  have  some- 
body to  come  up  later  on.  I  don't  believe  we  are 
married  permanently  to  this  one  man  and  this 
doesn't  have  the  implications  either  of  the  HEW 
man  that  was  proposed  to  be  sent  down  here  from 
the    district. 

DR.  KERXODLE:  Any  other  further  discussion 
oil  this?  You  did  not  make  a  motion.  Do  you  want 
us  to  adopt  this? 

DR.  PASCHAL:  I  just  wanted  to  have  the  Coun- 
cil be  aware  of  what  was  going  on  and  to  provide 
me  with  the  authority  to  work  with  this  man  or 
have  him  incorporated  in  oui-  overall  program. 

DR.  .JOHXSOX:  I  move  Dr.  Paschal's  report  be 
accepted  and  approved. 

(Seconded   by  Dr.  Reece. ) 

DR.  KERXODLE:  All  in  favor  of  accepting  this 
report,  let  it  be  known  by  saying  Aye ;  opposed. 
(Motion    carried.) 

One  other  question  that  you  did  iiot  bring  up. 
I  have  a  copy  of  a  letter  that  was  mailed  to  Mr. 
Barnes.  Mr.  Barnes,  I  think  you  have  a  copy  of  it, 
from  the  Air  Force  in  regards  to  announcement 
of  a  liaison  officer  of  the  reserve  officers  of  the 
Air  Force  to  represent  the  Medical  Society.  Do  you 
have  any  feelings  towards  that  or  would  you  like 
to  have  such  a   man  appointed  to  your  committee? 
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DR.  PASCHAL:  I  think  that's  a  very  healthy 
thing'.  I  do  have  a  copy  of  that  letter.  I  didn't  read 
it  or  allude  to  it.  We  in  the  past  have  established 
liaison  with  the  Army  and  Air  Force  here  locally 
in  North  Carolina  and  I  think  it  will  be  a  very 
effective  and  satisfactory  arrangement. 

DR.  KERNODLE:  We  will  include  that  in  our 
report.  Is  there  any  objection?  If  not,  we  will 
consider  that  a  part  of  the  formal  motion. 

Next  thing-  on  the  agenda  is  new  business.  It  is 
necessary  for  the  action  of  this  Council  to  recom- 
mend a  recipient  for  the  1962  Physician's  Award  to 
be  presented  by  the  President's  Committee  on  Em- 
ployment of  the  Handicapped,  and  a  recommenda- 
tion has  been  made  that  Dr.  Julian  Jacobs  be  the 
candidate  for  this  award,  and  if  it  is  the  feeling 
of  this  group,  or  if  there  are  others  in  mind  some- 
one might  have,  we  would  be  happy  to  hear  the 
remarks  in  regard  to  this.  If  not,  is  there  a  motion 
that  we  recommend  Dr.  Jacobs  of  Gastonia  —  of 
Charlotte;   excuse   me.   Julian   Jacobs   of   Charlotte. 

DR.  REECE:   I   so   move. 

(Seconded  by    Dr.   Fuller.) 

DR.  KERNODLE:  Any  discussion?  If  not,  all 
in  favor,  let  it  be  known  by  saying  Aye;  opposed, 
likewise.    (Motion    carried.) 

We  have  a  letter  that  should  be  acted  upon  today. 
Do  you  have  the  letter  from  Dr.  Cogdell?  You  have 
that  letter;  would  you  read  that? 

MR.  BARNES:  This  is  a  letter  from  Dr.  Cogdell 
of  Fayetteville,  North  Carolina,  dated  November  26, 
regarding  doctors  granted  limited  license  to  prac- 
tice in   Stedman  while   still  on   Armed  Forces  duty. 

(Mr.   Barnes   read    letter.) 

DR.  KERNODLE:  Dr.  Combs,  would  you  like  to 
comment  on  this?  This  is  getting  into  your  baili- 
wick? 

DR.  COMBS:  Mr.  President,  Mr.  Barnes  called 
me  about  that,  and  I  tried  to  explain  to  him  what's 
been  the  policy  of  the  Board  of  Medical  Examiners, 
and  I  can  just  state  that  and  leave  that  up  to  the 
Council.  The  Medical  Practice  Act  states  that  fed- 
eral officei's  while  in  the  State  of  North  Carolina 
shall  be  exempt  from  licensure  and  the  Board  has 
interpreted  that  as  meaning  while  doing  their  offi- 
cial duties.  We  have  had  a  number  of  requests, 
and  since  1952,  eleven  doctors  have  been  given 
limited  license  to  practice  in  local  communities. 
Now,  that  was  brought  about  on  the  State  Board's 
policy  that  the  local  community  had  to  petition 
the  Board  and  show  a  need  for  it  and  it  had  to  be 
approved  by  the  Medical  Soeietv  and  they  were 
petitioning  for  it,  the  local  medical  society,  and 
then  that  man  had  to  have  a  wi-itten  permission  from 
his  commanding  officer  to  do  that.  Now,  one  was 
referred  to  about  Hope  Mills.  We  did  license  a 
man  to  go  to  Hope  Mills  on  January  14,  1957. 
He  was  to  assist  Dr.  Gracen  Davis  of  Hope  Mills 
who  had  a  coronary.  He  was  to  have  been  separ- 
ated  from    service    in    July,    19.57,   and    he   planned 


to  go  to  McPherson  for  training  and  license  was 
converted  to  full  license  in  July,  1957,  and  that 
man  is  currently  registered  and  living  in  Char- 
lotte. Now,  that  man  might  have  gotten  his  license 
anyway  if  he  was  planning  to  locate  in  North 
Carolina. 

Now,  there  are  three  others  that  were  sent  to 
Carteret,  Onslow,  Orange  in  June,  1958;  and  one 
went  to  Onslow  in  January,  1962,  and  in  June, 
1962.  They  are  still  registered.  They  have  their 
license,  still  registered  in  North  Carolina.  One  at 
the  present  time  is  in  California  and  one  is  still 
at  Lejeune  and  all  of  the  others  except  the  one 
referred  to  in  Charlotte  and  these  three,  their  li- 
censes have  been  suspended  for  failure  to  register. 
Now,  I  might  just  take  one  other  minute;  that  in 
carrying  out  this  policy  of  being  sure  they  stay 
when  separated  from  service.  We  had,  some  years 
ago,  a  man  stationed  in  Elizabeth  City  in  the  Navy, 
that  came  in  January  and  wanted  to  get  a  license. 
He  said  he  would  not  be  separated  from  service 
until  July.  We  told  him  it  wasn't  our  policy  to 
grant  a  man  a  license  until  he  was  discharged 
from  sei'vice,  so  he  could  take  up  his  practice.  That's 
been  six  months  ago.  He  may  change  his  mind,  and 
this  man  said  that  he  had  bought  four  acres  of 
land  down  there  he  was  clearing  with  his  bare 
hands  and  he  wanted  to  know  what  better  proof 
he  could  present  to  the  Board  of  Medical  Examin- 
ers he  was  going  to  stay  in  North  Carolina.  Need- 
less to  say,  the  man  got  licensed. 

DR.  KERNODLE:  Well,  you  have  heard  the  com- 
ments from  Dr.  Combs  of  the  Board  of  Examiners. 
What  is  the  feeling  of  the  Council  on  this  particu- 
lar issue? 

DR.  PASCHAL:  I  think  we  can  just  go  through 
established    channels. 

DR.  KERNODLE :  Refer  this  letter  to  the  Board 
of  Examiners ;  is  that  your  thought  in  that  re- 
spect? Would  you  make  such  a  motion,  please, 
George? 

DR.  COMBS:  May  I  comment  before  you  make 
the    motion. 

DR.  PASCHAL:  Yes. 

DR.  COMBS:  This  man  can  go  to  the  State 
Society  to  recommend  something  to  the  Council,  and 
if  the  county  society  wants  to  recommend  that  man 
and  there  is  a  need  of  it  comes  up  before  the  Board 
of  Medical  Examiners,  we  can  give  him  a  limited 
license,  but  if  you  just  refer  it  to  the  Board  of 
Medical  Examiners,  we're  going  to  refer  it  back  to 
the  county  society  and  they  don't  want  to  make  up 
their  minds,  looks  to  me  like. 

MR.  BARNES:  They  are  afraid  of  their  public 
relations.  Dr.  Brewer  was  here  today,  and  he  was 
aware  of  this  appeal  by  the  Stedman  community  and 
he  was  afraid  what  would  happen,  these  men  would 
come  to  Stedman,  which  is  not  far  from  Roseboro 
where  he  practices  and  see  these  patients  on  a 
limited   basis,   would   prescribe   for   sick   babies   ajid 
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so  forth  and  in  the  woe  hours  of  the  night  when 
the  Army  doctors  were  back  on  the  post  at  assigned 
duties,  these  patients  would  get  into  trouble  and 
nobody  to  take  care  of  them  and  it  would  fall  the 
lot  of  the  local  practitioners  in  the  geenral  area  to 
take  care  of  them  and  he  thought  that  it  was  a 
bad  point  of  medical  care,  and  felt  the  Council 
probably  ought  to  be  very  careful  about  approving 
any  proposition  that  would  make  these  post  physi- 
cians available  for  very  limited  hours  in  each 
twenty-four   for  medical   service. 

DR.  PASCHAL:  Blr.  Chairman,  I  would  move 
we  make  available  to  them  the  information  that's 
been  brought  here  about  the  means  by  which  they 
can  establish  practice  and  just  hand  it  back  to 
them. 

DR.  KERNODLE:  You  have  heard  the  motion. 
Is  there  a  second? 

(Seconded  by   Dr.  Reece.) 

DR.  KERNODLE:  You  heard  the  motion  and 
second.  Any  further  discussion?  All  in  favor  of  re- 
ferring this  to  the  proper  channels,  again  let  it  be 
known  by  saying  Aye;  opposed,  likewise.  (Motion 
carried.) 

DR.  COMBS:  Let  me  make  one  other  statement. 
At  this  last  meeting  of  the  Board,  there  was  a  pe- 
tition to  set  up  a  clinic  on  this  same  basis  in  Newton 
Grove  and  they  were  trying  to  get  permission  from 
the  commanding  officer  and  then  the  Cuban  situa- 
tion came  up  and  I  think  the  whole  thing  fell 
through. 

The  Council  adjourned  at  5:10  o'clock  p.m. 

THE  MEDICAL  SOCIETY  OF  THE 
STATE  OF  NORTH  CAROLINA 

Executive   Council   Meeting 

SUNDAY  MORNING  SESSION 

.lanuary  27,  1963 

An  Executive  Council  Meeting  of  the  Medical 
Society  of  the  State  of  North  Carolina  held  in  The 
Carolina  Hotel,  Pinehurst,  North  Carolina,  convened 
at  9:10  a.m.,  Dr.  John  R.  Kernodle,  President  of 
the   Society,  presiding. 

PRESIDENT  KERNODLE:  Suppose  we  call  the 
meeting  to  order  and  have  Dr.  Paschal  lead  us  in 
prayer. 

DR.  GEORGE  W.  PASCHAL,  JR.:  0  God,  we  give 
thanks  for  the  opportunity  which  is  ours  in  this 
land  of  freedom.  Make  us  aware  of  our  responsi- 
bilities to  our  professional  colleagues  and  to  our 
community.  Give  us  courage  to  cope  with  our  every- 
day problems.  Paul  said,  "to  show  things  approved 
under  God,  a  workman  need  not  be  ashamed,  right 
dividing  the  word  of  truth."  Help  us  thow  ourselves 
approved  under  God.  Give  us  courage  to  change 
the  things  that  can  and  should  be  changed,  the 
patience  to  accept  the  things  that  cannot  be  changed, 
and  the  wisdom  to  know  the  difference.     Amen. 

PRESIDENT  KERNODLE:  Mr.  Secretary,  will 
you  declare  a  quorum  present? 


SECRETARY  CHARLES  W.  STYRON:  A  quo- 
rum  is   preesnt. 

PRESIDENT  KERNODLE:  If  there  is  no  ob- 
jection, we  will  dispense  with  the  roll  call,  except 
in  a  silent  manner. 

At  this  time,  I  want  to  say  only  in  a  brief  state- 
ment that  we  are  charged  with  many  decisions  to- 
day. We  have  a  full  schedule,  and  the  weather  is 
bad,  and  we  are  going  to  try  to  handle  this  as 
rapidly  as  possible  to  allow  all  to  get  home  as  soon 
as  possible. 

Would  there  be  a  desire  to  hear  the  minutes  of 
the  last  two  Executive  Council  meetings  on  Scji- 
tember   16th  and  December   9th? 

MR.  JAMES  T.  BARNES:  I  might  say  that  the 
reporter  who  took  the  notes  at  the  December  9th 
meeting  has  not  turned  in  her  transcription  at  this 
time.  She's  been  involved  in  the  insurance  hearings. 

DR.  EDGAR  T.  BEDDINGFIELD:  I  move  we 
waive   the   reading  of  the  minutes. 

(The  motion  was  seconded  by  Dr.  .John  S. 
Rhodes.) 

PRESIDENT  KERNODLE:  Any  objection?  If 
not,  it  is  waived  by  declaration. 

Dr.  Benton,  would  you  like  to  give  us  a  financial 
progress  report? 

DR.  WAYNE  J.  BENTON:  Mr.  President  and 
Gentlemen:  The  financial  report  as  of  January 
.31st  shows  a  deficit  of  .$7,420.  That  is  really  not 
a  deficit  in  one  sense  of  the  word,  in  that  our 
investments  gave  us  .$7,546,  which  really  gives  us 
$125  net  profit  for  the  year  1962,  and  yet  that  is 
not  quite  true  either,  because  the  $7,000  that  we 
got  from  our  profits  was  not  actually  in  our  hands, 
but  was  re-invested.  So  the  $7,000  deficit  still 
stands,  and  that  will  have  to  come  out  of  current 
monies  that  are  coming  in  now. 

There  were  only  two  items  that  didn't  exceed 
their  budget  of  all  budgeted  items ;  the  public  re- 
lations budget  stayed  within  limits,  and  the  Rural 
Health  budget  stayed  within  theirs,  and  all  the 
rest     of    them    exceeded     budgeted    figures. 

PRESIDENT  KERNODLE:  Wayne,  I  would  like 
to  go  a  little  further  and  indicate  the  total  amount 
of  the  budget.  You  have  it  on  your  financial  sheet 
here,  the  balance  sheet,  just  to  indicate  what  we 
are  involved  in  financially,  what  size  operation  we 
have. 

DR.  BENTON:  Total  budget  for  the  year  was 
estimated,  $210,068.00  which,  I  think  is  really  good 
in    our   figures. 

Our  budget  for  the  coming  year,  as  I  told  you 
before,  is  going  to  be  more  than  this.  It  is  going  to 
be  possible  to  have  a  $15,000  deficit;  partly  be- 
cause the  polio  deal  did  not  go  through  ($14,000 
estimated  revenue  from  handling  Sabin  vaccine  — 
cancelled),  it  is  estimated  we  will  pick  up  a  little 
money  on  that.  It  may  be  that  the  Polio  Committee 
will  break  down  and  let  us  put  that  on  sometime 
during  this  year.  If  it  does,  then  it  will  only  leave 
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us  about  a  thousand  dollars  (deficit),  estimated,  for 
1963.  It  can  be  broken  down  any  way  you  want  to. 
I  will  be  glad  to  answer  any  quetsions  anybody 
wants  to   ask. 

MR.  BARNES:  Dr.  Benton,  I  would  say  that 
particular  attention  should  be  called  to  the  failure 
of  revenue  from  national  advertising,  which  really 
accounts  for  our  dilemma,  as  far  as  overexpendi- 
tures  by  the  small  percentage  that  is  involved; 
and  even  today,  that  picture,  the  latest  communi- 
cation we  have  had  from  the  Journal  Advertising 
Bureau  in   Chicago,  is  not  good  for  1963. 

Also,  I  would  like  to  say  that  some  of  the  expendi- 
tures in  the  Joufiial,  there  is  actually  a  great  deal 
of  printing  copy  which  we  paid  for  in  1962  that 
will  accrue  to  expense  in  1963,  actually,  so  that  we 
will  have  some  less  expenditures  on  the  Journal 
in  1963  than  we  had  in  1962,  and  that  will  help 
the  twain  some.  But  I  think  you  might  anticipate 
that  the  Journal  is  not  going  to  pay  for  itself 
another  year. 

DR.  BENTON:  You  might  point  out  also  now 
to  keep  people  from  blaming  the  Journal,  that  part 
of  the  expenses  is  writing  up  the  proceedings  that 
we  have  here  and  every  meeting,  and  in  reality 
it  ought  not  to  be  charged  to  the  Journal.  Don't 
put  anything  into  the  Journal  that  isn't  bringing  in 
money — all  of  these  meetings.  That  is  true  in  every 
one  of  these  budgets.  You  do  a  little  switching 
from  one  pocket  to  another,  and  it  will  show  you 
the  true  cost  of  the  thing. 

MR.  BARNES:  That  includes  Transactions  of 
the    Auxiliary,   too. 

DR.  BENTON :  If  an  announcement  goes  in  the 
Journal,    it  costs   us   something. 

PRESIDENT  KERNODLE:  We  will  have  a  re- 
port of  some  of  the  suggested  reorganization  pro- 
cedures from  Dr.  Rhodes'  Committee  later  this 
morning,  and  yovi  will  see  some  of  these  things 
brought  out  in  his   report. 

I  would  like  to  emphasize  again  that  at  this 
particular  time,  we  did  not  borrow  any  money. 
The  general  fund  was  minus  $7,420.  The  amount  of 
money  earned  in  the  Reserve  Fund  was  automati- 
cally reinvested  in  the  Reserve  Fund,  increasing 
that  program.  If  monies  are  needed,  it  is  the  pre- 
rogative of  the  Finance  Committee  to  make  a  loan 
at  the  bank  to  obtain  such  funds.  I  don't  think 
there  is  any  necessity  for  that  to  be  brought  back 
to   the  Council. 

DR.  BENTON:  I  forgot  one  point  I  did  want 
to  bring  up.  If  we  have  to  borrow  any  money,  I 
don't  intend  to  cash  any  of  our  bonds,  but  to  use 
them  as  security  to  borrow  the  money  to  run  any 
deficit. 

PRESIDENT  KERNODLE:  Any  questions?  The 
motion  to  approve  the  report  of  the  Finance  Com- 
mittee  is   in    order. 

(Such  motion  was  made,  seconded,  put  to  a  vote 
and  carried.) 


At  this  time,  I  want  to  deviate  a  little  from  the 
program — we  have  most  of  the  members  of  the 
Council  and  most  other  members  of  the  Executive 
Committee — and  ask  our  friend  from  Chicago,  Dick 
Nelson,  if  he  would  like  to  say  anything  referrable 
to  the  program  in  general,  the  A.M.A.,  at  this 
time. 

MR.  RICHARD  NELSON:  I  think  not.  Perhaps 
I  might  be  given  an  opportunity,  when  the  legisla- 
tive report  is  given,  to  make  a  comment  or  two. 

PREIDENT  KERNODLE:  Paul  McCleave  from 
Chicago,  this  is  early  for  a  preacher  to  get  up,  but 
I  would  like  to  hear  what  you  have  to  say. 

REV.  DR.  PAUL  McCLEAVE:  President  John, 
thank  you  very  kindly.  I  would  like  to  express  again 
my  appreciation  to  North  Carolina  for  the  interest 
in  our  new  program  of  the  Department  of  Medicine 
and  Religion,  and  also  the  fine  reception  that  each 
of  you  have  given  to  me  personally  in  my  experi- 
ences in  North  Carolina  this  past  summer,  and  also 
in  the  attendance  at  this  meeting  the  last  few  days. 
The  Department  of  Medicine  and  Religion,  estab- 
lished in  September  of  '61,  spent  a  year  in  preparing 
seeking  from  physicians  and  from  medicine  as  a 
whole  across  America  what  the  Department  might 
do  to  be  of  service  to  the  physician. 

The  Department  has  an  advisory  committee  which 
is  appointed  by  the  Board  and  Trustees  of  the 
A.M. A.,  composed  of  ten  physicians  and  ten  clergy- 
men. These  men  represent  the  areas  of  medicine, 
and  also  the  major  faiths  of  America.  This  advi- 
sory committee  has  directed  the  Board  of  Trutees, 
and  also  our  Department,  as  to  some  of  the  work 
we  might  do. 

The  past  fall  and  winter,  we  selected  eight  states, 
and  in  the  eight  states  there  were  three  county 
medical  societies  that  carried  out  a  county  medical 
society  program,  in  which  the  county  medical  so- 
ciety invited  the  clergy  of  their  particular  locality 
to  come  and  sit  with  them,  to  concern  themselves 
with  some  of  the  problems  of  their  community,  the 
manner  and  means  in  which  the  physician  and 
clergyman  might  work  together  in  dealing  with  a 
better  care  of  the  patient,  recognizing,  of  course, 
that  every  patient  doesn't  need  this,  recognizing  that 
every  person  that  comes  to  a  clergyman  doesn't 
need  a  physician;  but  there  are  many  times;  rec- 
ognizing, as  Dr.  Westbrook  (Officers  Conferences 
speaker)  mentioned  yesterday,  this  whole  area  of 
grief. 

We  understand  and  recognize  the  area  of  terminal 
illness,  matters  of  life  and  death,  the  problem  of  a 
referral  patient,  when  a  physician  or  surgeon  par- 
ticularly knows  little  of  the  family,  where  the 
clergyman  may  be  of  real  assistance — the  many 
areas  that  we  recognize  there  are  problem  areas — 
and  recognizing  that  man  is  a  whole  being  to  be 
totally  cared  for  and  treated,  he  deserves  the  use 
of  all  colleagues  available   to  us. 

The  sole  purpose  of  the   Department  is  to  create 
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an  inteiTOurse  of  comnumication  between  the  phy- 
sician and  the  clergrynian  in  the  total  care  and 
treatment  of  the  patient.  This  is  the  sole  task  of 
the  Department.  ThouK'h  we  are  involved  in  the 
philosophy  of  all  .American  medicine,  this  is  the 
task  that  has  been  given  to  us. 

After  these  pilot  situations,  I  also  remind  myself 
of  the  very  splendid  week  in  meeting-  ^\^th  eleven 
mental  health  societies  here  in  North  Carolina  to 
give  us  some  ideas  and  suggestions  to  follow. 

The  task  we  have  before  us  at  the  present  time — 
that  we  would  ask  the  state  councils  of  each  state 
society  to  consider  the  possibility  of  assigning  to 
a  particular  committee  that  you  already  have  estab- 
lished, or  to  establish  a  state  committee  of  Medi- 
cine and  Religion,  and  this  committee  then  would 
have  the  opportunity  of  meeting  with  a  represen- 
tative from  our  Department,  wherein  we  might 
explain  in  detail  some  of  the  activities  of  the  pro- 
gram  and   what  could    be    done. 

The  task  of  the  committee  then  would  be  to 
encourage  the  county  medical  societies  to  invite  into 
their  midst  for  a  program  with  the  clergy  some 
representatives  to  deal  with  some  of  the  concerns  of 
their  community,  recognizing,  of  course,  that  each 
county  situation  is  a  situation  of  its  own.  What  you 
do  in  Raleigh,  you  don't  do  in  Asheville,  and  what 
we  do  here  in  North  Carolina,  of  course,  would 
not  necessarily  be  done  in  The  Bronx  in  New  Yoi'k. 

We  recognize  that  each  county  society  has  its 
own  approach  to  its  own  problem,  its  own  concern, 
and  its  own  desire  to  meet  with  the  opportunity 
of  at  least  joining  in  the  task  of  better  care  for 
the  patient. 

So  what  we  ask  asking,  and  what  we  would  like 
the  Council  to  consider,  is  the  possibility  of  assign- 
ment of  this  responsibility  to  a  committee,  or  to  the 
establishment  of  a  Committee  of  Medicine  and 
Religion,  that  we  might  be  of  assistance  to  them 
and  to  the  county  medical  society  through  this 
committee,  by  the  use  of  a  manual  of  suggested 
program,  suggested  procedures,  even  how  you  invite 
a  clergyman — this  might  be  an  interesting  approach 
— in  some   of   these   tasks. 

This,  very  briefly,  is  the  Department.  This  very 
briefly  is  our  task.  We  are  all  going  into  further 
study  in  some  other  areas  that  are  of  concern  to 
you,  but  North  Carolina  has  taken  a  large  lead  in 
this  throughout  the  country,  in  the  sense  of  the 
fine  program  that  you  have  at  Bowman  Gray,  and 
also  at  Duke,  the  pastor  clinical  training,  your  very 
fine    program   in    mental   health. 

We  are  deeply  concerned  with  the  patient  who 
is  in  your  office  and  the  patient  who  is  in  the 
hospital.  It  is  this  approach  that  we  would  like 
to  help  you  with  and  assist  you  with  in  your  juris- 
diction. This  is  the  manner  and  means  in  which 
we  believe  this  will  be  done.  We  hope  North  Caro- 
lina will  consider  the  possibility  of  this  as  an  added 
arm  to  you  as  physicians,  our  colleague  in  times  of 


need  of  the  clergyman  that  happens  to  be  in  your 
midst. 

The  clergyman  needs  your  helps,  and  I  believe  you 
recogni/,e  you  need  the  clergyman's  help  in  Ameri- 
can medicine.  This  is  my  report,  Brother  John,  and 
thank  you   very  kindly. 

(Applause) 

PRESIDENT  KERNODLE:  Thank  you,  Paul. 

With  this  in  mind,  I  would  like  to  get  direction 
from  the  Council.  Could  we  assign  this  problem  of 
recommendation  on  this  committee  to  .John  Rhodes, 
the  Committee  on  Reorganization,  for  report  later 
in  the  day?  I  would  like  to  hear  an  opinion  on 
that. 

(Such  motion  was  made  by  Dr.  Harry  Johnson 
and   seconded   by    Dr.    Garrison.) 

Further  discussion?  All  in  favor  let  it  be  known 
by  saying  "aye";  opposed?  The  "ayes"  have  it,  and 
John,  would  you  consider  that  now? 

We  have  several  reports.  I  will  give  you  a  short 
report  on  the  North  Carolina  Association  of  Pro- 
fessions, which  has  been  organized,  chartered,  antl 
the  Medical  Society  is  represented  on  the  Board  of 
Directors  of  the  North  Carolina  .Association  of  Pro- 
fessions. 

The  final  decision  in  this  Association  was  to 
organize  and  have  a  certain  number  of  delegates 
or  directors  from  each  of  the  parent  organizations. 
Four  organizations  have  paid  in  their  dues  and  are 
now  full-fledged  members,  including  the  Medical  So- 
ciety, the  veterinarians,  the  architects,  and  the 
engineers.  There  are  four  others  that  are  at  this 
time  considering — some  are  meeting  today,  in  fact ; 
the  dentists,  and  one  or  two  others,  are  meeting 
as  of  this  week  and  will  report  by  the  first  of 
February. 

This  particular  item  has  gotten  on  here  because 
of  there  being  an  annual  meeting  February  8th 
and  9th  in  Lansing,  Michigan.  I  do  not  think  at 
this  moment  that  it  would  be  necessary  to  endorse 
sending  a  representative,  unless  John  Rhodes  feels 
otherwise.  I  think  there  will  be  one  sent  from  the 
Association.  There  is  a  possibility  that  two  of  us 
may  go,  and  it  will  be  all  right  for  us  to  do  it  in 
that  manner.  I  don't  think  it  is  necessary  for  the 
Society  to  take  any  action,  just  a  progress  report 
of  what  is  taking  place. 

DR.  BEDDINGFIELD:  Has  this  new  organiza- 
tion in  North  Carolina  discussed  any  possible  joint 
legislative  programs?  Have  things  come  along  that 
far    yet? 

PRESIDENT  KERNODLE:  Discussion  has  been 
brought  to  the  attention  of  the  group,  and  there  is 
very  much  skepticism  in  the  overall  program  as  to 
how  they  are  going  to  attack  this  because  of  some 
feeling  that  this  is  really  what  the  Medical  Society 
had  in  mind,  strictly  a  legislative  program,  that 
they  want  to  go  slow  in  that  attitude,  but  there  will 
be  some  mutual  opinions,  and  some  suggestions.  Is 
that  right,  John? 


171 


DR.  RHODES:  Yes,  John.  I  think  that  it  is 
pretty  apparent  that,  for  instance,  the  lawyers  are 
holding-  off.  They  are  interested,  and  they  arc  g-oing- 
to  attend  meetings,  but  they  are  holding  off  be- 
cause they  are  concerned  at  the  moment  about  the 
possibility  of  getting  involved  in  legislative  activity. 
I  believe  that's  the  only  one  that  really  Is  concerned 
much  about  that. 

The  dentists  have  expressed  some  concern  about 
it. 

I  think  that  the  next  meeting  perhaps  will  be 
more  an  informational  meeting  that  will  be  a  meet- 
ing designed  to  direct  new  activity. 

DR.  BEDDINGFIELD :  If  the  Association  adopts 
any  legislative  plans,  our  Legislative  Committee 
might  be  alerted. 

PRESIDENT  KERXODLE:  I  feel  without  a 
doubt,  there  will  be  some  recommendations  before 
long,  and  I  feel  that  it  would  be  most  beneficial  for 
you  to  outline  your  desires  in  legislation,  and  get  it 
to  John  Rhodes  and  Jake  Shuford,  both  members 
of  the   Board   of   Directors  of  the  Association. 

Jake,  do  you  have  any  comments  on  it  in  regard 
to  this? 

DR.  JACOB  H.  SHUFORD:  I  was  interested  in 
firming  the   date  as  to  who  was  going — 

PRESIDENT  KERNODLE:  Well,  you're  going 
to   Lansing. 

The  question  that  I  talked  with  Jake  about  is 
that  one  representative  of  the  Medical  Society  is 
being  included  in  the  delegates  to  this  convention 
in  Lansing,  and  you  will  be  that  representative. 

Dr.  Joe  May,  would  you  like  to  give  your  re- 
port for  Committee  on  Maternal  Health? 

DR.  W.  .JOSEPH  MAY:  Thank  you,  Mr.  Presi- 
dent and  members  of  the  Council.  My  report  was 
filed  in  September,  and  that  report  was,  at  the 
request  of  the  President,  a  form  made  up  for  pub- 
lication, and  it  appeared  in  the  North  Carolina 
Medical  Journal  in  the  December  issue;  I  will  simply 
summarize  by  saying  that  this  was  a  report  which 
grew  out  of  a  rather  extensive  study  on  the  part 
of  the  question  of  therapeutic  abortion  in  North 
Carolina.  This  study  was  motivated  principally  by 
the  desire  of  some  members  of  the  profession  wish- 
ing to  have  the  standards  in  North  Carolina 
changed,  liberalizing  the  legal  authorization  for 
therapeutic  abortions.  We  felt  that  this  was  within 
the  scope  of  the  Maternal  Health  Commitee,  and 
we   discussed   this  at  our   fall   meeting. 

The  North  Carolina  law,  which,  as  we  all  linow, 
speaks  in  terms  of  preserving  the  mother's  life 
through  therapeutic  abortion.  The  report  also  pre- 
sented the  mortality,  maternal  mortality  resulting 
from  therapeutic  abortion  in  the  first  two  thousand 
maternal  deaths  in  North  Carolina ;  also  it  pre- 
sented the  therapeutic  abortion  at  North  Carolina 
Hospitals,  from  1945  through  1961,  today's  atti- 
tudes toward  therapeutic  abortion,  principally  those 
of  completely  prohibitive  and  those  liberal  attitudes. 


and  then  a  more  conservative  attitude,  which  I  think 
the  medical  profession  has  followed  in  general  in 
North   Carolina. 

It  also  suggested  a  committee  plan  for  valida- 
tion of  cases  for  therapeutic  abortion.  This  report 
was  accepted  by  the  Committee  on  Maternal  Health, 
and  this  resolution  was  made  by  the  Committee. 
The  Committee  made  the  following  recommendation 
to  the  Executive  Council: 

It  is  recommended  that  the  Executive  Council 
and  Legislative  Committee  of  the  Medical  Society 
of  the  State  of  North  Carolina  approve  this  report 
and  agree  with  the  recommendation  not  to  seek 
any  change  in  the  existing  laws  regarding  therapeu- 
tic abortion.  It  is  the  opinion  of  the  Committee 
on  Maternal  Health  that  the  existing  law  concern- 
ing abortion  does  not  preclude  good  medical  judg- 
ment and  practice. 

Since  this  recommendation,  we  have  given  con- 
siderable thought  to  the  possibility  of  establishing 
within  hospital  staffs  or  county  societies,  whichever 
would  be  more  adequate  in  a  given  community,  to 
validate  or  consult  on  each  case  of  therapeutic 
abortion.  Each  committee  should  be  composed  of  an 
obstetrician  as  chairman,  with  medical,  pediatric, 
surgical  and  psychiatric  consultation  being  desir- 
able. 

Each  case  for  consideration  for  therapeutic  abor- 
tion could  then  be  submitted  in  advance  to  the 
committee  for  thorough  study  before  meeting  for 
final  discussion.  A  unanimous  vote  for  interruption 
of  pregnancy  should  be  required  to  validate  a 
therapeutic  abortion. 

Parenthetically,  it  has  been  the  experience  of 
most  hospitals  where  the  committee  planned  to  vali- 
date a  therapeutic  abortion  has  been  instituted,  that 
only  cases  requiring  serious  consideration  of  thera- 
peutic abortion  are  presented,  once  it  is  understood 
that  only  bona  fide  medical  indications  will  be  con- 
sidered. 

If  such  committees  could  be  viniformly  instituted 
throughout  the  state,  coordinated  with  the  Ma- 
ternal Health  Committee  for  accurate  reporting  of 
all  therapeutic  abortions,  much  valuable  data  could 
be  accumulated,  whereby  the  practice  of  therapeutic 
abortion  could  be  accurately  and  intelligently  eval- 
uated in  North  Carolina   as  it  actually  exists. 

Our  Committee  would  like  to  make  such  an  undei-- 
taking,  Mr.    President. 

PRESIDENT  KERNODLE:  What  is  your  desire 
now,  that  you  want  to  establish  a  committee  on 
the  local  level  within  the  hospital  or  the  community 
on   therapeutic  abortion? 

DR.    MAY:    That    is   correct. 

PRESIDENT  KERNODLE:  Mr.  Anderson,  you 
discussed  this  with  Dr.  May  yesterday.  I  believe. 
Do  you  have   any  comments? 

MR.  JOHN  H.  ANDERSON:  I  think  a  commit- 
tee of  that  kind  might  serve  a  useful  purpose  for 
assisting-  the  physician  who  is  considering  doing  an 
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abortion,  particularly  with  respect  to  settling  any 
differences  between  him  and  the  hospital  admin- 
istrator, or  any  other  third  party  which  niig'ht 
inject  itself  into  the  problem. 

Whether  or  not  it  would  have  a  useful  legal 
purpose,  I  cannot  tell  you.  I  think  the  criteria  would 
still  have  to  be  whether  or  not  it  was  necessary  to 
perform  the  abortion — necessary  to  save  the  life 
of  the  patient;  and  the  words  of  the  statute  are 
"save  the  life." 

Dr.  May  has  used  the  phrase  "therapeutic  abor- 
tion." We  had  some  discussion  between  us  last 
night  about  the  use  of  that  phrase,  and  I  would 
counsel  against  using  that  particular  word  if  you 
have  such  a  committee,  /  think  the  committee  wotdd 
have  to  follow  the  terms  of  the  statute,  however 
the    committee   would    interpret   that    phase. 

The  question  is,  is  it  necessary  to  save  the  life 
of  the  patient?  And  it  is  quite  possible  that  such 
a  committee  would  have  a  useful  purpose  locally. 
Whether  or  not  it  would  have  a  useful  purpose  in 
court,  I  have  some  doubt  about  that  particular  use 
of  the  committee. 

PRESIDENT  KERNODLE:  There  are  commit- 
tees in  other  states  that  have  set  a  pattern.  Dr. 
Rhodes,  would  you  like  to  speak  on  this? 

DR.  .JOHN  S.  RHODES:  Mr.  Chairman,  I  would 
like  to  ask  a  question,  if  I  may,  of  Dr.  May. 

He  mentions  in  his  report  what  he  calls  valid 
reasons  for  abortion.  If  such  committees  are  estab- 
lished— and  I  am  sure  that  most  hospitals  now 
have  committees;  whether  they  are  as  broad  in 
their  scope  as  he  pi'oposed,  I  don't  know,  but  I 
would  like  to  ask  him  if  his  committee  would  pro- 
pose to  spell  out  such  valid  reasons.  And  certainly, 
it  seems  to  me  that  such  valid  reasons  should  have 
a   statewide   application   under  the  law. 

Therefore,  I  wonder  if  his  committee  proposes  to 
spell  out  these  valid   reasons. 

PRESIDENT  KERNODLE:  Any  other  questions 
that  you  would  like  to  ask  Dr.   May,  or  comments? 

Joe,  you  can  answer  in  a  moment.  Any  other 
questions? 

DR.  DEDDINGFIELD:  The  Committee  on  Leg- 
islation discussed  the  original  proposal  or  resolu- 
tion of  the  Wake  County  Society,  and  on  the  advice 
of,  I  believe,  the  State  Committee  on  Maternal 
Health — on  the  advice  of  our  own  counsel,  and 
some  other  legal  advice,  we  disapproved  trying-  to 
amend  the  law  relating  to  therapeutic  abortion. 

The  Committee  has  not  met  as  a  committee  since 
that  time,  and  we  would  be  glad  to  hear  the  policy 
directive  from  the  Executive  Council,  if  the  atti- 
tude of  the  Council  has  changed. 

PRESIDENT  KERNODLE:  Any  other  questions 
of   Dr.   May? 

DR.  PASCHAL:  Is  the  intent  of  these  local 
committees  to  have  close  liaison  with  the  Maternal 
Welfare  Committee? 

DR.  MAY:   I  would  hope   the   Maternal   Welfare 


Committee  could  be  the  State's  parent  committee. 
I  am  suggesting  this  because  we  have  enough  com- 
mittees  already  without  having  another  one. 

PRESIDENT  KERNODLE:  Joe,  would  you  like 
to  answer  Dr.  Rhodes  with  regard  to  the  valid 
reasons? 

DR.  MAY:  This  is  a  difficult  question,  and  I 
don't  have  a  prepared  statement  for  answering'  this 
question. 

The  legal  thinking  and  the  medical  thinking  are 
two  diversely  opposed  philosophies,  I  think,  and  it 
is  awfully  hard  to  get  them  onto  common  ground. 
I  think  the  common  ground  that  lies  between  the 
legal  or  the  law  governing  the  use  of  the  practice 
of  abortion,  and  the  actual  medical  use  of  abor- 
tion, is  a  hiatus  which  represents  a  moral  issue 
which  seemingly  simply  cannot  be  covered  by  the 
law,  unless  it  is  completely  eliminated,  and  I  cer- 
tainly appreciate  the  Legislative  Committee  seeing 
this  issue  as  such.  To  remove  this  moral  responsi- 
bility fi'om  the  medical  profession  by  changing  the 
law  certainly  would  open  up  the  avenues,  as  Mr. 
Anderson  has  pointed  out,  for  those  people  that  have 
less  knowledge  of  the  subject,  third  parties,  if  you 
please,  who  would  put  a  lot  more  pressure  on  us 
than  the  law  is  putting  on  us  now. 

John,  more  specifically,  to  answer  your  question, 
my  thought  in  making  the  proposal  which  I  just 
made  is  that  if  we  institute  such  a  pro.gram,  that 
we  will  be  able  to  find  out  the  number  of  abortions 
being  done,  isolated  here  and  there.  No  one  institu- 
tion, no  one  person  is  doing  a  lot  of  them;  but  if 
we  are  able  to  get  a  report  period  for  one,  two,  or 
five  years,  we  will  know  whether  the  law  needs 
to  be  changed,  and  we  will  know  what  the  medical 
profession  is  thinking  in  terms  of  indications  for 
therapeutic  abortion.  I  would  like  to  take  this  ste]) 
before  I  would  be  able  to  say  that  the  law  could 
be  changed  to  the  needs  of  the  medical  profession, 
if  indeed  it  is  impairing  the  practice  of  medicine 
now. 

PRESIDENT  KERNODLE:  Did  you  get  your 
answer,  John? 

DR.  RHODES:  Not  exactly. 

May  I  make  one  more  comment?  As  far  as  I 
can  see  it — and  Mr.  Anderson,  I  believe,  has  clearly 
stated  it — the  law  certainly  spells  out  what  we  can 
and   cannot  do. 

PRESIDENT  KERNODLE:  I  certainly  agree 
with  you.  There  is  a  precedent  for  this  type  of 
thing  already  in  the  state.  Most  every  hospital 
has  a  group  for  regulation  on  abortions,  and  they 
have  to  go  before  a  certain  committee,  or  so  many 
doctors  have  to  agree  upon  a  procedure ;  but  we 
still  do  not  have  any  formal  committees  on  local 
levels,  or  related  to  the  hospitals,  as  a  recommended 
program  through  the  parent  organization,  the  Ma- 
ternal Welfare  Committee. 

Dr.  May,  do  you  feel  that  the  parent  committee 
has  standards  and  regulations  that  they  are  ready 
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to  distribute  to  such  committees  on  a  local  level, 
if  they  were  organized? 

DR.  MAY:  Not  really.  I  think  that  this  would 
have  to  be  studied  further  before  we  made  specific 
recommendations. 

PRESIDENT  KERNODLE:  Dr.  Donnelly,  do 
you  want  to   speak  to  this? 

DR.  DONNELLY:  I  didn't  hear  all  the  discus- 
sion. I  think  there  are  many  things  to  be  said 
against  so-called  liberalizing  of  abortion  procedures. 
I  think  there  are  many  dangers  in  it.  At  least  one 
of  the  reasons  for  passing  such  a  law,  namely, 
the  problem  of  German  measles,  is  beginning  to 
disappear,  since  it  looks  like  we  will  have  a  preven- 
tive measure  for  this.  I'm  not  really  sure  that  this 
is   a   good  thing. 

I  prefer  the  suggestion  made  by  Dr.  May,  where 
it  is  controlled  locally.  I  think  there  is  very  little 
risk  involved  if  it  is  done  this  way.  There  are 
standards  prepared  in  writing  at  the  college  level, 
the  American  College  of  Obstetrics  and  Gynecology, 
which  are  available.  There  are  also  legal  recom- 
mendations from  the  American  Medical  Association 
which  could  guide  this  committee  on  making  rec- 
ommendations. 

DR.  ISIAY:  One  of  the  big  problems,  of  course,  is 
that  each  case  presents  a  peculiar  and  particular 
problem,  and  it  is  hard  to  fit  cases  into  regulation 
systems.  I  think  that  is  one  of  our  basic  prob- 
lems. 

PRESIDENT  KERNODLE:  Any  further  discus- 
sion on  this  question?  Do  we  desire  to  take  action 
on  this  particular  area  at  this  particular  time? 
Any  member  of  the  Council  wish  to  make  a  motion 
to  take  action  or   receive   this  for  information? 

DR.  WILLIAM  A.  SAMS:  Mr.  Chairman,  I  move 
you,  sir,  that  the  report  be  received  with  the 
recommendations  of  the  committee  endorsed  by  the 
Council,   as   recommended  in   the   report. 

PRESIDENT  KERNODLE:  You  have  heard  the 
motion;  is  there  a  second  to  this? 

(The  motion  was  seconded  by  Dr.  Williams.) 

PRESIDENT  KERNODLE:  You  have  heard  the 
motion  and  the  second  that  we  receive  the  informa- 
tion as  presented  for  formation  of  committees  on 
the  local  level,  according  to  the  recommendations 
of   the   Maternal  Health   Committee. 

Any  other  questions?  All  in  favor  of  the  motion 
let  it  be  known  by  saying  "aye";  opposed  likewise. 
The  "ayes"  have  it  and  it  is  carried. 

Thank  you,  Dr.  May. 

DR.  FRANK  .JONES:  I  will  discuss  Agenda  Item 
9.  As  you  know,  the  Insurance  Industry  Committee 
has  been  working  since  1959.  I  promise  you  that 
the  report  in  this  area  will  be  brief.  We  needed 
funds  to  disseminate  to  the  Society  membership  and 
to  other  interested  parties  in  the  State  a  report  of 
our  activities.  It  is  projected  by  the  committee 
that  such  report  would  be  made  on  a  quartei'ly  basis, 
and  a  copy  of  such  would  be  mailed  to  each  member 


of  the  Society.  The  funds  necessary  to  do  that 
would  be  fairly  large.  The  insurance  industry  as  a 
group,  through  an  organization  known  as  the  Health 
Insurance  Council,  has  agreed  to  furnish  some  funds 
for  such  purpose.  It  is  the  Committee's  understand- 
ing that  such  is  not  permitted  under  certain  codes 
of  the  Society,  and  in  order  to  be  able  to  receive 
these  funds,  we  have  prepared  the  following  state- 
ment to  the  Executive  Council,  and  with  your  per- 
mission I  would  like  to  read  it: 

"Upon    motion    duly    seconded    and    unanimously 

passed,   the  Insurance   Industry   Liaison   Committee 

instructed  its  Chairman  to  prepare  and  present  the 

following    request    to    the    officers   of    the   Medical 

Society  and  the  members  of  the  Council  in  session: 

Whereas,    Voluntary    health    insurance   is   a 

highly    vital     factor     with    reference     to    the 

medical  profession  in  North  Carolina,  and 

Whereas,  There  are  various  expenses  in 
connection  with  research,  study  and  dissem- 
ination of  information  in  the  public  interest 
in  the  conduct  of  the  business  of  this  Com- 
mittee, and  that  these  expenses  may  be  of 
considerable    size,   and 

Whereas  the  Committee  has  been  offered  a 
grant  or  grants  from  sources  other  than  the 
Medical  Society  to  supplement  its  budgetary 
allowances  in  order  that  this  Committee  might 
more  effectively  pursue  its  efforts  on  behalf 
of  the  public  in  this  area  of  voluntary  pre- 
payment of  health  insurance,  this  Commit- 
tee —  the  Committee  Vice  Chairman  therefore 
does  request  that  it  be  passed  that  the  Insur- 
ance Industry  Liaison  Committee  be  authorized 
by  the  Council  to  accept  grants  of  funds  for 
the  purpose  of  furthering  its  prescribed  duties 
from  sources  outside  the  Medical  Society,  and 
to  put  to  use  in  the  public  interest  such  funds 
as  it  may  acquire  in  this  manner  without 
reference  to  the  budget  of  the  Medical  Society 
of  the  State  of  North  Carolina,  but  that  a 
record  of  the  expenditures  of  such  funds, 
stating  the  use  of  and  the  amount,  be  kept 
clearly  in  the  records  of  the  Committee,  and 
that  such  records  be  subject  to  inspection  by 
the  grantor,  or  any  responsible  elected  officer 
of  the  Medical  Society  authorized  to  review 
such  expenditures. 
As  Chairman,  I  request  that  such  be  moved  and 
seconded,  in  order  that  a  discussion  might  be  had 
of  the  question,  if  desired. 

PRESIDENT  KERNODLE:  You  have  heard  the 
discussion  on  the  funds  that  the  Committee  on 
Insurance  Liaison  is  interested  in  obtaining  from 
the  insurance  group.  What  is  the  feeling  of  the 
Council  with  regard  to  this  particular  request? 
DR.  P.iSCHAL :  I  move  his  request  be  granted. 
(The  motion  was  seconded  by  Dr.  H.  L.  -John- 
son.) 

PRESIDENT  KERNODLE:    It   has  been   moved 
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and  seconded  that  the  request  be  granted.  There  is 
a  little  point  of  order  that  I   want  to  bring  up. 

DR.  RHODES:  Article  X,  Funds  and  E.xponses— 
it  does  not  preclude  the  acceptance  of  voluntary 
contributions,  I  will  read  it.  "Funds  for  meeting 
the  expenses  of  the  Society  shall  be  arranged  for 
by  the  House  of  Delegates  by  an  equal  per  capita 
assessment  upon  each  County  Society  to  be  fixed 
by  the  House  of  Delegates,  by  voluntary  contribu- 
tion, and  from  the  revenues  from  its  publications." 

Now  it  depends  on  how  you  interpret  that  read- 
ing. 

PRESIDES T  KERXODLE:  I  have  another  sec- 
tion here  that  I  would  like  to  read,  because  it 
brings  to  the  point  of  order  whether  we  can  accept 
this  in   its  entirety   as   he  has  requested  it. 

"Under  the  jurisdiction  of  the  Finance  Committee, 
the  Executive  Director  shall  also  be  the  custodian 
of  all  monies,  funds,  securities  and  deeds  of  the 
Society.  When  so  directed  by  the  Finance  Commit- 
tee, he  shall  demand  and  receive  all  funds  due  the 
Society,  and  shall  receive  all  bequests  and  dona- 
tions. Under  the  direction  of  the  Finance  Commit- 
tee, he  shall  have  the  care  and  management  of  the 
fiscal  affairs  of  the  Society,  and  shall  make  such 
expenditures  as  authorized  by  the  Executive  Coun- 
cil." 

.i^ccoi'ding  to  our  By-laws,  these  grants  are  per- 
missible, but  they  have  to  be  handled  through  the 
State   office.   Is  that  right,   Mr.   Anderson,  legally? 

MR.  AXDERSOX:  I  think  so.  I  think  the  By- 
laws would  require  that  they  go  through  the  State 
office. 

PRESIDENT  KERXODLE:  That  is  the  only 
point  that  I  wanted  to  bring  out,  Dr.  Jones.  If  we 
accept  this  resolution,  which  has  been  moved  and 
seconded,  as  read,  it  will  involve  a  change  in  our 
By-laws.  Any  further  discussion  on  this  particular 
area? 

DR.  -JOXES:  The  request  read:  "wichout  refer- 
ence to  the  budget."  In  other  words,  we  want  to  be 
able  to  handle  these  funds  without  reference  to  the 
budget    amount   allocated   to    the   Committee. 

PRESIDEXT  KERXODLE:  Well,  we  have  had 
some  precedent. 

MR.  BARNES:  He  wants  to  separate  it  from 
his  regular  budget  items  and  allocate  it  to  this 
committee. 

PRESIDEXT  KERXODLE:  That's  all  right,  but 
it  would  still  be  handled  through  the  state  office 
as  money  in  the  till ;  and  if  you  want  to  set  up  a 
separate  fund — 

DR.  .JONES:  We  have  all  that  in  there,  and  I 
cannot  see  where  the  question   comes  up. 

PRESIDENT  KERNODLE:  The  question  is  im- 
portant from  the  standpoint  of  staying  within  the 
By-laws,  Frank.  I  think  we  looked  this  over  last 
week.  If  we  stay  within  the  By-laws,  the  money, 
the  grant  is  made  to  the  Medical  Society.  If  you 
want  to  pull  out  $5,000  in  a  lump  sum,  they  set  it 


up  in  your  account,  and  you  give  an  accounting  back 
to  the  Society  in  regard  to  the  expenditures.  That 
is  what  Maternal  Health  has  done;  the  Child  Health 
Care  in  which  we  participated  with  a  grant-in-aid. 
I  think  that  would  be  your  position  there,  just 
for  clarification.  That's  all  I  am  interested  in  here. 

DR.  .JONESs  "...  or  by  any  responsible  elected 
officer  of  the  Medical  Society." 

MR.  ANDERSON:  Mr.  President,  I  would  think 
that  the  donors,  if  they  are  individuals,  would  be 
glad  to  have  it  paid  through  the  regular  channels 
in  order  to  insure  the  qualification  of  the  donation 
for  tax  purposes. 

DR.  JONES:  The  grant  would  have  to  be  made 
to  the  Medical  Society;  there  is  no  question  about 
that. 

MR.  .ANDERSON:  I  didn't  know  that  there  would 
be  any  problem  in  handling  the  funds  as  Jim  and 
the   President   have   suggested. 

PRESIDENT  KERNODLE'}  Any  fuither  dis- 
cussion? 

DR.  PASCHAL:  This  would  involve  only  a  mat- 
ter   of  bookkeeping,    largely,   is   that  true? 

fRESIPENT  KERNODLE:  Yes.  You  have  heard 
the  motion  and  the  second.  Now  arc  you  ready  to 
vote?  .\\\  in  favor  let  it  be  known  by  saying  "aye"; 
all  opposed  likewise.  Carried.  Thrrcfore,  we  passecl 
on   No.  9  in  a  favorable  mannei-. 

Frank,  will  you  give  us  No.  10? 

DR.  .JONES:  Mr.  President,  I  have  an  oi)portun- 
ity  to  spend  six  hours  discussing  this,  or  a  few 
minutes.  I  would  much  prefer  to  spend  a  few 
minutes. 

PRESIDENT  KERNODLE:  I  will  demand  that 
you  spend  a  few  minutes. 

DR.  JONES:  If  you  want  to  argue  about  it  or 
discuss  it,  there  is  a  whole  case  of  material,  a  box 
full,  and  another  satchel  full  that  I  can  go  into 
on  it  if  need  be. 

Getting  back  again  to  the  Insurance  Industry 
Committee,  in  recent  years  there  has  been  a  wide- 
spread trend  to  the  formation  of  review  committees 
in  connection  with  health  and  accident  insurance 
claims.  The  people  in  the  health  and  accident  field 
prefer   to  have   that   called   health   insurance. 

At  the  present  time,  there  are  between  109  and 
125  such  review  committees  in  the  United  States. 
Some  of  them  are  admittedly  county  committees, 
but  there  are  also  some  counties  that  are  larger 
than   states    in   this  country. 

For  almost  three  years,  we  have  been  reviewing 
areas  of  dispute  between  physicians,  insurance  com- 
panies, patients,  on  an  informal  and  anonymous 
basis.  As  far  as  we  know,  in  each  instance,  the 
opinion  rendered  by  the  committee  has  been  ac- 
cepted by  the  people  on  either  side,  and  the  cases 
have   been   settled   based   on  that  opinion. 

There  is  nothing  legal;  there  is  nothing  compul- 
sory. It  is  purely  voluntary.  The  insurance  people 
sit  on  questions  of  insurance,  and  the  medical  people 
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sit  on  questions  of  medicine.  We  have  reached  a 
point  such  that  we  think  it  should  he  formalized  in 
this  state. 

Last  May,  you  will  remember  I  took  some  of  your 
time  and  projected  a  number  of  slides  on  the  screen 
at  the  Executive  Council  meeting.  There  were  some 
changes  subsequently  made  in  this,  wording  chiefly. 
These  were  presented  to  Mr.  Anderson,  the  attorney 
for  the  Society.  He  advises  me  in  the  last  few 
days  that  he  sees  no  real  legal  problem  with  ref- 
erence to  the  formation  of  what  we  have  titled  the 
North  Carolina  Claim  Review  Service.  You  will 
notice  that  we  got  ahead  of  the  lady  the  other  day, 
and  we  are  using  "service,"  rather  than  some  of 
the  terms  that  aren't  quite  so  out  of  taste  with 
the  public.   We   have   short  titled   that   CRS. 

There  are  three  or  four  small  areas  of  argument 
still  left  in  it,  minor  legal  points  which  I  am  sure 
in  the  broad  issue  Mr.  Anderson  has  considered 
that  they  are  not  of  particular  consequence.  There 
is  an  area  of  a  slight  hassle  between  the  industry 
and  the  medical  committee,  and  that  area  being 
the  inclusion  of  items  D  and  E  in  the  report  form 
which  have  to  do  with  one  thing  that  some  of  us 
think  is  fairly  important  to  this  thing.  I  have  a 
feeling-  that  the  industry  is  not  going  to  go  along 
witli  it  because  their  legal  eagles  say  that  it  would 
bind  them  to  too  much,  and  they  cannot  have  a 
company   bound  on   a  discussion. 

We  had  hoped  to  see  the  principle  of  arbitration 
in  the  committee,  if  at  all  possible.  We  had  hoped 
that  the  two  parties  might  agree  to  arbitration, 
and  we  inserted  into  this — this  is  to  be  the  printed 
form  for  the  committee  about  any  questionable 
claim  point — we  inserted  D  and  E : 

"D.  Do  you  agree  to  settle  the  matter  in  con- 
troversy based  upon  the  findings  and  recommenda- 
tions of  this  committee  in  service?" 

"E.  Has  the  other  party  or  parties  to  the  con- 
troversy agreed  to  settle  the  matter  based  upon 
the  findings  of  this  committee  or  service?" 

There  is  a  question  whether  the  profession  wants 
to  leave  this  in  the  form.  We  are  not  asking  you 
to  say  yes  or  no  to  it  without  any  question.  The 
only  reason  that  we  hope  to  get  it  in  is  that  it 
leaves  the  idea  of  a  willingness  to  abide  by  some 
other  decisions  in  a  controversial  area. 

I  will  give  you  three  short  cases  off  the  record 
of  the  biggest  area  that  is  a  problem  today. 
(Discussion    off   the    record.) 

We  are  not  going  to  try  to  set  fees.  That  is  not 
our  idea.  We  are  asking  that  the  Society  review 
this  and  that  the  (Health)  Council  review  it,  ask 
any  questions  they  want.  I  don't  have  prepared 
things  to  pass  around.  There  are  some  there,  if 
you  want  to  look  at  them.  I  only  knew  that  I  was 
on  the  agenda  for  certain  a  week  or  ten  days  ago. 
They  have  been  cut  without  their  revisions.  They 
are  the  same  things  that  I  showed  last  May.  We 
think    that    we   are   doing    a    great    service   to   the 


physicians  of  North  Carolina  in  this  Claim  Review 
Service  area. 

PRESIDENT  KERNODLE:  Frank,  do  we  have 
a  motion  that  we  accept  his  recommendation? 

DR.   T.  S.  RAIFORD:  I  so  move. 

(The  motion  was  seconded  by  Dr.  Bedding-field.) 

PRESIDENT  KERNODLE:  You  have  heard  the 
motion  made  and  seconded,  and  it  is  open  for 
discussion.  I  would  like  to  ask  one  question  to  start 
with.  How  many  states  already  have  such  a  service 
available? 

DR.  JONES:  On  a  state  level,  about  21,  I  think, 
in  some  form   or  another. 

PRESIDENT  KERNODLE:  Any  discussion  from 
the   floor? 

(The  question  was  called.) 

No  discussion?  All  in  favor  let  it  be  known  by 
saying  "aye"  that  we  adopt  this  program  as  out- 
lined by  the  Committee  on  Liaison  to  the  Insurance 
Industry;    opposed   likewise.  The   "ayes"  have   it. 

Thank  you,  Frank. 

Dr.   Caldwell,  will  you    come   forward? 

DR.  JESSE  CALDWELL:  Gentlemen:  We  have 
been  without  significant  developments  since  our 
last  meeting  seven  weeks  ago.  Our  Committee  con- 
tinues to  receive  information  from  banks,  insurance 
companies  and  investment  services  who  arc  looking 
for  our  business  in  the  Keogh  Act.  The  Internal 
Revenue  Service  has  not  released  the  regulations 
concerning  the  Keogh  Act,  but  at  this  time  it  seems 
to  be  advisable  to  give  you  a  chronological  report 
on  what  has  happened,  why,  what  we  have  done, 
where  we  are  now,  and  what  may  be  done  in  the 
future. 

In  January,  1959,  a  special  committee  ad  hoc 
to  the  Finance  Committee  was  appointed  to  follow 
proposed  legislation  known  as  the  "Self-Employed 
Individual's  Retirement  Bill"  and  to  advise  on  the 
feasibility  of  this  Society  sponsoring  a  Retirement 
Plan  under  this  legislation  for  the  benefit  of  its 
members. 

The  following  year,  after  hearing  several  re- 
ports, the  House  of  Delegates  passed  a  resolution 
on  May  11,  1960,  whifh  established  a  permanent 
Retirement  Trust  Committee  and  authorized  this 
Committee  to  negotiate  and  the  President  of  this 
Society  to  execute  a  trust  agreement,  on  behalf  of 
the  Society,  with  banking  and  insurance  institutions 
in  order  to  implement  provisions  of  such  retirement 
benefit  legislation  for  the  members  of  this  Society 
and  their  bona  fide  employees. 

In  order  to  become  more  informed  on  the  matter, 
the  Committee  accumulated  material  and  informa- 
tion from  other  medical  groups  which  were  spon- 
soring  similar  programs.    The  plans   studied  were : 

1.  Medical  Society  of  the  District  of  Co- 
lumbia Retirement  Savings  Plan. 

2.  Obstetrical  and  Gynecological  Retirement 
Investment  Plan  of  the  American  College 
of  Obstetrics  and  Gynecology. 
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3.  Academy  of  General  Practice  Retirement 
Plan. 

4.  South  Carolina  Medical  Association  Sav- 
ings and   Retirement  Plan. 

5.  Canadian  Medical  Retirement  Savings 
Plan. 

G.  Florida  Medical  Association  Investment 
Trust. 

7.  Colorado  State  Medical  Society  Unified 
Retirement  Investment  Trust. 

8.  Mississippi  State  Medical  Association 
Trust   Plan. 

9.  Nassau  County  Physicians  Guild  Invest- 
ing  Company. 

10.  New  England  State  Medical  Societies 
Beacon  Investment  Corporation. 

What  seemed  to  be  the  best  portion  of  these  plans 
were  compiled  and  a  preliminary  draft  of  a  pro- 
posed North  Carolina  Medical  Retirement  Savings 
Plan  was  submitted  in  1960.  This  plan  provided  for 
the  economics  and  advantages  of  group  benefits 
and  supplied  the  flexibility  in  retirement  savings 
through  the  variable  use  of  an  annuity  plan  and  a 
stock  trust  fund.  Participation  was  simplified  by 
providing  that  the  trustee  would  collect  all  funds 
for  both  portions  of  the  program.  The  Annuity  Plan 
would  offer  the  participant  advantages  because  the 
lower  operating  cost  in  a  group  annuity  program 
would  be  reflected  in  increased  yields  to  the  par- 
ticipant. As  these  deposits  are  "participating"  in- 
terest rates  may  be  declared  as  dividend  payments. 
The  insurance  company  assumes  all  administra- 
tive costs  for  collecting  and  administering  the  An- 
nuity  Plan. 

Participants  using  the  Trust  Fund  will  obtain 
advantages  from: 

1.  Economies  available  from  the  operation 
of  a  larg-e  statewide  fund  as  the  trustee's 
charge  decreases  as  the  size  of  the  fund 
increases. 

2.  Better  position  for  average  and  continu- 
ous buying  of  securities. 

3.  More  suitable  for  wider  diversification  of 
holding's. 

4.  A  hedge  against  possible  continued  infla- 
tion. 

5.  The  possibility  of  benefiting  from  steady 
growth  of  holdings  over  a  long  period  of 
time. 

6.  The  benefits  of  continuous  compounding 
of  income  received  from  securities  in  the 
fund. 

In  order  to  be  prepared  to  submit  a  program 
to  the  members  of  the  Society  as  soon  as  possible 
following  enactment  of  the  permissive  legislation, 
the  Committee  conferred  with  insurance  and  bank- 
ing institutions  to  obtain  the  most  favorable  con- 
ditions to  implement  the  proposed  programs.  The 
following  banks  were  approached  and  were  invited 


to   submit    bids    to    operate    a    plan    like    that    pro- 
posed in  the  preliminary  draft: 

1.  The     America-Commercial     Bank        (now 
North  Carolina  National  Bank ) . 

2.  Wachovia    Bank    and    Trust    Company. 

3.  First  Union  National  Bank. 

4.  First-Citizens  Bank  and  Trust   Company. 
.5.    Durham  Bank  and  Trust  Company    (now 

Central   Carolina). 

Except  for  First  Union  National  Bank,  a  re- 
sponse was  obtained  in  each  instance.  The  Wa- 
chovia Bank  and  Trust  Company  was  selected  by 
the  Committee,  on  the  basis  of  its  most  favorable 
proposal,  to  act  as  the  Collector  and  Trustee  of 
the    Plan. 

Insurance  companies  contacted  in  connection  with 
administering  the  annuity  portion  of  the  Plan  were : 

1.  Minnesota    Mutual    Life   Insurance   Com- 
pany. 

2.  Jefferson   Standard   Life    Insurance  Com- 
pany. 

3.  New     England     Mutual     Life     Insurance 
Company. 

4.  Pan-American    Life    Insurance    Company. 
.5.    Pilot   Life   Insurance  Company. 

Annuity  experience  and  rates  from  many  other 
companies  were  available  to  the  Committee  through 
information  services.  Several  of  the  insurance  com- 
panies were  eliminated  because  they  required  some 
type  of  life  insurance  to  be  issued  along  with  their 
annuity  policies.  Of  the  remaining  companies  offer- 
ing annuity  programs,  the  Minnesota  Mutual  Life 
Insurance  Company  was  selected  on  the  basis  of 
larger  benefits  indicated  for  the  amount  of  money 
deposited. 

On  October  10,  1962,  Public  Law  87-792  was 
enacted  to  become  effective  after  December  31, 
1962.  Your  Committee,  along-  with  officers  of  Wa- 
chovia Bank  and  Trust  Company  and  the  Minne- 
sota Mutual  Life  Insurance  Company,  began  work 
right  away  on  agreements  to  comply  with  the  law 
as  published.  Under  North  Carolina  law  a  Group 
Annuity  Contract  cainiot  be  issued  to  the  Medical 
Society.  It  is  necessary  for  our  instruments  to 
provide  that  the  Trustee  represent  the  Society  in 
this  area.  After  careful  consideration  and  excellent 
legal  advice,  the  Committee  approved  an  agreement 
known  as  the  North  Carolina  Medical  Retirement 
Savings  Plan  and  Trust  Agreement  and  made  such 
a  report   to  this   Council  on    December   9,    1962. 

Recently,  copies  of  this  proposed  agreement  were 
mailed  to   each  member  of   the    Executive    Council. 

The  Trust  Agreement  contains  provisions  which 
are  new  as  this  type  of  program  is  new.  The  an- 
nuity contract  is  a  fairly  standard  reference  type 
deposit  administration   contract. 

Aftar  the  Trust  Agreement  is  executed,  the 
Committee  will  supervise  the  agreement  between 
the  Trustee  and  the  insurance  company.  Also  it  will 
complete    work    on    other    matters.    These    include 
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such  things  as  composing  the  application  forms, 
various  notices,  reports,  etc.  Also,  we  have  the 
job  of  informing  the  membership  about  the  plan. 
An  illustrated  brochure  will  be  published  by  the 
bank  and  insurance  company.  Speakers  for  county 
medical  societies  will  be  provided.  Articles  will  be 
submitted  for  the  North  Carolina  Medical  Journal. 
Perhaps  an  information  booth  will  be  set  up  at 
the  state  convention.  Information  will  be  dispersed 
through  the  Medical  Auxiliary. 

As  has  been  mentioned,  the  inauguration  of  such 
a  program,  while  possible,  is  not  practicable  until 
the  Internal  Revenue  Service  publishes  its  regula- 
tions on  this  law.  These  regulations  are  expected 
to  contain  the  mechanisms  by  which  the  law  may 
be  used  and  will  not  change  the  provisions  of  the 
law.  Much  work  can  be  done  before  these  regula- 
tions are  published.  Later,  if  necessary,  amend- 
ments to  the  Trust  Agreement  may  be  made  to 
comply    with   the    regulations. 

While  the  Keogh  Bill  is  not  all  we  had  hoped 
for,  it  is  finally  an  actuality.  There  is  some  likeli- 
hood that  the  provisions  may  be  liberalized  in  the 
future  so  as  to  approach  those  now  enjoyed  by 
corporation   employees. 

Mr.  President,  that  is  all  of  my  formal  report, 
and  if  there  is  anything  else  I  could  give  you  in 
the  way   of   information,  I  would  be   glad  to. 

PRESIDEXT  KERNODLE:  You  have  heard  the 
report  of  Dr.  Caldwell  on  the  Trust  Committee. 
What  is  the  action?  Is  there  a  motion  that  we 
take  action    on  this  program? 

DR.  BEDDINGFIELD:  Mr.  President,  I  would 
like  to  discuss  it  for  just  a  minute,  if  I  can. 

PRESIDENT  KERNODLE:  We  would  be  pleased 
to   hear   you. 

DR.  BEDDINGFIELD:  I  know  all  of  us  appre- 
ciate the  work  that  Dr.  Caldwell  and  his  committee 
have  done  over  the  years,  and  the  final  product 
that  they  have  come  up  with,  and  I,  for  one,  would 
hate  to  see  us  deny  the  committee  anything  it 
needs  to  make  this  program  operational  for  the 
benefit  of  our  membership. 

He  has  told  us  that  after  the  IRS  issues  their 
directives  and  recommendations  that  our  agree- 
ment, if  endorsed  by  the  Society  at  this  time,  could 
be  modified  in  accordance  with  the  regulations  that 
might   be  promulgated. 

I  don't  exactly  understand  it,  but  what  I  hear 
from  over  the  country — I  read  an  editorial  in  the 
Los  Angeles  County  Medical  Association  Journal, 
and  they  listed  a  number  of  tax  attorneys  and  in- 
vestment counsellors  that  they  had  had,  and  their 
considered  judgment  was  not  to  sign  an  agreement 
until  after  the  directives  have  been  issued. 

I  don't  want  to  do  anything  to  slap  our  committee 
in  the  face,  because  they  have  done  such  a  notable 
job;  but  we  hear  these  rumbles  from  all  over  the 
country  "go  slow."  You  have  got  to  December  31, 
1963,  before  you  put  anything  in  writing. 


The  A.M. A.  issued  the  following  summary:  They 
said,  "in  enacting  new  tax  legislation.  Congress 
customarily  leaves  the  details  to  be  spelled  out  by 
the  Internal  Revenue  Service  in  the  foi-m  of  regu- 
lations. Concerning  the  important  area  of  the  Self- 
employed  Retirement  Act  of  1962,  it  will  not  be 
fully  operational  until  these  regulations  are  issued. 
The  IRS  is  presently  at  work  drafting  these  regu- 
lations in  cooperation  with  the  representatives  of 
the  American  Medical  Association,  the  American 
Bar  Association,  and  any  other  interested  organi- 
zations. 

"It  is  not  likely  that  these  full  regulations  will 
be  available  in  final  form  for  several  months. 
However,  the  IRS  has  indicated  that  at  an  early 
date  it  will  issue  some  temporary  or  interim  guide- 
lines. 

"Since  the  new  law  becomes  effective  in  1963, 
conti'ibutions  for  that  year  can  be  made  at  any  time 
before  the  end  of  the  year.  Meanwhile,  physicians 
and  other  self-employed  individuals  are  advised  to 
wait  until  more  information  is  available  from  the 
IRS,  and  until  they  have  given  careful  considera- 
tion to  the  type  of  plan  they  wish  to  adopt  and 
the  type  of  retirement  investments  they  might  wish 
to  make." 

I  merely  mention  these  things  because  there  is 
an  area  of  haziness  and  an  area  of  doubt  as  to  the 
date  at  which  we  should  go  ahead.  I  don't  want  to 
make  a  motion  to  table.  I  don't  want  to  make  a 
motion  to  cast  doubt  upon  the  report  of  the  Com- 
mittee, but  I  would  like  to  hear  some  comment  as 
to  what  are  the  advantages,  if  any,  of  going  ahead 
withovit  a  closed   agreement  at  this  time. 

PRESIDENT  KERNODLE:  You  have  heard  the 
discussion  of  Dr.  Beddingfield.  Any  further  dis- 
cussion or  questions  at  this  time? 

DR.  CALDWELL:  Mr.  President,  and  gentlemen: 
I  read  the  same  thing  Dr.  Beddingfield  reported 
to  you.  For  years  we  tried  to  get  out  of  the  Ameri- 
can Medical  Association  legal  office  various  things 
about  this  program  and  plan,  and  nothing  was 
forthcoming.  Our  particular  attitude  toward  this 
advice  is  that  they  are  just  now  getting  to  work 
on  this  program,  and  they  don't  have  anything  to 
present,  and  they  are  trying  to  get  everybody  to 
hold  off  until  they  can  get  their  plan  going.  That's 
the  A.M. A.  in   Los   Angeles   County. 

At  least  ten  other  physician  groups  in  the  coun- 
try have  already  got  plans  far  advanced  as  com- 
pared to  ours.  They  have  them  all  set,  ready  to  go, 
and  have  been  receiving  money  for  several  years. 
We  are  not  placing  any  credit  at  all — in  fact,  we 
are  in  a  good  median  position. 

Among  the  advantages  that  I  can  see  of  execut- 
ing an  agreement,  such  as  has  been  presented  to 
you,  is  that  it  gives  us  a  position  to  move  into 
other  areas  where  we  have  to  work,  and  which 
require  time  and  consultation,  and  conferences  with 
people  all  over  the  country. 
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I  fear  that  unless  we  do  before  July  1st  get 
something-  definitely  settled  along  this  line,  we 
are  Roing  to  be  too  late  to  offer  our  people  anything 
in  this  state.  Now  it  may  be  that  is  what  you  want. 
This  may  be  a  slow  death  process  of  killing  the 
plan.  I  don't  know.  I  understand  there  is  some 
opposition  to  it,  and  this  may  be  the  tactic  of  it. 

But  we  are  not  just  now  getting  our  initial  bath 
in  this  thing.  We  have  been  in  it  for  four  years.  I 
think  we  fully  understand  it,  and  as  far  as  partici- 
pation goes,  that  is  up  to  the  individual  physician. 
He  can  come  in  or  stay  out,  if  he  wishes.  We  may 
not  have  anyone  participating  in  our  plan.  But  I 
can  tell  you  this :  if  our  plan  goes  through  the  way 
it  is  set  up  now,  there  will  not  be  one  that  will 
compare  as  favorably  and  give  the  benefits  that 
have  now  been  organized  as  our  plan  will ;  and  our 
committee  intends  to  publish  comparative  charges 
of  every  available  plan  available,  and  if  a  person 
can  tell  black  from  white,  he  \vill  see  the  advan- 
tages in  this  plan. 

Now  may  I  suggest  that  since  we  are  this  far 
into  the  year,  that  we  do  not  plan,  even  if  you 
endorse  this  agreement,  to  open  the  program  for 
the  reception  of  funds  until  at  least  thirty  days 
after  the  IRS  has  published  its  regulations,  so  that 
we  can  give  something  definite  and  everyone  will 
know  where   they   stand. 

No  one  knows  when  those  regulations  will  come 
out.  I  anticipate  that  they  will  come  out  in  May  or 
June.  I  will  be  surprised  if  they  come  out  earlier. 

What  we  need  now  before  we  do  anything  else 
— and  I  will  not  call  a  meeting  of  our  committee 
until  some  other  action  is  taken — is  that  we  have 
a  lot  of  things  to  do,  but  until  we  can  see  some 
indication  that  this  thing  will  live,  I  see  no  need  to 
bother  our  committee  members  any  more. 

PRESIDENT  KERNODLE:  If  we  adopt  this 
trust  fund  as  of  today  they  would  accept  any  IRS 
changes  that  would  be  forthcoming  at  the  time  that 
they  came  out  with  their  promulgations. 

If  that  was  mentioned  in  this  trust  fund  agree- 
ment, would  there  be  any  fallacy  in  going  ahead  with 
it  at  the  moment? 

DR.  CALDWELL:  I  believe  that  is  in  there,  about 
amendments  to  comply  with  any  reg-ulation. 

PRESIDENT  KERNODLE:  I  would  see  that 
there  would  be  no  damage  by  accepting  this  at  this 
time  under  the  circumstances,  that  the  committee 
be  bound  by  IRS  and  also  that  the  bank  be  bound 
by  that. 

DR.  BEDDINGFIELD :  I  make  a  motion  that  the 
report  of  the  committee  be  accepted  and   endorsed. 

(The  motion  was  seconded  by  Dr.   T.  P.   Brinn.) 

PRESIDENT  KERNODLE:  You  have  heard  the 
motion   and    the   second.    Any   further   discussion? 

DR.  PASCHAL:  May  I  ask  Dr.  Caldwell  just 
what  is  involved  as  far  as  the  Medical  Society  is 
concerned  in  signing  this   agreement?   What  is  en- 


tailed? I  wish  you  would  explain  that  again  to  the 
Council. 

DR.  CALDWELL:  Dr.  Paschal,  as  far  as  I  can  .see, 
there  is  no  obligation  whatsoever  to  the  Medical 
Society  itself.  There  is  no  liability.  Our  counselor 
might  elaborate  on  this.  This  is  merely  an  ancillary 
benefit  provided  by  the  Society  to  its  members.  It 
is  not  a  political  or  scientific  thing.  It  is  just 
another  benefit,  belonging  to  the  Society,  to  obtain 
certain  advantages  that  our  members  cannot  get 
any  place  else. 

DR.  PASCHAL:  Our  President  signs  this  agree- 
ment,  does   he? 

DR.  CALDWELL:  Our  President  signs  the 
agreement  with  Wachovia.  The  committee,  under 
the  plan,  has  the  authority  to  finish  up  the  annuity 
portion.  The  By-laws  of  the  State  Society  will  have 
to  be  adjusted  to  supply  the  proper  mechanism  for 
election  of  the  members  of  the  committee,  and  a 
few  other  details  like  that  which  will  have  to  bo 
worked  out.  But  so  far  this  has  not  cost  the  Medical 
Society    anything. 

We  don't  anticipate  that  any  member  of  the 
Society  will  be  assessed  in  any  degree  for  the 
operation  and  management  of  the  plan,  and  the  only 
thing  being  discussed  now  is  that  if  it  doesn't 
work,  if  the  plan  doesn't  go  into  effect,  it  is  just  a 
dead  document.  We  are  not  compelled  to  do  any- 
thing  about  it. 

How  about  speaking  on  that,  Mr.  Anderson?  I 
mean  speaking  about  the  liability  of  signing  this 
agreement. 

MR.  ANDERSON:  Dr.  Caldwell  has  correctly 
stated  the  position  of  the  Society  in  the  proposed 
plan.  There  is  no  monetary  liability  on  the  part  of 
the  Society  under  the  plan,  no  financial  liability 
that  I  can  see.  The  agreement  appoints  the  Wa- 
chovia as  the  trustee  for  the  members  of  the  Society 
as  to  the  plan. 

If  the  regulations  require  it,  changes  can  be  made 
by  and  with  agreement  of  the  trustees — the  agree- 
ment of  the  trustees  for  any  changes  that  would 
of  course  be  necessary.  They  would  probably  be  as 
anxious  as  the  Society  to  meet  any  requirement 
of  the   regulations. 

PRESIDENT  KERNODLE:  If  we  decided  to  get 
out  of  this  legal  binder  on  the  trust  fund  with 
Wachovia  Bank,  it  will  take  sixty  days  and  that's 
it.  There  would  be  no  cost  involved.  Is  this  your 
understanding,  John? 

MR.    ANDERSON:    That   is    my    understanding. 

PRESIDENT  KERNODLE:  If  we  wanted  to  re- 
lieve ourselves  of  our  relationship  with  the  trust 
fund,  we  would  only  give  them  a  60-day  notice, 
and  be  relieved  without  any  cost  or  interest. 

MR.  .ANDERSON:  I  don't  want  it  understood 
that  the  whole  agreement  can  be  abrogated  just 
that  easily.  Once  the  fund  is  set  up  and  once  the 
members  pay  into  the  fund  and  it  becomes  opera- 
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tional,  I  don't  want  to  give  the  impression  that  they 
can  just  withdraw  it  all. 

PRESIDENT  KERNODLE:  But  the  Medical  So- 
ciety can  withdraw  their  endorsement  of  it  within 
a  60-day  period  of  time  without  any  obligation,  is 
that  right? 

DR.  CALDWELL:  They  may  remove  the  trustee 
within  sixty  days. 

MR.  ANDERSON:  I  don't  say  that  the  whole 
plan  could  be    abrogated    by  that    60-day   notice. 

DR.  RAIFORD:  Mr.  President,  I  would  like  to 
ask  Dr.  Caldwell  if  signing-  this  agreement  with 
Wachovia  restricts  any  participation  with  any  other 
agency.  For  instance,  suppose  in  our  county  we 
wanted  to  make  an  agreement  with  First  Union 
National.  Does  this  bind  all  members  of  the  Medical 
Society  to  participate  in  this  if  they  participate  in 
any  plan? 

DR.  CALDWELL:  No,  sir;  this  doesn't  bind  any- 
one and  you  are  not  obligated.  It  is  entirely  volun- 
tary, and  we  assume  that  only  about  half  of  our 
physicians  will  use  it  at  the  maximum.  There  are 
others  who  will  have  other  interests  and  ideas  on 
retirement  savings  that  they  will  think  would  be 
better  for  themselves,  and  they  will  go  into  other 
plans.  This  is  strictly  individual,  voluntary,  and  is 
not  compulsory  on  anyone. 

DR.  RAIFORD:  This  is  roughly  comparable  then 
to  the  state-sponsored  liability  insurance  plan. 

DR.  CALDWELL:   Exactly. 

DR.  RAIFORD:  In  view  of  that,  I  am  highly  in 
favor  of  it. 

PRESIDENT  KERNODLE:  Any  further  dis- 
cussion? 

(The  question  was  called.) 

All  those  in  favor  of  endorsing  this  program  as 
submitted  by  the  Trust  Fund  Committee,  Dr.  Cald- 
well's Committee,  let  it  be  known  by  saying  "aye"; 
all  opposed  likewise.  The  "ayes"  have  it.  Thank  you, 
Jesse. 

I  would  like  to  add  to  the  record  appreciation  to 
this  Committee  in  regard  to  the  amount  of  work 
that  they  have  done  over  the  four-year  period,  and 
to  state  that  we  do  appreciate  what  they  have  done, 
and  their  work. 

We  will  have  a  report  by  Dr.  McCain  and  Dr. 
Choate,  Chairman  of  the  Committee  on  Mental 
Health. 

(Dr.   Shuford    assumed  the   Chair.) 

DR.  A.  B.  CHOATE:  To  bring  things  up  to  date, 
the  A.M. A.  put  on  a  Mental  Health  Congress  in 
Chicago  last  October.  In  getting  prepared  for  this, 
the  Mental  Health  Committee  set  up  a  steering 
committee  in  the  State  to  represent  this  Congress, 
and  also  to  help  carry  out  the  recommendations  that 
we  brought  back  from  Chicago. 

Dr.  John  McCain  was  asked  to  be  co-chairman 
of  this  steering  committee  for  the  Mental  Health 
Congress.  This  committee  was  made  up  of  the 
North  Carolina  Society  of  Mental  Health,  the  State 


Hospitals  Board  of  Control,  the  Committee  on  Mental 
Health  of  the  State  Medical  Society,  the  North 
Carolina  Chapter  of  the  American  Psychiatric  As- 
sociation, North  Carolina  Medical  Auxiliary,  the 
N.  C.  State  Board  of  Health,  the  Association  of 
Mental  Health  Clinic  Directors,  and  representatives 
of  the  three  medical  school  departments  of  psychia- 
try, and  to  help  further  follow  up  this  work,  three 
subcommittees  were  appointed.  These  committees 
were  one  on  Continuous  Education,  another  on  Chil- 
dren's Services,  another  on  Public  Education  for 
Mental  Health. 

On  these  subcommittees,  we  included  additional 
representatives  of  the  North  Carolina  Pediatric 
Society,  and  the  medical  school  departments  of  psy- 
chiatry. 

We  have  had  a  number  of  meetings  since  Octo- 
ber, our  last  one  being  the  sixth  of  this  month 
(January,  1963),  and  we  have  made  a  great  deal 
of  progress.  What  we  are  trying  to  do,  and  what 
is  the  trend  over  the  country,  is  to  help  establish 
a  Mental  Health  Authority  in  the  State  and  move 
all  the  mental  health  problems  under  this  Authority; 
and  this  would  take  the  place  of  the  State  Hospitals 
Board  of  Control. 

In  working  with  this  Mental  Health  Authority, 
they  would  have  a  director,  which  we  assume  would 
be  Dr.  Eugene  Hargrove,  who  is  now  with  the  Hos- 
pital Board  of  Control.  Working  along  with  these 
different  groups  in  the  State,  you  have  to  take 
into  consideration  that  Mr.  Umstead  has  been  in 
the  mental  health  field  for  a  long,  long  time,  and 
we  are  trying  to  woi-k  closely  with  him.  In  fact, 
we  have  a  meeting  with  him  this  afternoon  at  2:30 
at   Chapel   Hill. 

We  are  going  up  to  talk  with  him  and  empha- 
size the  Society's  interest  in  this  matter. 

Now  this  Hospitals  Board  of  Control  is  now  com- 
posed of  one  or  two  doctors — it's  mostly  laymen. 
We  do  not  feel  at  this  time  it  is  good  to  push  to 
have  medical  representation  on  this  board,  but  I 
feel  that  that  will   come  later    (if  implemented). 

We  do  feel,  though,  that  this  group  should  have 
an  advisory  committee  from  the  State  Society  to 
work  along  with  the  Hospital  Board  of  Control, 
so  that  they  will  be  represented  in  that  way. 

As  I  said,  the  trend  over  the  country  is  to  have 
this  State  Mental  Health  Authority.  Among  other 
things  we  are  doing  is  to  set  up  local  committees 
of  mental  hygiene  in  the  different  county  societies. 
Twenty  counties  have  already  set  up  mental  hygiene 
committees  in  their  personnel,  which  I  think  is  a 
good  stai't   so  far. 

We  feel  that  we  have  made  a  great  deal  of 
progress  and  there  is  still  more  to  come,  and  I 
would  like  to  call  on  Dr.  McCain. 

DR.  .JOHN  McCAIN:  According  to  the  action 
taken  at  the  December  meeting-  of  the  Executive 
Council,  and  the  interest  in  the  mental  health 
movement   in   the  formation   of  this   Mental   Health 
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Authoi'ity,  it  was  the  consensus  that  we  should 
endorse  this  Mental  Health  Authority,  and  in  our 
meeting-  on  December  6th,  the  Mental  Health  Com- 
mittee, together  with  some  representatives  of  the 
Executive  Committee  of  the  Medical  Society,  felt 
that  we  should  go  ahead  in  support  of  the  formation 
of  this  new  Mental  Health  Authority,  since  the 
leaders  that  were  present  from  the  Public  Rela- 
tions Committee  and  the  Executive  Committee,  in 
assessing  the  pulse,  the  political  pulse,  felt  that 
it  was  fairly  likely  that  this  was  going  to  be  done 
anyhow. 

In  reviewing  what  was  entailed  in  this  formation 
of  the  new  Mental  Health  Authority,  Dr.  Choate  and 
I  prepared  a  statement  that  we  would  like  to  read 
to  you  at  this  time  for  your  action,  as  indicated. 

The  Mental  Health  Committee  of  the  Medical 
Society  of  the  State  of  North  Carolina  has  recom- 
mended that  there  be  a  unification  of  mental  health 
services  and  facilities  in  North  Carolina.  This 
unification  is  a  logical  step  as  a  result  of  the 
growth  and  diversification  of  services  performed 
at  present  by  the  North  Carolina  Hospitals  Board 
of  Control  and  the  North  Carolina  State  Board  of 
Health  creating  the  need  for  a  coordinated  unified 
program.  Transfer  of  services  performed  by  the 
Mental  Health  Section  of  the  State  Board  of  Health 
will  be  necessary  for  the  formation  of  this  new 
mental    health    authority. 

While  we  do  favor  unification  of  mental  health 
services  under  this  new  authority,  which  will  be 
for  the  most  part  nnder  the  jurisdiction  of  the 
currently  operating  North  Carolina  Hospitals  Board 
of  Control,  we  do  feel  that  the  accomplishments 
of  the  Mental  Health  Program  of  the  State  Board 
of  Health  are  worthy  of  review. 

In  comparing  1949  with  the  most  recent  results 
in  1963,  the  number  of  clinics  have  increased  from 
4  to  14 ;  the  number  of  smaller  programs  associated 
with  nearby  clinics  has  increased  from  zero  to  16; 
the  number  of  staff  members  increased  from  10 
to  136;  the  number  of  patients  seen  increased  from 
761  to  7,050;  the  number  of  interviews  increased 
from  3,406  to  37,892. 

The  appropriations  total  over  this  year  for  1949 
to  1963  increased  from  $152,499  to  $1,213,886; 
Federal  funds  have  increased  from  $100,200  to 
$164,000;  State  funds  have  increased  from  $20,000 
to  $362,000;  local  funds  have  increased  from  $32,- 
299  to  $687,066. 

All  local  health  departments  provide  some  nurs- 
ing services  to  families  and  patients.  Twenty-two 
counties  have  trained  the  nurses  at  the  State  Hos- 
pitals. 

Six  counties  have  held  or  are  holding  psychiatric 
seminars  for   physicians    as  a  result  of  g'rants. 

A  number  of  psychiatric  residents  have  I'eceived 
one  day  per  week  experience  in  community   clinics. 

Trainees  in  psychology  from  Duke  and  the   Uni- 


versity of  North  Carolina  are  currently  working 
in  several  clinics. 

Eleven  psychiatric  social  workers  are  in  training 
in  five  graduate  schools  with  an  obligation  to  work 
in  North  Carolina. 

Two  workshops  on  local  leaderships  have  re- 
ceived   support. 

The  Annual  Community  Mental  Health  Workshop 
has  received  national  recognition  for  seven  years — 
attendance,  273  professionals  from  32  states. 

Over  100,000  pieces  of  literature  distributed  per 
year. 

Films,  140  titles  in  film  library  distributed  free 
to  about  3,000  groups  per  year. 

The  non-clinical  community  services  have  in- 
creased from  7,626  man  hours  in  1960-61  to  12,683 
in  1961-62. 

Professional  man  hours  per  100,000  population 
have  increased  from  37.4  in  1955  to  95.2  in  1962, 
a   154  per  cent  increase. 

They  have  subsidized  the  North  Carolina  Lead- 
ership Conference  on  Action  for  Mental  Health  to 
be  held  in  Raleigh  on  March  7th  and  8th. 

These  accomplishments  have  been  made  despite 
the  fact  that  salary  ranges  for  professional  per- 
sonnel have  never  been  competitive  on  the  national 
scene,  with  the  exception  of  the  present  ranges  for 
psychiatrists. 

It  has  taken  many  years  and  much  work  to  bring 
about  the  current  degree  of  local  and  state  concern 
for  this  program.  There  have  been  many  frustrating 
factors  related  to  funds,  the  shortage  of  personnel, 
and  the  apparent  lack  of  interest  of  groups  with 
respect  to  the  community  mental  health  program, 
which  have  been  handled  very  effectively  by  the 
State  Health  Department.  It  is  refreshing  and  en- 
couraging to  find  so  many  agencies  now  joining 
forces  to  examine  the  needs  and  problems  within 
this  field  and  with  a  willingness  to  plan,  coordinate 
and    support  future    programs. 

The  State  Health  Department  has  conducted  a 
progressive,  imaginative  and  productive  community 
mental  health  program  for  which  we  are  justly 
proud.  They  are  most  worthy  of  our  commenda- 
tion for  a  job  well  done.  The  new  proposed  mental 
health  authority,  to  be  effective,  -will  require  a 
great  deal  of  help,  support  and  guidance  from 
the  State  Board  of  Health  if  it  is  to  fulfill  its 
expected   role. 

What  this  report  does,  in  essence,  is  it  sort  of 
clarifies  the  stand  of  the  Medical  Society  in  regard 
to  this  new  proposed  authoiity,  and  it  also  com- 
mends the  State  Board  of  Health  for  a  job  that 
they  have  done  very  admirably,  and  they  are 
worthy,   I  think,   of  comment  from  us   at  this  time. 

CHAIRMAN  SHUFORD:  Does  this  require  any 
action? 

DR.  McCArX:  What  I  thought  would  be  well  is 
if  this  statement  meets  with  the  approval  of  you 
folks,   that  it  be  adopted  and   passed   on,  and  that 
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copies  of  it  be  sent  to  Dr.  Roy  Norton,  and  to  the 
Governor,  and  whoever  is  saying  that  the  Public- 
Health  Department,  while  we  favor  this  new  men- 
tal health  authority,  has  performed  a  real  good 
service  for  our  State  and  is  worthy  of  our  com- 
mendation. 

MR.  BARNES:  Is  that  going  to  be  somewhat  the 
basis  of  your  conference  with  Mr.  Umstead  today, 
too? 

DR.  McCAIN:  The  conference  with  Mr.  Umstead 
today,  at  the  meeting  the  first  of  this  month, 
January,  would  review  this  new  proposed  unification 
procedure,  proposed  plan,  and  make  some  modifi- 
cations that  we  thought  were  indicated ;  and  these 
modifications  in  general,  in  retrospect,  seem  to 
strengthen  this  new  authority.  It  can  strengthen 
the  control  of  medicine  in  this  new  authority,  and 
it  also  strengthens  the  stand  of  this  new  authority. 

We  felt  these  recommendations  would  meet  with 
the  approval  of  Mr.  Umstead,  and  that  our  meet- 
ing today  would  be  to  sort  of  let  him  know  what 
the  Medical  Society  has  done  for  better  mental 
health — a  positive  approach  to  Mr.  Umstead.  Is 
that  right,  Dr.  Choate? 

DR.   CHOATE:    Yes. 

DR.  BRINN:  It  is  still  the  old  Hospital  Board 
of  Control,  in  the  main. 

DR.  McCAIN:   Yes. 

DR.  BRINN:   In  the  reorganization. 

DR.  McCAIN:  Yes;  it  will  be  continued  over,  and 
it  seems  as  though  from  the  people  that  have 
talked  to  the  politicians  and  things — it  seems  as 
though  Mr.  Umstead  feels  so  strongly  about  it  that 
it  doesn't  seem  too  likely  that  we  could  make  any 
changes  in  that  policy  at  the  present. 

CHAIRMAN  SHUFORD:  Do  I  hear  a  motion 
endorsing  Dr.  McCain's  report  and  his  suggestions 
as  to  the  circulation  of  it  to  Mr.  Umstead,  and 
others    involved? 

(Such  motion  was  made  by  Dr.  Bedding-field  and 
seconded  by  Dr.  Brinn.) 

CHAIRMAN  SHUFORD:  Any  discussion?  All 
in   favor?    Opposed?    So  ordered. 

DR.  McCAIN:  Another  thing  Dr.  Choate  and  I 
talked  about  was  that  your  Committee  on  Mental 
Health,  under  Dr.  Choate's  direction,  has  done 
right  much  for  promoting  mental  health.  The 
Medical  Society  has  performed  a  great  service  for 
mental  health,  especially  in  the  new  changes  that 
are  coming  about,  and  it  has  been  a  policy  state- 
ment that  has  been  issued  which  you  approved  at 
the  last  meeting. 

I  think  this  is  worthy  of  presentation.  My  feeling- 
would  be  that  this  would  be  worthy  of  telling- 
people  about.  It  might  improve  our  image  that  we 
are  working  for  everybody  else  and  helping-  out. 
That  has  been  suggested  but  deferred  pending 
approval   of   this  Executive   Committee. 

DR.  CHOATE:  In  discussing  the  changeover 
and   all,  we  were  approached   by   the   pediatricians 


in  the  State,  and  they  are  very  much  against 
having  the  mentally  retarded  children  brought  un- 
der this  broad  program  of  mental  health.  So  we 
have  drawn  up  a  resolution  which  we  want  to  pre- 
sent  to  this    Council. 

Mental  retardation  in  mental  health,  sociological 
and  educational  problem,  is  not  a  subsidiary  prob- 
lem to  mental  illness.  It  deserves  adequate,  appro- 
priate and  separate  emphasis.  We  propose  that 
on  the  community  level,  evaluation,  training-  and 
care  of  the  mentally  retarded  be  managed  by  pri- 
vate physicians  and  the  school  system,  supple- 
mented by  the  child  health  supervisory  clinic  of 
the  local  health  departments,  and  by  developmental 
evaluation  clinics  for  the  mentally  retarded,  and 
by  community  health   clinics. 

Put  them  under  these  clinics  and  they  can 
receive  aid  of  the  community  level  and  therefore 
bring  them  out  from  under  this  hospital  authority, 
because  it  is  more  or  less  a  medical  problem 
rather  than  a   psychiatric   problem. 

MR.  BARNES:  Dr.  Choate,  as  I  understand  it, 
this  statement  has  evolved  out  of  some  consulta- 
tions with  representatives  of  the  North  Carolina 
Academy  of  Pediatrics  who  have  shown  a  concern. 

DR.  CHOATE:  And  they  met  with  us  on  Janu- 
ary 6th. 

MR.  BARNES:  And  they  .ioin  you  in  this  type 
of   recommendation. 

DR.  CHOATE:  Together  we  drew  up  this  reso- 
lution, and  we  would  like  to  have  the  backing  of 
the    Council. 

CHAIRMAN  SHUFORD:  You  have  heard  the 
resolution.  Is  there  any  discusion?  Further  discus- 
sion? 

DR.  BEDDINGFIELD:  As  I  understand  it,  this 
satisfied  everybody,  both  the  pediatricians  and  the 
mental   health  people. 

DR.   CHOATE:   So   far   as   I   know. 

MR.  BARNES:  I  don't  know  whether  it  satisfies 
the  hope  of  a  Hospital  Board  to  encompass  this  in 
their  overall  authority,  as  envisioned  in  this  bill 
proposed  by  the  Governor's  Committee,  or  the  Leg- 
islative Committee  on  Reorganization  of  the  State 
Government. 

DR.  BEDDINGFIELD:  Within  the  framework  of 
our  Medical  Society — 

MR.  BARNES:  The  folks  are  satisfied  with  this 
resolution,  as  I  understand  it,  and  it  should  be 
adopted,  and  maybe  it  would  be  an  element  for 
your  committee  to  use  in  your  negotiation  and 
consideration  with  committees  of  the  General  As- 
sembly who  will  have  this  bill  up  for  consideration 
in  the  coming  session. 

DR.  BEDDINGFIELD:  That  was  my  under- 
standing, and  if  you  haven't  had  a  motion,  I  move 
the  endorsement. 

MR.  BARNES:  I  might  say  this:  I  believe  that 
there  are  some  points  of  control  at  the  present 
time  by  the  North  Carolina  Board  of  Control  over 
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the  major  institutions  for  retarded  children  in 
North  Carolina.  I  believe  they  operate  those,  do 
they   not? 

But  so  far  as  local  aspects  of  the  care  of  these, 
this  resolution  we  would  hope  that  this  overall 
mental  health  authority  of  the  State  would  be 
modified  in  the  bill  to  provide  for  this  sort  of 
thing-  for  the  retarded  child   in   the  community. 

DR.  RHODES:  This  would  provide  for  referral 
based   on  local  decisions,   as   I  understand   it. 

MR.  BARNES:  That's  right,  screening  and  de- 
cision at  the  local  level — to  have  little  to  do  with 
the  matriculation  into  institutional  services,  which 
I  believe  is  determined  now  largely  by  the  Welfare 
Department. 

CHAIRMAX  SHUFORD:  This,  in  effect,  would 
be  a  suggestion,  a  resolution  as  you  have  stated  it, 
endorsing  a  principle. 

DR.  CHOATE:  It  should  be  our  opinion,  I  think. 

MR.  BARNES:  I  might  ask  Dr.  McCain  and 
Dr.  Choate  if  they  are  aware  of  whether  or  not 
the  proposed  bill — there  are  so  many  versions  of  it, 
but  did  it  not  propose  to  take  over  even  the  problem 
of  the  retarded  child  at  the  local  level,  encompass 
it  in  the  authority  of  this  State  authority,  and 
whatever  local  authority  it  created  as  a  result  of 
the  enactment  of  this  new  bill? 

DR.  CHOATE:  The  last  version  1  saw  of  it  did. 

MR.  BARNES:  Whether  or  not  it  has  been  taken 
out,  I  don't  know.  But  that  is  something  for  us 
to  put  through  the  Committee  on  Legislation.  This 
resolution  would  support  the  Committee  on  Legisla- 
tion in  its  effort  to  modify  the  legislation  if  it 
does  come   out  in   that   form. 

At  the  present  time,  the  State  Board  of  Control 
has  very  little  to  do  with  the  retarded  child  at  the 
community  level,  but  it  would,  in  the  proposed  bill 
as  I  understand  it,  in  the  original  drafting  of  the 
proposed  bill,  pass  on  to  the  State  authority  some 
authority  over  the  local  handling  of  these  retarded 
child  problems. 

CHAIRMAN  SHUFORD:  You  have  heard  the 
resolution. 

DR.  BEDDINGFIELD:    1  move  its   adoption. 
(The   motion  was   seconded  by    Dr.   Paschal.) 

CHAIRMAN  SHUFORD:  Any  further  discus- 
sion? If  not,  all  in  favor  say  "aye";  opposed? 
Carried. 

DR.  CHOATE:  Mr.  Chairman,  at  the  Chicago 
Conference,  there  were  50  members  of  our  steering 
committee  there,  which  I  thought  was  an  excellent 
record.  North  Carolina  was  very  outstanding  in 
their  attendance.  And  they  are  having  a  follow-up 
meeting  in  Chicago,  this  Congress  on  March  1st  and 
2nd,  at  which  the  Society  will  be  represented;  and 
this  steering  committee  we  have  it  to  continue  to 
function  for  the  purpose  of  coordinting  a  continu- 
ing study  in  selective  fields  over  the  state,  and 
therefore  give  emphasis  wherever  it  is  needed,  and 
also  aid  and  give  advice  to  any  of  the  committees, 


to  our  Mental  Health  Committee,  and  any  other 
committee  that  is  active  in  mental  health  that  is 
needed. 

CHAIRMAN  SHUFORD:  We  certainly  thank 
you  for  your  report.  Any  further  comment?  Is  it 
necessary  that  this  report  be   adopted? 

MR.   BARNES:   As   a  whole,   I   suggest   it. 
CHAIRMAN    SHUFORD:    Do   I    hear    a    motion 
that   Dr.    Choate's  report   be   adopted? 

DR.  PASCHAL:  1  move  the  report  be  adopted 
and  approved. 

(The  motion  was  seconded  by  Dr.  Rhodes.) 
CHAIRMAN   SHUFORD:   Question?    Discussion? 
All    in    favor   say    "aye";    ojjposed?    Carried. 
(President    Kernodle   resumed  the   Chair.) 
PRESIDENT    KERNODLE:    Jim    Barnes    read 
that    letter   and    communication    from    Dr.    Blasin- 
game. 

MR.  BARNES:  Gentlemen,  this  is  a  suggested 
statement  on  vaccination  against  smallpox  developed 
by  the  Board  of  Trustees  of  the  American  Medical 
Association  and  presented  to  the  A.M..^^.  House  of 
Delegates  in  November   of   1962. 

Recent     events,     supplemented     by     clinical 
observation    of   the    results   of   vaccination    of 
travelers,  suggest   that  the  declining  immuni- 
zation level  against  smallpox  of  the  American 
people  has  reached  a  dangerous  low.  Mainten- 
ance   of    protection    against  this    serious   epi- 
demic  disease   requires  revaccination   at   five- 
year   intervals.     A  growing  amount  of   inter- 
national   travel,  at   increasing  speeds,  to  and 
from    areas    of  the   world    in   which   smallpox 
is       prevalent,      persistently      threatens      to 
introduce  the  disease  into  the   United   States. 
Recent    outbreaks   in    other    Western    nations 
emphasize     the     need    for     attention     to    this 
problem.    The    American   Medical   Association, 
in     the    interests    of    national    safety,     urges 
physicians    and    their    patients,    particularly 
those    who    may  be  in   contact    with    possible 
carriers,    to    maintain    the    needed    protection 
against      smallpox.       In     implementing     this 
proven     phase     of     preventive    medicine,    the 
American     Medical     Association     solicits     the 
cooperation  of  other  health  organizations  and 
agencies. 
Now,  as  a  result  of  the  adoption  by  the  House  of 
Delegates,     Dr.    Blasingame,    the     Executive    Vice 
President   of   the    A.M. A.,    sent    to    all    constituent 
medical  associations  this  memorandum  of  December 
19th,   in    which    he    referred    to    the    action    of   the 
Board  of  Trustees  in  the  first  paragraph,  and  then 
the   memorandum   continues : 

Beginning  in  January,  1963,  the  American 
Medical  Association  will  initiate  a  continuing 
campaign  designed  to  implement  this  pro- 
gram. This  letter  is  to  alert  medical  societies 
to   the   campaign,    to    inform   them    as    to    its 
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nature    and   to  solicit  their   help   in   carrying- 
out  the   intent  of  the  statement. 

The  campaign  wall  be  directed  along  two 
chief  lines:  (1)  encouraging  physicians  to 
vaccinate  or  revaccinate  their  patients  against 
smallpox,  and  (2)  urging  the  public  to  go  to 
their  physicians  to  be  vaccinated  or  revaccin- 
ated  against  smallpox.  Even  though,  as  the 
resolution  states  "the  declining  immunization 
level  of  the  American  public  has  reached  a 
dangerous  low,"  no  emergency  exists,  and  no 
"mass"  or  "community"  programs  for  immun- 
izing the  population  against  smallpox  are 
warranted  or  recommended.  The  campaign  is 
visualized  as  a  long  term  effort  touched  off 
by  a  series  of  integrated  promotional  activi- 
ties. 

Specifically,  there  will  be  articles  and  edi- 
torials for  the  profession  in  appropriate  pro- 
fessional periodicals  vrith  suitable  information 
being  channeled  to  the  public  through  the 
press,  magazines,  radio,  TV,  and  other  public 
media.  The  aid  of  private  and  public  health 
agencies  along-  with  that  of  farm  organizations, 
parent-teacher  associations,  service  groups, 
and  educational  agencies  will  be  sought.  The 
attachment  will  give  a  general  idea  about  the 
type  of  promotional  information  that  will  be 
used.  An  editorial  "Smallpox  at  Bay"  will 
appear  in  the  January  5,  1963,  issue  of  the 
Joiinial  of  American   Medical  Association. 

In    the   final   analysis,   however,    it   will   be 
the     individual     physician     in    his     office     in 
"Everytown,     U.S.A."    as    he    encourages    his 
patients  to  protect  themselves   against  small- 
pox who   -will   determine    the    effectiveness    of 
the  campaign.  We  earnestly  solicit  your  help 
in    local  implementation   of  this  positive  pro- 
gram for  protection   of  the  American   people. 
PRESIDENT   KERNODLE:    You    have    the   re- 
quest   by     Dr.     Blasingame    that    we    stimulate    a 
campaign   for   the   implementation    of   smallpox  im- 
munization  in   this    State.   Is    there    any   discussion 
on    this   particular  letter? 

MR.  BARNES:  It  is  a  matter  of  helping-  to 
disseminate  information,  and  the  Committee  on 
Public  Relations  would  probably  be  the  one  most 
likely  to  have   this   referred  to  them. 

PRESIDENT  KERNODLE:  It  is  referrable  to 
all  age  groups  because  of  the  large  number  of 
people  coming  into  this  country  from  outside  of  the 
country  who  haven't  had  vaccination  and  who  have 
come  -with   cases  of   smallpox. 

The  feeling  is  that  there  are  many  people  who 
have  a  weakened  reaction  that  would  be  susceptible 
to  disease  if  they  came  in  contact  \ATth  very  virulent 
organisms,  and  it  is  the  recommendation  not  only 
for  children,  but  adults,  too,  that  revaccination  be 
performed. 

DR.   BEDDINGFIELD:    I  move  we    endorse  the 


program  and  give  it  to  the  Public  Relations  Com- 
mittee for  implementation. 

(The   motion  was   seconded  by  several.) 

PRESIDENT  KERNODLE:  Dr.  Frank  Jones 
has  been  asked  to  discuss  the  next  matter.  So  I 
have  asked  him  to  come  back. 

I  will  start  this  discussion  a  little  and  let  you 
hear  from  him  in  a  moment. 

Dr.  Theodore  Mees  is  Chairman  of  the  Committee 
on  Hospital  and  Professional  Relations  and  has  been 
working-  on  the  problem  of  misuse  of  insurance 
within  the  hospitals.  There  are  several  areas  in 
this  State  that  have  been  markedly  involved  in  this 
particular  problem.  The  Committee  on  Insurance 
Industry  has  gone  into  one  or  two  of  these  areas, 

Dr.  Jones,  would  you  like  to  comment  briefly 
on    the    problem? 

DR.  .JONES:  Gentlemen,  I  should  like  to  take 
my  coat  off,  in  essence,  when  I  speak  to  this  point, 
for  the  very  good  and  simple  reason  that  I  had  not 
intended  to  say  anything  about  it;  and  when  Dr. 
Mees  said  that  he  couldn't  get  here  this  morning, 
a  few  moments  ago  the  President  ask^d  if  I  could 
comment   very  briefly   on  it. 

There  is  endemic  in  this  State  in  certain  regions 
an  unusual  experience  rating  in  connection  with 
health  insurance.  Peculiarly  enough,  it  is  distinctly 
regional,  in  that  it  is  in  an  area,  not  necessarily 
by  any  geographic,  congressional  or  legal  boun- 
daries, and  the  industry  has  had  three  problem 
areas  in  the  State  significant  to  them  wherein  they 
felt  that  there  was  questionable  utilization  of  health 
insurance. 

Now  that  goes  back  to  the  sort  of  free  ranging 
attitude  which  we  have  taken  in  our  particular 
committee,  in  that  our  designation  was  liaison  to 
the  insurance  industry — now  shortened  to  Insurance 
Industry  Committee. 

The  question  of  utilization  came  up,  arose  to  a 
large  extent,  in  this  committee.  It  is  not  a  function 
of  this  committee,  and  Dr.  Mees'  committee  is 
going  to  take  it  over.  This  same  question  seems  to 
fall,  as  President  Kernodle  said,  into  utilization  and 
into  professional  practices. 

The  industry  felt  it  was  unwise  and  was  not  in 
the  public  interest  at  this  time  to  go  to  a  public 
hearing:  so  they  came  to  our  committee  and  said, 
"Is  there  anything  you  can  do  about  this?"  They 
said  "As  far  as  we  are  concei-ned,  you  are  our 
avenue  to  the   State  Society,"  which  is   correct. 

We  told  them  we  could  make  no  decisions  on  it. 
We  would  try  to  accumulate  any  data  they  wanted. 
We  would  then  pass  it  to  the  responsible  officers 
of  the  Society,  and  then  let  them  do  what  they 
chose  to  do  after   the  data  was  accumulated. 

Now  this  study  committee — and  it  has  briefly 
gone  over  some  of  this  data,  but  there  is  other  data 
necessary.  I  am  presently  in  the  process  of  securing, 
after  having  had  authorization  from  President  Ker- 
nodle, supporting  data  from  the  Blue  Cross  organi- 
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zation  and  the  Blue  Shield  organization,  to  deter- 
mine their  experiences  statewide,  and  in  certain 
g-cneral  areas  of  the  State  we  are  also  attempting 
to  get  from  the  A.M. A.  data  as  to  admissions  per 
hundred  insured,  admissions  per  thousand  popula- 
tion, per  diagnosis,  the  utilization  of  time  per 
diagnosis,  and  to  determine  whether  or  not  these 
things  that  are  being  brought  to  us  are  true, 
untrue,  or  slightly  true.  Then  it  becomes  a  decision 
to  decide  to  do  what  they  want  to,  completely 
outside   of  the  function  of  this   committee. 

As  Dr.  Kernodle  has  told  you,  we  have  been 
asked  to  work  with  the  Committee  for  Hospital 
and   Professional    Relations    in  this   area. 

PRESIDEXT  KERNODLE:  Frank,  I  don't  think 
you  have  enough  data,  and  complete  findings  on  it 
yet  to  bring  it  to  a  point  as  to  what  it  is,  and  I  am 
not  sure  sure  it  should  be  brought  to  this  committee 
when   it  is  finalized  in   that   respect. 

Nevertheless,  there  is  a  problem,  and  the  utiliza- 
tion program  that  we  recommended  last  summer 
has  not  gotten  off  its  feet  as  we  would  like  for  it 
to  have  done,  but  this  indicates  there  is  a  need 
in  some  of  the  many  hospital  areas  throughout 
the  State,  and  that  is  the  main  thing  that  I  think 
you  probably  brought  to  the  attention  of  the  group 
and  I  would  like  to  emphasize  it. 

Are  there  any  questions? 

DR.  SHUFORD:  This  is  just  a  statement,  not  a 
question.  We  in  Blue  Shield  particularly  have  faced 
this  problem,  or  are  attempting  to  face  it,  with 
very  little  success,  in  the  proposition  that  local 
utilization  committees  be  set  up  in  each  hospital, 
and    I    don't   think  that   got   off  the   ground  either. 

But  we  have  had  speakers,  who  went  through  all 
this,  and  how  a  county  society  in  Pennsylvania  set 
up  and  instituted  and  operated  a  utilization  com- 
mittee. It  seemed  that  he  felt  that  on  a  Blue 
Shield  level,  it  could  be  done  by  a  local  community, 
hospital  type  utilization  committee.  I  just  pass 
that  on. 

PRESIDENT  KERNODLE:  I  appreciate  your 
comments. 

The  Hospital  Association  has  gone  on  record  of 
endorsing,  setting  up  five  pilot  committees  in  five 
different  hospitals  in  the  State,  and  I  had  hoped  by 
this  time  that  there  would  definitely  have  been 
committees    already    functioning. 

I  think  probably  if  the  Council  would  reiterate 
their  feeling  in  regard  to  this,  and  perhaps  involve 
not  only  the  Committee  on  Blue  Shield,  but  the 
Insurance  Industry  Committee  as  well  as  Dr.  Mees' 
Committee,  it  might  be  that  we  can  stimulate 
activity  in  this  area. 

DR.  BEDDINGFIELD:  Mr.  President,  this  also 
has  implications,  as  you  will  recall  particularly, 
in  our  Welfare  Hospitalization  Programs,  in  the 
conference  that  we  have  had  with  Dr.  Ellen  Win- 
ston. We  have  had  these  utilizations  on  the  new 
welfare  program  pointed  out  to  us,  the  duration  of 


stay,  and  if  we  do  get  Kerr-Mills  enacted  in  North 
Carolina,  it  will  have  even  further  implications,  and 
this  involves  not  only  money  from  the  insurance 
company,  but  money  from  public  funds  which  in- 
volves all  of  us.  This  is  a  laryc  overall  prohlcm, 
and  the  commercial  problems  arc  a)i  important  hnt 
one  part  of  it. 

PRESIDENT  KERNODLE:  That  is  certainly 
true. 

So  I  think,  as  I  say,  if  we  can  get  this  thing- 
going  by  reiterating  the  necessity  of  it  at  this  time, 
I   believe  we  can  get  vitalization  of  the  program. 

DR.  .JONES:  As  a  matter  of  statistical  interest, 
health  insurance  put  into  the  coffers  of  the  State 
of  North  Carolina — to  state  people —  80  million 
plus   dollars   last    year. 

PRESIDENT  KERNODLE:  That  is  the  amount 
of  money  paid  in  claims  to  North  Carolina  resi- 
dents by  health  insurance  programs  last  year,  80 
million  plus  dollars. 

DR.  .JONES:   All   of   them. 

PRESIDENT  KERNODLE:  It  is  a  vary  large 
business.  It  isn't  a   small   problem. 

PRESIDENT  KERNODLE:  Ken  Beeston  is  sit- 
ting in  the  back  of  the  room.  Maybe  he  has  some 
comments  on  this  subject. 

MR.  K.  G.  BEESTON:  I  have  been  going  into 
this  for  about  ten  years,  and  more  important,  is 
that  voluntary  health  insurance  could  price  itself 
out  of  the  market,  and  that  would  really  be  the 
worst  thing  that  possibly  could  happen,  as  far  as 
the  government  taking  over  through  Social  Secur- 
ity. 

So  I  think  it  is  a  serious  problem.  I  think  the 
long-range  thinking  across  the  country  is  that 
maybe  the  greatest  strength  of  the  licensing  author- 
ity— to  get  beds  in  number  with  the  facilities  that 
are  needed,  in  accordance  with  the  population,  is 
the   ultimate  answer  to   this   thing. 

It  is  a  very  sensitive  thing;  I  don't  have  to  tell 
you  doctors.  Some  feel  it  is  a  reflection  on  their 
training,   their   moral  and   ethical   conduct. 

I  have  been  going  on  this  problem  a  long  time, 
as  so  many  of  you  know,  without  any  real  solu- 
tion. 

Statistics  is  a  bottomless  pit.  This  is  one  thing 
that  automation  has  helped  us  with  in  our  studies. 
The  statistics  revealed  that  the  admissions  by  one 
doctor  were  seven  times  higher  than  the  state 
average  on  obstetrical  drugs,  and  I  tried  to  do 
something  about  this  without  much  luck,  because 
he  was  not  practicing  bad  medicine.  He  was  ordering 
drugs  that  everybody  orders  on  routine;  I  believe 
that  he  had  lost  a  patient;  that  he  was  supercau- 
tious;  that  he  gave  a  lot  of  antibiotics  and  types 
of  sulfas;  that  he  ordered  everything  because  he 
perhaps   had   lost   some   professional  confidence. 

I  think  the  solution  here  is  that  this  man  needed 
counselling.  This  is  possibly  a  hospital  staff  func- 
tion. 
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PRESIDENT  KERNODLE:  That  is  exactly 
where  I  feel  that  a  utilization  committee  can  coun- 
sel with  this  individual. 

DR.  RALPH  B.  GARRISOX:  I  would  lil<e  to  ask 
a    question. 

Is  there  any  great  deal  of  difference  between 
areas  where  they  have  a  community  hospital  or 
where  they  have  a  private  hospital? 

PRESIDEXT  KERNODLE:  Do  you  want  to 
answer  that  question,  Ken? 

MR.  BEESTON:  The  proprietary  hospital  is 
pretty  much  a  thing  of  the  past. 

I  would  say  yes,  statistically  there  probably  is 
some  correlation,  that  the  incidence  of  admission 
is  higher  in  those  areas  where  propiretary  hospitals 
are  competing  with  community  hospitals. 

I  cannot  any  longer  place  the  matter  of  blame. 
I  was  interested  in  the  doctor's  term  of  endemic. 
I  think  this  is  what  it  is.  I  think  the  public  has 
a  tremendous  impact  on  this. 

DR.  SHU  FORD:  Just  one  point  I  would  like  to 
call  attention  to.  This  multiple  insurance  is  cer- 
tainly a  source  of  great  e.xpenditure  of  money,  and 
it  actually  ends  up  in  the  patient's  pocket  as  profit, 
both  hospitalwise  and  doctorwise. 

DR.  T.  P.  BRINN:  I  would  like  to  ask  if  this 
problem  could  be  modified  in  any  way  by  liberali- 
zation of  the  various  contracts  by  which  maybe 
many  of  these  things  that  are  now  being  shot  into 
the  hospitals  could  be  handled  actually  on  a  basis 
in  the  office. 

It  seems  to  me  that  a  great  deal  of  our  objection 
to  the  practice  of  medicine  by  the  public  is  that 
our  hospital  bills  are  getting  'way  out  of  hand,  and 
I  think  that  bears  a  relationship  to  it. 

MR.  BEESTON:  I  think  it  is  perfectly  valid, 
and  I  think  Blue  Cross  and  health  insurance  to  a 
large  extent  have  succeeded  in  educating  the  public 
that  "your  x-rays  aren't  paid  for  unless  you're  in 
the  hospital."  We  are  trying  now  to  reverse  this 
educational  process  with  the  public  and  the  secre- 
taries of  the  doctors. 

But  we  cannot  provide  this  additional  benefit  for 
nothing-.  We  have  got  to  sell  it  to  the  public  as  an 
additional  coverage  for  which  they  have  to  pay 
some   small    additional    money. 

I  believe  I  sense  the  importance  of  this  overall 
problem  to  the  point  that  it  might  be  worthwhile 
for  the  Council  to  suggest  the  possibility  of  a 
conjoined  ad  hoc  committee  made  up  of  representa- 
tives of  the  Blue  Shield,  the  Insurance  Commission, 
the  Hospital  and  Professional  Relationship  Com- 
mittee, the  Welfare  Committee,  and  the  Legislative 
Committee  members,  to  work  this  thing  out  and 
come  up  with  a  positive  program. 

DR.  PASCHAL:  I  think  that  it  would  be  an 
effective  thing  to  implement  President  Kernodle's 
suggestion  of  having  a  joint  group  consider  this 
problem  and  come  up  with  some  positive  recom- 
mendation   and    positive  action. 


PRESIDENT  KERNODLE:  I  would  like  to  get 
this  on  the  record.  Dr.  Mees  was  planning  on  being 
here,  but  he's  had  a  terrific  amount  of  influenza 
patients  and  was  unable  to  come.  We  might  ask  a 
few  members  of  the  Committee  to  participate,  rather 
than    completely    a    new    program. 

DR.  PASCHAL:  Let's  encourage  him  to  pursue 
the  thing. 

PRESIDENT  KERNODLE:  If  he  wants  any 
additional  help,  we  could  add  it  to  his  committee. 
Do  you  want  to  make  that  as  a  motion? 

DR.  PASCHAL:  I  make  such  a  motion,  and  I 
would  suggest  that  it  be  pointed  out  to  him  the 
problem  that  is  at  hand,  and  the  urgency  for  some- 
thing being'  done  about  it. 

PRESIDENT  KERNODLE:  You  have  heard  the 
motion  of  Dr.  Paschal.  Is  there  a  second? 

(The  motion  was  seconded  by  Drs.  Raiford  and 
Sams.) 

Any   further  discussion? 

DR.  RAIFORD:  I  would  just  like  to  ask  Dr. 
Jones  one  more  question.  Has  this  been  taken  up 
together    with    the    Hospital   Association? 

PRESIDENT  KERNODLE:  I  can  answer  that. 
We  had  a  meeting  with  their  Board  of  Trustees  a 
short  time  ago,  and  this  was  discussed.  They  were 
quite  willing  to  immediately  set  up  five  utilization 
committees  in  different  sized  communities  and  dif- 
ferent sized  hospitals,  with  the  idea  of  expanding 
it  to    all    of  their   160   general   hospitals. 

DR.  RAIFORD:  Therefore,  it  should  be  a  joint 
effort   rather   than    a   unilateral  effort. 

PRESIDENT  KERNODLE:   Right. 

You  have  heard  the  motion  and  the  second.  Is 
there  any  further  discussion?  All  in  favor  let  it  be 
known  by  saying  "aye";  opposed  likewise.  The 
"ayes"  have  it. 

Dr.  Reeves,  will  you  come  forward  and  present 
the  discussion  on  the  radiation  survey  and  its 
effect  on   the   profession? 

I  might  state  that  Dr.  Reeves  was  appointed 
several  years  ago  to  the  Radiation  Committee;  the 
Advisory  Committee  to  the  Atomic  Energy  Com- 
mission of  the  State;  Committee  on  Radiation  Pro- 
gram, under  the  jurisdiction  of  the  Health  Depart- 
ment, by  Dr.  Amos  Johnson.  He  is  our  representa- 
tive to  this  Committee  on  Radiation. 

DR.  ROBERT  .7.  REEVES:  Mr.  President,  I 
might  state  that  as  a  committee  of  one,  I  think  this 
little  dust  storm  that  started  out  has  gotten  to  be 
a  real  tornado,  and  I  think  a  larger  committee  is 
necessary  to  handle  this  problem.  I  will  take  just 
a  few  minutes  and  bring  you  up  to  date. 

In  1958,  Dr.  William  Peck,  who  was  then  with 
the  State  Board  of  Health,  approached  several  of 
us  about  getting  a  law  in  the  State  of  North  Caro- 
lina comparable  to  other  states  requiring  all  people 
using  any  type  of  radiation  equipment  to  register 
with  the  State  Board  of   Health  for  protection.  We 
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knew  there  were  machines  in  shoe  stores,  and  so 
forth. 

It  sounded  like  an  excellent  idea,  and  originally 
there  were  three  radiologists  in  each  of  the  medical 
schools,  and  physicists,  and  other  interested  people. 
We  got  together  numerous  times  and  eventually  out 
of  that  meeting  the  law  was  finally  approved  and 
was  passed  in  1959  (GS-104C,  Chapter  481),  and 
a  Federal  Public  Law  86-1373,  requiring  everyone 
to  voluntarily  register  with  the  State  Board  of 
Health,  and  we  had  an  agreement  that  there  would 
not  be  frequent  inspections  and  regulations  of  laws 
put  down  by  the   State  Board  of  Health. 

Well,  that  was  passed,  and  our  committee  dis- 
banded. Then  the  Advisory  Commiteee  on  Atomic 
Energy  was  appointed  by  Governor  Hodges,  and  I 
was  the  only  physician  in  this  sub-committee  orig- 
inally set  up  that  was  appointed  to  this  large 
Advisory  Committee  to  the  Governor;  and  there 
were  subcommittees  set  up  under  this  Atomic 
Energy  Advisory  Committee,  and  I  am  the  only 
physician  on  this  subcommittee,  other  than  Dr. 
Wilson  of  the   State  Board  of  Health. 

So  that  brings  you  up  to  date  with  some  of  the 
happenings  at  that  time.  All  went  well,  we  thought. 
Everything  was  fine.  The  law  was  passed,  and 
voluntary  registration,  which  was  very  effective  in 
some  80-odd  per  cent  of  physicians  and  dentists 
using  equipment.  Just  recently,  we  found  that 
quietly,  the  State  Board  of  Health  was  setting  up 
another  program,  because  the  A.E.C.,  in  Washing- 
ton, decreed  that  if  and  when  each  state  could  take 
over  the  Federal  duties  of  A. E.G.  in  each  state,  they 
would  be  allowed  to  do  so,  and  the  Federal  regula- 
tions would  be  delegates  to  each  state. 

Then  Dr.  Wilson  and  the  State  Board  of  Health 
have  quietly  worked  out  a  program  during  that 
time,  and  some  of  you  are  familiar  with  this  99- 
double-paged  bulletin  called  "Draft  for  Rules  and 
Regulations  against  Radiation."  This  covers  every- 
thing the  .\.E.C.  was  formerly  supervising,  such 
as  both  industrial  and  medical  isotopes  and  ra- 
dium, x-ray,  and  all,  everything  pertaining  to 
radiation. 

This  was  drawn  up  without  my  knowledge.  I 
was  given  two  copies,  in  fact,  and  I  have  read  it 
four  times,  and  I  find  there  as  many  double-mean- 
ing words ;  not  knowing  too  much  about  the  legal 
aspect,  I  have  a  brother  who  is  legal-minded,  and 
I  sent  it  to  him.  He  looked  it  over  and  he  said 
he  did  not  know  anything  about  medicine,  but 
there  are  numerous  words  that  have  a  double 
meaning   that   can   be   interpreted    either   way. 

For  instance,  one  statement  says  the  State 
Board  of  Health  is  authorized  to  do  so-and-so, 
but  not  necessarily  implement  it.  There  are  several 
double-meaning  words  throughout  this  entire  long 
book  of  rules  and  regulations,  and  the  last  small 
part  deals  with  x-rays,  such  as  is  my  field,  some 
ten  pages,  but  here  again  the  double  meaning. 


It  sets  standards  for  use  of  x-rays  in  the  healing 
art,  and  under  that  it  says  "this  scope  deals  with 
industry,  osteopathy,  chiropractics,  podiatry,  veter- 
inarian medicine  and  dentistry."  They  are  all  listed 
as  healing  arts.    Possibly  they  are. 

I  had  a  meeting  with  Dr.  Kernodle  and  Mr. 
Barnes,  and  Dr.  Beddingfield  could  not  be  there,  a 
few  weeks  ago,  and  the  Hospital  Care  Commission, 
and  they  are  upset  because  in  this  new  bulletin 
there  will  be,  if  it  is  passed  an  amendment  to  the 
State  Law  No.  86-373  giving  the  State  Board  of 
Health  complete  authority  to  regulate  every  phy- 
sician's activities  in  all  fields  of  ionizing  radiation. 
That  is  the  substance  of  what  this  large  bulletin 
amounts  to. 

This  will  be  submitted,  if  it  is  approved  by  the 
Governor's  Committee,  Advisory  Committee  on 
Atomic  Energy.  If  it  is  fully  approved  on  February 
16th,  then  a  bill  will  be  drawn  up  and  submitted 
as    an  amendment  to    Public   Law  86-373. 

Therefore,  we  had  a  short  meeting  and  it  was 
our  feeling  that  the  passage  of  this  proposed  large 
bulletin  of  rules  and  regulations  would  not  be  to 
the  best  interest  of  the  physicians  of  the  State 
Medical  Society,  and  we  suggested  that  Public  Law 
No.  86-373  remain  as  it  is  at  present,  which  simply 
covers  the  use  of  x-ray,  radium,  in  the  dentist's 
office,  doctor's  office  and  hospitals.  That's  already 
a  law. 

They  are  authorized  under  that  law  to  come  in 
and  inspect  at  any  time  with  the  Hospital  Care 
Commission  also  having  an  organization.  They  in- 
spect and  approve  their  hospitals  before  they  are 
completed  and  turned  over  to  the  State,  even 
though,  according  to  Dr.  Wilson,  he  has  no  inten- 
tion of  going  in  and  re-investigating  and  re-in- 
specting the  various  hospitals  and  doctors'  offices 
that  have  already  been  approved. 

But  in  this  he  says,  in  capital  letters,  "we  are 
authorized,"  and  the  word  "authorized"  might 
cover    everything. 

Therefore,  we  would  like  to  present  this  as  a 
problem  that  affects  eventually  all  the  physicians 
in  North  Carolina,  and  try  to  get  some  regulations 
separating  the  medical  uses  of  this  ionizing  radia- 
tion for  industrial  uses,  or  to  leave  things  as  they 
are   under  this   public  law. 

If  there  are  any  questions,  I  would  be  glad  to 
try  to  answei'  them. 

DR.  BEDDINGFIELD:  I  have  scanned  this  leg- 
islation at  some  length  and  read  a  lot  of  corre- 
spondence, and  it  seems  to  me  that  there  are  many 
problems    involved   here. 

First  of  all,  there  is  the  problem  that  we  have 
a  little  bit  of  a  fight  between  two  state  agencies, 
both  of  whom  are  friends  of  ours,  the  State  Board 
of  Health  and  the  Medical  Care  Commission,  as  to 
who  shall  be  charged  with  the  responsibility  of 
registering,    inspecting    and    supervising    radiation 
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equipment  in  hospitals  and  physicians'  offices,  as 
far  as   we  are  concerned. 

Our  friends  in  the  Hospital  Association  also  have 
an  interest  in  this  reg'ulative  proposal.  This  would 
create  an  additional  one  when  it  was  already  being- 
adequately   inspected. 

Then  there  is  a  problem  to  which  Dr.  Reeves 
referred.  Again  I  am  neither  a  physicist  nor  an 
expert  in  radiation,  nor  an  expert  in  legislation, 
but  it  is  apparent  even  to  the  very  inadequately 
informed  person  who  has  read  some  bills  that  this 
seems  to  me  to  have  words  of  double  meaning  and 
ambiguous  terminology  that  could  be  interpreted 
in  a  variety  of  different  ways,  oftentimes  and 
possibly  to  the  detriment  of  our  Society  and  our 
membership. 

I  believe  that  the  conclusions  of  the  Committee 
on  Radiation,  as  expressed  by  Dr.  Reeves,  are  that 
we  not  support  this  101-page  document,  as  we 
have  had   it  presented  to  us. 

As  Chairman  of  the  Committee  on  Legislation,  I 
would  endorse  his  recommendation,  and  maybe  the 
people  in  the  State  Board  of  Health  could  come  to 
a  meeting  of  the  minds  somehow  with  the  Bledical 
Care  Commission  on  something  that  would  preserve 
the  interest  of  private  medicine ;  and  come  up  with 
something  a  little  less  cumbersome  than  this  thing. 

PRESIDENT  KERNODLE:  Mr.  Barnes  has  a 
comment  to  make. 

MR.  BARNES:  I  was  under  the  impression,  from 
what  Mr.  Henderson  had  said  to  Dr.  Kernodle  and 
Dr.  Reeves,  that  it  is  a  part  of  our  annual  Medical 
Care  Commission  licensure  program  also  to  inspect 
the  x-ray  facilities. 

It  is  standardization  first  for  the  construction 
and  installations  of  a  hospital,  and  perhaps  the 
initial  licensing,  but  also  a  part  of  their  conditions 
of  relicensing. 

DR.    REEVES:    That    is    correct. 

DR.  BEDDINGFIELD:  I  understand  that  any 
state  is  removed  from  A.E.C.  regulations  if  it 
has  a  satisfactory  law  of  its  o^vn.  Is  that  correct? 

DR.  REEVES:  It  does  not  include  x-ray  and 
radium.  The  A.E.C.  simply  has  the  isotope. 

DR.  BEDDINGFIELD :  There  is  no  need,  in  order 
to  take  North  Carolina  out  from  under  A.E.C. 
regulation,  to  include  the  healing  arts  under  the 
new  bill  they  are   considering  it   there. 

DR.  REEVES:  It  is  not  necessary.  I  would  like 
to  suggest,  Mr.  President,  that  another  committee 
or  a  larger  committee  be  appointed  to  handle  this 
situation,  because  I  don't  feel  competent  alone  to 
carry   the   load. 

PRESIDENT  KERNODLE:  I  have  already  noti- 
fied them  that  we  anticipate  increasing  that  mem- 
bership, and  we  will  take  action  to  do  that  at  this 
time  by  the  Executive  Council. 

Any  other  questions? 

.1/;?.   BARNES:    Dr.    Reeves   has   also  served    on 


the   invitation   of  the  Atomic  Energy   Authority  in 
North   Carolina. 

DR.  REEVES:  Appointed  by  Governor  Hodges 
to  serve  the  six-year  term.  I  have  one  more  year. 
I  have  a  feeling  I  probably  won't  be  reappointed 
to  the  Governor's   Advisory  Committee. 

PRESIDENT  KERNODLE :  You  have  heard  the 
discussion  of  the  radiation  problem.  Is  there  a  mo- 
tion on  the  floor? 

DR.  SAMS:  Mr.  President,  I  am  going  to  make 
a  motion  that  we  accept  Dr.  Reeves'  report,  and 
with  the  admonition  from  the  Council  that  he  work 
to  correct  the  wordage  of  the  bill  and  regulations, 
and  submit  that  to  our  Legislative  Committee. 

Moreover,  that  the  President  be  empowered  to 
increase  the  committee  to  such  as  will  suit  Dr. 
Reeves'   convenience. 

(The  motion  was  seconded  by  Dr.  Rhodes.) 
PRESIDENT  KERNODLE:  Any  further  discus- 
sion? 

(The  question  was  called.) 

All   in   favor   let  it   be  known   by   saying  "aye"; 
all  opposed  likewise.   The   "ayes"  have  it. 
Mr.    Barnes  will  read  resolution. 
MR.   BARNES:    The  following  substitute  resolu- 
tion was  adopted  by  the  House  of  Delegates  at  its 
meeting  in   Los  Angeles,  November  26-28,  1962 : 

Whereas,  Adequate  planning  can  decrease 
voluntary  basis  is  recognized  as  an  important 
method  of  providing  hospital  facilities;  and 

Whereas,  Adequate  planning  can-  decrease 
the  total  cost  of  medical  and  hospital  care; 
and 

Whereas,  Hospital  planning  can  prevent  ex- 
tensive duplication  of  hospital  and  related 
health  facilities;  and 

Whereas,    It   is   important   for  the  medical 
profession    to    be    a   major   force    in    working 
with  influential  and  responsible  citizens  from 
all   areas    of  the   community;   therefore  be   it 
RESOLVED,  That   the  constituent  medical 
associations,    the    component  medical   societies 
and    individual    physicians    be    encouraged   to 
demonstrate  cooperation  and  exert  leadership 
in  the  formulation  and  operation  of  these  re- 
gional hospital  planning  bodies  and  be  alerted 
to  fight  enabling  legislation  which  would  con- 
vert  this  from    a    voluntary   to   a   compulsory 
system. 
This    was    communicated    to    us    by    the    A.M. A. 
headquarters. 

PRESIDENT  KERNODLE:  I  would  like  to  query 
you  on  this,  Jim,  in  regard  to  this  resolution.  Do 
we  not,  in  reality,  have  such  an  association  with 
Medical  Care  Commission  that  would  cover  this 
resolution,   or    is    it  not — 

MR.  BARNES:   I  expect  we  do. 
PRESIDENT   KERNODLE:     I   think    my    inter- 
pretation of  the   resolution  when  it  was  introduced 
in    a    discussion   on    the   floor    is   that    our    Medical 
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Care  Commission  members  would  cover  this  par- 
ticular resolution. 

Dr.  Johnson,  do  you  have  any  thoughts  along 
that  line,  thinking'  of  what  he  read?  Do  you  not 
consider    yourself     in    that     function     now? 

DR.  H.  JOHNSON:  I  think  members  of  the 
Medical  Care  Commission  always  attempt,  before 
they  will  even  consider  an  application  for  assis- 
tance in  construction  of  hospitals,  and  that  sort  of 
thing' — the  need  for  it  in  the  community  is  all  set 
up  on  a  geographical  basis,  county  by  county. 
Sometimes  they  have  managed  to  get  a  couple  of 
counties  to  get  married  and  arrange  for  hospital 
get-together,  and  I  think  the  general  functions  of 
the  Hospital  Care  Commission  pretty  well  cover 
the  recommendations  in  the  statement  Mr.  Barnes 
has   read. 

PRESIDENT  KERNODLE:  Wouldn't  it  be  a 
prerequisite  that  in  each  individual  area,  the 
Medical  Society  of  that  area  participate  in  recom- 
mendations to  your  Commission  before  you  accept 
it? 

DR.  H.  JOHNSON:  I  am  not  sure  that  the 
Medical  Society  is  consulted  very  much.  I  think 
it  would  be  well  probably  to  let  the  members  of 
the  Medical  Society,  local  Medical  Society,  be  ac- 
quainted with  the  terms  of  this  suggestion  here, 
and  that  they  be  advised  that  they  should  share 
a  responsibility  for  it. 

PRESIDENT  KERNODLE:  I  say  that  theio 
would  be  a  potential  movement  of  this  body  that 
we  would  recommend  to  the  Medical  Care  Com- 
mission that  they  would  in  turn  recommend  that 
such  be  placed,  that  a  member  of  the  Medical 
Society  should  be  involved  in  any  activity.  That 
would  be  in  answer  to  the  resolution  that  we  do 
just  that. 

MR.  BARNES:  The  Hill-Burton  funds  in  most 
of  the  states  are  not  administered  by  a  commission 
on  which  the  medical  association  has  representa- 
tion under  law.  I  believe  infrequently  it  is  ad- 
ministered by  the  State  Board  of  Health,  which 
may  be  a  politically  appointed  board,  and  of  course 
any  other  arrangements  in  the  other  states,  but 
principally    through    the    Public    Health. 

PRESIDENT  KERNODLE:  The  only  thing  that 
I  think  would  help  implement  this  and  strengthen 
our  position  was  the  suggested  recommendation  that 
I  gave.  If  that  is  agreeable  to  Council,  would 
someone  like  to  move  that  we  adopt  this  resolution 
and  sugg-est  to  the  Medical  Care  Commission  such 
action? 

DR.  SAMS:  Mr.  President,  I  make  a  motion  that 
since  this  resolution  is  covered  practically  in  our 
state  by  the  Medical  Care  Commission,  that  this  be 
received  as  information  by  this  Council,  that  this 
be  passed  on  to  our  counties  for  information  and 
consideration  for  future  expansion  of  hospital  fa- 
cilities? 

(The  motion   was   seconded  by   Dr.   Garrison.) 


PRESIDENT  KERNODLE:  Any  discussion?  All 
in  favor  of  that  let  it  be  known  by  saying  "aye"; 
opposed   likewise.    Carried. 

DR.  BEDDINGFIELD:  I  move  that  the  com- 
mittee of  78  related  to  Scientific  Membership  be 
instructed  to  poll  every  member  of  their  respective 
societies,  and  to  indicate  to  the  President  the  num- 
ber who  were  polled  in  a  society  meeting,  the 
number  who  were  polled  outside  a  society  meeting 
on  the  basis  of  individual  contact,  and  the  results 
of  each  poll,  whether  they  were  for  the  abolition 
of  scientific  membei'shijis,  or  whether  they  were 
against  it. 

(The   motion   was   seconded  by   Dr.    Brinn.) 

PRESIDENT  KERNODLE:  All  right. 

VOICE:   There  is  a  very  definitive  action. 

DR.  STYRON:  I  don't  think  that  would  do  that 
unless  they  submitted  at  the  same  time  a  break- 
down of  the  voting. 

PRESIDENT  KERNODLE:  That  is  what  has 
been    recommended. 

PRESIDENT  KERNODLE:  You  have  heard  dis- 
cussion back  and  forth.  There  is  now  on  the  table 
a  substitute  motion.  Any  further  discussion?  It  is 
my  understanding  that  if  we  vote  this  motion 
through,  we  will  go  through  the  same  procedures 
recommended   last  evening,  is  that  right? 

MR.  BARNES:  It  would  be  the  regular  proce- 
dure. The  regular  procedLire  is  to  dump  something 
in  the  county  society's  lap  as  a  proposition,  which 
is  the  expression  of  a  sentiment,  and  they  will  take 
a  vote  in  assembly  and  report  back  the  total  result 
of  it. 

DR.  H.  JOHNSON:  To  be  back  to  the  President 
by   April    4th. 

PRESIDENT  KERNODLE:  You  have  heard  the 
motion  spelled  out,  and  the  seconder  agreed.  If 
this  goes  through,  this  will  be  the  procedure.  All 
those  in  favor  of  this  motion  raise  your  right  haiul 
(10)  ;   opposed    (2). 

The  motion  is  carried  and  we  shall  proceed  with 
the  action  as  set  forth. 

DR.  BEDDINGFIELD:  In  answering  Dr.  Sty- 
ron's  objection  as  to  how  the  results  are  to  be 
reported,  which  was  not  clear  in  my  late-lamented 
motion,  I  would  move  that  the  reporting  of  this 
poll   of   the  membership   be  as  follows: 

The  number  favoring  admission  of  all  physicians 
regardless  of  race  to  the  Medical  Society  of  the 
State  of  North  Carolina,  such  action  not  to  preclude 
formation  of  other  social-scientific  gi'oups;  and  sec- 
ondly, number  opposing  such  action. 

I  will  add  as  a  third  the  number  abstaining.  But 
this  makes  it  clear,  so  that  the  reporting  is  the 
same   from  every  group. 

(Seconded  by  Dr.   Bridger.) 

PRESIDENT  KERNODLE:  You  have  heard  the 
motion. 

DR.  R.AIFORD:  Mr.  President,  does  this  now 
consider    only    the    maintenance    or    elimination     of 
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scientific  membership,  or  does  it  include  any  other 
combination? 

PRESIDE  XT  KERNODLE:  This  is  an  all-or- 
none  proposition. 

Is  there  any  further  discussion?  All  those  in 
favor  let  it  be  known  by  saying-  "aye";  opposed 
likewise.  Carried. 

SUNDAY  AFTERNOON  SESSION 
January  27,   1963 
The    meeting    resumed    at    2:25    p.m.,    President 
John  R.  Kernodle,  President,  presiding. 

PRESIDEXT  KERXODLE:  I  recognize  Dr.  Jean 
Craven. 

DR.  JEAX  D.  CRAVEN:  Dr.  Frank  Barnes  is 
chairman  of  a  subcommittee  of  the  Committee  on 
School  Health,  and  this  committee  met,  and  they 
have  had  meetings  in  addition  to  that  with  the 
Parent-Teachers  Association  and  the  Dental  Asso- 
ciation, and  the  Physical  Fitness  group  headed  now 
by  Ed  Wyatt  and  formerly  by  Bob  Cox,  and  they 
have  presented  a  recommendation,  and  that  is  that 
this  Society  wants  to  recommend  to  the  Society 
for  their  action,  to  be  studied  and  possibly  recom- 
mended, that  all  high  school  children,  boys  and  girls, 
have  four  years  of  physical  education,  and  there 
are  several  reasons. 

Part  of  it  is  tying  in  with  this  physical  fitness 
program  that  all  these  societies  are  working  on,  plus 
the  fact  that  they  have  the  feeling  that  a  great 
many  athletes  go  out  for  only  one  sport,  and  that 
this  would  help  them  to  keep  in  training  during 
the  rest  of   the   year. 

For  instance,  a  person  goes  out  for  football ; 
he  would  keep  in  better  training  if  he  took  physical 
education  rather  than  doing  nothing  the  rest  of  the 
year. 

Dr.  McLaurin  is  a  member  of  this  subcommittee, 
and  I  feel  probably  he  could  tell  you  more  about 
this  than  I  can. 

DR.  D.  A.  McLAURIN:  I  have  no  particular 
comment.  Dr.  Craven  has  covered  the  points  very 
well.  At  this  point  in  North  Carolina,  the  high 
school  students  are  required  to  have  only  one  year 
of  physical  education.  After  many  meetings  about 
this.  Dr.  Frank  Barnes  and  the  other  medical  rep- 
resentatives on  this  subcommittee  agreed  with  the 
athletic  people  that  it  would  be  very  well  indeed  if 
we  could  have  this  on  a  four-year  basis.  In  par- 
ticular, as  Dr.  Craven  stresses,  it  does  tie  in  with 
the  physical  fitness  program,  and  in  particular  our 
major  concern  as  physicians,  our  medical  aspect 
of  the  sports  part  in  this,  it  would  enable  the 
athletes  to  stay  in  proper  condition  or  more  nearly 
proper    condition. 

We  have  considerable  evidence  to  make  us  be- 
lieve that  the  athlete  who  is  out  of  condition  is  the 
one  who  gets  hurt.  The  way  the  high  school  football 
regulations  are  in  particular,  there  is  no  such 
thing  as  spring  training,  and  you  have  to  be  very 
careful,    and  you   have   to   have   all   sorts   of  other 


things     to    keep     these    boys    exercising    the    year 
'round. 

PRESIDEXT  KERNODLE:  Dr.  Craven,  I  would 
like  to  query  you,  it  is  my  understanding  that 
youth  fitness  group  have  recommended  this  to  the 
Department   of    Education? 

DR.  CRAVEN:  They  met  with  this  committee.  I 
don't  think  it  has  gone  directly  to  the  Department 
of  Education  yet.  I  think  it  would  come  from  the 
State  Medical  Society  to  the  Department  of  Educa- 
tion. 

PRESIDEXT  KERNODLE:  Then  it  is  your  de- 
sire that  we  sponsor  this  movement,  rather  than 
endorse   it;   is   that  right? 

DR.  CRAVEN :  We  would  like  an  opinion  from 
this  group  about  what  they  think  about  it.  This 
is  the  recommendation  from  this  committee  for 
your   consideration. 

DR.  GARRISON:  I  certainly  would  like  to  speak 
on  this  subject  a  minute.  We  speak  a  lot  about 
the  doctor  image,  and  this,  that  and  the  other,  and 
I  think  this  is  really  more  important  than  we 
think. 

I  have  been  in  school  work  for  a  good  while,  and 
father  of  an  athlete,  and  one  of  my  pet  sore  spots 
is  to  see  the  parents  of  children  take  a  kid  that  is 
going  out  for  football,  for  instance,  the  mother 
comes  down  in  the  big  automobile  and  lets  the  kid 
out  at  the  gate;  he  runs  out  and  takes  a  few 
exercises  and  takes  practice.  The  mother  drives 
down  to  the  gate,  picks  him  up  and  carries  him 
home. 

I  think  the  image  of  youth  today,  with  the  tele- 
vision and  all  that  we  have,  we  are  getting  to  the 
point  in  a  period  of  ten  years  or  more  so-called 
modern  images  of  kids  sitting  with  their  heads 
stuck  out  looking  at  television,  flat  bottoms,  small 
legs,  simply  because  they  are  not  out  exercising. 
They  don't  walk  anywhere;  parents  carry  them 
everywhere. 

I  think  the  greatest  thing  in  teh  world  would  be 
to  see  that  kids  in  schools  get  a  four-year  program 
of  exercises  for  their  own  benefit,  whether  they 
are  out  for  athletics  or  not,  because  they  need  it, 
because  they   don't  get   it. 

I  think  we,  as  a  medical  group,  should  recognize 
and  advance  that  need,  and  we  should  certainly  go 
along  with  this  program,  endorse  it,  or  even  rec- 
ommend it. 

PRESIDEXT  KERXODLE:  Any  other  discus- 
sion on   this   subject? 

DR.  McLAURIX:  May  I  clarify  the  subcom- 
mittee's request? 

It  was  our  feeling  that  we  would  like  the  Execu- 
tive Council's  approval  of  our  recommendation,  its 
endorsement.  We  would  not  ask  the  Medical  So- 
ciety to  sponsor  any  legislative  appeal  or  anything 
like  that,  but  that  it  should  be  referi'ed  to  the 
appropriate  coordinating  committee  as  an  approved 
policy. 
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PRESIDEXT  KERXODLE:  It  would  be  action 
of  the  educational  board  and  Department  of  Edu- 
cation. It  is  whether  they  would  include  it  in  their 
curriculum. 

DR.  McLACRlX:  This  is  part  of  it.  Ed  Wyatt 
met  with  us  and  stated  that  they  were,  of  course, 
very  interested  in  this  and  would  go  along-  in  the 
sponsorship   of  this   concept. 

PRESIDEXT  KERXODLE:  You  have  heard  the 
request  of  this  committee  and  the  discussion.  Is 
there  any  other  discussion  on  it? 

DR.  BIVEXS:  I  make  a  motion  that  the  Society 
approve  it. 

PRESIDEXT  KERXODLE:  Approving-  the  com- 
mittee's action  to  go  forward  with  this  program. 
(The  motion  was  seconded  by  Dr.  Beddingfield.) 
PRESIDEXT  KERXODLE:  Further  discussion? 
All  in  favor  let  it  be  knowTi  by  saying  "aye"; 
all  opposed  likewise.  The  "ayes"  have  it  and  we 
empower  you.  Dr.  Craven,  to  move  forward  in  this 
area. 

The  next  visitor  we  have  here  is  D.  A.  McLaurin. 
Would  you  like  to  report  for  Committee  on  Chronic 
Illness? 

DR.  McLAURIX :  At  our  committee  meeting- 
Friday  evening-,  we  had  representatives  of  the 
North  Carolina  Thoracic  Society,  Dr.  .J.  R.  Dunn, 
Jr.,  present,  with  a  request  that  our  committee  and 
this  group  know  about  and  approve  an  educational 
coinpaigii  to  be  coiiditctid  on  respiratory  diseases 
in  May  of  this  year. 

Dr.  Dunn  gave  us  a  statement  to  read  to  the 
Council. 

The  North  Carolina  Tuberculosis  Associa- 
tion, and  the  North  Carolina  Thoracic  Society 
would  like  to  bring-  to  the  attention  of  the 
Medica'  Society  of  the  State  of  North  Caro- 
lina the  educational  campaign  on  respiratory 
diseases,  particularly  those  having  symptoms 
of  chronic  cough  and  shortness  of  breath,  to 
be  started  in  May  of  this  year. 

This  is  a  nationwide  campaign  notifying 
all  media  in  an  attempt  to  have  people  with 
chronic  cough  and  shortness  of  breath  to  see 
their  local  doctor.  Further  information  on 
this  educational  campaign  will  be  sent  to  each 
local  medical  society  in  the  State.  Support 
and  cooperation  of  the  physicians  in  the  State 
will   be  appreciated. 

(signed')    J.   D.   Dunn,  Jr.,   M.D.,    President 
of  the  N.   C.  Thoracic   Society 
The    Chronic    Illness    Committee    considered   this 
and   passed    this   to    be    presented    to  the   Executive 
Council. 

"The  Committee  strongly  endorses  and  recom- 
mends to  the  Executive  Council  the  support  of  the 
education  campaign  on  respiratory  diseases  being- 
sponsored  by  the  North  Carolina  Tuberculosis  As- 
sociation and  the  North  Carolina  Thoracic  Society. 
This  campaign,  with  emphasis  on  chronic  cough  and 


shortness  of  breath,  is  a  part  of  a  nationwide 
effort  through  all  media  to  encourage  patients  to 
see  their  local  physicians  for  evaluation  of  these 
symptoms.  Full  information  and  request  for  sup- 
port will  be  forwarded  to  each  society.  We  would 
ask  your  further  endorsement  and  recommenda- 
tion." 

PRESIDEXT  KERXODLE:  You  have  heard  the 
request  with  regard  to  endorsing-  this  project.  Any 
discussion  or   is   there  a  motion? 

DR.  BEDDIXGFIELD:   Move  endorsement. 

(The    motion  was   seconded  by    Dr.   Williams.) 

PRESIDEXT  KERXODLE:  You  have  heard  the 
motion.  It  is  seconded.  Any  further  discussion? 
All  in  favor  let  it  be  known  by  saying  "aye"; 
oposed.  Likewise  .  We  will  therefore  endorse  that 
program. 

Bruce  Blackmon  is  here  to  report  for  the  Ad- 
visory DPW  Committee. 

DR.  BRUCE  B.  BL.ACK.MOX:  What  I  bring  to- 
day is  in  the  matter  of  information  to  be  brought 
to  the  group. 

On  January  (Jth  I  believe  it  was,  the  Medical 
Society,  concerning  the  Department  of  Welfare, 
met  with  Dr.  Winston  and  some  of  her  group  in 
Raleigh,  and  there  were  several  things  brought  out 
of  interest.  One,  of  course,  was  the  "no  money 
payment"  situation  for  treating  hospital  patients 
now. 

You  know  a  patient  tliat  is  not  a  welfare  patietit, 
but  has  a  heavy  hospital  bill  and  is  not  able  to 
carry  that  bill,  can  get  help  through  the  Welfare 
Department  for  the  payment.  The  individual  does 
not  receive  pension  money  from  the  Welfare  De- 
partment. It  is  just  a  hospital  bill  which  would 
noi-mally   "sink    the    boat." 

Two  other  things  that  are  available  which  you 
will  be  interested  in,  is  the  nursing  home  service 
in  some  counties.  All  counties  do  not  have  the 
nurses  available,  but  in  some  counties  that  is  work- 
ing out  very  well  as  a  means  of  saving-  some  money. 
It  is  costing-  some  money,  but  we  think  by  having 
a  nurse  or  an  individual  in  a  nursing  capacity,  to 
go  into  a  home  once,  twice  or  three  times  a  week 
and  help  a  little,  they  are  able  to  keep  these  indi- 
viduals out  of  boarding  homes  or  nursing-  homes, 
which  in  turn  is  a  saving,  and  helps  to  keep  the 
family   unit   together. 

Number  three,  and  which  is  an  extremely  new 
portion  of  the  program — I  insist  that  you  consider 
this  and  take  it  back  to  your  family  situation  at 
home — is  the  help  in  the  home,  the  hiring  by  the 
County  Welfare  Department  of  help  to  go  into  a 
welfare    home. 

For  instance,  if  you  have  a  paraplegic  in  a  home 
and  it  looks  like  the  situation  is  getting  to  the 
point  that  that  individual  is  going-  to  have  to  be 
moved  to  a  boarding  home  or  a  nursing  home,  we 
now  have  a  setup  through  the  Welfare  Department 
■\vherebv  a  maid   (homemaker),  if  you  want  to  call 
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them  that,  or  just  some  domestic  help,  can  be  hired 
to  go  into  that  home,  so  long  as  it  does  not  cost 
over  $20  per  week.  That  looks  like  a  heavy  outlay 
of  money,  and  it  is  going  to  be  a  heavy  outlay  of 
money  when  all  the  counties  find  out  about  it  and 
g'et  started;  but  if  we  can  keep  that  individual  in 
the  home  for  $20  a  week,  instead  of  in  a  nursing 
home  for  $50  to  $60  a  week,  we  are  saving  money, 
tax  money  that  is. 

Now  there  are  a  couple  of  other  things  that  were 
quite  interesting.  It  seems  there  has  been  a  signi- 
ficant change  in  the  feeling  of  the  Department  of 
Welfare  toward  our  legislative  problems,  and  that 
we  feel  is  very  important.  As  you  know  now,  this 
"no  money  pajniient"  is  covering  a  broad  segment 
of  our  age  group  that  need  help.  Now  then,  the 
Department  of  Welfare,  under  the  leadership  of 
Dr.  Winston,  who,  as  you  know,  is  moving  to  Wash- 
ington and  having  more  authority  there,  is  backing- 
legislation  in  North  Carolina  this  year  to  imple- 
ment  the   Kerr-Mills  legislation. 

There  are  now  27  states  in  the  nation  that  are 
using  Kerr-Mills  money,  and  of  those  27  states, 
remembering  that  this  is  for  information  only,  25 
of  those  are  paying  vendor  payments  to  the  doctors. 
This  is  not  in  the  form  of  a  recommendation.  It  is 
information  to  you.  But  25  of  the  27  states  now 
receiving  Kerr-Mills  money  are  paying  vendor  pay- 
ments. 

Dr.  Winston,  in  her  thinking — and  we  feel  this  is 
a  change  in  her  thinking,  coming  around  to  the 
way  that  we  have  been  thinking-  for  a  good  while 
— is  now  going  along  with  this  proposal.  She  is 
suggesting  that  we  have  two  bills  presented  to  our 
state  house  of  legislature  this  time.  One  is  an 
enabling  legislation,  which  would  allow  the  use  of 
Kerr-Mills  money.  That's  all  that  first  bill  would 
be,   just   enabling. 

Then  there  would  be  a  second  bill  to  follow  that 
that  would  go  before  the  money  committees  and 
put  some  teeth  into  it  as  to  how  far  we  would  go. 
There  has  been  a  committee  appointed  by  the  Gov- 
ernor, of  which  you  are  aware — Dr.  Kernodle  is  on 
that.  Dr.  Bedding-field,  and  others — to  study  this 
situation,  and  that  study,  as  I  understand  it,  would 
work  along  with  Dr.  Winston,  wth  the  legislators 
and  all,  in  helping  to  decide  what  needs  to  be 
written  into  that  second  bill. 

But  the  number  one  bill  would  be  an  enabling 
legislation  which  would  mean  that  we  would  be 
getting  into  the  Kerr-Mills  type  legislation.  Under 
that  setup,  the  "no  money  payment"  that  we  are 
now  using  would  simply  be  a  shift  of  funds  over 
into   the   Kerr-Mills    legislation. 

PRESIDENT  KERNODLE:  There  was  nothing 
in    there   that  needed   action,    was   there,    Bruce? 

DR.  BLACKMON:    No. 

PRESIDENT  KERNODLE:  A  motion  to  accept 
this  as   information — 


(Such  motion  was  made  by  Dr.  Rhodes  and  sec- 
onded by   Dr.   Raiford.) 

PRESIDENT  KERNODLE:  Discussion?  All  in 
favor  let  it  be  known  by  saying  "aye";  opposed 
likewise.    It's  carried. 

I  have  asked  Dr.  Beddingfield  to  discuss  several 
numbers. 

DR.  BEDDINGFIELD :  No.  8  has  to  do  with  the 
drunkometer  and  we  can  dispose  of  it  very  quickly, 
I   think. 

This  has  been  considered  and  reconsidered  year 
after  year,  and  the  Medical  Society  has  taken  a 
traditional  stand  in  favor  of  chemical  tests  to 
determine  alcoholism  in  people  who  are  accused  of 
drunk  driving. 

PRESIDENT  KERNODLE:  Any  questions?  Sup- 
pose we  receive  a  motion  at  this  time  to  reiterate 
our  stand  on  the  drunkometer  bill,  that  we  are  in 
favor  of  the  measure. 

(Such  measure  was  made  by  Dr.  H.  Johnson,  sec- 
onded  by  Dr.  Rhodes,  put  to  a  vote  and  carried.) 

DR.  BEDDINGFIELD:  We  have  a  communica- 
tion that  was  discussed  with  the  President  and  the 
Executive  Director,  and  the  Legislative  Committee, 
in  the  form  of  a  letter  from  Dr.  Garvin  of  the 
District  Health  Department,  wherein  Dr.  Garvin 
says  that  the  Chatham  County  Medical  Society 
has  gone  on  record  as  approving  an  amendment  to 
the  State  Drivers  Relicensing  Law  to  require  that 
persons  who  come  up  for  relicensing  for  their 
driver's  license  be  required  to  take  tetanus  toxoid. 

The  Medical  Society  Legislative  Committee,  and 
your  Executive  Officer,  had  the  position  that  while 
we  were  in  favor  of  everybody  having  tetanus,  that 
we  were  not  in  favor  of  government  compulsion  as 
a  requirement  for  getting  a  driver's  license,  be- 
cause if  you  get  tetanus,  it  is  not  catching  and 
nobody  else  gets  it.  You  are  penalizing  yourself, 
and  this  should  be  done  by  education  rather  than 
legislation. 

PRESIDENT  KERNODLE:  Any  discussion  on 
this?  Do  we  receive  a  motion  endorsing  this  ac- 
tion? 

DR.  REECE :  I  move  we  approve  the  position 
of  the   committee. 

(The  motion  was  seconded  by  Dr.  Murphy,  put 
to   a   vote   and   carried.) 

The  next  one  is  24. 

DR.  BEDDINGFIELD :  Report  upon  the  national 
legislative  situation  in  respect  to  the  Key-Man 
National  Legislative  Committee.  In  that  respect,  I 
would  simply  say  this:  That  we  have  the  skeleton 
of  a  Key-Man  organization  from  last  year's  activity 
in  regard  to  the  King-Anderson  bill,  and  I  think 
that  machinery  that  is  not   used   soon   rusts. 

We  have  plans  for — with  the  convening  of  Con- 
gress— reactivating  our  Key-Man  organization  and 
using-  it  not  only  for  bills  that  are  similar  to  Medi- 
care,  but    for    other    national   legislative    problems 
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wherein  we  should  ami  very  properly  will  express 
an  interest. 

MR.  BARNES:  There  is  one  thing  the  Council 
oug'ht  to  be  aware  of,  wc  did  utilize  on  a  loan  basis 
the  services  of  Mr.  K.  G.  Beeston,  and  we  think 
really  the  effectiveness  of  the  Committee  on  Leg- 
islation for  that  period  has  permitted  this  sentiment 
in  favor  of  the  Kerr-Mills  program  at  the  present 
time  and    is  now  paying  off. 

There  is  some  indication  that  Hospital  Savings 
would  be  willing  to  lend  us  Mr.  Beeston  on  a  part- 
time  basis  for  another  period.  So  there  will  be 
some  expenditures,  legislativewise,  in  support  of 
that  activity,  and  I  wanted  the  Council  to  know 
about  that. 

DR.  DEDDIXGFIELD:  Thank  you,  Jim.  I  cer- 
tainly agree.  I  think  that  Ken  Beeston  did  a  very 
masterful  job   for  us  last  year. 

I  also  sensed,  to  a  certain  degree,  that  this 
attitude  that  we  are  seeing  now  about  Kerr-Mills 
in  North  Carolina  there  seems  to  be  a  little  cooling 
off  of  opposition,  and  I  suspect  that  this  is  with 
the  idea  they  are  going  to  come  out  and  say  we 
need   both.   This    is    pure   speculation. 

I  will  try  and  embrace  state  legislation  very 
briefly. 

Our  most  important  effort  has  already  been 
referred  to,  the  Kerr-Mills  implementation  in  North 
Carolina.  This  seems  to  be  proceeding  very  smoothly. 
It  appears  at  this  time  that  this  committee  that 
the  Governor  appointed  is  probably  going  to  come 
up  with  a  recommendation  which,  in  effect,  is  going 
to  be  an  endowment  of  the  Medical  Society's  and 
the  Department  of  Welfare's  points  of  view  has 
liad  the  feeling,  and  has  expressed  this  to  us  for 
some  time,  that  if  it  is  our  desire  to  provide  out- 
patient diagnostic  benefits  in  the  way  of  laboratory 
tests,  dental  care,  and  a  drug  program  for  the 
aged  medically  indigent,  that  she  doesn't  think  it 
is  right  to  provide  this  type  of  benefit  for  the 
medicaly  indigent  without  doing  something  for  the 
totally  indigent,  for  the  people  on  the  Old  Age 
Assistance  rolls  now.  These  people,  as  you  know, 
now  have  hospitalization  benefits,  but  they  do  not 
have  any  out-patient  beenfits.  She  says  it  just 
isn't  good  philosophy  for  her  to  do  something  about 
a  more  affluent  group  while  doing  nothing  for  the 
less  affluent  group  on  the  bottom.  This  argument 
is  hard  to  argue  with. 

She  has  proposed  a  companion  piece  of  legis- 
lation which  we  have  accepted.  We  think  it  is  all 
i-ight.  She  proposes  that  we  give  out-patient  labo- 
oratory  and  x-ray  benefits  to  the  present  Old  Age 
Assistance  recipients  in  the  hospital  out-patient 
department,  not  in  the  doctor's  office,  and  there 
will  be  no  drug  program  and  no  dental  program. 

My  immediate  reaction  was,  well,  I  hate  to  have 
this  hospital-oriented.  Why  can't  we  get  the  same 
diagnostic  benefits  in  the  doctors'  offices?  She  feels 
that   this   could   be   enacted   without  any  additional 


appropriation.  She  won't  have  to  ask  for  any 
money  on  this.  She  thinks  that  this  will  save — if 
it  is  a  fairly  small  program,  and  if  it  is  limited 
to  hospitals'  out-patient  departments,  this  will  in 
itself  be  a  controlling  influence,  that  it  will  save 
enough  unnecessary  hospitalization  to  pay  its  own 
way. 

She  said,  "You  write  in  the  definition  of  out- 
patient  services  in   the  hospital." 

So  your  Legislation  Committee  and  the  Attorney 
charged  with  the  responsibility  of  defining  out-pa- 
tient services.  We  are  talking  about,  hospital  out- 
patient, actually  hospital  laboratory;  that  is  what 
we  are   talking  about. 

The  main  thing  she  wants  is  the  x-ray  and  lab- 
oratory tests,  and  she  wants  it  so  that  they  can 
get  it  without  being  hospitalized,  and  she  says  she 
can  do  that  \vithout  having  any  increased  money  to 
do  it  with.  That's  the  idea. 

I  have  discussed  this  with  Mr.  Joe  Barnes,  who 
is  my  counterpart  in  the  Hospital  Association,  and 
he  knows  about  this,  and  they  are  endorsing  our 
stand. 

.MR.  D.ARXES:  You  think  they  will  endorse  your 
limitations  of  definition? 

DR.  BEDDINGFIELD:  He  knows  the  purpose 
and  intent  of  it  is  restricted  to  diagnostic  services. 
He  said  they  were  very  grateful  for  that.  Inci- 
dentally, the  Hospital  Association  has  as  their 
major  legislative  goal  the  increase  in  the  per  diem 
rate  which  is  paid  to  the  hospitals  for  hospitaliza- 
tion in  all  categories  of  welfare  patients  from  .$1() 
a  day.  They  now  maintain  that  the  average  reim- 
bursable cost  rate  in  North  Carolina  is  $28  a  day, 
and  they  want  to  shoot  for  full  reimbursible  cost, 
which    would    be   a    fairly   substantial   jump. 

We  have  taken  no  action,  as  far  as  the  Medical 
Society,  as  far  as  the  Legislative  Committee.  They 
have  asked  us  to  endorse  their  stand.  We  were 
afraid  that  this  would  evolve  into  a  competition  for 
funds,  and  we  thought  that  the  need  for  MAA  was 
more  urgent  than  their  need.  This  is  being  changed 
so  that  the  hospital  will  now  g-et  whatever  the 
Welfare  Department  going  rate  is  plus  the  insur- 
ance benefits,  so  long  as  the  aggregate  did  not 
exceed    the  total   reimbursable  cost. 

Mr.  President,  I  believe  now  at  the  last  meeting 
of  this  Council,  or  the  fall  meeting  in  Durham,  after 
we  had  evolved  our  legislative  policy  as  far  as  the 
State  Society  went  for  the  year,  the  state  legisla- 
tion, we  had  a  very  full  report  which  was  accepted 
and  endorsed  by  the  Executive  Council  at  that 
time. 

Of  course,  all  these  things  are  still  before  us, 
inasmuch  as  the  legislature  is  not  convened ;  but  I 
see  no  need  to  go  over  the  same  program  that  wc 
have  already  endoresd,  and  I  cannot  think  of  any 
other  significant  items  that  need  Council  endorse- 
ment at  this  time. 

PRESIDEXT  KERXODLE:   I  think  we  had  bet- 
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ter  have  some  action.  Is  there  a  motion  that  we 
endorse  the  action  of  the  Legislative  Committee 
in  this  area? 

(Such  motion  was  made  by  Dr.  Raiford  and  sec- 
onded by  Dr.  Garrison.) 

PRESIDENT  KERNODLE:  Any  discussion?  All 
those  in  favor  say  "aye";  opposed  likewise.  The 
"ayes"  have   it. 

I  would  defer  to  Dr.  Murphy  on  this  communica- 
tion. 

DR.    MURPHY:     There    is    a    request    from    the 
doctors  of  Alexander  County  to  be  allowed  to  form 
an   independent  County  Society,  and   divorce  them- 
selves  from    Iredell    County. 
I   so    recommend. 

PRESIDENT  KERXODLE:  Is  there  a  second  to 
this  motion? 

(The    motion    was    seconded    by    Dr.    Raiford.) 
PRESIDEXT  KERXODLE:   Any  discussion?  All 
in    favor    let   it    be    known    by    saying    "aye";    any 
opposition?   The  "ayes"   have  it. 

MR.  BARXES:  I  think  this  should  be  reported. 
Dr.  Charles  Cameron  of  the  School  of  Public 
Health  at  the  University  of  North  Carolina  has 
received  a  grant  for  a  research  program,  and  he 
came  over  sometime  in  the  late  fall  and  presented 
this  as  a  de  facto  undertaking,  and  I  think  if  I 
can  just  read  this,  it  would  take  care  of  it. 

A  series  of  studies  to  reveal  North  Caro- 
lina's needs  and  resources  for  the  manage- 
ment of  patients  with  neurological  and  sen- 
sory diseases  will  be  completed  by  staff  mem- 
bers of  the  Department  of  Public  Health 
Administration  of  the  University  of  North 
Carolina  School  of  Public  Health,  it  was  re- 
vealed in  Chapel  Hill  this  week. 

These  studies,  financed  by  a  grant  of  ap- 
proximately $25,000  from  the  North  Carolina 
State  Board  of  Health,  will  be  used  as  the 
basis  for  recommendations  regarding  new  and 
additional  programs  for  neurological  and  sen- 
sory disease  patients  during  the  next  five  to 
ten  years,  according  to  Dr.  C.  M.  Cameron, 
Professor  of  Public  Health  Administration 
who  will  direct  the  activities  of  the  study 
staff. 

"It  is  estimated  that  over  200,000  North 
Carolinians  suffer  from  one  or  more  of  the 
neurological  and  sensory  disorders,"  Dr.  Cam- 
eron said.  This  group  of  diseases  includes 
epilepsy,  strokes  and  other  blood  vessel  dis- 
eases of  the  brain,  cerebral  palsy,  multiple 
sclerosis,  muscular  dystrophy,  and  various 
disorders  involving  the  ears   and   eyes. 

Co-director  of  the  project  is  Dr.  Frances 
McConnoll,  Assistant  Professor  of  Public 
Health  Administration,  who  indicated  that  the 
first  phase  of  the  project  will  involve  a  tabu- 
lation of  known  cases  of  the  diseases  and 
disorders    who    have    received    services    from 


hospitals,  health  departments,  voluntary  health 
agencies,  and  other  providers  of  health  care 
in  the   state. 

"Later  studies  will  involve  an  inventory  of 
the  personnel  and  facilities  of  the  state  avail- 
able to  provide  care  to  patients,  as  well  as 
the  state  and  regional  resources  for  the  edu- 
cation of  the  more  than  30  health  professions 
and  occupations  who  participate  in  providing 
some  needed  services  to  those  with  these  dis- 
abilities,"   Dr.    McConnell    said. 

Dr.    Cameron    revealed   that   reports  of   the 
studies   will   be  made   to   the   Chronic   Disease 
Section    of   the    Division   of   Personal    Health 
of  the  North  Carolina  State  Board  of  Health, 
w-here  they  will  be  used  as  the  basis  for  fu- 
ture   developments   under    the    sponsorship   of 
the    U.    S.    Public   Health   Service,   the   Board 
of  Health,  and  local  participating  groups  and 
organizations  throughout  North  Carolina.  Dr. 
D.  Frank  Milam  is  the  program  director  of  the 
state  health  agency's  long  term  illness  activity. 
Working  with  the  Board  of  Health  and  the 
project    staff   will    be    an    advisory   group    of 
physicians  and  representatives   of   the   health 
and  medical  organizations  concerned  with  and 
interested     in    the    diseases     included    in     the 
neurological    and    sensory    group    of    diseases 
and  disabilities. 
He    wanted    the    Medical    Society  to  know    about 
this  project,  in  the  event  that  individual  physicians 
become    involved  in   information,   and    one  thing  or 
another  that  this  survey  would  undertake  to  secure, 
and     of     course    on    reports     involving    the     survey 
finally. 

PRESIDENT  KERXODLE:  I  meant  to  call  on 
Dr.  Hill  earlier.  Dr.  Hill,  would  you  like  to  present 
a  matter? 

DR.  MILLARD  D.  HILL :  Members  of  the  Execu- 
tive Council  and  visitors.  I  had  expected  Dr.  Squires 
and  Dr.  Johnson  here.  They  were  unavoidably  kept 
away. 

What  I  want  to  bring  before  the  Council — hoping 
to  get  the  Councilors'   endorsement,  is   this: 

Now  the  N.  C.  delegates  to  the  A.M.A.  have  a 
man  they  would  like  to  elect  to  the  A.M.A.  Board 
of  Trustees,  Dr.  Elias  Faison  of  Charlotte.  We  think 
he  would  make  a  good  man.  We  are  entitled  to  one. 
We  haven't  had  one  in  a  long  time.  We  think  our 
position   and    location  are    g'ood. 

It  was  our  feeling  that  if  we  could  get  an  en- 
dorsement from  the  Executive  Council  and  the 
President  write  a  short  letter  of  this  endorsement 
to  all  the  members  of  the  House  of  Delegates  to 
the  A.M.A.,  and  then  get  the  House  of  Delegates 
of  the  state  convention  in  May  to  give  us  an  endorse- 
ment, and  then  let  the  President  w^rite  another 
letter,  we  would  be  in  a  better  position  when  we 
reached  Atlantic  City  to  do  something  about  this. 
Now  I  will  tell   you  what  we  have  already  done 
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up   to  this  time.   On   November  12th,  we  wrote  the 
following    letter.     I     will    give    you    the    one     that 
was  written  to  Dr.  George  Johnson    (of  S.  C.)  : 
"Dear  Dr.  Johnson : 

The  North  Carolina  Delegation  plans  to 
present  one  of  their  delegates,  Dr.  Elias  Fai- 
son,  in  June  at  the  Atlantic  City  Meeting  for 
a  place  on  the  Board  of  Trustees. 

We  hope  that  this  will  meet  with  favor 
with  you.  We  are  writing  to  a  few  of  his 
friends  about  our  plans.  Looking  forward  to 
seeing  you  this  month  in  California.  With 
kindest  regards  and  best  wishes  to  you  and 
yours,  I  am  — . 
Now  I  got  a  letter  back. 
Dear  Millard: 

You  know  I'll  do  anything  I  can  to  promote 
Elias  for  trustee.  I   think  he  will   make  a  su- 
perior one." 
We  wrote  this  letter  to  a  number   (45)   of  people. 
Dr.   Strosnider  has  worked  very  closely  with  the 
New    York    delegation,    and    he    went    over    this    in 
detail    with    the    Chairman    of   the   New   York    dele- 
gation, and  we  feel  wc  have  some   favorable  feeling 
from  that  delegation. 

Now  they  have  seventeen  nicii ;  they  liiive  one  of 
the  biggest  delegations.  They  and  Floida  have  the 
two  biggest. 

Now  wc  also  wrote  to  other  men  from  whom  wc 
have  received  no  replies.  We  didn't  get  a  reply,  as 
you  would  expect,  from  all  of  these,  but  we  did 
not   get  any   unfavorable  replies. 

Now  what  we  had  hoped  is  that  an  endorsement 
from  pathologists,  if  they  got  behind  him,  would 
help. 

We  felt  that  maybe  if  we  could  get  Dr.  Kernodle 
to  get  the  names  of  the  members  of  the  obstetrics- 
gynecology  group  and  write  them  a  personal  letter, 
that  it  would  help. 

If  Dr.  Reece  would  get  the  names  from  Dr. 
Montgomery  of  Indiana  and  write  a  personal  letter 
to  the  pathologists,  it  would  help.  And  Dr.  Johnson 
has  indicated  his  responsibility  to  write  letters  to 
the  members  of  the  Academy  of  General  Practice. 
I  would  like  to  hear  Dr.  Wingate  Johnson  discuss 
this  and  see  what  we  should  do. 

DR.  ir.  JOHXSOX:  I  think  the  ground  has  been 
covered  well.  We  are  in  a  strategic  position  to  get 
a  member  of  the  Board,  well  recognized  in  the 
House  of  Delegates,  and  I  think  the  chances  are 
good  to  get  him  elected. 

PRESIDENT  KERNODLE:  You  have  heard  the 
discussion.   Anyone   else  have  any  discussion'? 

DR.  REECE:  I  would  like  to  make  a  motion  that 
this  Council  endorse  Elias  Faison,  and  that  we  take 
steps  to  initiate  and  get  his  name  set  before  the 
doctors. 

DR.  PASCHAL :  I  would  second  the  motion,  and 
I  would  also  like  to  ask  if  that  entails  some  letter 


writing    on    the   part   of   our    President   expressing 
the   sentiments  of   the    Council. 

PRESIDENT  KERNODLE:  You  have  heard  the 
motion  and  the  second. 

PRESIDENT  KERNODLE:  You  have  heard  dis- 
cussion.   Any   further    discussion    on    this    issue'? 

You  have  heard  the  motion.  All  those  in  favor  of  the 
motion  let  it  be  known  by  saying  "aye";  the  "ayes" 
have  it. 

I  think  we  planned  the  possibility  of  you  discuss- 
ing some  of  the  legislative  program  when  we  came 
around  to  that  point,  and  I  skipped  over  you  by 
error.  Would  Mr.  Nelson  like  to  say  something  at 
this  time? 

.1/;?.  NELSON:  It  is  pretty  hard  to  reach  any 
kind  of  conclusion  as  to  what  is  going  to  happen 
in   Washington. 

If  a  tax  reduction  is  done  simply  and  (luickly 
— if  a  tax  revision  perhaps  is  not  considered — if  a 
cut  in  spending  doesn't  become  too  much  of  an 
issue,  and  if  a  few  other  things  happen  or  do  not 
happen  as  far  as  this  issue  is  concerned,  that  is, 
the  Social  Security  I\I<'dical  Care  for  the  Aged 
issue. 

One  of  the  things  that  has  been  rumored  to  us — 
in  fact,  Wilbur  Mills  is  one  of  the  peojile  who  is 
talking  about  this,  so  I  am  advised — and  this  is 
not  a  matter  of  an  official  opinion;  this  is  a  matter 
of  seeing  what  the  temperature  is.  Others  are  talk- 
ing about  the  possibility  that  we  must  muster  our 
strength  in  1963  and  then  make  available  the  pos- 
sibility of  whatever  bill  is  the  administration  bill 
going  to  the  floor  for  a  vote.  If  solidly  we  have 
the  votes  before  it  goes  to  the  floor,  there  may  be 
an  action  to  prevent  it  from  coming  out  of  the 
committee  by  those  people  who  would  be  embarras- 
sed by  having  to  stand  and  vote  on  this  thing. 

On  the  other  hand,  if  we  are  not  in  too  strong  a 
position,  they  might  try  to  slip  it  out.  I  just  suggest 
to  you  that  it  is  at  this  time  not  a  very  wise 
decision  to  decide  that  this  is  going  to  happen  or 
isn't  going  to  happen;  that  it  is  going  to  be  a  major 
issue  or  it  isn't.  There  are  too  many  contingencies 
at  the  present  time. 

Another  area  that  is  coming  into  consideration 
along  with  this  confusion  which  exists  at  this  time 
is  that  lately  I  have  been  encountering  discussion 
on  the  idea  of  compromise.  We  suggest  to  you  that 
any  effort  which  is  put  into  a  determination  of  how 
you  live  with  this  has  two  effects. 

One  is  that  it  wasn't  effort  put  into  fighting  it; 
and  secondly,  anybody  discovering  that  you  have 
decided  that  you  have  lost  to  the  extent  that  you 
are  willing  to  discuss  compromise  simply  weakens 
degree  of  severity,  that  we  can  afford  to  take  the 
your  position. 

The  thing  that  we  need  to  do  in  1963  is  to  perfect 
our  organization  and  expand  it,  so  that  as  far  as 
the  general  public  is  concerned,  we  are  doing  a  far 
better  job   of  re>aching   them.  We  have   been   doing 
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a  good  job.  We  have  been  gaining-  public  sympathy. 
We  have  got  to  do  a  better  job  with  the  Congress- 
men   directly. 

PRESIDENT  KERNODLE:  Thank  you,  Dick.  I 
agree  wholeheartedly  that  you  cannot  let  your  pro- 
tecting hand  down  in  this  area,  because  this  can 
start  a  fire  in  a  hurry,  and  I  think  we  should  keep 
ourselves  well  protected  and  continue  to  fight  his 
throughout. 

DR.  McLAURIN:  In  behalf  of  Dr.  Nichols,  the 
Chairman  of  the  Chronic  Illness  Committee,  I  am 
here  to  give  his  report. 

At  our  meeting  Friday  night,  we  had  two  addi- 
tional actions  to  be  brought  to  your  attention.  The 
first  deals  with  the  preliminary  guide  to  the  estab- 
lishment of  a  home  care  program  that  a  subcom- 
mittee of  the  Chronic  Illness  Committee  has  de- 
vised, working  in  collaboration  with  representatives 
of  the  State  Nurses  Association  and  State  Board 
of  Health.  We  ask  your  official  stamp  of  approval 
for  distribution  of  this  guide  around  the  State 
through  various  meetings  and  the  like.  It  is  our 
plan,  since  this  has  been  distributed  in  one  area  at 
a  meeting  on  aging,  after  we  receive  critical  com- 
ments from  that  distribution,  to  have  this  printed. 
The  State  Board  of  Health  has  agreed  to  publish  it 
for  us. 

We  would  ask  your  approval  of  this  step  in  this 
folder.  I  don't  know  whether  many  of  you  have 
seen  it.  We  have  exhausted  our  supply.  I  do  have 
a  copy  here,  if  anyone  would  like  to  look  it  over. 

PRESIDENT  KERNODLE:  You  have  heard  this 
report.  Do  we  move  that  this  be  accepted  as  a 
document  of  our  Society? 

DR.  REECE:  I  make  such  a  motion. 
(The  motion   was   seconded   by    Dr.    Shuford.) 
PRESIDENT   KERNODLE:    All   in    favor   let  it 
be  known  by  saying'  "aye" ;    opposed   likewise.    The 
"ayes"  have  it. 

DR.  McLAURIN :  The  next  will  require  perhaps 
a  little  bit  of  elaboration.  It  deals  with  a  request 
from  Dr.  Gordon  Poole,  the  Nursing  Section  of  the 
Board  of  Health.  I  think  it  would  be  well  if  I 
quoted  part  of  Dr.  Poole's  letter  to  Dr.  Nichols, 
which  is  actually  in  itself  a  quotation  from  the 
report  on  Commission  of  Reorganization  of  State 
Government,  which  has  been  reported  to  Governor 
Sanford. 

The  quotation — this  is  from  the  Commission  re- 
port— 

Another  matter  that  concerns  us  is  the  fact 
that  our  homes  for  the  aged  and  infirm  are 
reported  to  contain  many  persons  who  actu- 
ally need  skilled  nursing  care.  Although  the 
residents  of  homes  for  the  aged  and  infirm 
enter  into  the  homes  initially  upon  the  rec- 
ommendation of  their  personal  physician,  their 
condition  may  change  rather  rapidly  because 
of  their  age  and  physical  situation.  At  the 
present  time  the  residents  of  these  homes  are 


required  to  obtain  a  physical  examination  an- 
nually. We  feel  that  their  need  for  continuing 
home  care  or  for  skilled  medical  or  nursing 
care  should  be  determined  at  more  frequent 
intervals,  and  that  a  local  agency  should  be 
responsible  for  seeing  that  this  is  done.  We, 
therefore,  recommend  that  the  county  or  dis- 
trict health  department,  or  board,  provide  for 
monthly  or  more  frequent  evaluation  of  resi- 
dents in  homes  for  the  aged  and  infirm  in 
order  to  determine  whether  any  resident  is  in 
need  of  professional  medical  and  nursing  care 
as  provided  in  licensed  nursing  homes. 

Recommendation  No.  3 :  We  recommend  that 
the  county  or  district  health  department,  or 
board,  provide  for  monthly  or  more  frequent 
evaluation  of  residents  in  homes  for  the  aged 
and  infirm  in  order  to  determine  whether  any 
resident  is  in  need  of  professional  medical  and 
nursing  cai-e  as  provided  in  licensed  nursing 
homes. 
Mr.  Poole's  letter  continues  with  this  paragraph, 
leaving    out    some   of    it   here: 

We   wonder   if  you   and  the  other   members 
of  the  Chronic  Illness  Committee  would  be  in 
a   position    to  provide  us    information  in   the 
near  future   of   how   you   feel  that  the    State 
Medical    Society   through   the    county   medical 
societies    and    any    other   related   medical    or 
paramedical  services  would  be  able  to  provide 
the  desired  results   to  solve   the   problem  pre- 
sented in  the  quotation  above. 
After  due  consideration,  the  Committee  on  Chronic 
Illness  makes  the  following  recommendation  to  es- 
tablish   a    tentative    policy    of    the    State    Medical 
Society. 

Our  recommendation:  The  control  of  medical 
supervision  of  residents  of  boarding  homes  shall 
be  vested  in  the  licensure  regulations,  and  that  the 
original  issuance  and  subsequent  renewal  of  license 
shall  be  determined  by  compliance  with  the  fol- 
lowing : 

1.  Presentation  of  adequate  evidence  of  con- 
tinuing physical   supervision. 

2.  It  is  preferable  that  every  resident  of  a 
boarding  home  have  his  own  private  physician. 
However,  the  operator  shall  present  evidence  of  a 
contractural  relation  with  a  physician  by  which  the 
physician  agrees  to  render  care  on  a  call  basis  to 
occupants  of  the  home. 

3.  The  rendering  of  nursing  home  or  hospital 
type  care  in  a  boarding  home  shall  be  expressly 
forbidden. 

There  is  an  additional  recommendation  concern- 
ing this. 

The  Committee  further  recommends  that  a  con- 
ference relative  to  the  above  recommendations  be 
set  up  between  the  Chairman  of  th  Chronic  Illness 
Committee  and  Mr.  David  Coltrane  in  consultation 
with  representatives  of  the  Nursing  Home  Advisory 
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Council  to  the  Stato  Board  of  Ilfalth,  Licensing 
Department,  Department  of  Public  Welfare,  and 
the  NursiuL;-  Home  Section  of  the  State  Board  of 
Health. 

I'RESlDEXr  KERXODLE:  You  have  heard  the 
recommendations  of  this  Committee.  What  is  the 
pleasure    of   the    Council? 

All  in  favor  of  this  let  it  be  known  by  saying 
"a.ye";  opposed  likewise.  The  "ayes"  have  it.  Your 
Committee  is  empowered  to  follow  through  on  that. 

Blue   Shield   Committee    Report. 

DR.  SHUEORD:  I  have  nothing  in  particular, 
unless  someone  wishes  to  ask  some  questions,  or  has 
some   item  they  would  like   for  me  to  discuss. 

We  are  in  the  process  of,  we  hope,  revising  our 
schedules,  nomenclature,  fees,  etc.,  as  far  as  the 
service  programs  are  concerned,  but  we  feel  like 
we  will  get  started  the  17th  of  February  with  an 
all-day  meeting. 

There  were  3500  applications  for  the  senior  citi- 
zens' certificates  appro.ximately  equally  divided  be- 
tween the  two  Blue  Shield  plans.  Of  course,  the 
program  has  been  under  way  such  a  short  time, 
there  has  been  no  experience  for  a  report  on  the 
numbers  that  applied  and  were  accepted.  That  is 
all    I   have   to   say,   unless  there   is  some   qustion. 

PRESIDENT  KERNODLE:  Jake,  is  it  premature 
to  discuss  the  situation  that  we  find  Dr.  Bugg-  in 
with  the  Relative  Value  Schedule,  and  the  Blue 
Shield  fees  at  this  moment?  Or  do  you  want  to 
wait  until  after  your  meeting  of  the  17th? 

DR.  SHUEORD:  I  am  not  quite  sure  the  authority 
is  vested  either  in  Dr.  Bugg — I  mean  by  the  action 
of  the  House  of  Delegates,  or  by  the  Executive 
Council — the  actual  authority  given  to  him,  and  I 
question  whether  there  is  any  actual  forceful  au- 
thority ever  intended,  as  far  as  the  Relative  Value 
Fee  is  concerned.  I  think  the  Blue  Shield  Committee 
itself  will  have  to  determine  whether  there  will  be 
a  change  from  the  present  way  of  doing  business  to 
a  relative  value  way  of  doing  busines,  and  I  don't 
want    to    interpose. 

PRESIDEXT  KERXODLE:  Why  don't  we  hold 
up  on  that  discussion  until  after  your  committee 
meeting  and  bring  it  back  to  the  Executive  Council 
in  May? 

DR.  SHUFORD :  As  you  all  might  understand,  or 
might  not,  the  Blue  Shield  Committee  work  has 
been  an  evolving  sort  of  thing.  We  have  never 
tried  to  pin  things  down  to  a  permanent  policy  of 
any  kind,  as  far  as  fees  are  concerned.  We  have 
tried  to  keep  a  discussion  point,  a  point  that  can 
be  shifted  from  here  to  there,  to  satisfy  each  per- 
son, or  each  problem  as  it  comes. 

Now  when  you  hook  a  relative  value  fee  sched- 
ule and  say  "We  are  g'oing  to  do  it  this  way," 
then  you  leave  yourself  no  latitude,  and  when  you 
come  up  and  find  out  that  the  boys  want  an  ap- 
pendix that  cost  $135  or  40,  and  you  are  thinking 
particularly     as     it     might     be     reflected     in     your 


senior  citizens  program,  then  you  arc  in  a  mess, 
because  you're  getting  into  higher  fees  that  the 
book    says   will   be   high  by   relative   value. 

I  would  like  to  ask  Mr.  Barnes  is  he  would,  for 
my  own  personal  edification  and  knowledge,  check 
into  the  actual  wording  of  the  approval  of  the 
House  of  Delegates  of  the  Relative  Value  Schedule. 
There  are  certainly  a  lot  of  inequities  in  it,  and 
a  lot  of  mistakes  that  should  be  ironed  out  before 
it  becomes  an  authoritative  thing,  and  I  don't  be- 
lieve in  my  own  mind,  as  I  recall  it,  that  this  was 
an  authoritative  last  word. 

The  way  the  committee  was  constructed  to  study 
the  relative  value  and  come  up  with  suggestions, 
this  was  purely,  as  I  understood,  an  advisory  type 
of  report,  and  not  an  authoritative  report  that  this 
has    got    to    be    done. 

The  Relative  Value  Schedule  was  devised  as  an 
advisory  source  of  information,  so  that  members  of 
the  Society,  individual  physicians,  could  consult 
and  say  "Well  now,  let's  see  how  my  fees  sort  of 
figure  along  with  the  general  run.  Am  I  in  line  or 
out  of  line?"  It  was  to  be  used  advisedly  in  con- 
tracting   with   thiiil   parties. 

We  in  Blue  Shield  don't  think  we  are  third 
parties.  We  thiid<  we  are  first  parties  as  far  as 
the  fee  schedule  is  concerned,  so  I  don't  want  to 
enter   into    that   altercation    with    Dr.   Bugg. 

PRESIDENT  KERNODLE:  Suppose  we  bring  to 
this  group  that  there  is  some  difference  of  opinion 
and  by  the  next  Council  meeting,  we  could  have 
some  discussion  on  that  issue  after  your  committee 
has  functioned,  and  he  is  given  an  opportunity  to 
express  himself,  and  we  can  get  some  clarified 
points  on  the  position  of  the  Relative  Value  scale, 
which  is  in  reality,  as  you  have  pointed  out,  a 
scale   only  for   negotiation. 

DR.  SHUFORD:  We  had  a  problem  with  the 
senior  citizen  program  that  took  up  most  of  our 
time  and  thinking  for  a  number  of  months,  and 
this  was  just  consummated  in  October,  and  since 
October,  we  have  sort  of  been  on  the  rebound  a 
little  bit,  because  we  don't  know  exactly  what  we 
wanted  to  do  Blue  Shield-wise,  except  in  generali- 
ties. 

So  there  have  been  no  definitive  Blue  Shield 
actions  at  all,  and  we  are  planning  to  have  an 
all-day  meeting  here  in  Pinehurst  the  17th,  and  we 
anticipate  a  rough  day  like  you  all  have  had  today. 

PRESIDEXT  KERXODLE:  Any  other  questions 
that  you  would  like  to  direct  to  Dr.  Shuford?  We 
accept  this  as  information.  There  is  no  action 
necessary. 

We  will   ask    Ted   Raiford   to  give   us  a    rundown 
on    the    mergei-    program    of    the    Blue    Shield-Blue        | 
Cross  plans. 

DR.  RAIFORD:  Mr.  President,  I  have  no  of- 
ficial information.  I  have  an  unofficial  and  I  pi'e- 
sume  confidential  report  on  some  actions,  but  I 
can  report  this,  I  think,  in  all  fairness. 
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On  October  30th,  there  was  a  meotinp;  between 
the  attorneys  of  Hospital  Savings  and  Hospital 
Care,  and  Ned  Parrish  of  Chicago,  representing 
National  Blue  Shield  Plans,  and  George  Heitler, 
representing  National    Blue    Cross. 

The  results  of  this  meeting  were  far  better  than 
anyone  had  hoped,  summed  up  in  saying  that  the 
consensus  of  feeling  was  that  there  was  no  logical 
reason  why  a  merger  should  not  proceed. 

I  don't  believe  at  the  present  time  our  Blue 
Shield  Deputation  Committee  of  Dr.  Shuford,  Dr. 
Bedding-field,  and  I,  have  any  particular  function 
other  than  to  stand  by  and  assist  if  any  informa- 
tion or   any   opinions  from  the   Society   are   needed. 

PRESIDEXT  KERXODLE:  Thank  you.  Received 
for   information. 

Next  on  the  list  is  old  business.  At  our  December 
9th  meeting,  we  had  a  discussion  of  the  possibility 
of  North  Carolina  Medical  Society  chartering  a 
flight  for  Europe,  and  at  that  time  we  had  spokes- 
men from  Air  France  and  the  Patterson  Travel 
Company  in  Raleigh.  It  was  recommended  that  this 
Executive  Council  empower  the  Executive  Director 
to  send  a  letter  to  each  member  of  the  Society 
asking  for  their  interest  in  such   a   trip. 

The  interest  shown  was  rather  high;  some  125 
came  in  in  the  early  part  of  that  first  mailing 
that  were  interested,  either  doctors,  their  wives, 
or   families. 

Since  then,  we  have  sent  out  a  second  letter  and 
we  have  heard  from  a  total  of  approximately  148 
people  interested  in  this  particular  trip  to  France 
by  Air  France  to  the  Continent  this  summer. 

At  this  time,  we  felt  it  would  be  indicative  to  get 
an  expression  from  you  and  if  you  feel  we  should 
go  forward,  we  would  then  send  out  a  lettei-  in  the 
near  future  asking  for  down  payments  from  the 
individuals   that   are    interested. 

Again,  I  want  to  bring  to  your  attention  that  if 
we  go  one  step  further  and  ask  for  the  money,  we 
should  think  in  terms  of  asking-  for  a  third  pay- 
ments down — and  the  cost  is  $325. 

Mr.  Jones  of  the  Patterson  Agency,  would  you 
like  to  make  any  comment? 

MR.  JONES:   Thank  you.  Dr.  Kernodle. 

Ladies  and  gentlemen:  Just  briefly  I  want  to 
say  that  should  you  find  in  favor  of  this  project 
to  extend  it  to  the  members  of  the  Meilical  So- 
ciety of  the  State  of  North  Carolina,  that  we  are 
prepared  immediately  to  follow  up  with  the  neces- 
sary information  on  the  actual  cost,  offers  to  be 
made  for  deposits,  and  for  the  tours  which  are 
being  especially  prepared  for  this  particular  char- 
ter. 

We  have  one  tour  prepared  for  Northern  Eu- 
rope, which  includes  the  Scandinavian  countries ; 
another  one  for  the  Southern,  the  Grand  Southern 
European  Tour;  and  the  deposit  for  the  tour,  I 
would  recommend  to  include — what  did  you  de- 
cide? 


MR.  DARXES:    We   haven't   decided  anything. 

MR.  -JOXES:  I  would  recommend  a  total  deposit 
of  around  $250  for  both  the  tour  and  the  charter 
cost,  of  those  who  are  participating  in  the  tour. 
We  might  find  it  more  appropriate  to  word  the 
offer  for  those  interested  in  the  tour  separate  in 
making  this   proposition    to   the  members. 

But  this  is  now  for  those  who  wish  to  go  on  the 
tour  who,  of  course,  could  send  us  the  total  amount 
at   one  time. 

PRESIDEXT  KERNODLE :  It  is  my  understand- 
ing, and  I  want  to  get  this  clarified  now,  that 
$14,000  is  the  initial  payment  to  reserve  this  flight, 
is    that    right? 

MR.   .JOXES:   That's   right. 

PRESIDEXT  KERXODLE:  And  we  would  be 
obligated  to  give  you  the  $14,000  upon  the  final 
agreement  on  contract  to  reserve  it  at  what  date? 

MR.  .JONES:  The  final  commitment  should  be 
considered  two  months  prior  to  the  time  the  flight 
is  to  leave.  However,  I  feel  sure  that  we  could 
make  any  necessary  adjustments  on  final  payments 
that  are  due  with  the  airline  involved.  And  may  I 
say  here  that  the  aii'line  that  is  helping  to  sponsor 
this  feels  very  jiroud  to  be  identified  with  this 
Society,  and  I  am  sure  that  we  can  make  any  neces- 
sary adjustments  on  final  payments,  depending  on 
the  total  response  and  the  closing  out  date  of  the 
offer  to  be  made  to  the  members.  But  by  and  large, 
I    would   say   two   months. 

PRESIDEXT  KERXODLE:  Prior  to  the  date  of 
departure.  In  other  words,  when  do  we  have  to  put 
down  the  first  payment  for  reservations  of  this 
flight? 

MR.  -JOXES:  The  procedure  would  be  that  we 
would  have  an  application  for  a  charter  contract 
signed  by  a  member  of  the  Executive  Committee 
here,  and  that  would  go  into  the  airline.  They,  in 
turn,  will  prepare  a  charter  contract,  and  that  will 
have  to  be  signed,  and  that  is  when  the  deposit 
is  made,  and  that  should  take  about  two  weeks. 

PRESIDEXT  KERXODLE:  We  need  to  have 
this  money  back  prior  to  the  final  charter.  The 
first  signing  has  no  effect;  the  second  signing  is 
really  binding.  The  first  one  is  simply  a  temporary 
request,   is  that  it? 

MR.  JOXES:  That's  right;  and  if  we  could 
initiate  the  request  for  the  deposits  at  the  same 
time,  the  first  of  this  coming  week,  that  should  take 
care  of   the  matter. 

PRESIDEXT  KERXODLE:  You  have  heard  this 
report.   Are   there  any  questions? 

Would  the  Council  like  to  take  any  action  at 
this  time  that  we  now  proceed  with  the  second 
part  of  the  program  to  ask   for  deposits? 

DR.  BEDDIXGFIELD:  I  make  a  motion  you  go 
ahead  and  ask  for  deposits.  Anybody  who  wants  to 
go,   let  them  go. 

(The    motion    was   seconded    by   Dr.   Shuford.) 
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PRKSIDEXT  h'ERXOnr.F:  Any  fuithor  discus- 
sion? 

MR.  JONES:  May  I  say  hero,  so  that  there  would 
be  no  misunderstanding,  it  was  proposed  "An  op- 
portunity to  include  about  four  people  on  this  in 
special  promotional  work,  and  those  that  could  serve 
as  flight  coordinators  and  people  who  would  be 
devoted  to  it." 

PRESIDENT  KERNODLE:  All  in  favor  let  it 
be  known  by  saying  "aye";  all  opposed  likewise. 
We  will  proceed  at  your  expense  to  ask  for  the 
money.  If  we  get  enough  money,  then  we  will 
charter   the   flight. 

John,  would  you  like  to  report  on  your  Commit- 
tee  at    this    time? 

DR.  RHODES:  Mr.  Chairman,  this  is  a  pre- 
liminary and  limited  report  of  the  Committee  on 
Re-Evaluation  of  the  Program  of  the  Medical  So- 
ciety, and  the  reason  we  bring  this  at  this  time  is 
because  it  involves  certain  By-Law  changes  and  we 
felt  that  the  Committee  on  Constitution  and  By- 
Laws  should  be  alerted  before  the  May  meeting. 

I  might  say  that  the  Committee  has  met  twice, 
the  last  meeting  being  yesterday  morning.  This  we 
found  to  be  a  rather  broad  problem,  and  we  hope 
to  bring  a  full  report  to  the  next  meeting  of  the 
Council. 

As  a  sort  of  preamble,  I  might  say  that  one  item 
should  be  mentioned  here,  and  that  as  you  have 
heard  the  report  of  the  Finance  Committee  this 
morning,  we  have  ended  the  year  with  a  deficit, 
and  we  anticipate — and  the  Finance  Committee 
anticipates,  according  to  the  budget — a  deficit  next 
year. 

However,  in  considering  this  matter,  our  Com- 
mittee, with  the  concurrence  of  the  Finance  Chair- 
man, felt  that  we  should  not  at  this  time  recom- 
mend a  raise  in  dues  until  we  had  explored  all  the 
possibilities  of  living  within  the  bu<lget  as  it  now 
stands. 

As  you  know,  there  are  certain  items  thai,  are  in 
flux,  one  being  advertising  in  the  .loiii-iial,  and  the 
other  being-  the  question  of  whether  or  not  the 
polio  program  might  not  be  implemented,  perhaps 
in  the  fall,  and  I  think  the  Polio  Committee  in  its 
meeting  in  Durham  on  Thursday,  while  it  chose  to 
defer  any  program  at  the  present  time,  any  mass 
immunization  program,  did  reserve  final  decision  on 
that  until  a  later  meeting,  perhaps  in  the  summer 
or  the  fall. 

The  matters  which  involve  By-Law  change,  which 
the  Committee  has  considered  and  which  I  bring 
to  you  now,  are,  first,  a  recommendation  that  a 
change  be  made  redefining  the  duties  of  the  Com- 
missioners to  require  their  consultation  with  the 
Finance  Committee  on  overall  budgeting  of  com- 
mittees, and  on  identification  of  priorities  for 
committee  expenditures  and  activities.  Furthermore, 
to  require  close  consultation  with  the  President  on 
coordination     of     committee     effort,    assistance     in 


committee  appointments,  and  evaluation  and  moti- 
vation for  adding  and  reducing  committees  assigned 
to  a  commission. 

The  purpose  of  all  this  is  to  attempt  to,  in  some 
way,  reorganize  our  committee  structure — it  prob- 
ably would  have  to  be  done  gradually,  but  to 
consider  it,  so  that  the  President  may  have  the 
benefit  of  the  opinion  of  the  Commissioneis  relative 
either  to  the  consolidation,  elimination,  or  a<ldi- 
tion  of  new  committees.  That's  the  first   one. 

The  second  one :  I  might  say  that  Jim  has  handed 
me  a  letter  which  may  be  a  preamble  to  the  next 
one,  and  this  is  concerned  with  a  report  of  the 
action  of  the  Fifth  District.  As  you  know,  Donald 
Koonce  was  appointed  Chairman  of  a  Committee 
to  study  this  district  setup.  The  districts  have  no 
status  really,  as  far  as  the  organized  Society  is 
concerned.  Their  establishment  in  the  organization 
is  permissive,  according  to  our  By-Laws.  There  has 
been  some  concern  among  the  districts  about  the 
apathy  and  lack  of  interest,  and  we  are  informed 
that  one  district  has  already  voted  to  dissolve 
itself,  and  Donald  tells  me  that  he  has  had  relatively 
little  interest  among  the  districts  in  the  activities 
of  his  committee,  and  has  up  to  now  very  little 
information. 

This  is  a  letter  from  the  Fifth  District  which 
reports  that  they  unanimously  passed  a  motion 
to  maintain  their  present  status  with  the  same 
composition  of  counties.  It  also  approved  a  report 
of  Dr.  Johnson's  Committee  on  Re-Evaluation  of 
attendance  at  annual  meetings,  which  was  ap- 
proved by  this  Council  in  Durham  at  its  meeting 
last  fall.  And  it  also  recommended  that  the  Coun- 
cil piomote  a  program  to  provide  for  a  method  of 
election  in  the  district  societies  of  Councilors,  Vice 
Councilors,  and  nu'inliers  of  the  Nominating  Com- 
mittee. 

Now  the  Committee  on  Re-Evaluation  considered 
these  items  and  it  was  the  feeling  of  the  Committee 
that  for  the  present,  at  least,  that  the  present 
method  of  election  of  the  Nominating  Committee 
and  of  Councilors  and  Vice  Councilors  should  be 
mainained.  One  of  the  reasons  for  that — most  of 
the  complaint,  as  a  matter  of  fact,  has  been  re- 
garding the  Nominating  Committee,  apparently. 
One  of  the  reasons  for  that  was  that  at  least  in  a 
caucus  in  the  House  of  Delegates,  each  county 
would  be  represented;  whereas  in  a  district  meet- 
ing which  may  be  poorly  attended,  some  counties 
might  not  even  be  there.  That  was  one  of  our 
reasons  for  recommending  that  no  action  be  taken 
in  that  regard. 

However,  the  Committee  on  Re-Evaluation  does 
recommend  that  each  functioning  district  society 
be  allowed  to  appoint  the  president  of  the  district 
society  and  an  alternate  to  represent  the  district 
in  the  House  of  Delegates,  such  appointee  not  to 
duplicate  an  elected  delegate  from  any  county  so- 
ciety.   And    also    the    Committee    recommends    that 
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each  scheduled  section  be  allowed  to  elect  a  delegate 
to  the  House  of  Delegates  not  to  duplicate  any 
other  designated  delegate. 

Thirdly,  the  Committee  recommends  that  the 
Council  authorize  a  Speaker  of  the  House  of  Dele- 
gates to  appoint  reference  committees  under  the 
chairmanship  of  each  of  the  six  commissioners  to 
which  resolutions  would  be  introduced  into — that  is, 
to  which  resolutions  introduced  into  the  House  of 
Delegates  will  be  appropriately  referred  by  the 
Speaker  according  to  subject  for  open  hearings. 
Resolutions  will  be  submitted  to  the  headquarters 
office  at  least  sixteen  days  prior  to  the  annual 
meeting. 

This  does  not  preclude  the  introduction  of  a 
resolution  on  the  floor  of  the  House  of  Delegates, 
upon   suspension   of   the  rules   by  two-third   vote. 

Those  are  the  three  items  that  we  would  like  to 
bring  to  your  attention,  and  to  ask  your  action 
on,  so  that  we  might  alert,  if  you  approve,  the  Com- 
mittee on  Constitution  and  By-Laws. 

The  real  substance  of  it  is  that  it  provides  for  or 
authorizes  the  Speaker  to  appoint  a  Resolutions 
Committee,  so  that  we  might  streamline  the  action 
of  the  House  of  Delegates.  That  is  the  purpose  of 
this   part   of  the  proposal. 

That  completes  my  repoil. 

DR.  PASCHAL:  If  I  am  in  order,  I  would  like 
to  move  all  three  of  these  and  refer  them  to  the 
Committee  on  Constitution  and  By-Laws  for  their 
revision    and    presentation. 

PRESIDEXT  KERNODLE:  You  have  heard  the 
motion.   Is  there  a  second? 

(The  motion  was  seconded  by  Dr.  Raiford.) 

PRESIDENT  KERNODLE:  Any  discussion? 
Question?  All  those  in  favor  of  the  m.otion  say  "aye"; 
opposed?    So   ordered. 

MR.  BARNES:  This  is  a  communication  from 
the  American  Medical  Association  to  indicate  that 
your  constituent  association  has  reported  3,127  ac- 
tive members  for  1962 — and  is  entitled  to  four  dele- 
gates to  officially  represent  your  association  when 
the  A.M. A.  House  convenes  in  Atlantic  City  June 
16th  to  20th,   1963. 

This  is  usually  presented  to  the  Council  to  sub- 
stantiate the  necessity  for  electing  the  four  dele- 
gates. 

PRESIDENT  KERNODLE:  Elected  when? 

MR.  BARNES:  There  will  be  some  carried  over, 
and  half  elected — there  are  staggered  terms.  All 
these  delegates  presently  will  serve  in  Atlantic  City, 
but  next  year  we  will,  of  course,  have  election  of 
two. 

PRESIDENT  KERNODLE:  George,  you  have  a 
couple  of  reports  on  Civil  Defense  and  Health 
Careers. 

DR.  PASCHAL:  First  I  will  speak  about  health 
careers.  At  a  previous  Council  meeting,  a  commit- 
tee was  appointed  to  study  this  problem  concerning 
the   Health   Careers   Program,   with  particular   ref- 


erences to  the  desirability  of  the  Medical  Society's 
participation  in  the  program,  giving  it  moral  sup- 
port, and  also  giving  it  financial  support. 

In  regard  to  giving  the  financial  support,  we 
were  asked  to  come  up  with  a  recommendation  con- 
cerning the  amount  that  we  were  to  give.  Our 
committee  has  met  and  we  come  up  with  the  recom- 
mendation that  the  Medical  Socicety  participate  and 
give  moral  support  to  this  organization  in  whatever 
way   we  can. 

Secondly,  we  didn't  feel  that  we  were  in  a  posi- 
tion to  set  a  definite  figure  as  to  the  amount  that 
the  Medical  Society  could  give.  We  were  aware  of 
the  impending   deficit  in   this   year's   operation. 

Since  this  was  a  program  which  is  projected 
over  a  three-year  period  of  time,  and  our  contri- 
bution to  it  if  we  make  one  would  be  a  certain 
amount  for  three  different  years,  we  thought  that 
we  would  recommend  that  we  do  participate  finan- 
cially, make  a  contribution  within  the  capacity  of 
the  Society.  Wo  would  refer  that  to  the  Finance 
Committee  for  their  consideration  and  suggest  that 
they  do  contribute  to  the  overall  program,  not  to 
exceed  $500  a  year. 

I  make  a  motion   that  this  report  be  approved. 

(The  motion  was   seconded   by  Dr.   Garrison.) 

PRESIDENT  KERNODLE:  You  have  heard  the 
motion  and  the  second.  Is  there  any  discussion  that 
we  approve  $500  on  the  health  careers — did  you 
bring  up  in  your  statement  that  a  member  of  the 
Council  had  been  nominated  to  the  Board  for  mem- 
bership on  the  Executive  Council  of  their  Board? 

DR.  PASCHAL:  I  did  not.  But  that  is  a  fact. 

This  thing  is  sponsored  by  the  North  Carolina 
Hospital  Association,  and  they  have  sought  as  a 
member  of  their  Executive  Committee  a  liaison 
representative  from  the  Medical  Society  one  of  our 
members  to  participate  on  their  Executive  Commit- 
tee. That  man  has  been  appointed  by  our  President 
in  the  person  of  Dr.  John  Reece. 

Not  to  exceed  $500  a  year.  If  the  Finance  Com- 
mittee doesn't  feel  that  we  can  give  more  than 
$100,  we  give  that. 

DR.  REECE:  I  think  they  have  been  very,  very 
succesful.  Ted  is  from  Asheville  and  is  a  little 
more  closer  to  that  central  office  there  than  I  have 
been,  although  my  administrator  was  president  of 
that  group  for  a  while.  I  think  they  have  been 
very  succesful  up  there  and  have  had  a  very  ener- 
getic executive  secretary  in  the  hospitals  in  various 
areas  that  have  nurses  groups  that  cooperated 
with  them.   It  has  been  a  saving  to  the  hospital. 

I  am  not  familiar  with  the  number  that  they 
have  been  able  to  recruit  in  the  program. 

PRESIDENT  KERNODLE:  They  had  the  first 
one  in  Winston  prior  to  this  being  initiated.  Let 
all  those  in  favor  let  it  be  known  by  saying  "aye"; 
that  we  recommend  the  suggestions.  All  opposed 
likewise.  Carried. 

George,  the   second   part  is  on   Civil   Defense. 
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I>R.  PASCHAL:  That  is  sonu'thins;-  that  has  come 
to  my  attention  only  in  the  past  three  days.  I 
talked  with  some  representatives  from  General 
Griffins'  office,  State  Office  of  Civil  Defense,  and 
they  came  and  asked  the  question  that  since  there 
has  been  a  directive  and  a  chang-e  in  the  overall 
management  of  Civil  Defense  and  the  emergency 
Civil  Defense  Hospital,  and  the  Medical  Self-Help 
Training  Program  which  would,  if  followed,  take 
it  out  of  the  hands  of  the  Medical  Society  at  this 
time  ....  a  directive  has  come  from  Washington 
to  instruct  the  Public  Health  Officers  to  take  over 
and  administer  and  have  custodial  care  for  the 
200-bcd  emergency  Civil  Defense  Hospital.  Likewise, 
they  have  been  instructed  from  HEW  to  provide, 
promote  the  Medical  Self-Help  Training  Program. 
General  Griffiths'  office  wanted  to  know  what 
we  could  do  about  it.  I  haven't  talked  to  Roy 
Norton  for  a  good  while,  but  I  did  speak  to  him 
about  this  very  briefly  several  weeks  ago,  and  I 
got  the  impression  from  him — and  I  asked  him 
specifically — that  he  wanted  the  thing  to  stay  as  it 
is;  that  he  would  rather  not  have  the  responsibility 
of  being  custodian  for  these  hospitals,  and  for  car- 
rying  (in   this  teaching   program. 

As  fai-  as  the  Medical  Self-Hel])  I'rogi-ani  is  con- 
cerned, the  Department  of  Public  Health  has  done 
a  good  bit  and  are  continuing  to  expand  that  pro- 
gram ;  but  we  have  other  avenues  which  we  hope 
will  prove  effective  in  bringing  this  to  a  wider 
range  of  people. 

To  change  this,  to  change  it  from  what  we  are 
now  doing  and  to  change  the  custodial  care  for 
the  hospital  would  require  a  rewriting  of  our  over- 
all plan  of  civil  defense  on  emergency  medical 
care   here  in    North   Carolina. 

While  North  Carolina  and  South  Carolina  are 
the  only  ones  that  have  this  plan  in  which  it  is  not 
administered  by  the  Public  Health  Official,  why,  it 
has  been  satisfactorily  done,  and  the  200-bed  emer- 
gency Civil  Defense  Hospitals  are  now  under  the 
custodial    care    of    civil    defense    directors. 

Colonel  Dawson  of  Civil  Defense  tells  me  it  is 
perfectly  all  right  with  them  foi-  this  to  continue. 
I  didn't  went  to  take  it  upon  myself  to  say  that 
we  would  continue  without  bringing  it  to  the  Coun- 
cil for  consideration  of  both  of  these  matters.  And 
if  it  is  agreeable  with  the  Council,  I  will  advise 
him  that   we   will   have   things  remain   as   they  are. 

PRESIDENT  KERNODLE:  What  is  the  pleas- 
ure of  the  Council  with  regard  to  the  Civil  Defense 
program?  Is  there  a  motion  that  we  retain  our 
position  in  the  Civil  Defense  Program  as  outlined 
by   Dr.  Paschal? 

DR.    PASCHAL:    I    move   we   retain    it. 

(The  motion  was   seconded  by  Dr.   Rhodes.) 

PRESIDENT  KERNODLE:  Any  further  discus- 
sion? All  those  in  favor  let  it  be  known  by  saying 
"aye";   opposed  likewdse.   The  "ayes"  have  it. 

I  have  a  short  note  here  from  Jim   Hemphill.  If 


you  will  recall,  at  the  last  Council  meeting  he 
offered  to  give  $40,000  approximately  to  the  Nego- 
tiations Committee  in  trust  from  the  Radiology  So- 
ciety. That  was  not  acted  upon  at  their  fall  meeting 
because  of  a  joint  meeting  with  three  other  states, 
and  they  anticipate  action  on  it  at  the  April  meet- 
ing,   lf)(>3,   just   to    bring   that    up    for   infoiniation. 

In  discussion  of  the  problems  in  the  administra- 
tion of  our  office  in  Raleigh,  Dr.  Rhodes  omitted 
one  thing  and  I  want  to  bring  it  to  your  attention 
and  get  some  action  on  it. 

We  have  accumulated  quite  a  large  number  of 
files,  and  they  are  becoming  quite  a  problem  to  keep 
updated.  The  Executive  Director  suggests  that  we 
need  a  full-time  file  clerk,  and  we  are  in  favor  of 
going  along  with  his  wishes,  but  there  was  no  money 
put  in  the  budget  for  1963  for  such  a  file  clerk.  If  it 
is  agreeable  with  this  group,  I  would  like  to  hear  a 
motion  that  we  recommend  to  the  Finance  Commit- 
tee that  they  allocate  from  somewht're  the  money 
necessary  to  hire  a  file  clerk  to  take  care  of  the 
files. 

(Such  motion  was  made  by  Dr.  Shuford  and 
seconded  by   Dr.  Williams.) 

All  those  in  favor  say  "aye";  oi)posi'd  likewise. 
Carried. 

The  Public  Relations  Committee  desires  to  un- 
dertake a  special  type  of  meeting  with  rejiresenta- 
tives  of  the  press,  radio  and  television.  A  dinner 
meeting  followed  by  statements  by  appropriate  of- 
ficers and  officials  of  the  State  Medical  Society  and 
of  the  A.M. A.  (field  staff  and  Washington  office) 
informing-  the  guests  of  what  our  policies  are  and 
why,  with  particular  reference  to  pending  legisla- 
tion, is  proposed.  The  editor  and  medical  reporter 
from  each  newspaper,  plus  similar  representatives 
of  radio  and  television  in  a  fairly  large  area  such 
as  that  surrounding-  Charlotte,  Greensboro,  or  Ral- 
eigh, would  be  invited  to  this  type  meeting.  This 
would  constitute  a  "pilot  run"  of  this  proposal  and 
a  special  appropriation  of  one  thousand  dollars  is 
requested  for  the  purpose  of  putting  on  two  such 
meetings   this  spring. 

Also,  an  extensive  educational-recruitment  type 
health  fair  to  run  March  29th  through  April  4, 
1964,  which  will  occupy  the  entire  floor  space  of 
Duke's  indoor  stadium  is  being  planned  by  the 
Durham-Orange  Counties  Medical  Society. 

The  Public  Relations  Committee  has  approved 
and  endorsed  this  worthy  and  ambitious  project  and 
respectfully  requests  official  endorsement  of  this 
health  fair  by  the  Medical  Society  of  the  State  of 
North   Carolina. 

I  would  like  a  motion  on  the  one  that  doesn't 
cost  anything'  first. 

(A  motion  of  endorsement  of  the  latter  project 
was  made  and  duly  seconded,  put  to  a  vote  and 
carried.) 

This   next   one    cost   a    thousand   dollars    for  two 
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public  relations   programs.   Anyone  want  to   discuss 
that? 

DR.  RHODES:  It  is  my  understanding  at  the 
meeting-  on  Public  Relations  that  Dr.  Squires  had 
offered  to  pay  for  the  dinner  in  Charlotte. 

DR.  RHODES:  If  George  can  convince  our  edi- 
torial people  in  Raleigh  that  they  ought  to  be  on 
our  side,  I  would  say  we  ought  to  really  push  that 
one. 

DR.  GARRISOX:  I  was  at  that  meeting,  and  in 
fact  I  was  the  one  that  asked  them  to  buy  the  meal. 
At  first  they  said  to  have  a  meeting  of  these  people 
with  the  idea  of  having  a  dinner  and  a  dutch 
affair,  wliich  I  think  was  a  very  poor  place  to  start. 
If  we  are  going-  to  ask  somebody  to  attend  a  meet- 
ing- and  get  something-  that  we  want  and  then  end 
up  asking-  them  to  pay  the  bill,  I  think  it  is  very 
poor. 

It  was  my  feeling-  that  it  would  be  money  well 
spent  by  the  Public  Relations  Committee  to  go  on 
and  have  the  meeting-  and  put  it  on  an  "Invite  them 
as  our  guests"  and  pay  for  it. 

DR.  STYRON:  Actually,  you  could  do  it  for  less 
than  $500,  because  they  calculated  there  would  be 
not  over  60  and  probably  50  there. 

DR.  GARRISON:  This  is  just  a  pilot  thing  to 
start  with,  and  if  it  worked  all  right,  we  would  go 
to  five  other   areas. 

DR.  BEDDIXGFIELD:  If  a  motion  hasn't  been 
made,  I  will  make  it  that  we  endorse  it  and  utilize 
the  budget  as  far  as  possible,  and  if  neecssary 
come  back  for  reimbursement. 

(The  motion  was  seconded  by  Dr.  Williams.) 

DR.  SHUFORD:   There  is  a  motion  on  the  floor. 

PRESIDENT  KERNODLE:  Any  other  discussion 
referable  to  the  motion?  All  in  favor  let  it  be  known 
by  saying-  "aye" ;  opposed  likewise.  The  "ayes"  have 
it   and  it   is    carried. 

Now    we     have    covered     the     public     relations. 

The  Carolina  Hotel  asked  us  back  to  Pinehurst 
for  1964,  January  25th,  26th,  for  the  Public  Rela- 
tions Conference  and  Executive  Council  meeting 
on  the  26th  of  January,  next  year.  The  usual  rates 
with  gratuities  added,  and  they  are  very  happy  to 
have  us  here  at  this  time.  Are  you  interested  in 
coming  back  in  '64? 

(Such  motion  was  made  by  Dr.  Raiford  and  sec- 
onded by  Dr.  Williams.) 

DR.  WILLIAMS:  I  wanted  to  point  out  it  was 
unfortunate  that  the  symposia  conflicted  with  this, 
and  I  know  of  several  that  would  have  been  here 
if  it  hadn't  been  for  that. 

I   think   it   is   something   to  think  about. 

PRESIDENT  KERNODLE:  If  this  is  a  policy 
then,  I  would  like  to  ask,  first  of  all,  do  you  accept 
this  invitation   to  return  to  Pinehurst? 

Motion  has  been  made  and  seconded.  All  in  favor 
let  it  be  known  by  saying-  "aye" ;  all  opposed  like- 
wise.  We  come  back  here  to  Pinehurst. 

The  second  thing,  would  the  Council  like  to  go  on 


record  as  reaffirming-  our  previous  stand  of  set- 
ting- up  a  central  clearance  for  medical  meetings, 
and  that  the  Executive  Director  have  correspondence 
out  to  all  of  the  involved  groups  telling-  them  that 
we  will  maintain  this  clearance  in  the  future — if 
we  could  go  on  record  with  that  in  mind,  a  motion 
to    that   effect — 

(Such  motion  was  made  by  Dr.  H.  Johnson  and 
seconded   by   Dr.   Rhodes.) 

PRESIDENT  KERNODLE:  At  the  same  time 
we  would  like  to  follow  up  on  the  letter  with  Dr. 
Blasingame,  setting  up  a  clearing-  area  with  medical 
societies  on  the  state  level.  That  letter  has  gone 
out.  I  think  it  is  something  that  is  .going  to  have 
to  be  done  with  regard  to  these  annual  meetings 
and    national  meetings,   too. 

DR.    STYRON :     This   is    a    communication    from 
the   Committee   on    Poliomyelitis   from   Dr.  Ravenel. 
Through   the  use   of   Salk   vaccine  paralytic 
polio   is   now   well    controlled  in   North   Caro- 
lina. 

There  has  been  widespread  confusion  and 
uncertainty  as  a  result  of  divergent  recom- 
mendations concerning-  the  use  of  Oral  polio 
vaccine. 

Therefore,  this  Committee  recommends  to 
the  Executive  Council  that: 

Mass  statewide  immunization  with  oral  po- 
lio vaccine  not  be  promoted  this  Spring-  and 
Summer. 

The  decision  regarding  immediate  use  of 
oral  vaccine  is  left  properly  to  the  individual 
physician  in  caring  for  his  patients. 

In  case  of  a  type  specific  epidemic  in  a 
localized  area  the  use  of  the  appropriate  oral 
vaccine  may  become  desirable. 

Continued  use  of  Salk  vaccine  is  strongly 
recommended. 

As  further  experience  is  obtained  and  eval- 
uated   appropriate    recommendations    will    be 
made    by    this   Committee  as    to  mass   use   of 
oral  vaccine. 
I  believe   this   is   just   for   information   and  needs 
no   action. 

PRESIDENT  KERNODLE:  The  thing-  that  brings 
this  up.  Dr.  Ravenel  would  like  for  us  to  act  on 
this,   so   he   could   give   it  to  the  press. 

PRESIDENT  KERNODLE:  As  long  as  we  un- 
derstand this  is  not  a  restrictive  measure  in  ham- 
stringing local  activity,  I  think  we  can  endorse  this 
report. 

DR.  RAIFORD:  It  specifically  states  that  in  the 
fourth  paragraph. 

I  would  make  a  motion  to  accept  Dr.  Ravenel's 
report. 

(The  motion  was    seconded  by    Dr.    Murphy.) 

PRESIDENT  KERNODLE:  All  in  favor  let  it 
be  known  by  saying-  "aye" ;  opposed  likewise.  Car- 
ried. 
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Dr.  Beddinjrfield,  would  vou  have  a  resolution  for 
the  group? 

DR.  BEDDIXGFIELD:  Dr.  Kernodle  asked  me  a 
week  before  last  to  draw  a  resolution  to  the  follow- 
ing effect.  This  regards  the  departure  of  Dr.  Ellen 
Winston   from    the   ranks. 

No  group  of  North  Carolina  citizens  has 
had  a  more  intense  and  continuing  interest  in 
the  operations  of  the  North  Carolina  State 
Department  of  Public  Welfare  than  the  phy- 
sicians of  the  State  Medical  Society.  There  is 
indeed  a  kinship  between  the  motivations  of 
physicians  and  those  working  to  alleviate  hu- 
man suffering  due  to  economic  need. 

The  officers  and  committeemen  of  the  Med- 
ical Society  of  the  State  of  North  Carolina 
have  for  many  years  observed  with  respect 
and  admiration  the  efficient  administration 
of  the  Welfare  Program  in  North  Carolina 
under  the  able  direction  of  Dr.  Ellen  Win- 
ston. It  is  our  belief  that  under  Dr.  Winston's 
able,  sympathetic,  and  efficient  administra- 
tion the  citizens  of  this  State  have  had  the 
benefits  of  a  well  run  welfare  program  to 
meet  the  basic  needs  of  our  less  fortunate 
citizens  with  the  maximum  effective  utiliza- 
tion  of  available   public  funds. 

Thus,  it  has  not  come  as  a  surprise  to  the 
medical  profession  to  learn  that  recognition 
of  Dr.  Winston's  abilities  and  talents  have 
spread  beyond  the  borders  of  this  State  with 
the  result  that  she  has  been  recently  appointed 
to  the  post  of  United  States  Commissioner  of 
Welfare  in  the  Department  of  Health,  Educa- 
tion and  Welfare. 


This  Society  is  pleased  to  learn  of  this 
recognition  of  Dr.  Winston's  record  of  service 
and  of  her  call  to  an  area  of  high  i-esponsi- 
bility. 

The  Executive  Council  of  the  Medical  So- 
ciety of  the  State  of  North  Carolina  in  session 
at  Pinehurst,  North  Carolina,  this  27th  day  of 
.Januaiy,  1963,  officially  goes  on  record  as 
commending  the  appointment  of  Dr.  Winston 
to  the  post  of  United  States  Commissioner  of 
Welfare.  We  salute  Dr.  Winston  and  wish 
her  God  speed. 

Copies  of  this  Resolution  to  go  to  Dr.  Ellen 
Winston;  the  White  House;  Secretary  Anthony 
.J.    Celebrezze,    Department   of  Health,   Educa- 
tion  and   Welfare :   Honorable   Terry  Sanford, 
Governor  of  North  Carolina;   Mr.  Howard   E. 
Manning,    Chairman,     North    Carolina     State 
Board    of    Public    Welfare;      North    Carolina 
Congressional  Delegation ;  and  North  Carolina 
Medical  Journal. 
PRESIDENT  KERNODLE:   You  have  heard  the 
presentation     of    this    flowery     resolution.     All    in 
favor  of  spreading  this  resolution  upon  the  record 
of   the  minutes  of  this  meeting  and  sending  copies 
to    those    set  forth    say    "aye";    opposed    "no."     So 
be   it. 

DR.  STY  RON:  I  am  informed  that  Amos  John- 
son is  at  present  convalescing  in  Florida  from  a 
recent  illness,  and  I  think  it  appropriate  for  the 
Council  to  send  him  a  note  of  speedy  recovery. 
DR.  RHODES:  I  make  a  motion  to  that  effect. 
(Motion  seconded  by  Dr.  Garrison,  put  to  a  vote 
and    carried.) 

(.The   meeting  adjourned  at  five-twenty   o'clock.) 
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MEDICAL  SOCIETY   OF   THE   STATE  OF 

NORTH   CAROLINA 

EXECUTIVE   COUNCIL    MEETING 

SATURDAY   MORNING    SESSION 

May   4,   1963 

The  opening  session  of  the  Executive  Council  of 
the  Medical  Society  of  the  State  of  North  Carolina 
held  in  the  Battery  Park  Hotel,  Asheville,  North 
Carolina,  convened  at  11:10  a.m.,  Dr.  John  R. 
Kernodle,   President  of  the   Society,  presiding. 

PRESIDENT  KERNODLE:  I  want  to  call  the 
meeting  of  the  Executive  Council  in  session.  At  this 
time,  I  would  like  to  ask  George  Paschal  to  lead  us 
in  prayer. 

(Dr.   Paschal  rendered  the  prayer.) 

PRESIDENT  KERNODLE:  It  is  indeed  a  pleas- 
ure for  me  to  be  here  in  Asheville  this  morning 
and  convene  the  Executive  Council.  We  have  many 
items  on  our  agenda,  and  I  am  sure  that  all  will  be 
given  full  deliberation.  You  and  others  in  our  midst 
have  an  opportunity  to  discuss  any  of  the  problems 
or  items  that  are  so  listed  during  the  day. 

It  has  been  decided  that  if  necessary,  we  would 
carry  the  meeting  on  into  Sunday  morning,  or  we 
may  even  consider  having  an  extra  meeting  tonight. 

Personally,  I  believe  if  we  move  according  to 
matters  of  order  and  expendiency,  we  will  get 
through  this  afternoon  in  spite  of  a  long  agenda. 
If  an  Executive  Session  is  necessary,  we  will  leave 
a  later  part  of  the  afternoon  open  to  have  an 
Executive  Session.  We  will  go  forward  with  our 
regular    business. 

The  items  on  the  agenda  will  actually  have  great 
effect  on  this  Medical  Society  during  the  years 
ahead,  and  I  beg  of  you  to  consider  them  with 
complete  feeling  of  the  better  atmopshere  and  the 
best  things  available  for  the  Society,  and  not  from 
a  personal   standpoint. 

(There  was  a  roll  call  and  a  quorum  was  de- 
clared.) 

PRESIDENT  KERNODLE:  We  have  before  us 
an  annotated  set  of  minutes,  May  5,  1962,  Septem- 
ber 16,  1962,  December  9,  1962,  and  January  27, 
1963.  Is  there  a  motion  that  we  approve  these  as 
printed? 

(Such  motion  was  made  by  Dr.  Fleming  Fuller 
and  seconded  by   Dr.   Dewey  H.    Bridger.) 

PRESIDENT  KERNODLE:  You  have  heard  the 
motion  as  seconded.  We  will  declare  it  received 
unanimously. 

I  might  say  there  are  several  items  that  come  in 
order  that  are  chronological  on  the  agenda  will  be 
skipped  over  to  the  afternoon  session  because  of 
some  of  the  requests  that  have  come  to  my  attention, 
that  the  proponents  or  opponents  will  not  be  in 
town  until  later,  after  lunch. 

Item  4,  Discussion  of  Board  structures  in  which 
the  Society  participates  in  elections  from  floor 
nominations  in  the  House  of  Delegates. 

(a)     Medical   Care    Commission,    4-year    term   of 


Dr.    Powell   G.   Fox   expiring;    (b)    Hospital   Saving 
Trustee,   4-year  term,  Dr.   Karl  B.   Pace,  expiring; 
and    (c)    Hospital    Care    Trustee,  4-year   term.    Dr. 
Willard  C.  Goley,  expiring. 
Who  was  to  discuss  that? 

MR.  JAMES  T.  BARNES:  It  is  a  procedure  that 
is  carried  out  in  the  House  of  Delegates,  and  it  has 
been  customary  to  bring  it  to  the  attention  of  the 
Council,  so  that  certainly  that  action  will  be  taken 
to  the  body. 

PRESIDENT  KERNODLE:  Mr.  Barnes  says  that 
this  is  an  action  to  be  taken  in  the  House.  Does 
anyone  want   to   discuss   these   three   vacancies? 

DR.  WILLIAM  A.  SAMS:  I  move  this  be  re- 
ceived   as    information. 

(The  motion  was  seconded  by  Dr.  John  Rhodes.) 
PRESIDENT  KERNODLE:  Any  discussion?  All 
in  favor  let  it  be  known  by  saying  "aye";  opposed? 
The  "ayes"  have  it. 

We  move  down  to  No.  5,  Resolution  of  the  Lenoir- 
Greene-Jones  County  Medical  Society  regard- 
ing mental  health. 

Would   you    read   that  resolution,   Mr.   Barnes? 
MR.    BARNES:    This    is    the    resolution    passed 
unanimously  on  February  26,   1963,  by  the   Lenoir- 
Greene-Jones   Medical  Society. 

A  bill  entitled  An  Act  to  Create  a  State 
Department  of  Mental  Health;  to  precribe  the 
powers  and  duties  thereof;  and,  to  provide  for 
the  transfer  to  said  department  of  the  powers 
and  duties  of  the  State  Hospitals  Board  of 
Control,  and  the  powers  and  duties  of  the 
State  Board  of  Health  over  the  operation  of 
public  welfare  over  the  licensing  of  private 
mental  hospitals  and  institutions. 

BE  IT  RESOLVED,  that  the  Lenoir- 
Greene-Jones  County  Medical  Society  oppose 
the  establishment  of  such  a  "State  Depart- 
ment of  Mental  Health"  as  proposed  because 
it  would  be  under  layman-political  control 
rather  than  under  the  control  of  the  medical 
profession,  as  normally  by  way  of  the  State 
Board  of  Health. 

BE  IT  FURTHER  RESOLVED,  that  to 
establish  a  State  Authority  for  Mental  Health 
which  consists  of  laymen,  untrained  in  medi- 
cine or  psychiatry  is  to  divorce  the  mental 
from  the  physical;  an  unnatural  dichotomy 
which  is  contrary  to  scientific  fact  and  sound 
medical  principles  in  the  control  of  mental 
illness. 

BE  IT  FURTHER  RESOLVED,  that  to 
spend  huge  sums  of  money  establishing  "Men- 
tal Health  Clinics"  in  the  counties  and  towns 
of  North  Carolina  in  defiance  of  the  fact  that 
adequate  trained  personnel  are  not  available 
now  or  in  the  foreseeable  future,  is  wasteful 
and  improvident. 

BE  IT  FURTHER  RESOLVED,  that  the 
bill    as    proposed    employs    so    few    qualified 
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medical  personnel  that  they  appear  to  be 
mere  figaireheads  or  fronts  for  an  organiza- 
tion   of    extremely   dubious   competence. 

And    finally    BE   IT   RESOLVED,    that   to 
delegate    the    interviewing    of    mentally    dis- 
turbed   or    mentally    ill   patients   to    so-called 
"non-medical  mental  health  workers"  is  more 
likely    to   result   in    abuses    and    harm    to  the 
mental  health  and  welfare  of  our  people  than 
is     is     to    benefit    them.     It    probably    would 
produce  a  state-sponsored  cult  of  inedaquately 
educated,    psychologically    oriented    charlatans 
ungrounded  in  medical   ethics. 
Resolution    signed    by    Charles    L.    Herring,    Sec- 
retary-Treasurer of  the  Lenoir-Greene-Jones  Coun- 
ty Medical  Society. 

DR.  EDGAR  T.  BEDDINGFIELD:  Mr.  Presi- 
dent, may  I  make  a  point  of  order.  In  these 
resolutions,  in  all  the  resolutions  that  we  have 
here,  what  is  the  position  of  the  Executive  Council 
in  relationship  to  the  House  of  Delegates?  Does  the 
fact  that  the  Executive  Council  takes  action  of 
approval  or  disapproval,  or  endorsement  or  lack  of 
endorsement — does  that  affect  the  resolution  going 
before   the   House  of   Delegates   on   the  floor? 

MR.  B.A.RNES:  This  particular  resolution  was 
submitted  to  the  Headquarters  Office,  received  on 
March   11th. 

PRESIDENT  KERNODLE:  Was  that  directed 
to   the    Council? 

MR.  BARNES:  It  doesn't  say. 
PRESIDENT  KERNODLE:  The  question  arises, 
Mr.  Anderson,  in  regard  to  resolutions  that  were 
sent  in  to  us  for  action  in  the  Council,  if  the 
Council  so  acts  upon  these  resolutions  in  a  negative 
manner,  would  they  then  also  have  to  be  taken 
before   the   House  of   Delegates? 

MR.  BARNES:  I  believe  there  were  no  instruc- 
tions that  this  particular  resolution  be  presented 
to  the  House  of  Delegates.  It  is  simply  sent  to  the 
Headquarters  Office  of  the  State  Medical  Society, 
and  in  conference  with  the  President,  he  asked  that 
it  be  placed  on  the  agenda  of  the  Executive  Council. 
PRESIDENT  KERNODLE:  No  other  resolu- 
tions ;    so  we   are   talking  about  one  resolution. 

MR.  BARNES:  There  is  a  telegram  which  may 
purport  to  be  a  resolution. 

This  is  a  telegram  dated  May  2nd  and  addressed 
to  the  Executive  Secretary  of  the  Medical  Society: 
RESOLVED,    that   the    Pamlico   Albemarle 
Society  as  a  component  Society  of  the  North 
Carolina    State   Medical    Society   does  not   en- 
dorse the  bills  to   create   a    State  Department 
of  Mental  Health. 
Signed  by  H.  L.  Stephenson,  Jr.,  JLD.,  Secretary- 
Treasurer    of   the    Pamlico    Albemarle    Medical   So- 
ciety, which  is  constituted  by  Beaufort,  Hyde,  Mar- 
tin,  Washington   and  Tyrrell  Counties. 

MR.  ANDERSON:  I  don't  think  there  is  any 
requirement  that  this  resolution  be  presented  even 
to  the  Council  or  to  the  House  of  Delegates.  There 


is  no  request  in  this  letter,  in  this  paper,  that  that 
action  be  taken.  Do  you  have  any  request  from 
anyone  that  it  be  considered  by  the  Council  or  by 
the  House   of   Delegates? 

PRESIDENT  KERNODLE:  I  personally  do  not 
have  a  request  by  letter,  or  personally.  I  know  that 
it  was  discussed  this  would  probably  come  up  on 
the  agenda,  and  I  said  yes  it  would. 

MR.  .JOHN  H.  ANDERSON:  I  see  no  require- 
ment under  this  request  that  it  be  considered  by 
the   House  of  Delegates. 

PRESIDENT  KERNODLE:  Does  that  answer 
your  question.  Dr.  Beddingfield? 

DR.  BEDDINGFIELD:   Yes,  thank  you. 

DR.  LE.XOX  D.  BAKER:  As  a  member  of  the 
State  Board  of  Health,  may  I  request  that  you  do 
discuss  that? 

PRESIDENT  KERNODLE:  We  are  going  to 
discuss  that  right  now. 

DR.  .JOHN  C.  REECE:  Was  there  a  covering 
letter  with  the  request? 

PRESIDENT  KERNODLE:   No. 

MR.  ANDERSON:  I  think  that  any  action  you 
take  regarding  this  subject  would  be  incorporated 
in  your  report  to  the  House  of  Delegates,  and  that 
would  be   all  you  had  to  do. 

PRESIDENT  KERNODLE:  You  have  heard  the 
resolution,  and  I  want  to  call  on  members  of  the 
Lenoir-Greene-Jones  County  Medical  Society  to 
speak   to   this. 

DR.  LYNWOOD  E.  WILLIAMS:  As  you  know, 
in  the  Fall  meeting  of  the  Council,  we  took  up  the 
proposed  bill.  We  pretty  well  tore  it  apai't,  and 
pointed  out  a  great  many  objections  to  it.  And 
then  we  came  back  and  approved  in  principle  a 
recommendation  of  the  Mental  Health  Committee 
of  the    State   Society. 

When  this  all  came  to  the  fore  later  and  became 
information  for  other  members  of  the  profession 
in  my  area,  they  pounced  on  me  and  wanted  to 
know  what  do  we  mean  by  passing  such  a  bill 
that  included  local  mental  health  clinics  without 
medical  supervision,  and  with  a  governing  board 
on  the  State  level  without  spelled  out  medical 
representation. 

Well,  I  was  in  a  position  where  I  could  say  that 
we  had  approved  any  good  mental  health  bill 
without  any  specific  defects  being  spelled  out.  We 
had  more  or  less  left  to  our  Mental  Health  Com- 
mittee and  legislative  people  to  work  out  details 
with  the  legislators  that  would  be  acceptable  and 
satisfactory  to   the   medical  profession. 

I  understand  some  of  their  grievances  have  been 
rectified  by  the  reason  that  I  believe  a  revised  bill 
has  since  been  brought  out  that  spells  out  local 
psychiatrist  supervision  of  mental  health  clinics; 
and  I  believe  we  have  asked  for  physician  repre- 
sentation to  be  spelled  out  in  the  statutes  for  the 
overall  state  board  or  authority. 

However,  there  are  some  members  of  my  local 
society   who    say  they   have   read   the   100,000-word 
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Joint  Commission  Report  of  President  Kennedy, 
and  they  have  pointed  out  some  things  in  it  that 
they  take  exception  to,  such  as  the  statement  that 
since  it  takes  12  to  14  years  to  train  a  psychiatrist, 
we  will  have  to  use  auxiliary  personnal,  and  that 
they  could  be  trained  by  short  indoctrination 
courses  of  two  or  three  months,  and  do  some  of  the 
preliminary  work  of  interviewing  the  psychotic 
patients. 

Well,  some  of  my  physicians  think  that  is  very 
bad  for  medicine,  and  they  asked  me,  had  the  people 
in  the  legislature,  or  in  the  Council,  or  the  Com- 
mittee, read  the  100,000-word  report.  I  told  them 
I  doubted  if  everybody  had  read  the  whole  thing. 
But  it's  been  quite  a  contention  in  my  area.  There 
are  a  good  many  members  who  feel  that  this  thing 
has  bad  features.  They  never  have  said  why  they 
object  to  the  transfer  of  the  State  Board  of  Health 
setup  that  we  have  now  over  to  a  Mental  Health 
Authority.  They  say  they  think  it's  bad,  but  they 
never  have  spelled  out  a  long  list  of  reasons  why. 

I  might  add  that  I  have  had  phone  calls  from 
neighboring  districts.  I  have  had  some  from  over  in 
Dr.  Beddingfield's  4th  District,  and  then  I  see  that 
this  Albemarle-Pamlico  Society,  which  is  a  hyphen- 
ated five-county  Society  in  my  District,  has  taken 
this  action  without  any  consultation  with  me  at 
all. 

I  thought  you  gentlemen  ought  to  know  their 
objections  and  what  they  are  based  on.  Right  or 
wrong,  they  have  some  rather  strong  feelings  about 
it.  They  also  present  as  evidence  for  this  objection 
to  this  thing  the  American  Association  of  Physi- 
cians and  Surgeons  who  have  come  out  in  their 
resolutions  as  opposing  this  thing,  and  that  is  some 
20,000  physicians  in  the  country.  They  feel  that  is 
a  strong  bulwark   opposing   this  thing. 

PRESIDENT  KERNODLE:  Thank  you.  Dr. 
Williams.  Dr.  Fuller,  do  you  want  to  speak  to  this, 
or  anyone  else? 

DR.  H.  FLEMING  FULLER:  I  believe  Dr.  Wil- 
liams has  given  you  most  of  the  facts  on  it.  He  or 
I  would  be  glad  to  answer  any  questions  that  mem- 
bers of  the  Council  would  have,  if  we  can.  There 
might  be  some  particular  phase  of  it  you  would 
like  to   clear  up. 

DR.  DEWEY  H.  BRIDGER:  I  would  say  from 
the  State  Hospital  Board  that  this  thing  has 
turned  over — Eugene  Hargrove,  who  is  head  of 
the  whole  outfit,  says  that  he  has  plenty  psychia- 
trists, and  each  clinic  will  be  supervised  by  a  psy- 
chiatrist. 

PRESIDENT  KERNODLE:  I  can  go  further 
than  that  and  tell  you  that  the  amendment  has 
been  introduced  to  spell  it  out  in  the  bill  that  each 
local  clinic  would  be  supervised,  and  that  the 
director  would  be  a  psychiatrist.  That  has  been 
introduced  and  attached  onto  the  original  bill.  The 
substitute  bill  has  that  included  it  it,  as  well  as 
requiring  that  at  least  two  members  of  the  Board 
be   physicians   from   the  Medical    Society. 


DR.  FULLER:  Mr.  President,  there  is  one  other 
feature  that  should  be  brought  out.  The  Advisory 
Committee,  or  committees,  that  will  be  made  up 
of  physicians — that  has  been  passed  also,  has  it 
not,  or  been  accepted? 

PRESIDENT  KERNODLE :  Dr.  Fuller  brings  up 
a  point  that  I  am  not  too  familiar  with,  what  the 
new  bill  will  have  in  it.  But  Representative  Uzzell 
introduced  an  amendment  or  a  new  bill  yesterday 
morning  setting  up  an  official  Medical  Advisory 
Committee  to  the  State  Board  of  Mental  Health,  or 
the  State  Department  of  Mental  Health,  which  will 
be  the  new  department. 

In  the  past,  the  Advisory  Committee  has  been  in 
effect  present,  but  the  actual  functioning  of  this 
Advisory  Committee  has  not  been  too  great.  He 
had  several  ideas  in  regard  to  such  an  Advisory 
Committee  being  not  limited  to  the  political  sectors 
of  our  State,  but  in  general  the  State  as  a  whole, 
thereby  permitting  appointments  to  this,  or  elec- 
tions to  this  Advisory  Committee,  of  qualified  people 
rather  than  just  political  members  that  would  be 
given    a  job    because    of  patronage. 

I  am  sure  there  are  others  in  the  group  that 
would  like  to  speak  to  this.  Dr.  Baker,  would  you 
like  to  make  some  comments? 

DR.  BAKER :  Chronologically  —  and  I  may  be 
wrong  on  this  —  when  this  thing  came  up,  I  think 
this  started  in  some  organization  of  psychiatrists. 
North  Carolina  Neuropsychiatric  Society,  or  some- 
thing. After  they  recommended  this  thing  to  this 
body,  I  believe — certainly  to  the  Medical  Society — 
it  was  brought  out  through  some  work  that  we  did 
in  the  State  Board  of  Health  that  there  wasn't 
anybody  at  that  meeting  when  they  acted.  And  so 
a  lot  of  their  own  people  were  a  little  bit  worried 
about  what  was  going  on  in  this  thing,  particularly 
those  people  connected  with  teaching  institutions. 

The  next  thing  we  get,  in  chronological  order,  is 
that  this  body,  or  the  House  of  Delegates,  approves 
something — I  forget  how  the  action  was  put  in 
there,  but  you  people  did  not  disapprove  this.  I  am 
going  back  two  or  three  years.  This  is  actual 
reorganization  of  the  government  of  the  State  of 
North   Carolina. 

Now  we  come  to  the  State  Board  of  Health,  and 
it  looks  as  if  we  favored  this  thing,  that  we  voted 
in  favor  of  it.  We  did  not.  We  met  with  Dr.  Dave 
Coltrane.  By  that  time,  this  thing  had  the  psychia- 
trists with  it.  By  that  time,  through  error  or 
through  some  misunderstanding,  it  had  the  Medical 
Society  with  it.  Now  it  comes  to  your  State  Board 
of  Health,  and  after  all,  the  State  Board  of  Health 
is  an  organization  supported  by  a  budget  from 
the  political  powers  of  this  State.  And  we  did  not 
feel  that  we  could  win  by  opposing  this  thing,  and 
still   we  did   not   want   to   approve   it. 

If  you  will  go  back  and  look  over  our  actions,  you 
will  see  that  we  did  not  take  any  action  whatever. 
We  just  said  it  was  not  within  our  power  as  to 
whether    such    a    department    or   some    Board    was 
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going  to  be  set  up  or  not;  but  if  they  decided  to 
transfer  the  functions  of  the  State  Board  of  Health 
to  this  new  body,  that  we  would  cooperate. 

Now  where  we  had  to  agree  with  it  in  some  way 
or  other — you  see,  we  were  the  money-receiving 
body  of  the  State  of  North  Carolina  from  the 
Federal  Government  for  the  grant  to  the  State  of 
North  Carolina ;  and  the  minute  we  got  it,  we  were 
in  control  of  it.  There  was  no  need  of  our  being 
in  control  of  the  money  and  someone  else  handling 
it. 

We  said  "If  you're  going  to  do  it,  don't  hang 
this  budget  item  around  our  neck  to  make  it  look 
like  we're  getting  a  lot  of  money  that  we  are  not 
getting." 

I  don't  know  how  you  feel  about  professional 
workers,  but  there  is  a  strong  feeling  that  this 
department  is  not  needed.  This  is  breaking  down 
the  health  services  to  our  state  and  putting  it  in 
too  many  units.  Let's  take  an  example.  Wilson 
County  has  been  excited — here  is  what  is  happening 
in  Wilson  County.  They  had  a  budget  this  year  of 
a  little  over  $70,000.  They  serviced  less  than  600 
patients.  They  have  seven  employees  and  two  part- 
time  employees  with  an  average  visit  of  eight 
patients  per  day. 

If  you  think  you  are  not  getting  ready  to  spend 
some  money — they  do  not  have  a  building  as  yet. 
They  will  have  to  build  a  building.  They  will  have 
to  have  gas  and  electric  lights.  They  will  have  to 
have  a  janitor.  They  will  have  to  have  an  automo- 
bile. The  $70,000  that  Wilson  County  spent  this 
past  year  is  just  a  drop  in  the  bucket  of  what  this 
department  is   going  to  do. 

If  you  go  back  and  read  this  bill,  you  will  see 
that  the  entire  thing  is  going  to  be  loaded  on  our 
County  Commission,  the  counties,  for  providing  the 
buildings  and  all  this  extra  cost,  and  I  don't  know 
how  they're  going  to  do  it.  If  they  don't  do  it,  they 
don't  get  any  Federal  money. 

I  am  of  the  opinion  that  medicine,  if  we  back 
this — the  State  Board  of  Health  is  not  going  to 
fight  this  thing  because  that  is  not  our  business. 
Our  business  is  to  attend  to  those  things  that  are 
assigned  to  us  to  attend.  We  are  not  a  political 
body,  and  we  are  not  going  to  enter  in  on  this 
thing.  We  can't  afford  to.  But  if  you  take  this 
thing,  you're  going  to  build  up  something,  a  mon- 
ster that  you'll  wish  you  never  had  seen,  and 
you're  going  to  be  blamed  for  it. 

I  have  talked  to  the  legislature.  I  was  in  the 
legislature  yesterday  in  Charlotte.  Somebody  in- 
vited me  to  go  there  with  him  to  go  through  the 
Trade  Fair.  They  are  all  saying  "You  people 
recommended  it.  Why  don't  you  get  the  Medical 
Society  to  fight  this  thing  if  some  of  you  feel  this 
way  about  it?"  I  said  "I  don't  know.  I  haven't 
talked  to  many  of  them  about  it."  I  said  "This  is 
what  you're  getting  ready  to  load  yourself  with." 
They're  saying  this. 

Another  argument  is  "Thirty-two  States  have  it; 


why  don't  we  have  it?"  I'm  not  so  sure  that  32  of 
the  states  may  be  correct. 

DR.  JACOB  KOOMEN:  We  viewed  this  as 
somewhat  of  an  amputation.  We  didn't  feel,  of 
course,  that  we  could,  so  to  speak,  resist  the  obvious 
movement. 

It  should  be  pointed  out  that  earlier,  up  to  '47, 
this  was  part  of  the  Hospital  Board  of  Control, 
and  then  this  was  transferred  to  the  State  Board 
of  Health  in  '49.  There  were  some  14  functioning- 
clinics,  which  I  think  you  all  recognize  is  far  short 
of  a  desirable  number,  especially  in  the  State  which 
is  the  twelfth  most  populous  in  the  nation. 

The  bill  itself  was  put  forth,  some  \1V2  pages. 
The  amendments  which  have  been  added  take  up 
about  the  space  of  a  single  page  of  material.  It  is 
certain,  I  believe,  that  more  will  be  added.  There 
is  controversy,  of  course,  at  the  moment  over  the 
role  of  mental  retardation  in  this,  since  many  feel 
that  that  is  perhaps  more  the  province  of  the  pedi- 
atrician, the  geneticist,  and  the  biochemist,  than 
the  psychiatrist.  With  this,  of  course,  there  arc 
some  other  important   things. 

It  seems  the  trend,  for  the  moment,  to  separate 
mind  from  body  again,  as  has  been  pointed  out. 
It  is  another  opposing  view  that  this  would  put 
all  the  mental  health  functions  in  one  place,  and 
all  the  physical   health  functions  in  another. 

There  is  a  final  point  perhaps.  There  is  the 
matter  of  transfer  of  property,  what  the  meaning 
of  separate  structures  and  separate  buildings  would 
be.  There  would  be  additional  amendments. 

Dr.  Hargrove,  a  magnificient  fellow,  is  not  here 
because   he   could  contribute   additional   ideas. 

DR.  CLAUDE  D.  SQUIRES:  Where  is  the  su- 
pervision at  the  present  time? 

DR.  BAKER:  We  still  have  it  because  of  that 
money  item. 

DR.  SQUIRES:   Is  it  a  Public   Health  function? 

DR.  BAKER:  It's  a  health  item.  It  has  to  do 
with  the  health  of  the  people.  Whether  it  is  under 
the  present  State  Board  of  Health  or  not  is  besides 
the  point. 

DR.  BEDDINGFIELD:  With  regard  to  historical 
activities  of  medicine  in  this,  I  just  happen  to  have 
two  mimeographed  sheets  that  list  important  dates 
on  the  national  level  and  on  the  state  level. 

The  point  of  this  date  listing  is  that  this  consid- 
eration of  this  change  is  not  new  in  the  Medical 
Society  of  North  Carolina.  We  attended  meetings, 
my  predecessors  on  the  Legislative  Committee,  and 
I  was  there  also,  as  early  as  1952,  before  the 
Commission  on  the  Reorganization  of  State  Gov- 
ernment, that  was  considering  the  transfer  of 
mental  health  clinics  to  a  single  mental  health 
authority. 

It  has  been  studied  and  restudied,  and  this 
Society  has  been  represented  by  its  Mental  Health 
Committee  and  by  its  Legislative  Committee  all 
along  the  way.  We  have  steadfastly  held  to  the 
position  that  we  would  like  to  see  physician  repre- 
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sentation  required  by  statute  on  the  governing  Board 
of  a  mental  health  authority.  We  have  made 
this  position  clear  in  viritten  and  in  spoken  pro- 
nouncements   at   every    opportunity. 

The  Commission  on  Reorganization  of  Govern- 
ment, and  the  legislators,  primarily  Mr.  John  Um- 
stead,  of  the  State  Board  of  Hospital  Control,  have 
not  been  sympathetic  to  this  point  of  view.  But  we 
have   held   onto  this  point  of  view. 

Now  I  would  like  to  point  out  that  this  proposed 
state  legislation  that  we  are  talking  about  actually 
does  not  permit  anything  that  cannot  be  done  under 
existing  legislation  in  North  Carolina  right  now. 
There  is  authority  for  setting  up  mental  health 
clinics  under  the  State  Board  of  Health.  Certainly 
there  is  legal  authority  for  operating  state  hospi- 
tals. There  is  authority  for  the  licensing  of  private 
mental  hospitals,  etc.  This  bill  simply  brings  it 
all  into  one  shelter,  and  state  government  has 
been  interested  in  it  as  possibly  a  streamlining  or 
economy  measure. 

Dr.  Baker  mentioned  the  experience  in  Wilson 
County.  Being  a  citizen  of  Wilson  County,  I  must 
speak  to  that.  First  of  all,  the  fiscal  experience 
that  has  accrued  in  the  Wilson  County  Mental 
Health  Clinic  may  have  accrued,  Dr.  Baker,  because 
it  was  under  the  present  supervisory  arrangement 
which  it  is,  your  Board.  You  may  have  been 
criticizing  yourself  in  relating  those  figures,  be- 
cause in  Wilson  County,  by  the  Mental  Health 
Clinic  having  to  be  under  the  Health  Department, 
there  is  a  strong  feeling  in  some  quarters  that  the 
health  officer  there  is  not  entirely  sympathetic  to 
the  aims   and   designs   of   the   mental   health  clinic. 

It  boils  down  to  this:  When  a  psychiatrist  heads 
up  a  mental  health  clinic,  he  has  to  submit  his 
budget  through  the  County  Health  Officer  in  order 
to  get  his  budget.  It  boils  down  to  being  in  competi- 
tion with  your  boss  for  funds,  and  generally  your 
boss  wins  when  you  are  in  that  kind  of  competition. 

They  wanted  an  opportunity  to  submit  their 
own  budget,  without  having  to  have  it  pared  down 
by  going  through  a  person  who  is  unsympathetic  to 
mental  health  aims. 

Also,  since  we  are  talking  about  Wilson  County, 
here  on  one  hand  we  have  the  Wilson  County 
Mental  Health  Clinic  operated  by  the  State  Board 
of  Health,  and  less  than  200  yards  away  from  it 
is  an  After  Care  Clinic  operated  by  the  Hospital 
Board  of  Control,  state  hospitals,  and  I  think  both 
doing  a  very  useful  function.  But  it  seems  to  be  a 
reduplication  of  effort  and  unnecessary  expense, 
and  these  two  things  with  similar  aims  and  similar 
programs  should  be  combined  into  one  shelter. 

Now  when  I  talk  about  Wilson  County,  I  am 
speaking  as  an  individual  citizen  of  Wilson  County. 

But  wearing  another  hat  and  speaking  as  the 
Chairman  of  the  Committee  on  Legislation,  I  would 
like  to  point  this  out.  The  Committee  on  Legisla- 
tion has  a  problem  of  interpreting  Society  policy, 
in  view  of  day-to-day  changes  that  occur  in  Raleigh 


on  legislation.  It  is  obviously  impossible  to  hold  a 
meeting  of  the  Executive  Council,  or  poll  the 
membership,  when  every  amendment  or  every 
change  comes  in.  There  has  been  some  criticism 
from  Lenoir  County  that  every  time  the  amendments 
were  offered,  that  they  weren't  consulted  on  the 
thing. 

We  feel  that  this  is  physically  impossible.  We 
have  tried  to  act  in  good  faith  and  I  believe  it  is 
a  matter  of  record  in  this  Council  that  the  Legis- 
lative Committee  has  been  so  empowered  to  meet 
these  changes. 

I  would  like  to  point  out  that  we  are  not  or  we 
should  not  be  debating  the  100,000-word  report  of 
the  Joint  Commission  on  Mental  Health.  There  is 
nothing  in  the  proposed  state  legislation  that  refers 
to  the  implementation  of  the  final  report  of  the 
Joint  Commission  on   Mental   Illness  and   Health. 

There  are  certainly  things  in  this  report,  which 
I  have  read  through  twice,  that  I  would  not  per- 
sonally agree  with,  but  this  is  not  the  issue;  and  if 
we  simply  debate  the  state  legislation  that  is  in 
the  legislative  mill  in  Raleigh  now,  then  I  think 
we  can    for    all    practical    purposes   disregard   this. 

I  might  query  who  was  the  Joint  Commission? 
Well,  this  was  a  national  thing;  many  national 
organizations  including  the  American  Medical  Asso- 
ciation were  represented  on  it;  the  American 
Legion  put  $100,000  into  it,  participated  in  it.  They 
are  hardly  a  left-wing  organization.  But  we  are 
not  debating  this,  and  I  think  we  ought  to  eliminate 
this  from  our  consideration  of  the  state  legislation. 

In  regard  to  the  resolution  that  emanated  from 
Lenoir  County,  I  cannot  find,  on  carefully  rereading 
of  their  resolution  that  they  pose  specific  objections 
to  specific  provisions  of  the  state  legislation,  which 
is  simply  to  put  the  mental  health  clinics  into  a 
mental  health  authority  to  bring  it  all  under  a  sin- 
gle roof.  Their  objections  are  either  based  on 
things  that  appear  in  this  Commission  report,  or 
from   other  sources. 

I  strongly  feel  that  they  have  objections  which 
they  have  not  seen  fit  to  put  down  in  writing.  I 
have  been  the  recipient  of  a  barrage  of  literature, 
which  I  have  in  my  briefcase  and  I'd  be  glad  to 
exhibit  to  you,  from  Lenoir  County,  from  physicians 
there  who  feel  this  literature  is  unsigned  pamph- 
lets and  publications — one  of  them  is  entitled  "Are 
You  Being  Duped  by  Communist  Psychology?"  The 
other  one  is  a  pamphlet  which  says  that  the  electro- 
shock  therapy  and  prefrontal  lobotomy  are  Kremlin 
inspired. 

I  cannot  see  how  an  intelligent  doctor  of  medi- 
cine could  mail  out  such  literature,  and  I  believe 
that  such  thinking  colors  the  resolution,  and  I 
think  this  comes  from  only  a  very  few  members  of 
the  Lenoir-Jones-Greene  Society.  But  I  think  that 
they  are  objecting  in  vague  and  uncertain  terms, 
not  to  specific  provisions  of  the  state  legislation, 
but  because  of  this  fear  and  suspicion  that  this  is 
somehow   unAmerican. 
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Well  now,  I  don't  want  this  Society  or  the  Com- 
mittee on  Legislation  to  be  involved  in  anything 
that  is  unAmerican,  so  I  had  a  contact  made  with 
the  House  of  Representatives  UnAmerican  Activi- 
ties Committee  in  Washington,  and  posed  this  prob- 
lem to  them,  and  asked  them  if  the  National  Mental 
Health  Association,  or  any  of  the  organizations 
that  participate  in  this  thing,  were  in  their  files 
and   what  is   their   report. 

I  have  several  copies  of  a  clean  bill  of  health 
that  they  gave  and  they  are  not  known  as  a  white- 
wash committee.  If  any  of  you  would  like  copies, 
I  would  be  glad  to  give  one  to  you. 

Then,  in  summary,  the  Legislative  Committee 
felt  that  the  principle  of  this  bill  had  been 
endorsed  by  this  Executive  Council,  and  that  feel- 
ing had  been  transmitted  to  the  Committee  on 
Legislation. 

It  was  a  qualified  endorsement  based  originally 
on  certain  objections:  (1) There  was  no  physician 
representation  on  the  Governing  Board;  (2)  the 
administrator  and  supervisory  role  of  the  local 
mental  health  clinics  was  not  clearly  spelled  out 
in  the  original  draft  of  the  bill;  (3)  it  was  a 
matter  of  dual  control  at  the  state  hospital  level 
with  the  business  manager  having  equal  authority 
in  housekeeping-  authority  with  the  medical  super- 
intendant    of   the   institution. 

We  posed  these  objections.  This  was  a  qualified 
endorsement.  We  think  it  is  a  good  bill.  We  have 
posed  these  to  the  subcommittee  that  has  been 
hearing  this,  and  we  have  been  assured  by  the 
chairman  of  the  subcommittee  which  guarantees 
that  the  present  ratio  of  physician  representation 
on  the  governing  board  of  the  Mental  Health  Au- 
thority, if  it  is  created,  will  be  the  same  as  it  is 
on  the  present  Hospital  Board  of  Control.  That 
partially  helped  to  meet  one  of  our  objections. 

Number  two,  they  clearly  spelled  out  that  an 
M.D.  psychiatrist  would  have  to  be  in  full  charge 
of  each  local  mental  health  clinic.  Nothing,  they 
said,  could  be  done  about  the  matter  of  dual 
control  at  this  time,  because  that  prevails  through 
all  the  state  institutions,  as  I  understand  it,  the 
tuberculosis  sanitoriums,  the  blind  school,  the  deaf 
school,  etc.,  as  a  state  policy. 

We  felt  that  in  view  of  the  fact  that  two  of  our 
three  main  objections  coming  from  this  body  had 
been  met,  it  was  interpretation  of  the  Legislative 
Committee,  meeting-  with  the  President  and  the 
President-elect,  and  the  Executive  Director,  that  we 
could  now  tell  the  legislators  that  we  were  changing 
our  policy  from  a  policy  of  qualified  endorse- 
ment to  a  policy  of  unqualified  endorsement,  and 
we  are  so  on  record  in  Raleigh  at  this  moment. 

Now  I  personally  believe  it  is  a  good  bill.  I 
think  it  has  been  studied  for  a  long  time.  I  don't 
believe  it  is  going  to  become  prohibitively  expensive. 
I  think  it  would  represent  a  radical  departure  in 
a  natural  evolutionary  process  for  us  to  change 
our  direction  at  this  time. 


PRESIDENT  KERNODLE:  You  have  heard  the 
statements  by  Dr.  Beddingfield,  Chairman  of  the 
Legislative  Committee,  and  I  open  the  floor  for  any 
questions  toward  this  statement,  or  any  thoughts 
along  the  line,  or  any  other  discussion. 

DR.  BAKER:  I  just  want  to  clarify  my  state- 
ment. I  was  speaking  for  the  State  Board  of  Health, 
not  myself,  necessarily. 

As  to  the  cost,  Dr.  Beddingfield  said  he  didn't 
believe  this  would  be  the  cost,  if  you  will  read  the 
financial  structure  of  this  thing,  what  this  is  going 
to  cost  the  citizens  of  the  State  of  North  Carolina, 
I  think  it  is  going  to  cost  as  much  as  the  State 
Board  of  Health  before  you  get  through. 

DR.  BEDDINGFIELD:  Why  would  a  mental 
health  clinic  under  a  Mental  Health  Authority  cost 
any  more  than  a  mental  health  clinic  under  the 
State  Board  of  Health? 

DR.  BAKER:  It  is  very  simple  to  know  what  it 
costs  if  you  have  a  nurse  going  out  to  see  a  patient 
who  is  a  child  in  a  farmhouse,  and  another  nurse, 
almost  equally  qualified,  taking  another  automobile 
to  see  the  sick  aunt  in  the  same  house.  They're 
going  to  have  to  be  brought  in  one  day  for  their 
vaccines  for  the  family  and  the  next  time  to  go 
another  place. 

Your'e  going  to  have  service  sections  that  are 
separate  and  separate   buildings. 

DR.  BEDDINGFIELD:  Dr.  Baker,  it  has  been 
my  observation  that  there  are  no  personnel  that  I 
am  aware  of  that  are  used  jointly  in  your  regular 
public  health  activity,  and  in  your  Board  of  Health 
operated  mental  health  clinics. 

I  don't  believe  that  home  visits  are  a  frequent 
part  of  the  mental  health  program. 

PRESIDENT  KERNODLE:  Any  other  com- 
ments, or  anyone  else  want  to  speak  to  this  pro- 
gram? 

DR.  SAMS:  Mr.  President,  I  move  you,  sir,  that 
the  Council  give  our  full  endorsement  to  our  Leg- 
islative Committee  in  their  pursuits  and  abide  by 
their  judgment. 

(The  motion  was  seconded  by  Dr.  Harry  Sum- 
merlin.) 

PRESIDENT  KERNODLE:   Is  there  discussion? 

DR.  PASCHAL:  Mr.  President,  I  believe  that 
the  Medical  Society  of  the  State  of  North  Caro- 
lina already  has  received  credit  for  endorsing  this 
through  some  of  the  press. 

They  did  not  point  out,  however,  that  it  was 
endorsed  just  in  principle,  and  that  they  had  some 
reservations  about  it,  and  they  endorsed  it  with 
certain  qualifications. 

It  is  apparent  that  the  legislators  have  made  an 
effort  to  overcome  the  objections  that  were  first 
held  by  the  Medical  Society,  and  they  have  largely 
overcome   those  objections. 

I  recall  that  I  moved  the  adoption  of  this  report 
at  the  time  Dr.  Choate  and  Dr.  McCain  were  pre- 
senting it.  I  don't  have  reason  to  change  my 
attitude  about  it  at  this  time. 
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DR.  T.  P.  BRINN:  Mr.  President,  I  think  the 
Society  has  already  gone  on  record  by  its  delineat- 
ing the  tasks  of  the  Committee,  of  which  Dr. 
Beddingfield  is  chairman,  to  the  extent  that  what 
they  do  is  more  or  less  acceptable  to  us. 

I  feel  as  if  each  time  a  controversial  issue  comes 
up  in  which  some  of  us  may  disagree  with  the 
committee,  to  bring  it  to  some  sort  of  a  vote  to 
decide  whether  they  are  doing  right  or  wrong  gets 
us  into  a  little  deeper  water  all  the  time.  I  think 
if  you're  going  to  do  that,  we  might  as  well  impeach 
the  committee  and  tell  them  "get  the  heck  out  of 
the  way,"  and  let's  try  to  work  this  thing  through 
Jim  Barnes,  or  somebody  else  who  is  in  Raleigh  all 
the  time. 

Whereas  I  approve  of  the  resolution,  I  disap- 
prove of  its  passage  for  that  particular  reason. 

PRESIDENT  KERNODLE:  Any  other  discus- 
sion? 

DR.  SQUIRES:  In  this  paragraph  7,  page  39  of 
Annual  Reports,  of  the  report  of  the  Committee 
on  Mental  Health,  it  says  here  that  the  State  Medi- 
cal Society  has  adopted  the  statement  of  principle 
for  mental  health  patterned  after  the  A.M. A.,  and 
as  enumerated  the  six  priority  needs. 

PRESIDENT  KERNODLE:  You  are  entirely 
right.  We  adopted  this  program  back  in  January, 
in  reality. 

I  would  like  to  hear  further  discussion  on  the 
motion. 

DR.  SQUIRES:  That  report  says— it  brings  out 
that  "the  study  which  is  financed  by  Federal  and 
state  funds  for  one  or  two  years,  initial  plans  px-e- 
paring  official  requests  for  funds,  is  now  in  the 
process  of   being   formulated. 

You  know  how  these  reports  are  adopted  at  the 
sessions  Monday,  just  a  routine  procedure  almost. 
I  think  we  ought  to  perhaps  read  this  report  now. 

PRESIDENT  KERNODLE :  I  bring  this  to  your 
attention.  Dr.  Squires.  This  report  has  been  dis- 
cussed by  many  members  of  the  Council  during  the 
last  few  weeks  because  of  some  feeling  that  we  did 
not  adopt  these  principles,  and  they  have  been 
pointing  to  this  particular  part  of  the  Executive 
Council's   activities. 

I  will  be  happy  to  have  the  Secretary  read  this, 
if  you  would  like. 

DR.  SQUIRES:  I  don't  want  to  take  up  that 
much  time.  But  I  think  it  ought  to  be  read  by  the 
individual  members. 

PRESIDENT  KERNODLE:  At  the  December 
9th  (1962)  meeting  of  the  Executive  Council,  these 
principles  of  the  A.M. A.  were  brought  to  our  at- 
tention. We  accepted  those  as  principles  of  the 
A.M. A.  and  endorsed  them.  Then,  thereafter,  the 
principles  of  the  Medical  Society  on  the  Mental 
Health  Program  were  likewise  endorsed,  and  they 
are  spelled  out  in  this  particular  report  of  the 
Committee  on  Mental  Health. 

But  it's  not  so  bad,  in  my  mind,  as  some  of  the 
people  would  give  you  to  believe.  The  second  thing- 


is  that  the  A.M. A.  did  not  endorse  this  Commission 
Report  in  its  entirety.  They  endorsed  the  principles 
of  this  in  regard  to  the  program  that  Kennedy 
has  recommended,  and  they  chose  from  that  six- 
point   statement. 

It  doesn't  have  anything  in  there  about  their 
training  of  lay  people  to  do  psychiatry,  neither  in 
the  A.M. A.  program  or  in  the  North  Carolina 
six-point  program  that  was  adopted  and  recom- 
mended to  us,  and  that  we  adopted  on  December  9th 
last  year. 

At  that  particular  time,  too,  the  Council  post- 
poned any  action  on  the  Mental  Health  bill  that 
was  being  proposed  by  the  Governor's  Commission 
on    Reorganization. 

DR.  BEDDINGFIELD:  May  I  add  one  thing? 
The  weekend  before  last,  I  had  the  opportunity  to 
talk  to  Dr.  Ed  Annis  about  this,  and  I  told  him 
about  the  trouble  that  was  brewing  in  North 
Carolina,  and  about  our  debates.  I  asked  him,  why 
did  the  A.M. A.  endorse  President  Kennedy's  Men- 
tal Health  Program?  He  said  "Well,  why  shouldn't 
we?"  He  said  "He  stole  it  directly  from  A.M.A.'s 
Policy  on  Mental  Health.  It's  verbatim.  Look  at 
the   words." 

"Actually,  this  statement  from  mental  health 
came  directly  word  for  word  from  our  pronounced 
policy  on  mental  health." 

DR.  FULLER:  In  connection  with  what  Dr. 
Squires  just  mentioned  could  we  have  briefly 
spelled  out  exactly  what  we  are  adopting,  or  what 
we  are  recommending  to  our  House  of  Delegates? 

PRESIDENT  KERNODLE:  Read  the  statement 
that   we   have   there. 

MR.  BARNES:   Reading— (see  pages  39-41). 

DR.  H.  L.  JOHNSON:  That  is  what  we  adopted 
in  principle. 

PRESIDENT  KERNODLE:  That  is  identical 
with  what  we  adopted.  I  might  say  we  went  even 
further,  and  we  published  a  little  leaflet,  a  state- 
ment of  principles  on  menal  health,  which  included 
those  six  principles.  The  State  Medical  Society 
Statement  of  Principles  on  Mental  Health,  and  it 
has  verbatim  just  what  he  has  read  out  to  you. 

DR.  BAKER:  It  has  been  pointed  out  what  per- 
centage of  the  population  this  Department  of 
Mental  Health  will  take  care  of.  Some  people  have 
pointed  out  it  is  less  than  1  per  cent  of  oui; 
population,  and  that  we  are  setting  up  a  department 
for   their   care. 

DR.  REECE :  The  new  bill,  of  course,  would  give 
physicians  on  the  Board.  Also,  the  mental  health 
clinics  would  be  operated  by  physicians,  and  those 
were  the  objections  that  we  had. 

Concerning  Dr.  Baker's  statement  here,  I  think 
half  of  the  patients  that  are  in  hospital  beds  in 
North  Carolina  are  in  mental  hospitals,  and  that 
we  have  close  to  10,000  patients  in  the  four  or  five 
institutions  that  are  in  existence;  and  we  have 
many  of  these  patients.  In  Morganton,  I  think,  they 
have   about    3,600   patients    on  the   books  and  only 
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2,700  are  in  the  beds.  That's  900  patients  that  are 
at  home  that  need  clinics  to  care  for  them,  contact 
clinics,   or  follow-up   clinics. 

It  seems  logical  that  these  perhaps  should  be 
coordinated  under  the  same  Board  of  Control.  I 
think  the  committee  has  worked  out  an  excellent 
progress  report,  as  we  have  insisted. 

DR.  WILLIAMS:  I  wanted  to  quote,  Mr.  Presi- 
dent, from  the  minutes  of  the  Executive  Council 
on  Page  164:  Dr.  Beddingfield:  "I'd  move  that  the 
Council  go  on  record  as  disapproving  or  not  sup- 
porting the  report  of  the  Commission  on  Reorgani- 
zation  of  State  Government  as  drawn." 

At  that  time,  we  were  tearing  into  this  thing. 
Dr.  Norton  was  with  us  and  we  thought  it  was 
bad. 

Now  if  we  have  corrected  that  bill  to  the  point 
where  the  bad  things  are  out  of  it,  I  think  your 
opposition  over  the  state  to  it  is  going  to  be  much 
less.  I  take  it  by  your  statements  that  you  are 
completely  satisfied  with  the  present  bill  as  intro- 
duced now,  and  as  our  Legislative  Committee 
Chairman,  you  see  no  further  objection  to  it,  and 
that  we  can  hear  and  approve  your  committee 
action. 

I  would  like  for  Dr.  Beddingfield  to  have  a  final 
say  of  anything  in  it  objectionable  and  bring  it  to 
us  now  before  we  vote. 

DR.  BEDDINGFIELD:  Dr.  Williams,  I  do  not 
believe  that  the  bill,  as  we  now  understand  it 
coming  out  of  the  committee  as  revised,  is  objection- 
able in  any  way  to  the  Medical  Society  of  the  State 
of  North  Carolina.  I  would  like  to  say  this :  I  believe 
that  this  bill  is  going  to  pass  either  in  this  legisla- 
ture or  the  next  legislature.  I  have  never  seen  such 
a  groundswell  of  public  interest  in  any  movement 
as  there  has  been  in  the  mental  health  movement 
in    North   Carolina. 

I  believe  that  this  thing,  an  expanded  program 
of  mental  health  services,  is  going  to  come  to  pass 
in  North  Carolina  with  or  without  the  approval 
of  this  Society.  I  believe  that  we  can  do  ourselves 
a  great  deal  of  good  and  not  hurt  ourselves  by 
becoming  a  partner  and  working  with  and  helping 
to  control  the  direction  of  this  movement.  If  we 
balk,  we're  going  to  be  left  out  in  the  cold,  and  I 
think  we  are  in  to  a  satisfactory  degree  now. 

DR.  BAKER:  We  doubt  if  it  is  wise  financially 
to  set  up  different  departments,  and  that's  the  only 
mention  we  desire  to  bring. 

If  we  brought  any  insinuation  whatsoever  that 
we  are  against  this,  you  have  misinterpreted  our 
purpose. 

DR.  BEDDINGFIELD:  In  regard  to  expense  on 
a  local  level,  this  is  entirely  permissive  in  each 
county  as  to  whether  they  do  it.  No  county  is  forced 
to  do  this  unless  they  have  the  funds  and  want  to 
go  into  it,  and  want  to  tax  themselves  to  have  the 
benefits  of  the  mental  health   plan. 

PRESIDENT  KERNODLE:  Any  further  ques- 
tions? 


All  in  favor  of  the  question  let  it  be  known  by 
saying  "aye";   all  against?  It's  unanimous. 

Mr.  Barnes,  would  you  read  the  Missouri  State 
resolution? 

MR.  BARNES:  There  are  two  resolutions  di- 
rected to  the  State  Medical  Society  from  the  Mis- 
souri Association.  The  first  is  regarding  Lifetime 
Learning  for  Physicians: 

Whereas,  the  primary  function  of  the  American  Medical 
Association  is  to  promote  the  standards  of  medical  edu- 
cation  in   the  United   States,   and 

Whereas,  at  the  November,  1962  Clinical  Session,  the 
House  of  Delegates  approved  an  informational  report  on 
the  document  'Lifetime  Learning  for  Physician"  which  is 
to  be  used  as  a  guide  for  a  national  program  of  continu- 
ing   education,    and 

Whereas,  said  document  known  as  the  Dryar  Report, 
having  been  studied  carefully  since  the  earlier  meetings 
of  the  American  Medical  Association,  does  place  undue 
enipliasis  on  electronic  means  of  communication  together 
with  other  commonly  used  means  of  communication  in 
education  and  only  passing  tribute  to  the  many  present 
areas  of  postgraduate  education  now  planned,  developed 
and  implemented  by  the  efforts  of  Clinical  Societies, 
specialty  groups,  national  and  sectional,  the  AAGP,  State 
Medical  Societies  and  county  medical  societies  to  provide 
varied  and  continuing  programs  of  education,  now  there- 
fore   be    it 

RESOLVED,  That  all  of  the  above  organizations  be 
urged  and  encouraged  by  the  House  of  Delegates  of  the 
MSMA  105th  Annual  Session  to  continue  their  efforts  in 
postgraduate  education,   and  be   it  further 

RESOLVED,  That  the  House  of  Delegates  of  the  MSMA 
Annual  Session  go  on  record  as  requesting  that  the  action 
of  the  House  of  Delegates  of  the  AMA  concerning  the 
document  'Lifetime  Learning  for  Physicians'  as  a  guide 
for  a  national  program  of  continuing  education,  be 
rescinded,    and    be    it    further 

RESOLVED,  That  the  AMA  House  of  Delegates  be 
requested  at  the  next  Annual  Session  to  submit  the 
Dryar  Report  to  a  reference  committee  for  study  and  the 
determining  of  its  logical  role  in  Postgraduate  Education 
together  with  present  facilities  and  efforts  existing  in 
American    medicine    today,   and    be   it    further 

RESOLVED,  That  copies  of  this  resolution  be  distributed 
to  all  delegates  of  the  AMA  together  with  elected  officers 
of  that  organization  and  to  each  state  medical  society 
and   major   sectional   specialty    groups   and    the    AAGP. 

DR.  SAMS:  I  move  this  be  received  as  informa- 
tion. 

PRESIDENT  KERNODLE:  You  have  heard  the 
motion. 

(Motion  seconded  by  Dr.  Paschal.) 
PRESIDENT    KERNODLE:     Any    further    dis- 
cussion? All  in  favor  of  the  motion  let  it  be  known 
by     saying     "aye";    opposed     likewise.     The    "ayes" 
have  it. 

MR.  BARNES:  The  second  communication  is  an 
executive    resolution: 

Whereas,  State  Medical  Associations  have  been  asked 
to  study  the  Special  and  Supplementary  Reports  on 
Compensation  of  interns  and  residents  submitted  by  the 
Council  on  Medical  Education  and  Hospitals  and  Council 
on  Medical  Service  to  the  AMA  House  of  Delegates  at  its 
interim   session    in    Los    Angeles,   November.    1962.    and 

Whereas,  the  MSMA  recognizes  the  right  and  the  need 
of  house   officers   to  receive   a   living  wages,  and 

Whereas  it  is  proper  that  the  MSMA  issue  a  statement 
of  its  position  relative  to  this  report  to  influence  the 
House  of  Delegates  of  the  AMA  at  its  next  meeting  in 
June,    1963,    therefore    be    it 

RESOLVED, 

1,     That  the  MSMA  rejects  a  basic  principle  considered 
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in  the  report  as  fundamental  to  the  support  of  interns 
and    residents,    namely: 

That  the  graduate  physician  serving  as  intern  or  resident 
should  receive  financial  support  commensurate  with  his 
professional  responsibilities  and  with  due  recognition  of 
his  educational  opportunities,  since  the  MSMA  believes 
that  the  true  purpose  of  internships  and  residency 
training  programs  is  to  provide  physicians  with  educa- 
tional opportunity,  experience  and  high  standards  of 
medical  ethics  which  will  enable  them  to  become  compe- 
tent and    responsible  physicians. 

2.  That  the  problem  of  interns  and  residents  compen- 
sation has  been,  is  and  should  remain  the  function  of 
the    individual   hospital    concerned,    and    be    it    further 

RESOLVED,  that  the  MSMA  rejects  the  Council's 
suggested  formula  of  compensating  interns  and  residents 
from  funds  provided  by  the  hospital,  the  attending  staff 
and  patients  in  proportion  to  the  benefits  each  receives 
from   the  services  of  the  house  staff,   and  be   it  further 

RESOLVED,  that  the  Missouri  delegation  to  the  AMA 
be  prepared  to  oppose  by  resolution  any  attempt  by  any 
AMA  Council  to  implement  the  special  report  on  com- 
pensation of  interns  and  residents  published  in  the  JAMA 
October  27.   1962.   page   459.  and   be   it  further 

RESOLVED,  that  copies  of  this  resolution  be  forwarded 
to  the  Council  on  Medical  Education  and  Hospitals  and 
Council  on  Medical  Service  of  the  AMA,  all  state  medical 
associations,  all  members  of  the  AMA  House  of  Delegates, 
and    all    elected    officers    of  the  AMA. 

This  was  adopted  by  the  House  of  Delegates  on  March 
25th. 

PRESIDENT  KERNODLE:  You  have  heard  the 
reading  of  this  resolution. 

DR.  SQUIRES:  I  would  move  we  receive  that  as 
information  and   refer   to  A.M. A.   Delegates. 

PRESIDENT  KERNODLE:  You  have  heard  the 
motion. 

(The  motion  was  seconded  by  several,  put  to  a 
vote  and  carried.) 

PRESIDENT  KERNODLE:  Student  AMA  mem- 
bership. 

MR.  BARNES:  This  is  a  letter  communication 
from  the  Student  AMA,  dated  February  20th,  and 
it  was  directed  to  you,  and  you  instructed  that  it 
be   placed   on  the   agenda. 

It  is  an  appeal  of  the  Student  AMA  for  sus- 
taining membership  of  this  Society  to  be  in  a 
position  to  make  substantial  contributions  to  the 
future  of  American  medicine.   It  says: 

"I,  and  my  fellow  SAMA  members,  feel  that  the  support 
of  the  generation  in  practice  is  needed  today  by  the 
generation  in  training,  if  the  future  of  our  pledged 
profession  is  to  be   as  bright  as  we   all  hope. 

Sustaining  members  of  SAMA— both  groups  and  in- 
dividuals— will  have  a  vested  interest  in  programs  which 
we  feel  will  make  tomorrow's  young  physician  not  only 
proud  of  his  heritage  but  also  secure  in  the  knowledge 
that  he  has  obtained  the  best  education  in  the  world  in 
the  medical  sciences,  plus  the  opportunity  to  learn  the 
socio-economic  and  political  practices  so  necessary  in 
our  modern  civilization. 

Specifically.  Sustaining  Membership  dues  will  help  to 
support  and  expand  the  SAMA  Development  Fund  in 
the    following    areas: 

1.  Program  to  improve  stipends 

2.  Internship   evaluation   program 

3.  Curriculum    evaluation   program 

4.  General   development  program 

5.  The    SAMA    Foundation    Emergency    Loan    Program 

6.  The  International  Medical  Student  Exchange  Program 

7.  The   Medical    Career   Program 

8.  The  Bureau  of  Practical  Medical  Economics 


PRESIDENT  KERNODLE:  They  are  asking  us 
for  a  $100  membership.  Sustaining  Membership  in 
SAMA.  Is  that  the  substance  of  this? 

MR.   BARNES:    Yes,   that's    correct. 

PRESIDENT  KERNODLE:  We  discussed  this 
from  the  standpoint  of  our  close  relationship  with 
SAMA  in  this  state.  In  fact,  there  had  been  some 
two  or  three  officers  in  this  state  on  the  national 
level  in  the  last  five  years,  and  they  have  been 
very  much  on  our  side  of  the  fence  in  everything 
they  have  done.  As  to  whether  it  would  be  good 
rapport  for  us  to  establish  this  $100  Sustaining 
Membership    is   the  question. 

DR.  BEDDINGFIELD:  The  local  chapter  is 
going  to  meet  Tuesday  night  during  our  Annual 
Session,  and  they  requested  a  talk  on  medical 
legislation. 

They  are  very  much  interested  in  the  issue,  and 
it  is  very  heartening,  I  think,  to  see  the  students 
interested  in  and  aware  of  the  problems  that  they 
are  going  to  face  in  pricate  practice.  I  think  we 
ought  to   support  them. 

DR.  .JOHN  S.  RHODES:  I  would  like  to  make 
a  little  comment  about  this,  because  a  committee 
in  which  I  have  been  working  these  last  few 
months  has  been  very  much  concerned  about 
methods  by  which  we  might  improve  our  liaison 
with  these  groups.  There  unfortunately  has  been 
considerably  apathy  in  some  quarters  in  the  va- 
rious medical  schools. 

Along  the  line  of  what  Ed  said,  I  would  like  to 
suggest  that  these  boys  are  interested.  They  need 
our  help.  They  need  our  support.  They  need  our 
thinking  to  help  them  make  their  organization  more 
effective. 

So  I  believe  that  this  is  an  area  in  which  we 
have  a  responsibility,  and  I  would  like  to  see  us 
support  it. 

DR.  H.  .JOHNSON:  I  move  we  support  the 
request. 

DR.  FULLER:    Second. 

PRESIDENT  KERNODLE:  I  would  like  to  make 
one  further  statement  in  discussion  before  the 
vote. 

I  think  these  remarks  are  most  beneficial,  because 
SAMA  is  looking  for  help.  Last  February  or 
March,  one  month  this  year  anyway,  I  spent  an 
hour  talking  to  the  SAMA  group,  or  the  first  year 
students  at  Duke,  through  sponsorship  of  the  Public 
Relations  Committee  and  SAMA,  and  the  questions 
that  those  boys  in  the  first  year  medical  school 
were  asking  were,  legislative  attitudes,  the  H.R.  12 
bill,  which  is  brick  and  mortar  and  scholarships, 
and  most  of  the  questions  were  centered  around 
these  things  of  vital  importance  to  them. 

They  were  opposed  to  these  scholarship  funds, 
and  they  gave  very  good  reasons,  and  I  think  that 
anything  we  can  do  to  stimulate  this  would  be  most 
beneficial.  I  think  $100  is  only  20  per  cent  of  what 
we   are  paying   out   now  for  the  program   that   we 
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have,  about  four  or  five  hundred  dollars  a  year  for 
our    SAMA    support   now. 

Any   other  discussion? 

MR.  BARNES:  Now  this  application  is  a  Sus- 
taining- Membership,  and  they  ask  that  you  indicate 
whether  you  want  this  devoted  to  curriculum,  re- 
search, general  development,  career  recruitment, 
internship,  evaluation,  SAMA  emergency  loan,  or 
international  exchange.  When  you  complete  this 
application,  one  of  those  six  items  is  supposed  to 
be  checked. 

DR.  RHODES:  May  I  make  one  more  statement 
I  meant  to  make  a  minute  ago,  and  that  is  in 
relation  to  the  meeting  on  Medicare  that  was  held 
in    Chapel    Hill   about  two  years   ago,   Jim. 

As  you  know,  that  was  sort  of  a  stacked  meeting, 
but  before  it  was  over,  the  six  or  seven  medical 
students  that  attended  those  meetings  asked  the 
most  incisive  questions,  stumped  the  people  who 
were  there  representing  HEW,  and  really  almost 
broke   up  the  meeting. 

PRESIDENT  KERNODLE:  All  in  favor  of  this 
motion  let  it  be  known  by  saying  "aye";  opposed 
likewise. 

(The  motion  carried.) 

Wake   County  Medical  Society  communication. 

MR.  BARNES:  This  is  a  memorandum  really 
from  the  Secretary  of  the  Wake  County  Medical 
Society  to  the  members  of  the  Wake  County  Medi- 
cal Society,  and  a  copy  to  the  headquarters  office. 
It  says: 

At  the  regular  meeting  of  the  Society  on  February  14, 
1963.   the  following  motion  passed : 

".  .  .  that  the  Society  endorse  the  principle  of  a 
voluntary  survey  of  x-ray  equipment  used  by  its  mem- 
bers, that  the  members  be  informed  by  letter  of  the 
need  for  such  a  survey,  and  that  the  names  of  experts 
who  can  perform  such  surveys  be  distributed  to  the 
niembers." 

There  are  two  or  three  other  paragraphs  as  to 
the  procedures  and  a  list  of  qualified  physicians 
attached,  and  others.  I  assume  this  was  sent  to  us 
for  information,  indicating  this  Society  has  con- 
formed to  the  general  principle  of  voluntary  survey 
of  x-ray  equipment,  which  this  Society,  the  State 
Society,  endorsed  about  two  years  ago. 

DR.  EDWARD  S.  BIVENS:  I  move  it  be  re- 
ceived as  information. 

(Motion  seconded  by   Dr.  Sams.) 

PRESIDENT  KERNODLE:  You  have  heard  the 
motion  that  we  accept  this  for  information.  All  in 
favor  let  it  be  known  by  saying  "aye" ;  opposed 
likewise.  So  be  it. 

(e)  Letter-documentations  Cornell  University 
Automotive    Crash    Injury    Research. 

MR.  BARNES:  Mr.  Chairman,  We  actually  do 
not  have  an  annual  report  from  the  Cornell  Uni- 
versity Automotive  Crash  Injury  Research  Program, 
although  we  had  written  them  and  asked  them  to 
submit  that,  as  they  usually  do  annually,  and  it  is 
usually   in  the  Compilation  of   Reports. 

Dr.  Koomen  and  the  State  Board  of  Health,  and 
the  Highway  Patrol,  do  continue  to  cooperate  with 


the  Cornell  Crash  Injury  Survey  Program. 

PRESIDENT  KERNODLE:  There  is  nothing  to 
receive  as  information  at  this  time,  so  we  will  pass 
on   to  the  next  item. 

Letter  communication  from  the  AMA  Communi- 
cations Division  re:   Premedical  Club  organizations. 

MR.  BARNES:   Dr.   Kernodle,  this  is  a  letter,  a 
carbon  copy  of  which  was  sent  to  me,  dated  April 
24th,  addressed  to  Mr.  Jerry  L.  Morton,  405  Student 
Street,  Greenville,  North  Carolina.  It  says: 
Dear   Mr.  Morton: 

We  were  pleased  to  learn  in  your  letter  of  April  20 
that  you  are  interested  in  organizing  a  premedical  club 
a   East   Carolina    College    in   Greenville,    North    Carolina. 

A  large  number  of  medical  societies  throughout  the 
United  States  are  now  sponsoring  and  coordinating  the 
programs  of  these  clubs,  and  you  may  wish  to  contact 
the  executive  secretary,  Mr.  James  T.  Barnes,  of  the 
Medical  Society  of  State  of  North  Carolina  at  203  Capital 
Club   Building,   Raleigh. 

Two  of  the  most  active  leaders  in  this  program  are  S. 
William  Lakb,  M.D.,  President,  Essex  County  Medical 
Society,  120  Halsted  Street,  East  Orange,  New  Jersey,  and 
Everet  H.  Wood,  M.D.,  Lovelace  Clinic,  4800  Gibson 
Boulevard,  S.E,,  Albuquerque,  New  Mexico.  Both  of  these 
gentlemen  have  extensive  information  on  the  develop- 
ment of  these  youth  programs  for  students  interested  in 
medicine  and  we  would  suggest  you  contact  them  for 
information   on   starting  a  club. 

I  wish  to  say  that  I  had  never  heard  of  this 
movement  on  the  part  of  the  A.M. A.  before  we 
received  this  letter,  and  if  this  gentleman  had  to 
call  on  me,  I  would  have  had  no  policy  for  opera- 
tion, and  I  haven't  had  a  chance  to  evaluate  all  this 
extensive  material   here. 

I  would  suggest  that  this  thing  be  explored  by 
our  Committee  Advisory  to  SAMA,  as  to  whether 
or  not  we  should  get  in  the  business  of  sponsoring 
or  helping  to  organize  premedical  student  clubs  in 
North  Carolina. 

We  have  no  policy  on  it  for  my  guidance,  at 
least. 

PRESIDENT  KERNODLE:  Let  me  ask  Mr. 
Nelson  if  he  can  answer  that.  He's  supposed  to  be 
alert  on  A.M. A.  activities. 

MR.  RICHARD  NELSON:  I  don't  recall  that 
we  have  any  policy  statement  in  A.M. A.  any 
House  of  Delegates  action  which  specifically  en- 
dorses, recommends,  or  establishes  this  as  a  project 
activity. 

However,  this  has  been  a  sort  of  public  relations 
project  which  has  been  carried  out  by  state  and 
local  medical  societies  on  a  permissive  basis,  and 
also  has  been  done  as  an  activity  of  the  auxiliary, 
as  many  other  public  relations  activities  have  been 
carried  out;  again,  not  as  an  official  dictum  of 
A.M. A.,  but  on  a  recognizance  basis  of  seeing  this 
as  a  good  kind  of  project.  Where  folks  decide  they 
want  to  participate  in  it,  that's  fine. 

One  ramification  of  this  is  that  with  the 
explorer  groups  in  the  Boy  Scouts  dealing  with 
these  youngsters,  at  the  age  of  about  15  or  18  years 
of  age,  this  of  course  then  is  before  any  college 
level  in  helping  them  to  become  somewhat  ac- 
quainted with  the  whole  area   of  medicine,  so  that 
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they    can   make   a    more    intelligent    decision    on    a 
career. 

Of  course,  then  there  are  the  secondary  groups 
which  are  at  the  college  undergraduate  level.  But 
we  see  this  as  being  a  good,  satisfactory  program; 
but  as  far  as  I  know,  we  don't  have  any  official 
policy. 

DR.  BIVENS:  I  move  that  it  be  accepted  fav- 
orably, Mr.  President,  and  referred  to  the  proper 
committee  for  further  study  and  reported  back  to 
us  at  a  later  date  for  action. 

PRESIDENT  KERNODLE:  The  proper  com- 
mittee  being   Health   Careers. 

(Motion  seconded  by  Dr.  Sams,  put  to  a  vote  and 
carried.) 

PRESIDENT  KERNODLE:  Item  (g),  Consider 
comments  of  the  North  Carolina  Congressional  Del- 
egation on  H.R.  12. 

I  might  state  that  we  had  a  call  on  Monday  after 
Easter  that  it  was  going  to  be  voted  on  right  away, 
right  after  they  returned  to  Washington  the  next 
day. 

Mr.  Barnes  and  I  wired  all  of  our  representatives 
and  Senators  in  Washington  our  feelings.  In  every 
instance  we  have  gotten  replies  back  in  which  they 
were,  most  of  them,  in  favor  of  our  thinking  about 
the  loan  funds  and  scholarship  funds. 

I   report   it   to  you    for   information. 

The  next  thing  I  want  to  take  up  under  special 
reports — item  6    (k). 

DR.  JESSE  CALDWELL:  Gentlemen,  last  year 
the  matter  of  the  incorporation  of  physicians  for 
tax  purposes  was  referred  by  this  Council  to  the 
Trust  Study  Committee  for  consideration.  In  a  re- 
port a  year  ago,  it  was  recommended  that  this 
Society  take  no  action  to  support  laws  which  would 
allow  the  incorporation  of  physicians  for  tax  pur- 
poses until  the  fate  of  the  Keogh  Bill  was  known. 
It  was  thought  that  if  the  Self-Employed  Individ- 
ual's Tax  Retirement  Act  were  not  passed  in  1962, 
then  this  Society  might  wish  to  support  legislation 
which  would  allow  for  the  incorporation  of  physi- 
cians. 

As  you  know,  the  Keogh  Bill  was  enacted  into 
law  on  October  12,  1962,  and  the  Trust  Study  Com- 
mittee has  been  actively  engaged  in  implementing 
the  provisions  of  that  legislation  for  the  benefit 
of  our    members    and    their  employees. 

Just  briefly  to  review  some  of  the  points  about 
incorporation  of  physicians  for  tax  purposes,  it 
was  found  that  it  was  within  the  limits  of  ethical 
propriety  for  physicians  to  join  together  as  part- 
nerships, associations,  or  other  lawful  groups,  pro- 
vided that  the  o\vnership  and  management  of  the 
affairs  remain  in  the  hands  of  licensed  physicians. 
That  the  principal  benefit  to  be  derived  from 
incorporation  would  be  that  of  allowing  a  physician 
to  set  up  and  to  participate  in  a  qualified  pension 
program  approved  by  the  District  Director  of  In- 
ternal Revenue.  This  would  enhance  an  individual's 
retirement   program    possibilities    by    allowing    him 


to  invest  tax  free  funds  which  accumulate  tax  free 
income,  all  of  which  would  be  taken  down  later  for 
retirement  purposes  at  an  anticipated  lower  tax 
rate. 

There  would  be  no  additional  income  taxes  to  pay 
if  an  individual  were  incorporated  for  tax  purposes, 
as  there  would  be  no  net  income  of  a  corporation 
if  all  earnings  were  paid  in  the  form  of  compen- 
sation to  the  physician.  There  may  be  some  other 
taxes  in  connection  with  a  corporation. 

There  would  be  some  expense  in  setting  up  a 
corporation  and  obtaining  a  charter.  This  has  been 
estimated  to  be  from  $300  to  $500  for  the  individual 
case.  Also  there  would  be  additional  bookkeeping 
necessary  to  maintain  a  record  of  the  corporate 
activities. 

So  far  this  year  the  General  Assembly  of  North 
Carolina  has  not  enacted  permissive  legislation 
which  would  allow  the  incorporation  of  physicians. 
We  have  no  knowledge  that  any  such  bill  is  being 
seriously  considered,  although  Mr.  Hicks  has  been 
requested  to  introduce  such  legislation  which  would 
allow  specifically  for  physicians. 

The  feeling  at  this  time  from  the  Committee  was 
that  they  were  not  in  favor  of  endorsing  any 
legislation,  primarily  for  the  benefit  of  physicians, 
that  we  would  seriously  consider  going  in  with 
other  professions  to  probably  support  it,  if  they 
were  interested.  We  would  support  as  part  of  a 
group  but  not  as  representing  the  physicians  for 
special   legislation. 

Now  although  the  Self-Employed  Individual's  Tax 
Retirement  Act  of  1962  leaves  much  to  be  desired, 
and  in  its  present  form  will  probably  not  be  an 
overwhelming  success,  there  is  the  possibility  that 
in  1964  Congress  will  amend  the  law  to  make  it 
more  equitable.  Eventually,  should  this  legislation 
enable  an  individual  to  have  the  same  advantages 
as  an  employee  of  a  corporation  in  regards  to  a 
pension  plan,  then  it  would  not  seem  necessary  for 
this  Society  to  endorse  and  support  legislation  to 
allow  the  incorporation  of  physicians  for  tax  pur- 
poses. 

We  understand  that  there  will  be  no  action  on 
H.R.  10  this  year.  They  plan  to  wait  and  see  what 
happens,  and  probably  come  back  in  1964,  as  Rep- 
resentative Keogh  has  said,  and  try  to  bring  it  up 
more  equitably. 

PRESIDENT  KERNODLE:  You  have  heard 
this  report.  Is  there  a  motion  we  receive  it  as 
information? 

(Such  motion  was  made  by  Dr.  Sams  and  sec- 
onded by  Dr.  Reece,  put  to  a  vote  and  carried.) 

Item  (m)  Report  on  Interprofessional  Medical- 
Legal   Code,  Dr.  Julius  Howell. 

DR.  JULIUS  HOWELL:  Back  in  1955,  as  all  of 
you  know.  Dr.  J.  P.  Rousseau  became  interested  in 
the  matter  of  strengthening  the  interprofessional 
relations  between  the  legal  and  medical  professions. 

He  presented  this  to  both  the  Medical  Society 
and   the  State   Bar   Association.  A  committee  from 
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each  organization  was  appointed.  Our  committee 
from  this  organization  was  headed  by  Ted  Raiford 
to  see  about  the  matter  of  forming:  an  interprofes- 
sional code.  After  a  year  of  hard  work  this  was 
done.  The  code  was  presented,  I  believe,  to  this 
body  in  1956  and  approved.  It  was  printed.  This 
was  the  first  code  entitled  "Interprofessional  Code 
of   North   Carolina  for  Attorneys   and  Physicians." 

In  1958,  on  the  national  level,  a  Uniform  Code 
was  adopted  both  by  the  A.B.A.  and  the  A.M. A. 
that  was  a  little  different  from  this.  Incidentally, 
when  it  was  adopted,  they  borrowed  a  lot  of  the 
ideas  that  we  had  in  this  code.  So  we  were  really 
pioneers  in  this  field. 

In  order  to  make  our  code  conform  to  the  Uni- 
form Code  adopted  by  both  the  A.B.A.  and  the 
A.M. A.  on  the  national  level,  we  decided  to  revise 
our  code.  A  committee  was  appointed  from  this 
organization  to  work  with  a  joint  committee  from 
the  North  Carolina  Bar  Association.  After  some 
hard  work,  we  came  up  with  a  new  code  patterned 
after  a  similar  code  put  out  by  the  A.M. A.,  by  the 
State  Medical  Society  and  the  State  Bar  Association 
of  Colorado.  We  had  written  to  about  15  states 
which  had  recently  revised  their  codes,  in  order  to 
get  ideas  from  all  of  these  states.  We  came  up 
with  the  one  that  was  most  nearly  patterned  after 
the  one  from  Colorado.  This  is  it.  The  title  is 
changed  a  little  bit  "Medico-Legal  Code  of  North 
Carolina,  Medical  Society  of  the  State  of  North 
Carolina  and   North  Carolina   Bar  Association." 

We  printed  3,000  of  these.  Three  or  four  months 
ago  in  our  Bulletin,  a  notice  went  out  to  the  effect 
that  these  were  available  to  any  physician  who 
so  desired.  A  good  many  have  written  in.  We  have 
had  requests  from  several  secretaries  of  the  County 
Medical  Society  units.  This  seems  to  have  stimu- 
lated interest.  I  have  had  several  letters  from  rep- 
resentatives of  the  County  Medical  Societies  saying 
that  they  very  heartily  approve  this  new  edition. 

We  are  proud  of  it.  It  is  the  result  of  a  lot  of 
hard  work  on  the  part  of  this  joint  committee.  I 
take  no  credit  for  it.  Thank  you. 

PRESIDENT  KERXODLE:  You  have  heard  the 
report  of  the  Medico-Legal  Committee,  Dr.  Howell. 
Any  questions? 

DR.  SAMS:  I  move  that  it  be  received  as  infor- 
mation. 

(Motion  seconded  by  Dr.  Paschal.) 

PRESIDENT  KERNODLE:  Any  discussion?  All 
those  in  favor  let  it  be  known  by  saying  "aye" ; 
opposed  likewise.   The    "ayes"    have   it. 

At  this  time,  I  want  to  call  on  Dr.  Rhodes  to 
make  a  few  statements  with  regard  to  our  absent 
members. 

DR.  RHODES:  Mr.  Chairman,  I  am  sure  that 
all  of  us  are  saddened  by  some  of  the  things  that 
have  happened  to  some  of  the  people  that  were 
members  of  this  Council,  and  other  members  of 
our  Society. 

Some  weeks   ago,   Dr.   Jake    Shuford,   as  most   of 


you  know,  had  a  severe  cerebral  vascular  accident 
which  involved  pretty  complete  hemiplegia,  aphasia. 
For  a  time  at  least  it  looked  as  if  this  were  a  sort 
of  hopeless  situation,  but  the  latest  information  we 
have  about  Jake  is  that  he  has  almost  completely 
recovered  his  voice,  and  that  he  is  beginning  to 
have   sensation   in   the  paralyzed   side. 

He  has  been  removed  from  the  Presbyterian 
Hospital  to  the  Rehabilitation  Center  in   Charlotte. 

Dr.  Ted  Raiford,  whom  we  miss  very  much  here, 
has  been  having  some  difficulties  \v-ith  some  sort 
of  lymphatic  problem.  He  was  at  the  Pinehurst 
meeting  of  the  Council.  He  left  there  to  go  to  New 
York  to  the  Memorial  Hospital  where  he,  I  under- 
stand, had  total  body  radiation.  He  was  able  to 
preside  later  at  a  meeting  of  the  North  Carolina 
Surgical  Association  in  Charlotte,  but  was  consid- 
erably fatigued,  I  am  told.  And  the  latest  informa- 
tion I  have  about  Ted  is  that  he  has  been  recently 
back  to  New  York  for  a  checkup.  Just  what  the 
result  of  that  is,   I   don't  know. 

Dr.  Wingate  Johnson  was  visiting  in  Durham 
five  or  six  weeks  ago,  I  believe,  Jim,  and  suffered 
a  rather  severe  coronary  occlusion,  for  which  he 
was  admitted  to  Watts  Hospital  where  he  stayed 
for  several  weeks.  He  is  now  back  in  Winston- 
Salem,  and  at  least  the  last  information  I  have,  I 
believe  was  a  note  from  him,  and  he  is  apparently 
recovering  quite  well  and  is  able  to  engage  in  some 
of  his  activities. 

The  fourth  man  is  Dr.  Paul  Whitaker,  whom  we 
had  hoped  would  be  here  today  to  help  us  discuss 
one  of  the  major  problems  before  us,  that  of 
integration  of  the  Negro  physicians.  We  are  told 
in  a  message  this  morning  that  he  is  having  some 
chest  pain.  We  had  heard  a  few  days  ago  that  he 
was  in  bed  with  a  respiratory  infection,  and  on 
account  of  these  things  will  not  be  able  to  be  here. 

I  know  that  we  are  all  concerned  about  these 
members,  and  I  hope  that  all  of  us  will  remember 
them  in  our  thoughts,  and  I  would  make  a  motion, 
Mr.  Chairman,  that  our  secretary  be  instructed  to 
send  a  message  to  each  of  these,  expressing  our 
earnest  hope  for  their  full  recovery. 

(Motion   seconded  by  Dr.   Fuller.  1 

PRESIDENT  KERNODLE:  Dr.  Rhodes,  in  ad- 
dition, I  understand  also  some  question  came  up 
about  Dr.  Roscoe  McMillan  not  being  with  us  at 
this  meeting,  and  it  is  not  due  to  his  personal 
health,  but  is  due  to  his  brother's  critical  illness 
and  demise  expected  most  any  moment.  He  could 
not  leave  his  bedside. 

DR.  SAMS:  I  suggest  we  add  his  name  to  the 
list  for   the   Secretary  to   communicate  with. 

PRESIDENT  KERNODLE:  You  have  heard  this 
motion.  All  in  favor  let  it  be  known  by  saying 
"aye";  all   opposed? 

We  will  stand  for  a  minute  of  silent  prayer  in 
behalf  of  these  members  not  here,  and  thereafter 
will  adjourn. 

(The  meeting  recessed  for  luncheon  at  one 
o'clock.) 
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SATURDAY  AFTERNOON  SESSION 
May   4,  1963 

The  meeting  reconvened  at  2:25  p.m.,  President 
John   R.    Kernodle   presiding. 

PRESIDENT  KERNODLE:  Dr.  Brinn  has  a 
couple  of  remarks  to  make  at  this  time,  before  we 
get  to  Dr.  Brewer. 

DR.  BRINN:  I  would  like  to  extend  the  resolu- 
tions just  adopted  relative  to  our  absent  officials 
and  medical  friends  to  include  a  special  condolence 
to  Dr.  Zack  Owens  on  the  death  of  his  wife 
Martha. 

We  wish  for  him  a  continuing  interest  in  medical 
practice,  and  I  would  like  for  an  expression  of 
regret  and  condolences  to  be  sent. 

PRESIDENT  KERNODLE:  Dr.  Brinn,  would 
you  accept  to  add  to  that  area  Dr.  Donald  Koonce's 
wife,  who  passed  away  since  our  last  Council 
meeting? 

DR.   BRINN:   I   most  certainly   would. 

PRESIDENT  KERNODLE:  You  have  heard  this 
resolution. 

(The  motion  was  seconded  by  several,  then  put 
to   a  vote   and  carried   unanimously.) 

PRESIDENT  KERNODLE:  At  this  time,  we 
have  a  report  on  our  survey.  I  am  going  to  start  in 
order  with  item  6    (a). 

DR.  BEDDINGFIELD:  As  all  of  you  know,  the 
national  legislative  proposal  for  compulsory  na- 
tional health  insurance  under  Social  Security  fi- 
nanced mechanism  has  been  reintroduced  in  the 
88th  Congress. 

We  are  fortunate  in  that  the  name  is  again  the 
King-Anderson  Bill,  having  the  same  Congressional 
sponsors   as   it  did   in   the  87th  Congress. 

The  program  for  our  national  legislative  policy 
in  this  state  has  been  pretty  well  carried  forward 
to  our  County  Societies  by  a  series  of  five  regional 
meetings.  A.M. A.  has  developed  a  program  which 
our  committee  has  endorsed,  and  is  attempting  to 
implement  called  "Operation  Hometown."  This  is 
referred  to  in  the  mimeographed  copy  of  the  Leg- 
islative   Committee    Report   which  is   before  you. 

I  think  it  is  noteworthy  and  important  that 
this  is  a  coordinated  effort,  so  that  the  Auxiliary 
doesn't  have  one  program  and  the  Medical  Society 
a  different  program.  All  of  our  activities  are  tied 
together   into   a   coherent,   meaningful   program. 

I  believe  that  the  kits  that  have  been  distributed 
now  to  each  County  Society  are  applicable  and 
useful  to  each  society,  regardless  of  the  size  of 
the  society.  I  don't  think  it  is  necessary  before  this 
group  to  point  out  the  minor  technical  differences 
between  the  1962  version  of  King-Anderson  and 
the  1963  version.  They  are  essentially  the  same 
bill,  and  certainly  a  bill  that  is  unpalatable,  and 
intolerable  to  medicine. 

I  feel  that  we  should  continue  to  oppose  it 
vigorously,  and  I  think  that  "Operation  Hometown" 
gives  us  the  vehicle  with  which  to  oppose  it 
vigorously. 


PRESIDENT  KERNODLE:  Thank  you,  Ed. 

Mr.  Nelson,  I  haven't  called  on  you  to  make  any 
comments. 

MR.  NELSON:  The  only  comment  I  would  like 
to  make  is  on  the  King-Anderson  at  this  point, 
and  it  is  this:  That  there  is  a  great  deal  of  talk 
around  the  country  that  nothing  will  happen  this 
year,  and  this  is  certainly  a  good  possibility,  or 
maybe  even  a  probability.  But  the  President  and 
the  people  in  HEW,  and  the  people  in  organized 
labor,  are  using  this  time  to  their  maximum  advan- 
tage, and  covertly  are  doing  much  in  terms  of 
organization  work,  of  spreading  basically  their 
propaganda  about  this  program ;  and  they  are  using 
this  time  to  very  good  advantage. 

We  are  in  a  position  now  where  this  bill  is 
rather  well  discredited  across  the  country.  But  we 
need  to  be  sure  that  we  don't  let  up. 

PRESIDENT  KERNODLE:  You  have  heard 
those  comments.  Any  questions  you  would  like  to 
ask  Dr.  Beddingfield  or  Mr.  Nelson?  If  not,  we 
will  receive  this   as  information. 

(Such  motion  was  made  by  Dr.  H.  L.  Johnson, 
and  seconded  by  Dr.   Fuller.) 

PRESIDENT  KERNODLE:  All  those  in  favor 
let  it  be  known  by  saying  "aye";  opposed  likewise. 
Carried. 

Ed,  do  you  want  to  talk  about  the  Committee  on 
Legislation  report? 

DR.  BEDDINGFIELD:  Gentlemen,  the  report  of 
the  Committee  on  Legislation  was  purposely  not  in 
the  Compilation  of  Committee  Reports.  It  was 
mimeographed  Thursday  morning  in  preparation 
for  distribution  this  morning,  and  I  now  find  it  is 
obsolete  and  out  of  date. 

COMMITTEE  ON  LEGISLATION 

1962-63  has  been  a  busy  one  for  your  Commit- 
tee. Intense  interest  in  health  affairs  at  both  the 
State  and  National  level  with  the  Legislature  and 
Congress  both  in  session  has  produced  many 
challenges  for  the  profession. 

The  effort  developed  during  the  spring  of 
1962  to  effectively  communicate  with  our  Con- 
gressmen within  each  Congressional  district  was 
culminated  in  June  when  35  physicians  repre- 
senting all  areas  of  the  State  journeyed  to  Wash- 
ington for  a  day  of  legislative  briefing  by  AMA 
officials,  visits  to  individual  Congressmen  in 
their  offices,  and  climaxed  by  a  three-hour 
luncheon  meeting  with  the  entire  Congressional 
Delegation.  Both  the  lawmakers  and  physicians 
seemed  to  feel  that  this  was  a  worthwhile  ses- 
sion, and  your  Committee  believes  that  future 
such  sessions  be  carried  out  at  appropriate  times. 

We  were  all  pleased  that  the  87th  Congress  de- 
feated the  1962  version  of  the  King- Anderson 
Bill  by  the  now  famous  .52-48  vote  in  the  Senate. 
However,  we  all  realized  that  this  was  but  a 
temporary  respite,  and  at  the  writing  of  this  re- 
port, we  are  faced  with  the  now  88th  Congress 
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and  the  1963  version  of  King-Anderson,  which  is 
basicallj-  unchanged  and  is  wholly  unacceptable 
to  medicine. 

Although  it  is  uncertain  at  this  time  as  to  the 
actual  schedule  of  definitive  Congressional  action 
on  KLng-Anderson,  it  must  be  emphasized  that 
our  coordinated  program  of  legislative  and  educa- 
tional activity  must  be  set  into  operation  if  we 
are  to  continue  to  be  successful  in  our  fight 
against  compulsory  federal  health  insurance.  Our 
format  of  activity  which  has  been  designed  by 
the  AMA  is  entitled  "Operation  Home  Town"  and 
if  implemented  to  maximum  usefulness  by  each 
county  society  will  generate  overwhelming 
grassroots  support  for  the  cause  of  medicine.  A 
series  of  five  regional  meetings  has  been  held  in 
this  State  in  an  effort  to  introduce  "Home  Town" 
to  a  representative  of  each  Society.  As  in  1962, 
we  are  again  fortunate  in  securing  the  part-time 
services  of  Mr.  Ken  Beeston  to  assist  in  the  field- 
work  coordination  of  this  program.  Mr.  Beeston's 
remuneration  is  a  joint  effort  of  AMA  and  this 
Society.  We  are  grateful  to  his  employer,  the 
Hospital  Saving  Association,  for  allowing  us  to 
utilize  him  part-time. 

In  the  1963  General  Assembly,  our  major  in- 
terest has  again  been  directed  toward  the  full  im- 
plementation of  Kerr-Mills  in  North  Carolina.  At 
this  writing,  the  fate  of  this  legislation  is  un- 
certain, but  certainly  not  hopeless.  Governor 
Sanford  has  expressed  strong  support  for  this 
program,  and  prior  to  the  convening  of  the  As- 
sembly he  appointed  a  Governor's  Committee  to 
study  Kerr-Mills  and  to  draft  specific  legislation. 
Your  President  and  Committee  Chairman  served 
on  this  Committee.  Effective  opposition  to  the 
proposal  was  expressed  bj-  the  N.  C.  Association 
of  Countj'  Commissioners,  primarily  on  the 
grounds  that  to  proxide  a  health  care  program 
for  the  aged  medically  indigent  which  offered 
more  benefits  than  the  programs  available  to  the 
totally  indigent  was  philosophically  indefensible 
and  would  lead  to  administrative  difficulties  at 
the  county  level.  After  much  controversy,  a 
compromise  bill  resolving  most  of  these  issues 
was  drafted  (designated  "Committee  Substitute 
for  SB8")  and  has  been  given  a  unanimously 
favorable  report  by  the  Senate  Welfare  Com- 
mittee and  referred  to  the  Appropriations  Com- 
mittee, where  action  is  now  pending.  The  com- 
promise version  is  regarded  as  acceptable  to  this 
Society,  and  members  are  urged  to  express  sup- 
port of  this  measure  to  their  legislators. 

Daily  legislative  activity  is  closely  monitored 
by  our  Executive  Secretary,  our  legal  counselor, 
and  bj^  the  Committee  Chairman,  and  some  80 
bills  have  received  special  attention  for  their 
bearing  on  health  affairs  and  medical  practice. 
Advice  and  guidance  has  been  frequently  sought 
from  other  Society  Committees  and  members  and 
insofar  as  possible,  the  traditional  policies  of  the 


Society  have  prevailed  in  our  expressions  of  at- 
titudes. 

The  Committee  wishes  to  acknowledge  the  ef- 
forts of  all  who  have  made  hundreds  of  speeches, 
written  thousands  of  letters,  and  expended  un- 
told energies  in  support  of  our  legislative  goals. 
We  are  especially  indebted  to  Jim  Barnes,  John 
Anderson,  Bill  Hilliard,  Dick  Nelson.  Ken  Bees- 
ton,  and  Annette  Boutwell  for  effort  beyond  the 
call  of  duty. 

Edgar  T.  Beddingfield,  Jr.,  M.D. 

The  main  change  that  I  would  like  to  call  to  your 
attention  is  the  fate  of  the  Kerr-Mills  implementa- 
tion legislation  in  our  state  legislature.  The  report 
indicates  that  the  Kerr-Mills  implementing  legis- 
lation was  still  in  the  Appropriations  Committee, 
and  there  has  been  a  change  since  that  time. 

I  would  like  to,  before  describing  this  change, 
point  out  that  we  have  been  in  a  little  bit  of  a 
peculiar  position  on  this  bill,  in  that  Governor 
Sanford  appointed  a  Governor's  Committee  for 
drafting  legislation  for  the  aged  in  North  Carolina. 
This  committee  met  a  couple  of  times  before  the 
legislature  convened.  Your  President  and  the 
Chairman  of  the  Legislative  Committee  were  mem- 
bers of  this  Committee,  but  they  have  been  calling 
the  strategy  and  the  legislative  shots  more  than 
the  Medical  Society  per  se. 

I  think  that  we  have  had  a  great  many  more 
allies  in  realizing  the  need  for  Kerr-Mills  in  this 
legislature  than  we  did  two  years  ago.  At  that 
time,  essentially  we  had  to  go  it  alone.  We  have 
had  more  friends  among  the  legislators,  among  the 
press,  and  among  other  prominent  citizens  across 
the  state. 

Our  main  source  of  opposition  has  come  from  the 
North  Carolina  Association  of  Count.v  Commission- 
ers. As  indicated  in  your  mimeographed  report,  the 
essence  of  their  opposition  was  the  fact  that  they 
felt  that  it  was  philosophically  wrong  and  admin- 
istratively bunglesome  to  attempt  to  provide  more 
medical  benefits  for  the  medically  indigent  than 
we  were  doing  for  the  totally  indigent,  a  less  afflu- 
ent group.  They  felt  that  it  would  be  difficult  for 
county  governmental  units  to  explain  to  their  peo- 
ple. 

It  was  hard  to  argue  against  this,  very  frankly. 

The  arguments  of  the  Association  of  County 
Commissioners  were  very  telling  and  have  dealt  us 
some  damage  in  our  attempt  to  get  Kerr-Mills 
implemented   in   North   Carolina. 

However,  we  soon  discovered  that  spokesmen  for 
the  Association  of  County  Commissioners  did  not 
in  fact  represent  the  uniform  sentiment  across  the 
State  of  individual  Boards  of  County  Commission- 
ers, and  when  this  was  brought  to  the  attention  of 
the  various  committees  of  the  legislature,  the  ar- 
guments were  somewhat  diluted,  to  the  point  that 
at  this  time  a  compromise  bill  has  been  drawn  which 
is    acceptable    to    the   Kerr-Mills   philosophy  of   our 
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Society,  and  which  was  accepted  by  the  Associa- 
tion of  County  Commissioners. 

The  bill  would  provide  some  increased  monies  for 
Welfare  Department  medical  services,  not  only  for 
the  medically  indigent  over  65  years  of  age,  but 
also  for  the  totally  indigent  above  65  years  of  age, 
and  for  the  totally  indigent  of  all  age  groups, 
although  not  to  the  same  degree  as  those  over   65. 

This  bill  was  passed  unanimously  by  the  Senate 
Welfare  Committee  and  was  referred  to  the  Ap- 
propriations Committee.  It  has  been  sitting  in  the  Ap- 
propriations Committee  for  some  three  weeks.  We 
had  hoped  that  through  some  device  we  could  get 
the  Legislative  Committee  to  go  ahead  and  vote  on 
this  bill — we  hope  favorably — and  report  it  out  for 
floor  action  prior  to  the  passage  of  the  big  appro- 
priations bill.  But  we  found  that  this  was  not 
possible  under  the  operating  rules  of  the  legisla- 
ture. 

Therefore,  we  were  left  with  two  choices.  Mr. 
Anderson  and  I  have  discussed  this  several  times 
at  length.  We  could  have  waited  until  the  com- 
bined appropriations  bill  was  acted  on,  which 
would  be  some  three  or  four  weeks  hence,  probably 
near  the  end  of  the  legislature,  or  we  could  have 
had  the  appropriations  deleted  from  the  existing 
bill  and  have  it  brought  in  without  the  appropria- 
tions. 

Our  colleagues  in  the  legislature,  members  of  the 
Governor's  Committee  who  had  been  steering  the 
bill  along  in  the  legislature  along  with  us,  decided 
this  week  that  it  would  be  good  to  go  ahead  and,  for 
the  moment,  delete  the  specific  dollar  appropria- 
tions in  the  bill,  and  to  have  it  considered  on  the 
floor  of  the  legislature.  Therefore,  the  reference 
to  the  specific  dollar  appropriation  has  been  deleted, 
and  I  understand  it  is  considered  for  floor  action 
in  the  Senate  probably  sometime  during  the  en- 
suing week. 

That  is  the  essence  of  the  state  legislature  situa- 
tion with  regard  to  Kerr-Mills.  I  will  be  glad  to 
answer  questions  if  there  are  any. 

PRESIDENT  KERNODLE:  You  anticipate  from 
that  statement  that  you  are  going  to  contact  all 
the  legislative  people  now  while  we  are  here  to  get 
them  to  contact  the  Senators  tomorrow. 

PRESIDENT  KERNODLE:  We  will  decide  on 
how  the  best  method  is  to  approach  this  between 
now  and  tomorrow  at  the  House  of  Delegates,  and 
you  will  bring  it  up  during  the  report  of  the  Leg- 
islative Committee  at  that  time  to  the  House  of 
Delegates. 

DR.  BEDDINGFIELD:   That's  correct. 

(Discussion  ensued  regarding  hospital  allowances 
per  diem  for  public  assistance  cases  in  relation  to 
reimbursable   costs.) 

PRESIDENT  KERNODLE :  I  might  interest  you 
by  telling  you  I  brought  up  this  thing  several  years 
ago  with  regard  to  cost  accounting,  the  fact  that 
a  private  bed  is  more  expensive  than  a  ward  bed. 
It    took    me    three    and   one-half    years    to    get  the 


Duke  Endowment  people  to  even  consider  a  survey 
on  this,  and  they're  working  on  it  now  to  see  if 
there  is  any  differential  between  cost  accounting 
for  a  private  and  a  ward  bed,  and  bringing  down 
realistic  facts,  the  cost  of  laboratories,  and  so 
forth.  I  think  it  will  be  beneficial. 

That  gets  us  back  to  the  fact  that  we  won't  take 
any  action  now  with  regard  to  our  feeling  about 
hospital  administration.  I  am  ready  for  a  state- 
ment, or  motion,  or  question. 

DR.  FULLER:  I  hereby  move  that  this  Council 
reprimand  the  Hospital  Administrators  for  their 
lack  of  a  farsighted  approach  to  overall  good  for 
our  patients  in  relation  to  current  legislation  before 
us  today. 

PRESIDENT  KERNODLE:  You  have  made  a 
motion  that  a  committee  be  appointed  to  send  a 
statement  to  the   Hospital   Administrators. 

(The  motion  was  seconded.) 

PRESIDENT  KERNODLE:  Any  further  dis- 
cussion on  this?  All  in  favor  let  it  be  known  by 
saying  "aye";  all  opposed  likewise.  The  "ayes"  have 
it. 

If  it  is  agreeable  and  no  one  objects,  we  will  skip 
down  to  item  6  (r),  Dr.  Eugene  Hargrove  on 
training  physicians  in  local  areas  for  mental  hos- 
pitals. 

DR.  EUGENE  HARGROVE:  Mr.  President,  I 
want  to  bring  to  the  attention  of  the  Society  a 
problem  that  we  have  in  the  mental  hospitals 
mainly  that  has  to  do  with  the  after  care  and  the 
high  readmission  rates  that  we  now  have  in  the 
hospitals. 

As  many  of  you  know,  we  have  had  in  operation 
for  about  a  year  and  a  half  now  several  after  care 
facilities.  Some  of  these  are  full  time  and  some  of 
these  are  only  part  time.  But  one  striking  finding 
has  been  in  this  last  year  and  a  half  that  the 
patients  who  have  been  followed  after  discharge 
from  the  hospitals  have  had  a  marked  reduction 
in  readmission  to  the  hospitals.  The  overall  state 
readmission  rate  runs  around  45  per  cent  at  the 
present  time,  and  in  the  after  care  facilities  where 
patients  are  followed,  this  has  been  cut  to  between 
10  and  12  per  cent  in  most  of  the  clinics,  and  in 
one  full-time  clinic,  the  one  in  Charlotte,  the  read- 
mission  there  of  patients  who  have  been  followed 
for  this   period   has  been   cut   to  4  per  cent. 

So  this  has  indicated  to  us  that  there  is  a  real 
advantage  to  having  some  kind  of  an  after  care 
program  for  patients  discharged  from  the  hospital. 

One  of  the  thoughts  we  had  was  to  secure  help 
and  advice  and  counsel  on  this  in  regard  to  setting 
up  additional  after  care  programs  or  projects.  We 
have  one  suggestion  that  we  would  like  to  put 
before  the  Council  for  consideration  now  or  later 
for  advice,  or  for  blessing,  whichever  would  be  in 
order. 

We  were  particularly  interested  in  the  Westei-n 
section  of  the  State,  the  patients  who  are  dis- 
charged after   leaving   Broughton  Hocpital  in   Mor- 
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gantoii.  This  hospital  has  the  most  trouble  getting- 
the  full  staff  that  we  have  allocated  to  us,  and  one 
thought  we  had  was  that  we  might,  by  working 
through  all  of  the  County  Medical  Societies  served 
by  the  Broughton  area,  that  out  of  these  twenty 
or  so  counties,  we  might  bo  able  to  persuade  about 
six  or  seven  of  the  counties  to  become  interested  in 
this  follow-up  program  as  a  kind  of  a  pilot 
project. 

Perhaps  there  might  be  six  of  the  counties 
interested,  and  out  of  these  six,  they  would  be 
willing  to  have  a  physician  or  two  in  the  county 
spend  a  little  bit  of  time  in  the  hospital  getting 
acquainted  with  the  procedure  in  the  hospital;  and 
then  work  with  the  hospital,  with  one  of  the  psy- 
chiatrists assigned  to  this  particular  project  who 
could  make  rounds  through  these  counties  to  work 
with  the  physicians  who  might  be  interested  in  this 
and  who  would  receive  consultation  from  him,  and 
to  whom  we  could  discharge  the  patients  in  that 
particular  county  for  follow-up  care,  provided 
there  was  no  family  physician  there  who  was  in 
the  position  to  follow  up  this  patient.  This  kind 
of  a  program,  we  think,  would  be  helpful  in  the 
followup  and  initiating  a  closer  liaison  in  the  com- 
munity with  the  physicians  and  the  hospitals. 

PRESIDENT  KERNODLE:  You  have  heard 
this  request  of  Dr.  Hargrove  in  regard  to  his  desire 
to  get  the  Executive  Council's  sanction  for  cooper- 
ation on  the  local  level  of  training  of  physicians 
to  handle  after-care  patients. 

This,  in  general,  in  my  mind  is  a  portion  of  the 
already  adopted  mental  health  program  that  we 
have  advocated  in  our  six  principles  last  fall,  that 
we  wanted  to  get  the  community  level  treatment 
of  psychiatric  patients,  and  I  think  he  is  trying 
to  get  started  on  a  program  of  training  and  edu- 
cation  of   our  present  medical   facilities   and  staff. 

Do  I  hear  any  comment  on  this  report? 

DR.  BEDDINGFIELD:  Dr.  Kernodle,  Dr.  Har- 
grove knows  from  many  conversations  that  we  have 
had  before  that  certainly  the  physicians  in  Wilson 
County  have  had  a  very  happy  experience,  by  and 
large,  with  the  after-care  program,  that  the  Hos- 
pital Control  has  carried  on  there.  We  want  to 
see  this  continue.  We  want  to  see  this  become  a  part 
of  the  Mental  Health  Program  that  we  endorsed 
in  this  meeting  this  morning. 

PRESIDENT  KERNODLE:  Any  other  comments 
in  regard  to  this,  or  action  that  you  would  like  to 
take? 

DR.  THOMAS  L.  MURPHY:  How  is  this  going 
to   be  financed,  by  the  Public   Health,   or  how? 

DR.  HARGROVE:  This  would  be  financed  by 
the  hospitals,  by  our  budget,  that  the  men  involved 
in  this  who  are  willing  to  do  this  would  be 
reimbursed  for  their  time. 

DR.  BEDDINGFIELD:  What  is  your  average 
cost  per  patient  per  day,  for  your  in-patients, 
now? 

DR.   HARGROVE:    Roughly    a    little    more    than 


four  dollars  a  day. 

DR.  BEDDINGFIELD:    In-patients   in  hospitals. 

Do  you  have  any  figures  for  what  the  cost  per 
patient   per    day   in    the    after-care    clinic    is? 

DR.  HARGROVE:    About  15  cents. 

DR.  BRINN:  The  question  arises  every  now  and 
then — you  see  it  in  the  newspapers — a  mental 
health  patient  recently  discharged  from  such  and 
such  an  institution  commits  some  heinous  crime. 
Would  your  after-care  clinics  be  in  a  good  position 
to  be  able  to  catch  that  sort  of  thing  before  it  wont 
too  far? 

DR.  HARGROVE:  I  think  you  certainly  would 
cut  down  on  it  if  you  had  good  after  care.  It's 
just  like  the  after-care  clinics  operating  now.  They 
see  those  warning  signs  which  may  put  the  patient 
back  into  the  hospital  or  maybe  building  up  to 
another  breakdown,  and  they  can  either  put  him 
on  medication,  if  that  is  what  he  needs,  or  send 
him  back  to  the  hospital  much  sooner  than  if  he 
were  without  care. 

I  think  that  would  improve  the  whole  atmosphere 
of  the   thing  all  the  way  around. 

PRESIDENT  KERNODLE:  Any  other  ques- 
tions? 

DR.  PASCHAL:  I  move  that  we  approve  his  sug- 
gestion and  recommendation,  and  that  we  recom- 
mend to  the  County  Societies  that  they  participate 
in  this. 

(Motion  seconded  by  Drs.  Fuller  and  Bedding- 
field.) 

PRESIDENT  KERNODLE:  Any  discussion?  All 
those  in  favor  let  it  be  known  by  saying  "aye"; 
opposed  likewise.  Carried. 

Dr.  Llewellyn,  I  believe  we  will  take  your  report 
up  next,  item  6  (s),  Report  on  Marriage  Counseling 
Training   Center. 

DR.  C.  E.  LLEWELLYN:  Mr.  Chairman,  you 
have  been  very  kind  in  asking  me  to  come  here, 
which  I  welcome  as  an  opportunity.  I  expect  many 
of  you  wonder  "What  is  the  marriage  counseling 
training  center  committee?" 

I  have  asked  Mrs.  Boutwell  to  pass  around 
among  you  a  statement. 

The  members  of  the  committee  are  listed  on  the 
last  page,  and  I  won't  review  this  in  order  to  save 
time. 

I  might  comment  on  a  little  bit  of  history,  to 
give  you  an  idea  as  to  what  happened  here.  Ap- 
parently, in  the  fall  of  1961,  some  representatives 
of  the  Association  of  Marriage  Counselors  came  to 
North  Carolina  and  talked  to  some  physicians, 
predominantly  a  group  associated  with  the  Uni- 
versity of  North  Carolina,  and  Bowman  Gray,  De- 
partment of  Preventive  Medicine.  Out  of  this  grew 
a  small  symposium  on  the  problems  of  marriage 
counseling.  Also,  you  know  Dr.  Nash  Herndon 
and  Mrs.  Ethyl  Nash  sent  out  a  questionnaire  to 
physicians  in  North  Carolina  asking  about  their 
knowledge  in  the  field  of  marriage  counseling  and 
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their  training  in  this,  and  was  it  adequate  to  han- 
dle  this? 

The  results  of  this  were  very  interesting,  in  that 
she  found  that  most  physicians  felt  that  they  had 
little  knowledge  in  dealing  with  marital  problems. 
They  wished  they  had  more;  and  all  of  them  felt 
that  it  should  be  taught  in  the  medical  schools,  or 
most  did. 

In  January  of  1962,  a  larger  meeting  was  held 
at  the  University  of  North  Carolina  representing 
many  disciplines  related  to  marriage  counseling, 
lawyers,  family  servicing  agencies,  as  well  as  phy- 
sicians. May  I  simply  say  that  out  of  this  two 
groups  were  formed.  One  group  was  to  medically 
pursue  training  and  teaching  activities  in  marriage 
counseling,  and  the  result  of  that  was  a  symposium 
held  last  fall  at  the  University  of  North  Carolina 
for  general  practitioners  in  marriage  counseling. 

The  other  group  was  a  group  that  formed  to 
consider  the  possibilities  of  developing-  a  marriage 
counseling  training  center  that  is  operating  under 
medical  leadership  in  the  United  States,  which  is 
at  the  University  of  Pennsylvania,  in  the  Depart- 
ment of  Psychiatry. 

We  found  that  some  of  our  questions  were  an- 
swered on  this  visit  there.  Primarily,  my  questions 
were  "Is  this  a  scientific  area  that  physicians 
should  be  involved  in?"  Number  two,  "Is  it  a 
teachable  and  trainable  area?"  Number  three,  "Is 
it  reasonable  to  assume  that  physicians  could  profit 
from  a  knowledge  of  marriage  counseling  in  a  way 
that  would  be  applicable  to  their  practice  of  medi- 
cine?" 

I  found  the  answers  to  these  very  definitly  posi- 
tive. Coming  back,  at  least  our  committee  felt  that 
it  would  be  important  to  now  actively  begin  to 
think  in  terms  of  how  can  we  perhaps  develop 
some  type  of  training  facility.  We  have  made  cer- 
tain basic  decisions:  One,  as  you  will  see  in  this 
report,  we  feel  that  the  medical  profession  in 
North  Carolina  should  take  this  leadership. 

We  also  feel  that  if  medicine  does  not  take  the 
leadership,  that  there  is  a  very  g'ood  possibility 
that  some  nonmedical  group  will  take  the  leader- 
ship. We  have  already  social  workers  active  in  this 
field  and  who  are  doing-  a  very  good  job. 

Psychology  is  very  interested,  and  my  psycholo- 
gical friends  tell  me  of  a  very  definite  interest  in 
this  area.  There  are  training  institutions  in  this 
country  that  are  conducted  by  social  woi'kers  and 
psychologists,  not  in  this  state  but  in  this  country. 

We  felt  that  there  is  no  question  of  the  need  in 
North  Carolina,  as  is  demonstrated  by  the  survey 
by  Dr.  Herndon  and  Mrs.  Nash.  We  felt  that  the 
interest  is  obviously  here  because  of  the  high 
attendance  to  the  meetings  that  we  have  already 
held.  We  felt  that  the  opportunity  was  ours,  and 
we  felt  very  definitely  that  the  medical  profession 
should  take  the  lead. 

Therefore,  we  are  here  before  you  today  because 
we   think   that  the  first   step  that  we   should  take 


is  to  ask  for  the  guidance  and  support  of  the 
Medical  Society. 

Now  let  me  make  one  or  two  brief  comments  on 
what  our  plans  are.  I  think  the  best  way  to 
describe  this  is  to  say  that  our  plans  are  most 
flexible.  We  don't  know  where  we  are  going  to 
establish  such  a  training'  center.  We  are  not  sure 
v/hat  form  it  will  take.  We  do  not  know  how  it 
will  be  financed,  and  we  are  not  really  sure  who 
we  are  going  to  teach.  But  I  think  this  is  impor- 
tant, because  I  think  we  have  certainly  come  to 
the  point  that  we  feel  it  is  a  necessary  move.  We 
feel  that  the  answer  to  these  questions  should  be 
evaluated  with  very  careful  judgment  and  very 
careful  decision.  There  are  obviously  two  or  three 
major   possibilities. 

It  should  be  associated  with  one  of  the  major 
universities.  Apparently,  two  of  the  major  univer- 
sities are  definitely  interested,  but  have  certainly 
not   committed  themselves. 

Secondly,  it  could  be  developed  as  part  of  the 
training  facilities  of  a  state  organization;  and  in 
this  instance,  certainly  the  possibility  is  the  State 
Hospital  system,  or  perhaps  the  new  Department 
of  Mental  Health,  as  a  training  function  in  the 
field  of  mental  health  for  the  physicians  of  the 
state. 

A  third  is  that  it  might  develop  in  some  large 
urban  area  unrelated  to  a  university  center.  We 
feel  that  this  is  certainly  a  possibility.  Other 
cities  such  as  Charlotte,  Raleigh,  etc.,  could  do 
this. 

The  point  as  to  who  wovild  be  trained :  Well,  we 
feel  that  there  is  no  question  that  medical  students, 
residents  in  various  specialties,  especially  psychia- 
try; physicians  in  practice  who  may  need  and 
would  desire  knowledge  about  and  further  training 
in  marriage  counseling  undoubtedly  should  have 
priority.  This  is  our  major  interest. 

We  recognize  that  ministers,  social  workers,  pre- 
dominantly, are  already  active  in  this  field.  Many 
of  us  feel  that  they  could  use  more  training.  They 
recognize  this  too,  particularly  ministers. 

It  is  possible  that  we  may  consider  at  a  future 
date  the  possibility  of  training  such  people,  and  we 
feel  that  if  they  were  trained  under  medical  lead- 
ership, that  then  they  would  look  to  medicine  for 
guidance,  supervision,  and  counseling  in  their 
counseling.  We  feel  that  if  they  are  trained  by 
their  own  groups  without  the  hand  of  medicine 
present,  then  they  are  less  likely  to  turn  to  medi- 
cine for  leadership. 

We  would  like  to  have  the  support,  the  guidance, 
and  the  advice  of  the  Medical  Society. 

In  order  to  take  up  the  last  point,  I  recommended 
in  this  note  that  the  Medical  Society  consider  ap- 
pointing an  Advisory  Committee  that  would  work 
with  us,  or  that  we  could  be  a  part  of.  I  think 
that  it  is  extremely  important  that  we  know  the 
feelings,  attitudes  and  reactions  of  the  physicians 
of  this  State  in  this  plan. 
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PRESIDENT  KERNODLE:  You  have  heard  this 
report  and  request.  Is  there  a  desire  for  action,  or 
any  discussion? 

DR.  FULLER:  Mr.  President,  we  as  a  group  can 
approve  this  report,  and  if  he  wishes  any  specific 
lecommendations  we  can  go  ahead  and  discuss 
them. 

PRESIDENT  KERNODLE:  He  has  so  stated 
that  an  advisory  committee  be  appointed  from  the 
group  to  work  with  them. 

Do  you  want  to  accept  the  report  and  recom- 
mend that  Dr.  Rhodes  appoint  a  committee  to  work 
with  Dr.  Llewellyn  and  his  program  in  developing 
this   training  center? 

Is  there  a  second? 

(Motion  seconded   by  Dr.  Bivens.) 

PRESIDENT  KERNODLE:  Any  further  dis- 
cussion on  this?  Dr.  Rhodes  will  be  empowered. 
All  in  favor  of  that  say  "aye";  opposed  likewise. 
Thank  you.   Carried. 

At  this  time  we  are  going  to  move  on  into  Inte- 
gration of  Scientific  Members.  At  this  moment,  I 
would  like  for  Mr.  Barnes  to  give  us  a  report  of  the 
survey  that  was  asked  for  at  our  meeting  sometime 
back. 

MR.  B.ARNES:  I  believe  this  is  a  follow-up  of 
the  Committee  of  78,  that  the  Councilors  were 
commissioned  to  communicate  with  the  County  So- 
ciety officials  to  obtain  a  referendum  of  the  mem- 
bership  of  the    State   Medical    Society. 

The  reports  are  in  on  45  of  the  78  County  Medi- 
cal Societies.  Those  Societies,  representing  a  total 
of  2,423  numbers,  of  the  2,423,  the  total  vote  on 
four   categories    of   information: 

I  assume  the  term  "original  status"  meant  to 
return  to  the  situation  that  we  had,  when  we  had 
only  one  class  of  voting  membership.  There  were  8 
for  returning  to  that  status,  and  15  opposed  to 
returning  to  that  status. 

DR.  BEDDINGFIELD:  That's  members,  not  so- 
cieties. 

MR.  BARNES:  Out  of  the  2,423. 

Now  to  "continue  the  Scientific  Class  of  mem- 
bership," there  were  184  voted  yes,  and  8  voted 
no. 

DR.   BEDDINGFIELD:    That's  status   quo. 

MR.  BARNES:  Eight  opposed  to  continuing  sci- 
entific membership.  I  don't  know  whether  they 
wanted  to  abolish  scientific  membership   or  not. 

To  "grant  full  membership,"  there  were  825  voted 
yes,  and  172  voted  no.  And  of  the  total  of  the  2,423 
membership,  98  of  that  membership  abstained  from 
voting.  So  we've  got  something  like  a  1,200  or  1,300 
referendum  expression,  out  of  a  potential  of  2,423 
in  these   45  counties. 

I  believe  there  are  20  counties  that  the  vote  was 
not  decipherable.  For  instance,  one  county  said  that 
all  that  were  present  in  the  County  Medical  So- 
ciety voted  unanimously.  He  didn't  say  how  many 
were  present.  There  are  12  members  of  that  So- 
ciety. We  don't  know  whether  that  is  a  12-member 


unanimous  vote,  or  whether  it  is  unanimous  of  5 
that  were  there.  We  don't  know.  We  have  sent  back 
and  requested  these  counties  to  report  definitely, 
and  there  is  no  report  on  them. 

For  instance,  Mecklenburg,  with  314  members, 
says  that  their  Cabinet  has  met  and  voted  unani- 
mously for  full  membership.  They  say  that  is  based 
on  an  action  that  they  took  'way  back  in  the  early 
50's.  We  don't  know  whether  314  members  were 
present,  or  whether  it  was  just  the  Cabinet  of  12, 
15  or  20  men. 

DR.  BRINN:    How    did  you   include   those? 

MR.  BARNES:   We  didn't  in  this  vote  of  2,400. 

PRESIDENT  KERNODLE:  That  vote  of  2,400 
does  not  include  that  county. 

DR.  MURPHY:  What  did  they  decide  by  coun- 
ties? 

MR.    BARNES:    They  expressed   no   vote. 

DR.  WILLI.AMS:   That  doesn't  total  2,423. 

MR.  B.ARNES:  There  were  2,423  members  in  the 
45  counties  reporting,  but  all  of  those,  only  about 
half,  about  1,423  of  those  voted  referendum-wise. 

DR.  BRINN:  Membership  consists  of  how  many? 

MR.  BARNES:  There  would  be  over  3,400  on  the 
voting  roll  right  now,  as  far  as  a  referendum 
is  concerned.  So  I  would  say  that  this  report  prob- 
ably represents  counties  that  possess  two-thirds  of 
the  membership,  but  only  about  a  little  over  a 
fourth  voted,  you  see. 

DR.  SQUIRES:  How  many  component  medical 
societies  voted  for  it  or  against  — 

As  a   society. 

MR.  BARNES:  This  was  not  a  County  Society 
tally.  This  was  a  referendum  of  membership  ref- 
erendum. 

PRESIDENT  KERNODLE:  Can  you  give  it  ac- 
cording to   County? 

MR.  B.ARNES:  You  would  have  to  figure  it 
out. 

PRESIDENT  KERNODLE:  Did  you  have  any 
more  questions  with  regard  to  the  way  this  was 
given  to   you? 

Now  may  I  reiterate  what  he  has  stated,  that  a 
total  of  about  45   county  societies  have  replied. 

Forty-five  of  them  we  were  able  to  get  the 
figures  which  we  gave  you,  which  tabulated  825  for 
full  membership,  a  total  of  356  remaining  as  scien- 
tific members,  and  98  abstaining  out  of  a  total 
membership   of   2,423. 

You  have  heard  this  report,  and,  as  I  say,  it 
certainly  was  not  the  easiest  thing  to  go  through. 
We  have  written.  We  wired  and  tried  to  get  clari- 
fication. 

Dr.  Beddingfield  and  Dr.  Rhodes  were  sitting  in 
on  the  tabulation  of  these  reports  sometime  ago. 
Since  then,  there  have  been  a  few  changes,  but  not 
great.  Do  either  of  you  have  any  comments  on 
this? 

DR.  BEDDINGFIELD:  The  only  comment  that 
I  would  have,  Mr.  President,  is  not  the  fact  that 
only   about    25    per    cent    of    our    membership    has 
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expressed  itself  in  the  form  of  votes,  but  they  have 
had  the  opportunity  to  express  themselves  in  the 
form  of  votes.  That  was  the  intent  and  purpose  of 
the  Committee  on  the  78,  to  give  every  one  of  our 
34  or  35  hundred  members  an  opportunity  to  ex- 
press themselves  on   this  important   issue. 

Now  I  think  that  that  opportunity  has  been 
presented. 

DR.  BENTON:  Except  in  the  case  of  Charlotte. 
We  don't  know  if  they  had  an  opportunity  to  vote 
or  not. 

DR.  H.  .JOHNSON:  Is  there  any  indication  in 
the  information  you  have  there  as  to  whether  or 
not  the  delegates  from  these  counties  have  been 
instructed  as  to  what  the  wishes  of  the  County 
Society  might  be  in  regard  to  this,  as  based  on  the 
voting  of  the  membership? 

PRESIDENT  KERNODLE:  Of  course,  the  Coun- 
cilor's instruction  was  to  conduct  a  referendum  of 
the  membership  of  the  whole  Society,  and  not  any 
polling  of  the  delegates,  or  polling  of  the  societies 
either. 

What  is  the  pleasure  of  the  group?  You  asked 
for  a  referendum.  We  have  it.  It  is  very  unsatis- 
factory in  many  respects,  and  yet  it  has  some 
connotation  of  the  numbers.  What  would  be  the 
choice  of  your  decision  on  how  to  handle  the 
problem  at  this  time? 

DR.  RHODES:  I  would  like  to  suggest  that  we 
have  two  bases  on  which  we  might  give  considera- 
tion to  this;  one  being  this  referendum,  which  was 
supported  on  the  ground  that  we  would  like  to 
have  a  membership  voice  from  the  membership  of 
the  Society.  As  you  say,  that  is  not  entirely  satis- 
factory. And  then  we  have  a  report  of  our  own 
Committee  on  Integration,  which  you  will  recall  as 
a  divided  report,  the  majority  of  the  report  recom- 
mending that  we  maintain  the  status  quo,  and  the 
minority    report  recommended   full   membership. 

Those  are  the  two  things  we  have  before  us;  it 
seems  to  me  we  have  to  consider  them  if  we  want 
to   arrive  at  some  sort  of  a  recommendation. 

DR.  PASCHAL:  I  was  going  to  remark  I  thought 
if  this  matter  does  come  to  the  floor  of  the  House 
of  Delegates,  that  it  would  be  possibly  well  for  us 
to  bring  to  them  the  results  of  this  poll,  for  what- 
ever it  is  worth. 

I  believe  that  the  overall  figures  do  give  some 
indication  as  to  the  nature  of  the  thinking  across 
the  state.  It  might  not  be  entirely  accurate,  but 
those  of  them  that  have  taken  the  trouble  to  vote 
I  think  have  expressed  themselves  one  way  or  the 
other. 

It  seems  to  me  like  those  that  haven't  voted  have 
had  the  opportunity  of  voting. 

I  think  the  Council  does  have  a  responsibility  of 
responsible  leadership,  and  possibly  for  that  reason 
they  should  have  a  firm  recommendation.  But  if  it 
is  possible,  I  would  like  to  bring  this  information 
that  we  have  had  here  along  ^v\th  the  report  of  the 
Committee  to  the  attention   of  the  members  of  the 


House  of  Delegates,  and  then  let  them  make  their 
own  decision  without  undue  pressure  from  the 
Executive   Council. 

PRESIDENT  KERNODLE:  You  have  heard  this 
discussion  by  Dr.  Paschal. 

Anyone  else  want  to  be  heard? 

DR.  SQUIRES:  Mr.  President,  I  would  like  to 
say  one  or  two  things  about  it.  I  was  in  favor  of 
the  (1955)  original  report  from  Dr.  Brewer  and 
Dr.  Whitaker,  and  that  Committee  on  Integration, 
but  when  these  Colored  doctors  came  down  tq 
Raleigh  on  December  9th  (1962)  and  denied  every- 
thing emphatically,  and  as  a  matter  of  fact  they 
very  nearly  called  Street  Brewer  and  Paul  Whit- 
aker and  Ben  Royal  liars — why,  I'm  just  opposed 
to  having  them  put  into  anything  now. 

There  is  a  Cabinet  that  meets  once  a  month 
Monday  night  before  the  Mecklenburg  County  Med- 
ical Society  on  Tuesday  night.  It  was  brought  up 
that  they  endorsed  and  voted  for  it,  and  the  So- 
ciety as  a  whole,  those  who  were  there,  voted  to 
accept  the  recommendation  of  the  Cabinet,  and 
that's  the  way  it  stands  as  far  as  we're  concerned. 

DR.  BRINN:  We  have  before  us  a  Committee 
that  was  appointed  to  go  into  this  thing,  and  it 
seems  to  me  year  after  year  they  have  reviewed 
this  thing  in  some  form  or  fashion  since  their 
beginning-,  with  the  addition  of  new  members,  and 
they  still  bring  in  a  majority  report  to  the  effect 
that  we  have  offered  them  scientific  membership, 
and  that  we  have  gone  as  far  as  we  can  go  at  the 
present  time. 

I  would  like  to  see  us  support  the  Committee  in 
their    recommendation. 

PRESIDENT  KERNODLE:  I  would  like,  at  this 
time,  to  get  Dr.  Street  Brewer  to  comment  on  the 
situation  and  give  us  the  feeling  of  the  Committee 
at  this  time. 

(Recess) 

DR.  .J.  STREET  BREWER:  Mr.  President, 
members  of  the  Executive  Council:  I  haven't  got 
any  speech  for  this  occasion.  In  fact,  I  was  under 
the  impression  that  the  thing  was  actually  out  of 
the  hands  of  the  Integration  Committee  and  en- 
tirely in  the  hands  of  the  Executive  Council  and 
the  House  of  Delegates. 

Yesterday,  the  President  of  the  Society,  Dr.  Ker- 
nodle,  called  me  and  insisted  that  I  be  here  to  give 
the  viewpoint  of  the   Committee  today. 

You  all  know  the  story.  It's  a  long  one,  how  we 
have  labored,  starting  out  with  Dr.  Paul  Whitaker 
and  Ben  Royal,  and  myself,  as  the  original  Com- 
mittee on  the  Study  of  Integration  of  Negro  Mem- 
bers into  the  Medical  Society  of  the  State  of  North 
Carolina. 

We  worked  on  that  thing  diligently  for  a  year, 
and  after  the  meeting  with  the  officials  and  other 
representatives  of  the  Old  North  State  Medical 
Society,  we  felt  that  we  came  up  with  something 
that  was  agreeable  to  them,  and  an  answer  to  the 
wishes  they  had  expressed  of  having  the  opportun- 
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ity  to  participate  in  the  scientific  affairs  of  the 
Medical  Society  of  the  State  of  North  Carolina, 
and  also  certain  other  things  that  would  come  to 
them  by  reason  of  being  members  of  the  Medical 
Society   of   the   State  of   North    Carolina. 

I  don't  believe  there  has  ever  been  presented 
before  this  Society  or  any  other  society  as  dignified 
and  as  conscientious  and  as  understanding  a  report 
as  was  made  by  Paul  Whitaker  before  the  House  of 
Delegates  in  1955,  and  I  believe  it  was,  when  the 
Committee,  after  much  study  and  I  might  say 
prayer,  recommended  to  this  Society  that  the  Negro 
physicians  in  this  State  be  accorded  membership 
in  the  Medical  Society  of  the  State  of  North 
Carolina,  with  the  privilege  of  attending  all  scien- 
tific sessions,  the  privilege  of  voting  and  holding 
office.  That  entitled  them  to  participate  in  all 
business  and  scientific  affairs  of  the  Medical  So- 
ciety. It  did  not  entitle  them  to  an  invitation  to 
attend  the  President's  Ball. 

You  know  that  we  went  along  for  several  years, 
some  three,  four  or  maybe  five  years,  and  they 
made  little  effort  to  avail  themselves  of  the  oppor- 
tunities that  had  been  offered  to  them.  Some  two 
or  three  years  ago,  a  group  of  Colored  physicians 
representing  themslves  as  the  Liaison  Committee 
from  the  Old  North  State  Medical  Society,  ap- 
proached the  Medical  Society  of  the  State  of  North 
Carolina,  and  the  matter  was  referred  to  our 
Committee.  They  asked  for  what  they  chose  to 
call  full  membership,  which  would  entitle  them  to 
attend  any  function  held  in  connection  with  the 
Medical  Society  of  the  State  of  North  Carolina. 

We  went  over  and  our  Committee  met  with  them 
on  two  occasions,  I  believe,  that  year.  We  went 
over  the  whole  matter  with  them  vei-y  carefully, 
and  very  thoroughly.  I  will  say  that  the  meetings 
were  cordial,  and  apparently  on  a  friendly  basis. 
They  did  charge  on  more  than  one  occasion  that 
perhaps  we  did  not  make  an  accurate  report  of  the 
feelings  of  the  original  group  who  contacted  us,  but 
I  pass  that  by  because  I  think  it  is  not  particularly 
significant. 

I  know  that  Paul  Whitaker  and  Ben  Royal  and  I 
— the  report  that  was  presented  to  the  House  of 
Delegates  was  a  true  and  accurate  report  of  what 
went  on  there.  I  can  substantiate  that  by  Millard 
Hill  and  Roscoe  McMillan,  two  that  I  recall  were 
there  at  the  meeting  in  Kinston  that  we  had  with 
them. 

Now  I  believe  that  at  that  time  those  doctors 
were  sincere  in  what  they  told  us.  I  believe  that 
that  is  what  they  wanted  at  that  time.  But  since 
then  this  movement  of  integration  into  the  Medical 
Society  of  the  State  of  North  Carolina  has  become 
entwined  and  tangled  up  with  the  whole  national 
integration  movement,  and  now  they  are  unwilling 
to  accept  anything  except  all.  They  are  willing  to 
come  into  this  Society  and  dissolve  our  social  func- 
tions. This  matter  has  already  partially  dissolved 
our    Society.    The   last    year   we   met   at   Pinehurst, 


we  had  around  1,200  doctors  present.  For  the  past 
two  or  three  years,  we  are  running  around  700. 

Now  you  know  what  the  reason  for  that  is.  With 
all  due  respect  to  Raleigh  and  all  due  respect  to 
Asheville,  Pinehurst  is  the  ideal  place  in  North 
Carolina  to  accommodate  the  Medical  Society  of 
the  State  of  North  Carolina. 

We  have  sacrificed  for  them  our  meeting  place, 
our  home,  as  it  were.  They  are  unwilling  to  make 
any  sacrifice  for  us.  They  tell  us  that  we  have 
offered  them  a  sort  of  inferior  membership.  Well, 
let  us  assume  that  they  do  regard  it  as  a  sort  of 
inferior  membership.  I  don't  grant  that  it  is.  But 
let  us  assume  that  it  is.  They  are  unwilling  to 
make  any  sacrifice  to  participate  in  the  Medical 
Society  of  the   State  of   North   Carolina. 

We  are  asked  to  bear  the  brunt  of  the  whole 
thing,  give  them  all  the  cake,  as  it  were. 

Now  this  Committee,  as  I  say,  has  thought  this 
thing  over  for  years  and  years.  This  Committee, 
for  the  last  two  or  three  years,  has  been  enlarged. 
The  Committee  still  feels,  though  in  all  honesty 
if  we  were  actually  to  take  a  recorded  vote,  there 
might  be  two,  possibly  three  members  of  Committee 
who  would  vote  to  grant  them  what  they  call  full 
membership.  But  the  majority  of  our  Committee — 
every  time  the  thing  has  come  up,  every  time  the 
thing  has  been  voted — has  voted  that  we  have  gone 
as  far  as  this  Medical  Society  can  go  with  honor 
and  with  dignity  until  they,  themselves,  take  some 
advantage  of  the  opportunities  that  have  been  of- 
fered them. 

As  I  said  a  moment  ago,  I  think  the  reason  they 
don't  do  it  is  because  it  is  tied  up  in  this  whole 
integration  movement.  Part  of  it  is  due  to  the 
natural  desire  of  the  Negro  to  attain  what  he 
considers  equal  rights  in  every  field  of  human 
activity.  A  big  part  of  it  is  egged  or  promoted  as 
it  were  by  a  group  of  people  who  look  forward 
to  the  day  when  they  can  cement  the  Negro  vote 
in    this   country   into    one   solid  block. 

I  don't  know  what  we  are  going  to  do  to  counter- 
act it,  but  I  do  know  that  in  my  own  feeling,  this 
Medical  Society  which  has  in  dignity  and  honor 
offered  these  men  membership  in  our  Society  to 
attend  our  scientific  sessions,  to  vote  and  hold  of- 
fice, if  they  can  get  nominated  and  elected.  That, 
in  my  opinion,  and  in  the  opinion  of  our  Committee, 
is  as  far  as  we  should  go. 

We  have  done,  gentlemen,  in  the  opinion  of  the 
Committee,  all  that  we  can  honorably  do.  Now  I 
have  said  to  the  Negro  physicians  that  if  they 
would  avail  themselves  of  the  opportunity  to  come 
into  this  Medical  Society,  attend  the  meetings  of 
the  scientific  sessions,  attend  the  meeting  of  the 
House  of  Delegates,  maybe  some  of  the  Societies 
would  elect  some  of  them  delegates,  and  it  would  have 
been  all   right  if  they  did. 

Another  thing  that  makes  me  think  that  they 
are  just  using  this  thing  as  a  wedge  in  the  whole 
scheme    of   integration    is   that    they   have    already 
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told  us  that  they  expect  to  maintain  their  Old 
North  State  Medical  Society  just  as  it  is,  and  that 
they  are  going-  to  meet  and  talk  over  their  problems. 
They  are  coming  to  our  Society  and  hear  our 
problems  out  in  the   open. 

I  think  also  this  session  of  the  Medical  Society 
should  take  some  definite  and  positive  action, 
either  say  we  have  gone  as  far  as  we  go  until 
they  do  something,  or  we  will  go  ahead.  Thank 
you. 

PRESIDENT  KERNODLE:  You  have  heard  the 
comments  from  Dr.  Brewer,  and  the  report  of  the 
Committee. 

I  would  like  to  remind  you  at  the  Council  meeting 
last  December  (1962),  we  discussed  the  recom- 
mendations and  the  statement  of  Dr.  Watts,  repre- 
senting the  Old  North  State  Committee,  and  after 
many  questions,  he  was  asked  to  give  us  a  formal 
statement  passed  on  by  the  Old  North  State  Asso- 
ciation. He  agreed  to  do  so  according  to  our 
minutes.  Two  months  ago,  I  asked  Dr.  Brewer  if 
he  had  had  a  formal  statement,  or  Mr.  Barnes  if 
he  had  heard  from  him,  and  he  had  not. 

So  Dr.  Brewer  wrote  Dr.  Watts  a  letter,  and  I 
would  like  to  read  you  the  letter.  This  is  from  Dr. 
Watts  addressed  to   Dr.  Brewer. 

Your  letter  of  April  6,  1963  concerning  the  meeting 
held  in  Raleigh  Dec.  1962  was  received.  I  must  say  that  1 
did  not  come  away  from  the  meeting  with  the  under- 
standing that  there  was  any  doubt  as  to  the  validity  of 
our  representation  or  our  position  to  the  North  Carolina 
Medical  Society,  I  do  recall  the  conversation  with  Dr. 
W.  A.  Sams,  but  since  so  much  was  said  and  we  had  no 
minutes  of  the  meeting  this  request  did  not  seem  official 
to  us.  I  think  I  indicated  a  willingness  to  comply.  It 
would  seem  to  me  that  we  could  have,  within  the  confine 
of  ordinary  courtesy  expected  a  communication  of  some 
description  as  to  the  disposition  of  the  committee.  If  it 
was   the    desire    of  the   committee   to  have   such  a   report. 

I  am  sending  your  letter  with  a  copy  of  this  reply  on 
to  the  president  of  the  Old  North  State  Medical  Society 
in  the  event  that  he  has  any  further  action  in  mind. 

I  requested  a  formal  statement  from  their  So- 
ciety. Dr.  Sams  asked  for  the  same.  Dr.  Amos 
Johnson  three  different  times.  And  Dr.  Watts  al- 
ways, on  each  occasion,  said  "I  will  get  that  for 
you." 

We  haven't  received  it  as  yet,  and  we  have 
gotten  this  letter  on   April   17th. 

What  is  the  pleasure  of  this  group  at  this  time 
in  regard  to  it?  Any  further  discussion? 

(Off  the  record.) 

DR.  BRINN:  I  move  the  acceptance  of  the  report 
of  the  Committee  on  Integration — acceptance  and 
approval  of  their  report. 

(Motion  seconded  by  Dr.  Fuller.) 

PRESIDENT  KERNODLE:  You  have  heard 
the  call  for  the  question.  Any  further  discussion? 
If  not,  all  those  in  favor  of  the  motion  as  stated, 
to  approve  and  accept  the  committee  report  on 
integration,  let  it  be  known  by  saying  "aye";  all 
opposed  likewise.   So  be  it. 

DR.  REECE:  Now  suppose  a  resolution  comes 
to    the    floor    from    some    county    medical    society 


bringing  this  up.  I  preside  as  Speaker  of  the  House 
of  Delegates,  and  we  would  need  to  have  some 
course  of  action  there. 

DR.  DONALD  KOONCE :  According  to  our  pres- 
ent Constitution  and  By-Laws,  all  resolutions  are 
referred  to  a  Resolutions  Committee.  That  is  what 
was  done  last  year  in  Raleigh  with  a  very  ticklish 
question  handled  very  adequately.  If  anybody  makes 
a  resolution  under  the  present  Constitution  and 
By-laws,  you  have  to  accept  that  resolution,  but 
it  has  to  go  before  the  Reference  Committee  to  be 
reported  back  at  the  Second  Session  of  the  House 
of  Delegates. 

PRESIDENT  KERNODLE:  I  have  one  more  re- 
port that  I  would  like  to  call  on.  Dr.  William  Hol- 
lister. 

DR.  WILLIAM  HOLLISTER:  Mr.  President, 
members  of  the  Executive  Council :  I  will  be  brief, 
but  what  I  have  to  say  deals  with  two  problems. 

This  is  a  report  of  the  Committee  on  Negotia- 
tions. 

Our  Committee  was  given  a  report  of  a  practice 
which  was  carried  on  by  certain  local  industries 
and  insurance  carriers  that  involved  Workmen's 
Compensation  cases.  There  was  one  insurance  car- 
rier in  this  area  here  in  Buncombe  County  which 
was  designating  relatively  small  groups  of  physi- 
cians to  treat  injured  employees,  regardless  of  the 
patient's  preference  for  physicians. 

In  brief,  we  have  been  assured  by  the  Industrial 
Commission  that  this  is  not  proper,  that  they  will 
not  condone  it  in  the  State  of  North  Carolina,  and 
that  if  this  problem  arises  in  any  county,  if  this 
county  will  then  present  to  the  Industrial  Commis- 
sion a  list  of  physicians  that  they  deem  can  prop- 
erly handle  the  cases  in  that  industry,  then  the 
Industrial  Commission  will  see  to  it  that  no 
insurance  carrier  can  furnish  such  a  list,  but  it 
will  be  the  prerogative  of  the  Medical  Society  to  do 
so. 

I  think  that  is  a  very  important  ruling  by  the 
Industrial  Commission.  We  have  been  trying  for 
years  to  get  that  out  in  the  open,  and  the  Nego- 
tiating Committee  was  able  to  do  so. 

Now  the  second  thing  that  I  vi^ant  to  report  to 
you  on  is  a  meeting  that  the  Negotiating  Committee 
had  with  the  State  Board  of  Health,  with  Dr. 
Kendall,  Colonel  Warren,  Mr.  Haney  of  the  Voca- 
tional Rehabilitation,  and  Mr.  Kane  of  the  State 
Blind  Commission,  with  reference  to  use  of  the 
Relative  Value  Schedule  in  setting  up  fees  for 
the  state  agencies  which  desire  to  purchase  medical 
care   from    us    as   practitioners. 

They  came  to  us  with  a  proposition.  They  found 
that  the  Relative  Value  Schedule  was  somewhat  to 
their  liking.  They  decided  that  they  would  like  to 
take  a  shot  at  it  and  be  able  to  use  it  in  setting 
up  fee  schedules.  Therefore,  your  Committee  on 
Negotiations  was  asked  to  meet  with  them  to  see 
precisely  what  they  proposed  to  be  used  in  determ- 
ining  the   fees    for    purchase    of   medical    care    by 
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these  state  agencies  from  us,  and  the  values  they 
proposed  to  our  Committee  which  would  be  appli- 
cable to  the  fee  schedule,  as  dollar  multiples,  were 
$3  for  medical  services,  $2  for  surgical  services, 
$3  for  radiological  services,  and  $3.50  for  labora- 
tory  services. 

I  am  not  going  to  make  any  attempt  to  explain 
to  you  the  function  of  this  Relative  Value  Sched- 
ule.  I   presume  you  all  know  something  about  it. 

In  order  to  find  out  whether  these  dollar  multi- 
ples were  acceptable  to  our  Society,  I  wrote  to 
various  specialty  groups.  I  wrote  to  the  North 
Carolina  Surgical  Association,  North  Carolina 
Urological  Association,  representatives  of  Obstetrics 
and  Gynecology,  the  Otolaryngological  group,  the 
Radiological  group,  the  Pathological  group,  and  I 
found  that  in  general  these  dollar  multiples  were 
found  to  be  low;  that  the  various  groups  said  they 
would  accept  them,  but  they  did  not  feel  that  they 
represented  a  fair  financial  return  to  members  of 
our   profession. 

We  have  made  no  recommendations.  I  am  pre- 
senting this  to  the  Executive  Council  for  recom- 
mendations. 

One  group,  the  Otolaryngological  group,  said  that 
they  absolutely  could  not  function  under  this  fee 
schedule  as  set  up,  because  it  was  almost  sub- 
charity  to  them.  This  is  in  keeping  with  present 
fee  schedules  that  Vocational  Rehabilitation,  the 
State  Blind  Commission,  and  the  State  Board  of 
Health    function   under    the  present   time. 

They  tried  to  make  us  believe  at  that  meeting 
that  if  we  were  going  to  figure  it  on  the  basis 
of  a  percentage  increase,  they  thought  there  might 
be  as  much  as  a  10  per  cent  over-the-board  increase 
to  all  schedules.  I  have  no  way  of  judging  that,  and 
I  am  sure  that  none  of  the  rest  of  us  have.  I  think 
it  would  take  an  IBM  machine  to  work  it  out. 

But  I  felt,  in  general,  from  the  responses  I  got 
from  the  various  specialty  and  sub-specialty  groups, 
except  for  laboratory  work,  that  these  dollar  multi- 
ples to  be  utilized  in  this  Relative  Value  Schedule 
were  probably  small,  and  I  so  reported  my  feelings 
to  Dr.  James  Donnelly  of  the  State  Board  of  Health, 
who  is  the  medical  representative  for  all  these 
groups,  as  you  know. 

He  wrote  me  back  that,  in  essence,  they  could 
not  go  beyond  this,  except  in  the  laboratory  section, 
where  they  would  be  glad  to  increase  the  unit 
value  to  $4.  They  had  originally  said  $3.50  as  a 
dollar   multiple — increase  that   up   to  $4. 

Well,  the  laboratory  group,  the  pathologists,  were 
the  only  ones  who  actually  accepted  the  original 
unit  value   as  being  a   relatively  fair   one. 

I  am  not  going  to  make  any  recommendations  to 
the  Executive  Council.  I  present  this  to  you  for 
information.  Whether  or  not  you  want  to  recom- 
mend to  the  Medical  Society  that  they  allow  the 
state  agencies  which  purchase  medical  care  from  us 
to  function  under  the  Relative  Value  Schedule  is 
up  to  you. 


Dr.  Kernodle  has  presented  me  with  a  letter 
which  he  received  recently  from  the  minutes  of  the 
Professional  Advisory  Committee  meeting,  which 
met  with  the  Division  of  Vocational  Rehabilitation. 
They  had  recommended — the  Department  of  Voca- 
tional Rehabilitation  does  accept  the  Relative  Value 
Schedule  for  use  in  the  purchase  of  medical  care, 
and  they  also  moved  and  accepted  that  the  proposed 
unit  values  for  implementing  the  schedule  be  ac- 
cepted with  a  provision  that  the  units  be  lowered 
in    accordance   with   the  agency's  ability   to  pay. 

The  point  I  am  making  is  that  these  (advisory) 
people  are  all  members  of  the  North  Carolina 
Medical  Society,  and  you  know  them  all,  and  I 
wonder  whether  or  not  they  really  knew  what  they 
were  thinking  about  when  they  were  going  to 
allow  a  state  agency  to  use  this  Relative  Value 
Schedule  and  move  the  schedule  units  up  and  down 
according  to  their  ability  to  pay. 

That's  all  I  have  to  say,  gentlemen.  I  will  be 
glad  to  answer  any  questions. 

PRESIDENT  KERNODLE:  Let  me  insert  one 
question. 

Two  years  ago,  when  the  Relative  Value  Sched- 
ule first  came  out,  Mr.  Barnes  was  in  the  hospital, 
and  one  day  someone  from  one  of  these  agencies 
came  by  and  said  "I'd  like  the  Relative  Value 
Schedule.  I  believe  this  is  right.  We  are  going  to 
set  up  our  program  on  this  basis." 

So  at  his  request,  I  looked  into  the  situation 
and  I  found  that  they  were  already  functioning; 
they  were  getting  ready  to  set  it  up  without  even 
contacting  the  medical  profession  as  such.  I 
asked  Dr.  Hollister,  as  soon  as  I  could  get  to  it, 
to  negotiate  with  them  and  get  into  this.  It  took 
about  six  months  before  they  had  even  asked  him 
to  a  meeting.  By  the  time  he  got  to  the  meeting, 
they  had  pretty  well  accepted  the  whole  program, 
and  this  doesn't  surprise  me,  because  this  was  the 
type  of  thing  they  were  doing  before  we  even  got 
into  the  thing.  They  were  trying  to  set  up  a  pro- 
gram. 

It  brings  to  bear  two  things,  to  me :  That  the 
Relative  Value  Schedule,  as  you  brought  out,  has 
lots  of  inequities  and  they  haven't  been  corrected, 
and  already  these  agencies  know  a  lot  about  it 
and  have  utilized  it  to  set  up  a  program.  And  the 
second  thing  is  that  once  they  set  the  program  up, 
they  want  to  utilize  the  funds  to  the  best  advan- 
tage of   their   own   thinking. 

I  think  we,  as  the  medical  profession,  should  take 
a  very  strong  stand  with  regard  to  it,  even  though 
this   is   for  information  only. 

DR.  HOLLISTER:  I  might  point  out  that  the 
House  of  Delegates  adopted  this  Relative  Value 
Schedule  on  May  7,  1961,  and  it  is  recommended 
that  it  be  used  by  third  parties  for  the  negotiation 
of  medical  fees  with  our  Society. 

So  they  are  not  out  of  line  in  utilizing  it.  It  is 
exactly  what  we  say  in  the  Preamble  that  it  was 
set  up  for. 
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DR.  REECE:  We  never  set  a  dollar  value, 
though. 

DR  HOLLISTER:   We  never  set  a  dollar  value, 

one  that  is  to  be  used  by  other  agencies.  Now  they 

came  to  us  and  said  "We  would  like  to  set  dollar 

values  on   this.    We  want   to  discuss  it   with  you." 

We    discussed    it  with    them.    I   bring   back   to  you 

and  I  can  tell  you  what  the  dollar  values  are,  but 

I  don't  think  it  is  necessary  for  me  to  go  into  the 

details  of  that. 

I  They  have  set  dollar  values  to  be  used  as  multi- 

i        pies  to  be  applied  to  this  fee  schedule.  These  dollar 

!        values   will    represent  fees    in   proportion    precisely 

to  what  they  are  paying  at  the  present  time.  If  we 

iwere  to  go  down  the  list,  some  of  them  would  be  a 
little  bit  increased,  and  some  of  them  a  little  bit 
decreased,  for  all  services  except  laboratory,  which 
they  are  willing  to  go  up  a  little  bit  on. 

PRESIDENT  KERNODLE:  Unilateral  negotia- 
tion. 

DR.  REECE:   It  should  be  bilateral  negotiation. 

DR.  HOLLISTER:  This  is  all  we  can  offer  you; 
take  it  or  leave  it. 

PRESIDENT  KERNODLE:  Dr.  Koomen,  do  you 
have  any  comments  on  this? 

DR.  JACOB  KOOMEN:  One  of  the  basic  misun- 
derstandings, I  believe,  was  that  within  the  spe- 
cialties they  were  originally  equated  in  dollar  value 
one  to  the  other,  which  of  course  they  were  not. 

Not  speaking  for  the  other  agencies,  but  for  the 
State  Board  of  Health,  this  is,  of  course,  precisely 
what  this  thing  was  set  up  for,  and  in  good  faith 
I  believe,  the  folks  involved  in  this  set  out  to  do 
what  was  the  fulfillment  of  your  hope. 

And  the  third  point,  while  we  complain,  you  and 
I  to  each  other,  that  this  does  not  perhaps  meet 
your  needs  for  your  services  performed,  I  think  it 
is  fair  for  us  to  remember  that  not  only  are  we 
receiving,  but  we  are  giving.  These  are  income  tax 
dollars,  and  that  perhaps  in  office  practice  you  are 
receiving  less  than  you  are  entitled  to;  but,  on  the 
other  hand,  perhaps  you're  treating  three  children 
instead  of  two  with  your  own  money. 

The  point  I  wish  to  make  is  that  it  is  your  money 
that  is  being  spent,  some  of  which  you  are  receiv- 
ing in  income,  and  much  of  which  you  are  spending 
in  income  tax.  The  purpose  of  all  this  was  to  work 
out  for  three  parties,  of  which  we  are  one,  an 
equitable  system  of  expenditure  which  hopefully 
would  compensate  you  perhaps  not  fully,  but  would 
make  the  best  use  of  the  tax  dollar.  The  physician 
of  course,  is  a  heavy  contributor  to  the  tax  dollar. 

PRESIDENT  KERNODLE:  You  as  a  physician 
realize  that,  but  a  lot  of  other  politicians  and  third 
parties  don't  when  we  discuss  this  issue. 

DR.  KOOMEN:  I  think  there  is  a  fourth  point. 
It  seemed  a  way  for  the  various  state  agencies 
involved  of  setting  up  some  equitable  system  for 
pui-chase  of  services  through  the  state  as  a  whole, 
so  that  we  would  all  be  operating  on  the  same  basis. 
To  say  this   is  perfection,  of  course  it  is  not,  and 


already   in   the  schedule  which  was   passed   certain 
inequities  have  appeared. 

DR.  HOLLISTER:  I  don't  think  there  is  any 
doubt  but  what  they  accepted  it  in  good  faith. 
They  thought  we  worked  it  out  for  them  to  use.  I 
think  the  problem  comes  in  that  it  is  a  basis  of 
unilateral  negotiation. 

DR.  KOOMEN:  The  fees  already  being  paid  were 
the   ones   used  as  a  basis. 

DR.  HOLLISTER:  That  is  just  a  transferrence 
of  one  system  to  another,  as  far  as  purchase  of 
medical  care  is  concerned,  on  certain  dollar  value, 
as  I  see  it  anyway. 

DR.  BEDDINGFIELD:  I  have  two  short  com- 
ments.  Dr.    Kernodle. 

I  would  like  to  commend  Dr.  Hollister's  Commit- 
tee for  the  work.  Talking  about  Workmen's  Com- 
pensation cases,  and  his  dealing  with  Mr.  Bean,  we 
have  learned  in  the  Committee  on  Legislation  that 
while  we  have  talked  about  freedom  of  choice  of 
physician  and  belabored  this  point  for  a  long  time, 
this  thing  can  backfire  on  you. 

Now  freedom  of  choice  of  the  practitioner  that 
treats  a  back  injury  in  a  Workmen's  Compensation 
case  has  also  been  held  to  mean  freedom  of  choice 
to  use  a  chiropractor,  for  example. 

So  I  think  that  we  ought  to  be  aware  of  the 
implications  of  freedom  of  choice  in  making  these 
determinations. 

DR.  HOLLISTER:  I  might  say  that  the  Indus- 
trial Commission  cannot  say  to  an  individual  that 
"you  cannot  have  a  chiropractor  treat  your  back 
injury." 

DR.  PASCHAL:  May  I  ask  Dr.  Hollister  do  you 
have  any  recommendations  about  what  you  think 
the   Council  ought  to  do? 

DR.  HOLLISTER:  I  would  recommend  that  the 
report  be  accepted  for  information,  and  that  we 
continue  to  negotiate  with  them,  keeping  the  doors 
open  and  hoping  that  we  can  improve  the  situa- 
tion. 

DR.  PASCHAL:   I  make  such  a  motion. 

(Motion  seconded  by  Dr.  Bridger.) 

PRESIDENT  KERNODLE:  All  those  in  favor 
let  it  be  known  by  saying  "aye";  opposed  likewise. 
So   be  it. 

Thank  you   very   much.   Bill. 

(The  meeting  recessed  for  dinner  at  five-fifty 
o'clock.) 

SATURDAY  EVENING  SESSION 
May   4,  1963 

The  meeting  reconvened  at  8:30  a.m..  President 
John   R.    Kernodle  presiding. 

PRESIDENT  KERNODLE:  You  all  have  a  copy 
of  the  report  to  the  House  of  Delegates.  It  has 
been  mailed,  and  you  will  have  an  opportunity  to 
read   it. 

PRESIDENT  KERNODLE:  (Recognized  Mr. 
Barnes.) 

MR.  BARNES:  This  is  a  letter  from  Dr.  Cog- 
dell. 
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I  am  enclosing  a  copy  of  the  Provision  for 
Medical  Care  to  Dependents  of  Members  of  the 
Military  Forces  of  NATO  countries.  It  is  recom- 
mended that  we  go  ahead  and  modify  the  con- 
tract  to  include  these  people. 

I  have  contacted  the  Assistant  Chief  of  Staff, 
G-2  at  Fort  Bragg  by  phone  and  he  thinks  that 
probably  there  are  not  over  ten  people  in  the 
state  that  would  be  affected  by  this. 

It  is  recommended  that  the  Executive  Commit- 
tee of  the  Medical  Society  of  the  State  of  North 
Carolina    approve   this  modification. 
Now  the  modification  reads,  in  a  letter  No.  2-63, 
from  the  Office  for  Dependents  Medical  Care,  dated 
April   8th: 

PROVISION  FOR  MEDICAL  CARE  TO  DE- 
PENDENTS OF  MEMBERS  OF  THE  MILI- 
TARY  FORCES   OF  NATO  COUNTRIES 

1.  On  and  after  1  July  19G3  the  accompany- 
ing dependents  of  active  dutiy  military  person- 
nel, who  are  members  of  the  land,  sea  and  air 
forces  of  North  Atlantic  Treaty  Organization 
countries  stationed  or  passing  through  this 
country,  will  be  entitled  to  the  same  care  under 
the  Medicare  Program  as  those  dependents  of 
members   of  the  uniformed  services. 

2.  The  standard  Identification  Form  DD  1173 
will  be  furnished  to  those  dependents  and  all 
contractural  provisions  and  criteria  as  to  scope 
of  care  and  eligibility  will  be  the  same  as  for 
dependents  of  members  of  our  uniformed  serv- 
ices. 

Now  the  Chairman  of  the  Committee  recommends 
this  thing   be   adopted. 

PRESIDENT  KERXODLE:  You  have  heard  the 
recommendation  of  Dr.  Cogdell.  What  is  the  feeling 
of  the   Executive  Council? 

DR.  PASCHAL:  I  think  we  ought  to  go  along 
with  them.  I  so  move. 

(Motion    seconded    by   Dr.    Murphy.) 

PRESIDENT  KERNODLE:  You  have  heard  the 
motion  and  the  second.  Any  discussion?  All  those 
in  favor  of  that  let  it  be  known  by  saying  "aye"; 
opposed   likewise.   Carried. 

MR.  BARNES:  The  Committee  on  Constitution 
and  By-laws  is  simply  providing  the  implementa- 
tion. 

PRESIDENT  KERNODLE:  You  heard  what  he 
said. 

MR.  BARNES:  It  has  to  be  read  in  detail  before 
the    House    of    Delegates. 

PRESIDENT  KERNODLE:  Everything  in  this 
report  has  been  accepted  by  the  Council  previously ; 
so  if  there  is  no  objection,  we  will  pass  this  on 
to  be  taken  up  at  the  House  of  Delegates  tomor- 
row. 

MR.  BARNES:  I  might  say  on  this  question  of 
delegates  from  the  district  societies,  it  was  the 
position  of  the  Committee  on  Constitution  and  By- 
laws not  to  recommend  this,  but  they  are  reporting 


it  to  the  House  of  Delegates,  based  on  the  commis- 
sion of  the   Executive  Council. 

PRESIDENT  KERNODLE:  I  think  there  was 
one  point  in  the  amendment  to  Chapter  10  with 
reference  to  the  Retirement  Savings  Plan.  I  believe 
the  language  is  that  they  thought  that  this  ought 
to  be  under  a  commission,  where  as  the  recommen- 
dation of  the  Executive  Council  was  to  set  it  up 
on  the  same  basis  you  did  Negotiations,  in  the  Con- 
stitution  and   By-laws. 

MR.  B.ARNES:  It  reads:  "The  purpose  of  this  is 
to  establish  the  special  existence  and  authority  of 
the   Retirement   Savings   Plan   Committee." 

PRESIDENT  KERNODLE:  We  receive  this  as 
information,  and  it  will  be  presented  to  the  House 
of  Delegates  tomorrow  for  action,  unless  there  is 
some   question. 

Dr.  Bradford,  would  you  like  to  present  your 
Blue  Shield  report  at  this  time? 

DR.  W.  Z.  BRADFORD:  Mr.  President,  I  appre- 
ciate the  opportunity  of  being  here,  at  the  sugges- 
tion of  your  President  and  the  President-elect,  to 
talk  to  you  about  the  problems  that  the  Blue  Shield 
program  is  facing,  and  I  am  here  in  the  absence  of 
the  Chairman,  Dr.  Shuford,  who  has  been  seriously 
ill. 

We  are  here  because  of  a  real  dilemma  that  I 
want  to  try  to  briefly  bring  up  to  date,  a  dilemma 
that  brings  our  service  program,  the  Doctors  Plan 
Program,  face  to  face  with  what  the  members  of 
the  Committee  regard  as  the  most  serious  crisis  that 
it  has  faced  since  its  beginning  some  ten  years 
ago. 

It  is  face  to  face  here  with  a  situation  of  raw 
economics  and  changing  rate  structures,  and  chang- 
ing facts  in  our  state,  that  bring  us  at  the  cross- 
roads of  a  major  decision.  It  is  a  decision  that  we 
thought  should  be  brought  to  organized  medicine, 
namely,  this  body. 

This  is  brought  about  by  the  fact  that  the  pro- 
gram, while  it  has  been  brought  up  to  date  from 
time  to  time,  has  not  kept  pace  \vith  changing  costs 
and  changing  values  of  the  dollar;  and  your  Com- 
mittee, in  an  effort  to  do  that,  has  taken  the 
present  rate  structure  and  has,  during  the  past 
two  years — I  might  say  before  that  the  Committee 
has  been  attempting  to  discharge  its  duties  in  sys- 
tematic meetings  and  evaluating  the  problems  that 
come  before  it,  both  from  individual  doctors  as  well 
as  the  problems  at  large,  and  has  been  able  to  keep 
pace  with  things  by  virtue  of  the  changing  nomen- 
clature and  changing  procedures. 

We  are  talking  here  primarily  of  the  surgical 
contract,  but  operating  always  under  the  ceiling 
of  the  $4,200  family  income,  namely,  $200  top  level. 
But  even  that  was  getting  badly  out  of  date;  and 
so  some  two  years  ago,  under  Dr.  Shuford's  direc- 
tion, an  effort  was  made  to  try  to  improve  the 
situation  by  taking  it  back  to  the  doctors. 

Every  one  of  the  state  specialty  societies  has  been 
consulted,  and  committees  have  been  appointed,  and 
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these  societies  have  taken  our  present  fee  schedule 
and  have  sat  down  and  deliberately  evaluated  that 
schedule,  and  have  attempted  to  incorporate  in  that 
schedule  newer  techniques,  and  newer  procedures, 
and  removing-  from  that  schedule  archaic  proce- 
dures, and  have  attempted  to  upgrade  the  value  of 
these  procedures,  because  the  increased  number  of 
procedures,  and  the  increased  value  of  these  pro- 
cedures naturally  have  brought  more  and  more  pro- 
cedures into  the  higher  echelon.  But  yet  we  have 
been  faced  ^vith  a  schedule  where  the  basic  surgical 
procedure  is  built  around  $100  for  an  appendectomy 
or   simple  pelvic  laparotomy. 

These  committees  of  the  different  specialties  in 
the  state  have  submitted  to  your  Blue  Shield  Com- 
mittee a  very  detailed  and  comprehensive  set  of 
recommendations,  and  these  have  been  studied  and 
an  attempt  has  been  made  to  set  up  a  new  fee 
schedule  by  incorporating  these  recommendations, 
always  of  course  under  a  ceiling  of  the  $200  as  the 
top   surgical  benefit. 

At  the  present  time,  the  program  has  been  oper- 
ating at  a  loss  that  is  difficult  to  evaluate,  accord- 
ing to  Mr.  Crawford.  Some  92  or  93  per  cent  of 
the  income  is  being  disbursed,  and  the  present 
schedule  is  operating  at  a  loss  of  probably  as  high 
as  9  per  cent,  a  loss  that  cannot  possibly,  we  are 
convinced  by  our  carriers,  be  continued  because  of 
other  methods  of  absorbing  it  in  the  overall  picture 
of  insurance,  as  represented  by  Hospital  Savings 
and  Hospital  Care  Association.  But  these  new  rec- 
ommendations from  the  profession  at  large  will, 
when  actuarially  evaluated  in  their  projected  cost 
to  our  carriers,  result  in  approximately  a  10  per 
cent  additional  disbursement  of  funds  to  the  medical 
profession.  That,  together  with  the  present  approxi- 
mately 9  per  cent  operation  in  the  red,  would  bring 
us  into  a  19  per  cent  loss,  a  figure  that  the  present 
program  will  not  carry,  that  the  present  rate  at 
which  the  insurance  is  sold  will  simply  not  permit 
operation  on  that  basis.  And  so  we  are  confronted 
with   a   dilemma. 

In  spite  of  the  fact  that  the  distribution  of 
monies  to  the  hospitals  and  the  other  ancillaries 
connected  with  the  medical  care  have  gone  up  and 
up,  here  we  are  by  virtue  of  this  Service  Benefit 
Program  then  somewhat  anchored  to  a  fee  sched- 
ule, and  finding  it  difficult  to  know  how  even  to 
modernize  it. 

Also,  the  fact  that  I  want  you  to  remember  is 
that  changing  a  fee  structure  is  a  complicated 
thing  from  the  standpoint  of  the  carriers.  It  is  an 
expensive  thing.  It  is  a  thing  that  is  difficult  to 
sell,  and  a  thing  that  should  be  done  very  rarely.  It 
should  be  done  not  just  to  bring  a  program  vip  to 
date  today,  but  should  be  always  thought  of  as 
anticipating  the  progress  and  the  changing  concepts 
maybe  a  few  years  from  now. 

So  that  brings  us  to  the  question  as  to  what  shall 
we  do  with  this  thing?  The  medical  profession  hasn't 
felt  acutely  the  service  benefit  program  as  a  service 


program.  Some  65  per  cent  of  the  doctors  of  the 
State  are  signed  up  to  participate  in  it.  The  ma- 
jority of  the  doctors  have  felt  this  as  an  indemnity 
payment,  even  though  they  may  have  signed  up. 
That  is  by  virtue  of  the  fact  that  there  aren't  so 
many  families  in  the  state  that  are  carrying  this 
making  less  than  $4,200.  When  you  read  that  one- 
third  of  the  women  in  America  are  working,  we 
can  see  that  many  of  these  people  have  more  than 
one  insurance  policy,  which  your  Committee  has 
long  ago  decided  eliminated  any  doctor  from  a  con- 
tract. And  so  whenever  anybody  has  more  than  one 
insurance  policy,  even  though  he  has  signed  for  the 
service  benefit,  he  is  not  tied  into  that. 

So  that  the  profession  hasn't  felt  too  much  the 
$4,200  fee  schedule  as  holding  him  within  that 
range  limit. 

I  believe  that  if  he  were  held  to  the  present  fee 
schedule — this  is  an  observation — that  there  are 
many  doctors  who  would  run,  and  fun  fast.  The 
average  physician — this  is  not  a  program  that  was 
designed  for  the  care  of  the  charity  patients  of  the 
state.  It  was  designed  as  a  program  to  take  care  of 
people  of  low  income  and  modest  means,  so  that 
they  could  provide,  by  a  method  of  prepayment  of 
professional  fees,  and  the  doctors  never  regard  it 
as   a  charity  dollar. 

Now  the  Committee  has  always  had  the  pressure 
upon  it  of  the  thinking  of  those  minds  who  are 
interested  in  a  larger  extension  of  the  service  bene- 
fit program.  There  is  a  strong  group  in  the  Com- 
mittee, a  majority  of  the  members  of  the  Commit- 
tee, who  feel  that  we  should  keep  pace  with  the 
desire  of  National  Blue  Shield,  have  a  policy  that 
is  similar  to  that  which  is  offered  in  other  states 
in  the  union,  so  that  it  would  be  available,  contract- 
wise,  to  industrial  employers,  large  scale,  that  would 
take  in  people  of  a  higher  income  group. 

If  such  a  large  expansion  of  the  service  benefit 
prog'ram  were  entertained  in  this  state,  namely,  as 
was  the  recommendation  of  the  committee  to  you 
of  having  a  second  group  up  to  $6,000  a  year,  fam- 
ily income,  that  would  permit  your  Committee  to 
have  a  second  fee  schedule,  a  fee  schedule  that 
would  roughly  be  built  possibly  around  the  simple 
appendectomy  or  simple  laparotomy  of  $150,  per- 
mitting rising  on  up  to  the  higher  fee  schedule, 
maybe  higher  fees  even  in  the  neighborhood  of 
$400,  for  such  rare  procedures  as  thoracic  surgery 
and  cranial  surgery.  But  it  would  give  a  revenue 
that  would  be  more  realistic  of  the  changing  dim- 
inishing value  of  the  dollar,  and  it  would  enable  us 
to  rescue  the  $4,200  service  benefit  program  in  the 
following    manner : 

There  are  many  people  today  who  are  carrying 
the  $4,200  program,  although  they  make  more  money 
than  that,  and  are  using  it  as  an  indemnity  insur- 
ance payment.  When  a  service  benefit  program  is 
offered  to  the  public  at  $6,000,  we  are  advised,  and 
it  is  the  thinking  of  the  Hospital  Savings  Associa- 
tion and  Hospital  Care  Association,  that  there  are 
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many  of  those  people  who  would  pass  from  that 
present  $4,200  program  to  the  $6,000  prog-ram,  thus 
releasing  the  potential  loss,  diminishing  the  loss  in 
that  program,  and  enabling  us  to  write  that  pro- 
gram up  more  realistically  of  the  remuneration  of 
the  profession,  to  bring  it  up  to  date,  as  has  been 
in  the  nature  of  the  recommendations  of  the  various 
specialties  of  the  state;  namely,  we  could  then  take 
on  that  10  per  cent  loss  which  would  really  not 
prove  to  be  a  10  per  cent  loss  because  of  fewer 
people  who  would  be  carrying  it. 

At  the  present  time,  there  are  approximately 
200,000  people  in  the  State  of  North  Carolina  who 
are  covered  probably  by  the  Hospital  Savings  As- 
sociation  under  this  $4,200  contract,  $200  schedule. 

That  doesn't  include  the  people  under  the  Hospital 
Care  Association  policy,  which  has  been  a  little 
bit  slow  in  moving  into  this  thing  rapidly,  because 
they  have  been  very  alert  to  the  fact  that  this  is 
not  right,  that  our  present  structure  is  unsound. 

And  so  we  have  discussed  this  thing  in  Committee 
and  have  had  much  debate.  We  have  had  differences 
of  opinion  about  this  matter,  because  it  represents 
two  widely  different  views,  opinions  and  thoughts 
as  to  how  far  the  doctors  should  go  in  committing 
themselves  to  a  service  benefit  program. 

I  point  out  to  you  that  we  are  tied  in  now  and 
anchored  in  a  difficult  situation  by  virtue  of  this 
commitment  to  this  $4,200  program.  How  badly 
committed  we  would  get  in  the  course  of  the  years 
to  the  other  only  time  would  know. 

I  am  not  sure  whether  we  have  the  statistics 
accurately  as  to  what  percentage  of  the  population 
of  North  Carolina  make  $6,000  or  not. 

MR.    CRAWFORD:    73.7    per   cent. 

DR.  BRADFORD:  What  percentage  of  the  popu- 
lation of  the  families  of  the  State  would  be  able  to 
buy  a  $6,000  policy  and  qualify  as  their  family 
income    being   below    that? 

.MR.  CRAWFORD:  On  the  basis  of  the  Federal 
income  tax  returns,  75  per  cent  of  the  returns  are 
$5,000  or  under  in  North  Carolina. 

DR.  BRADFORD:  So  I  read  somewhere  else.  It 
would  cover  some  80-odd  per  cent  of  the  population 
of  the  State. 

There  is  the  problem  of  the  Committee,  in  brief. 

Dr.  Kernodle,   I  believe  that  covers  it. 

PRESIDENT  KERNODLE:  I  think  you  have 
done  an  excellent  job.  Dr.  Bradford.  I  would  like 
to  hear  some  discussion.  Who  would  like  to  open 
discussion  on  this  problem  that  we  have  with  our 
Doctors   Program? 

DR.  MURPHY:  What  were  you  able  to  do  about 
the    medical    schedule? 

DR.  BRADFORD:  If  we  wrote  a  $6,000  contract, 
we  would  upgrade  it  proportionately,  just  as  we 
would  upgrade  the  surgical  schedule. 

DR.  WILLIAMS:  Mr.  President,  this  thing  came 
across  our  desk,  dated  April  29th,  and  the  very  day 
I  had  a  phone  call  about  this  objecting  to  it.  So  I 
took  the  time  and  the  hurry  of  getting  out  of  town 


to  talk   with   six  surgeons   about   it,   and  all  six  of 
them  opposed  it. 

I  asked  them  what  their  reasons  were,  and  their 
reasons  went  like  this:  They  didn't  want  anybody 
setting  their  fees.  Secondly,  they  said  this  thing  is 
creeping  paralysis.  One  of  them  said  "That's  at 
least  80  per  cent  of  my  practice."  I  thought  it  a 
little  high,  but  after  hearing  those  figures,  I  think 
he's  about  right. 

PRESIDENT  KERNODLE:  You  have  heard  these 
comments.  Further  comments? 

DR.  PASCHAL:  Mr.  Chairman,  I  think  if  we're 
to  effectively  resist  governmental  medicine,  or  so- 
cialized medicine,  that  we  have  a  responsibility  of 
providing  services  for  80  per  cent  of  the  population 
of  the  country,  and  80  per  cent  of  the  population 
of   North    Carolina. 

I  don't  think  that  it  ought  to  be  just  the  surgeons 
that  might  have  benefits  accruing  to  them,  but  I 
think  that  it  ought  to  be  so  that  the  medical  men 
and  all  that  render  services  to  the  people  should  be 
adequately  compensated.  I  think  that  under  these 
circumstances,  this  whole  program  should  be  broad- 
ened. 

When  we  reflect  here  among  ourselves  as  to  how 
many  of  us  can  live  on  $6,000  a  year,  we  all,  I 
think,  would  agree  that  it  would  be  difficult  to 
do  that.  And  then  if  we  had  no  hospital  insurance 
to  meet  emergencies,  I  think  we  would  find  our- 
selves in  very  difficult  times. 

I  believe  that  this  affords  us  an  opportunity  to 
participate  in  providing  a  service  for  the  people 
of  North  Carolina,  and  at  the  same  time  doing 
ourselves  no  harm.  I  would  be  inclined  to  agree  to 
provide  these  people  coverage  under  the  provisions 
of  your  study,  and  I  think  that  it  would  be  worth 
while  for  us  to  approve  this  thing. 

PRESIDENT  KERNODLE:  You  have  heard  the 
discussion  of  Dr.  Paschal.  I  would  like  to  read  you 
a    couple    of  telegrams. 

Almost  half  of  North  Carolina  doctors  against 
principle  of  fixed  unrealistic  fees  exemplified  by 
Doctor's  Plan  and  for  indemnity  plan  only.  Un- 
derstand Blue  Shield  Committee  by  one  vote 
majority  now  advocates  $6,000  bracket.  If  State 
Society  passes  this  it  will  go  far  toward  regi- 
menting the  profession  into  controlled  practice 
of  medicine  with  all  of  us  as  the  losers.  I  believe 
Dr.  Bradford  is  personally  opposed  to  it.  Ask 
him.  Respectfully  request  you  read  this  to  Ex- 
ecutive Council  and  urge  vote  against  this 
recommendation. 

O.  Hunter  Jones,  M.D. 

To    raise    the    doctors    plan    level    would    in    my 
opinion  be  a  grave  mistake. 

Ellas   Faison,   M.D. 

I  was  asked  to  read  those.  I  think   Dr.  Bradford 

explained   the   whole   program.  To  me   it  was  very 

succinct  and  to  the  point.   We  have  got  a  program 

that    we    have    already    obligated    our     Society    to 
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endorse  as  a  Doctor's  Program  which  is  now  losing 
money. 

So  I  don't  believe  that  we  can  go  wrong  in  this 
program,  in  spite  of  the  fact  that  there  are  doctors 
that  feel  like  we  should  not  extend  this  to  $6,000. 
If  we  don't  do  it,  I  think  we  are  going  to  find 
ourselves  in  a  greater  dilemma  than  if  we  do  do  it. 

DR.  STYRON:  When  this  came  before  the  Society 
of  Internal  Medicine,  I  was  on  the  Council  at  the 
time,  and  was  going  out  as  the  previous  President, 
and  I  recommended  to  the  Society  of  Internal  Medi- 
cine that  they  did  not  go  on  record  as  accepting 
this. 

Now  when  one  deals  in  surgical  problems,  or  ob- 
stetrical problems  or  radiological  problems,  in  which 
it  is  possible  to  assess  more  definitely  one's  services, 
I  can  see  that  it  can  be  worked  out  more  agreeably, 
but  this  is  the  problem  that  one  gets  into  when 
one  deals  with  medical  illnesses.  And  yet  in  the 
medical  illness,  the  cost  of  the  physician  is  not  the 
problem  with  the  patient,  and  this  is  something  that 
has  never  been  worked  out  to  the  satisfaction  of  the 
individual  who  practices  medicine  as  opposed  to  the 
practice  of  surgery,  or  obstetrics.  This  is  one  of  the 
reasons  that  you  don't  have  more  than  65  per  cent 
in   the   group. 

As  a  matter  of  fact,  the  Society  of  Internal  Medi- 
cine did  adopt  this  program  about  1959,  but  they 
were  certainly  not  ready  to  do  so,  I  believe,  and  it 
was  on  this  basis. 

Now  I  do  cooperate  with  the  program  completely. 
As  I  say,  so  far  as  I  know,  we  have  never  made 
charges  in  excess  of  what  the  contract  would  allow 
us.  On  occasions,  it  has  been  less  than  the  contract 
would  allow  us,  but  never  more.  This  is  a  problem 
that    you    are    dealing    with   two   groups    of   people. 

PRESIDENT  KERNODLE:  Any  other  discus- 
sion? 

MR.  K.  BEESTON:  I  think  if  this  comes  up  in 
the  House  of  Delegates,  you  will  probably  get  some 
questions  on  the  medical  as  compared  to  the  sur- 
gical aspects.  Just  for  the  record,  I  would  like  to 
say  that  about  a  year  and  a  half  ago,  the  Committee 
had  a  series  of  meetings  with  the  Society  of  Internal 
Medicine,  General  Practice  and  Pediatricians,  and 
they  came  up  with  a  new  medical  rider  which  pays 
$20  the  first  day,  $15  the  second,  $10  the  third,  $5 
thereafter,  with  an  additional  provision  of  an  addi- 
tional payment  for  care  of  a  critical  patient. 

Some  of  the  people  may  not  realize  that  medical 
coverage  of  that  scope  is  available  under  the  Doc- 
tor's Medical   Program. 

PRESIDENT  KERNODLE:  Any  other  discus- 
sion or  questions  you  would  like  to  ask  Mr.  Beeston 
or   Mr.    Crawford? 

DR.  PASCHAL:  Mr.  Chairman,  I  think  we  as 
representatives  of  organized  medicine  in  North 
Carolina  are  going  to  have  to  be  prepared  for 
constant  revision  of  this  thing  over  the  years,  and 
we  are  going  to  have  to  face  it  on  a  realistic  basis 
from  year  to  year.  And  while  we  think  that  $4,200 


is  maybe  adequate  now,  I  believe  within  five  years 
we  are  going  to  consider  and  think  about  it  in 
terms  of  $8,000,  with  the  present  trend  of  our 
economy. 

I  still  believe  that  if  we  are  going  to  make  a 
contribution  as  organized  medicine,  that  we  have 
got  to  be  prepared  to  make  some  sacrifice  to  bring 
this  coverage  and  bring  this  service  to  people  who 
want  to  participate  in  this  program  of  prepaid 
medical   insurance. 

PRESIDENT  KERNODLE:  Any  other  discus- 
sion? Mr.  Beeston,  I  would  like  to  ask  you  a  ques- 
tion. In  case  we  do  not  recommend  the  $6,000  pro- 
gram, what  would  be  the  timing  before  we  would 
have  to  take  this  $4,200  program  to  the  Commis- 
sioner of  Insurance  for  adjustment? 

MR.  BEESTON:  Well,  you  know  that  involves 
two  groups  of  people.  One  is  the  senior  citizens  over 
65  that  we  had  an  open  enrollment  for  last  Oc- 
tober. 

So  that  I  think  that  with  the  concurrence  of  Mr. 
Crawford  and  the  Board,  and  in  view  of  the  fact 
that  our  surgical  loss  ratio  and  our  overall  surgi- 
cal loss  ratio  and  our  overall  surgical  coverage  is 
less,  that  we  could  carry  this  for  a  year  and  a  half, 
two  years.  Of  course,  if  we  had  this  alternate  pro- 
gram, we  could  take  a  good  many  people  off  of  it. 

Eventually,  we  will  have  to  have  a  rate  increase, 
but  if  we  can  plan  that  a  long  time  ahead  and 
distinguish  the  senior  citizens'  group,  it  would  be 
politically   much   better. 

PRESIDENT  KERNODLE:  Dr.  Bradford,  do 
you  have  any  recommendations? 

DR.  BR.ADFORD:  The  Committee  was  not  think- 
ing of  disturbing  that  senior  citizens  group  at  all. 
There  were  no  recommendations  of  the  Committee, 
nor  had  we  felt  that  the  $4,200  business  should  be 
given  up.  We  weren't  here  to  recommend  or  to  say 
that  we  should  abandon  this  thing  in  case  the  $6,000 
program   was   not   approved. 

PRESIDENT  KERNODLE:  Do  you  anticipate 
the  possibility  of  having  better  reception  if  you  had 
a  $6,000  program  in  action  to  get  a  rate  increase? 

DR.  BRADFORD:  Mr.  Crawford  discussed  that 
with  the  Committee  and  I  believe  that  was  his 
thought. 

MR.  CRAWFORD:  I  think  so.  I  think  the  Com- 
missioner of  Insurance  will  be  pretty  careful  and 
pretty  searching  in  his  questions  with  regard  to  a 
rate   increase  on   a   particular  schedule. 

As  Ken  said,  I  think  we  can  live  'wath  all  of  our 
Blue  Shield  programs  for  many  months  on  account 
of  the  fact  that  we  do  group  all  of  the  income  and 
expenses  on  all  of  the  surgical  programs,  $150, 
$100,  $250,  $300  surgical  programs,  on  which  only 
the  $200  is  service. 

In  the  past,  the  Society  has  recommended  various 
increases,  sometimes  deletions.  We  have  always 
made  those  changes  for  the  Society  and  have  been 
able  to  do  that  without  going  to  the  Insurance 
Department  for  a   rate  increase. 


230 


The  procedure  there  has  been  to  file  changes  in 
the  schedule  and  to  convince  the  Insurance  Depart- 
mnet  that  even  though  the  changes  are  made,  some 
are  up  and  some  are  down,  that  does  not  effect  the 
rate  to  the  public. 

I  don't  know  the  reaction  of  the  Insurance  Com- 
missioner in  relation  to  just  simply  presenting 
another  program  that  would  cost  more  and  pay 
more  and  have  a  higher  income  limit.  I  think 
certainly  he  would  be  amenable  to  that,  probably 
more  so  than  he  would  just  to  leave  this  off  and 
ask  for  an  increased  cost  for  the  present  program. 

I  think  it  would  be  easy  if  you  had  a  higher 
program  and  be  able  to  tell  the  Commissioner  that 
we  will  be  able  more  than  the  other  to  meet  the 
needs  of  the  people,  if  we  ask  the  people  to  pay 
more  and  get  more  with  a  higher  income  limit. 

PRESIDEXT  KERNODLE:  Would  you  antici- 
pate presenting  the  higher  income  level  to  him  at 
this  time  as  well  as  the  increased  rates  on  the 
$4,200? 

MR.   CRAWFORD:   Yes. 

PRESIDEXT  KERNODLE:  You  have  heard  the 
discussion  here  pro  and  con.  Are  we  ready  to  take 
any  action  on  the  recommendation  of  this  Commit- 
tee? 

Mr.  Barnes  suggests  that  we  mention  the  fact 
that  the  A.M. A.  has  taken  the  position  of  strength- 
ening our  service  programs  throughout  the  country, 
and  it  is  one  of  the  definitive  mechanisms  of  pro- 
tecting  our    status. 

DR.  PASCHAL:  Could  I  ask  him  to  restate  the 
recommendation   of  the    Committee? 

PRESIDEXT  KERXODLE:  Dr.  Paschal  asked 
you  what  was  the  Committee's  recommendation. 

DR.  BRADFORD:  Shall  I  read  the  recommenda- 
tion? To  retain  the  present  $3,000  individual  and 
$4,200  family  income  surgical  plan,  with  only  im- 
provement as  possible  without  a  change  in  the  rate 
made  to  the  public;  to  add  a  higher  income,  $4,000 
individual,  and  $6,000  family  alternate  plan,  with 
surgical  benefit  allowances ;  but  our  inference  here 
was  that  there  would  be  a  medical  rider  propor- 
tionate the  same  way,  with  benefit  allowances 
based  on  $1.50  laparotomy  fee,  with  benefits  for 
other  procedures,  commensurate  with  the  approxi- 
mate  average   charges. 

DR.  FULLER:  May  I  ask  about  three  pertinent 
things  to  me?  This  Committee  has  put  a  tremendous 
lot  of  work  on  this  thing,  and  I  think  you  and  your 
group  feel  that  this  is  rather  imperative  that 
something  be  done.   This   is  your   answer. 

We  have  heard  from  the  others  tonight  that  if  we 
do  accept  this,  that  maybe  a  year,  maybe  a  year 
and  a  half,  or  something  like  that,  and  they  will 
have  to  go  to  the  Insurance  Commissioner  to  seek 
a  raise  in  the  now  present  rates.  Am  I  correct  in 
that? 

DR.  BRADFORD:  Now  if  you  approve  the  $6,000 
schedule,  we  can  improve  the  $4,200  schedule, 
incorporating  it  in  here   with   these   other  policies, 


without  having  to  fight  for  a  raise  on  it.  If  the 
$6,000  schedule  is  rejected,  we  will  have  to  go  for 
a  raise  before  we  can  do  the  things  that  medicine 
expects  us  to  do. 

DR.  FULLER:  The  third  thing,  if  I  may.  If  we 
should  accept  it  in  the  group  and  25  or  30  per 
cent  of  the  men  reject  it  who  are  now  cooperating 
with  the  Doctor's  plan,  would  this  materially 
effect    our   entire    state    setup,    or   wouldn't   it? 

DR.  BRADFORD:  I  don't  see  how  it  could,  except 
there  is  something  in  the  National  Blue  Shield 
Service  benefits  that  requires  50  per  cent  of  the 
doctors  to  be  signed  up  to  participate  before  a 
company  can  sell  service  benefits  in  the  state,  and 
that  is  what  Hospital  Care  had  to  get  in  black  and 
white  before  they  could  be  authorized  to  be  a  Blue 
Shield  Agency. 

Now  then,  I  don't  know  what  would  happen  in 
case  there  were  withdrawals  from  the  contract  by 
enough  doctors  to  leave  less  than  50  per  cent 
of  licensed  physicians  participating.  I  don't  know 
how  that  would  change  anything.  It  would  seem  to 
me  that  those  doctors  would  all  be  taken  care  of  as 
an   indemnity   proposition. 

DR.  BEDDIXGFIELD:  As  a  Blue  Shield  Liaison 
Committee,  this  problem  was  discussed  in  our  Chi- 
cago meeting  a  year  ago,  when  we  were  attempting 
to  get  Blue  Shield  approval  for  Hospital  Care.  This 
happened  in  one  or  two  states,  and  that  National 
Blue  Shield  will  then  put  that  state  on  probation 
for  a  year.  They  will  allow  them  to  still  use  the 
Blue  Shield  symbol  for  a  year,  but  they  have  to 
get  back  up  over  the  50  per  cent  mark  or  they  lose 
the  rig-ht  to  use  the  Blue  Shield  emblem. 

DR.  MURPHY:  Is  there  any  reason  this  $6,000 
limit  cannot  be  an  indemnity  program,  retaining 
the  $4,000   as  a   service   program? 

DR.  BRADFORD:  It  is  right  now.  Doctor.  There 
is   such  a   policy  and  we  have  it  in  operation. 

DR.  MURPHY:  What  is  to  be  gained  by  making 
this   a   service  program  then? 

DR.  BRADFORD:  We  will  be  able  to  get  out  of 
the  $4,200  group  a  great  many  members  in  it, 
and  be  able  to  operate  the  $4,200  group  economically 
in  a  sound  way;  and  by  virtue  of  getting  this  second 
group,  we  will  be  getting  ourselves  geared  on  what 
is  more  of  the  national  attitude  toward  service 
benefit  programs.  That  is,  the  feeling  is  they 
should  apply  to  a  higher  percentage  of  the  popula- 
tion at  large.  Such  is  the  thought  intimated  here 
of  organized  medicine,  as  represented  by  the  A.M. A., 
and  certainly  as  expressed  by  Blue  Shield. 

DR.  PASCHAL:  I  move  we  accept  and  approve 
the  recommendations  of  the   Committee. 

(Motion    seconded    by    Dr.    Beddingfield.) 

PRESIDEXT  KERXODLE:  You  have  heard  the 
motion  and  the  second.  Any  further  discussion? 

All  in  favor  of  this  let  it  be  known  by  saying 
"aye";   all   opposed  likewise. 

DR.  MURPHY:    No. 

DR.   WILLIAMS:    I  abstain. 
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PRESIDENT  KERNODLE:    Carried. 

(Recess) 

PRESIDENT  KERNODLE:  (j),  Report  of  the 
Treasurer. 

MR.  BARNES:  Mr.  Chairman,  here  is  the  audit 
report  which  would  be  presented  to  the  House  of 
Delegates  tomorrow.  So  far  as  I  Icnow,  that's  the 
only  report  that  is  necessary,  other  than  the  current 
operations  report  which  Dr.  Benton  may  want  to 
comment  on  as   of   March  31st. 

DR.  BEDDINGFIELD:  Did  the  auditor  find 
your  books  in  order,  Mr.  Barnes? 

MR.  BARNES:   It  says  so.  It  is  so  certified. 

DR.  BEDDINGFIELD:  Move  the  auditors'  report 
be  accepted  as  information,  inasmuch  as  it  will  be 
in  the  House  of  Delegates. 

(Motion  seconded  by  Dr.  Fuller.) 

PRESIDENT  KERNODLE:  All  those  in  favor 
let  it  be  known  by  saying  "aye";  opposed?  Car- 
ried. 

Wayne,  do  you  want  to  discuss  the  financial 
position  of  this  organization   at  the  moment? 

DR.  BENTON:  The  Ad  Hoc  Committee  makes 
one  recommendation,  and  the  Finance  Committee 
makes  another  recommendation  on  the  dues  raise 
next  year,  and  I  think  we  ought  to  get  together 
on  that. 

PRESIDENT  KERNODLE:    Let's  have  it. 

DR.  BENTON:  Everybody  knows  the  problem 
that  we  are  in.  The  reason  we  are  in  the  shape 
that  we  are  in  now  is  because  the  cost  of  labor 
rises  about  5  per  cent  a  year.  Labor  accounts  for 
a  greater  part  of  the  cost  of  goods  and  services. 

The  Society  dues  have  not  been  raised  in  five 
years,  and  time  has  caught  up  with  us.  That  is  the 
big  problem,  that  we  have  got  the  deficit  right  now. 
That  is  a  matter  of  policy. 

The  secondary  things:  The  national  advertising- 
has  dropped  from  $55,000  to  approximately  $33,000 
since  1960  in  the  Journal.  The  cost  of  printing  the 
Journal  has  increased  during  this  same  time  at  5 
per  cent  per  year,  a  little  bit  more. 

Those  are  the  two  big  things. 

DR.  BENTON:  We  have  got  ideas  in  our  mind  to 
advertise  in  the  Journal  something  other  than  drugs. 
As  Dr.  Rhodes  said,  he  would  consider  sending 
fewer  representatives  to  the  various  meetings  that 
we  have  to  send  representatives  to.  That  would  help 
a  little  bit. 

Observers  are  predicting  that  we  will  have  a  good 
meeting  in  numbers  at  Greensboro  and  in  Char- 
lotte. That  will  increase  the  amount  of  exhibitors. 
We  have  to  bring  out  that  it  is  going-  to  cost  us 
more  in  Greensboro  and  cost  us  more  in  Charlotte, 
and  that  might  cancel  out;  but  we  are  hoping  that 
spending  more  will  get  more. 

So  we  have  got  ideas  on  how  we  can  get  in 
more  money,  but  it  still  needs  the  first  statement 
I  said,  that  there  is  a  5  per  cent  increase  in  the 
cost  of  labor,  and  that  involves  us,  and  we  have 
got  to  brainwash  ourselves  into  being  prepared  to 


increase  our  dues  approximately  5  per  cent  every 
year,  unless  the  economy  changes  from  what  it  has 
been  the  last  ten  years.  There  is  no  getting  around 
it. 

The  Ad  Hoc  Committee  recommends  that  we  raise 
the  dues  $10  this  year,  and  another  $10  next  year. 
Now  I'd  like,  from  my  standpoint,  to  tell  you  why 
we   don't   like  that. 

We  have  no  desire  to  increase  our  surplus  funds 
at  this  time  from  dues.  We  are  very  anxious  to  let 
the  surplus  funds  that  we  have  continue  to  increase 
at  6  per  cent  or  more  than  we  have  had  so  far, 
compounded  quarterly.  I  would  hate  like  anything 
to  see  you  touch  that  $100,000  that  we  have  got 
tucked  away  and  re-invested  at  no  cost  to  the 
Society  at  6  per  cent,  plus  the  appreciation,  and 
it  has  done  really  well.  We  don't  want  to  touch 
that;  but  we  don't  want  to  put  any  more  money  in 
there  from  the  dues. 

If  we  get  $10  as  a  raise  this  year  and  $10  next 
year,  then  we  have  got  a  surplus  in  the  fund  that 
we  are  going  to  have  to  put  in  the  bank,  and  it 
makes  the  Finance  Committee  mad  as  heck  to  have 
a  bunch  of  money  in  the  bank  giving  us  no  income. 
So,  to  us,  we  think  that  a  raise  of  $10  this  year 
will  take  care  of  us  for  four  years,  and  we  will 
have  to  come  back  again. 

PRESIDENT  KERNODLE:  Dr.  Rhodes,  would 
you  like  to  elaborate  on  why  your  committee  rec- 
ommended  10  and    10? 

DR.  RHODES:  I  am  a  little  bit  confused  by  all 
these  figures  I  have  just  listened  to,  but  it  seems 
to  me  that  the  crux  of  the  whole  situation  is  that 
we  are  in   a  red  budget. 

Originally,  this  Committee  in  its  first  meeting 
in  December  felt  a  great  reluctance  to  recommend 
any  raise  in  dues,  and  we  were  at  least  anticipating 
the  possibility  at  that  time  that  the  advertising 
accounts  might  possibly  increase  after  some  of  the 
clouds  up  in  Washington  had  cleared  a  little  bit 
over  the  drug  regulations.  That  has  not  come 
about. 

So  that  at  the  March  meeting,  the  committee  felt 
that  it  needed  to  change  its  attitude  about  raising 
the  dues;  and  in  considering  this  matter,  it  seemed 
to  us  that  the  $10  extra  next  year — that  will  be 
next  year — would  just  about  balance  us  out  through 
next  year,  and  that  there  was  a  good  possibility 
unless  this  advertising  account  improved,  or  the 
exhibiting  account  revenues  improved,  that  within 
another  year,  we  would  be  faced  -^v-ith  the  possi- 
bility of  another  raise.  And  on  that  basis,  we  did 
include  a  tentative,  projected,  possible  raise  for 
1965  of  an  additional  $10.  That  was  the  basis  on 
which  we  reasoned. 

Certainly,  that  would  be  a  tentative  recommenda- 
tion, but  I  think  we  are  in  agreement  -^^dth  Dr. 
Benton's  committee  that  this  $10  raise  as  of  1964 
will   be  necessary  to  meet  our  budget. 

PRESIDENT  KERNODLE:  Anyone  else  want  to 
comment? 
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DR.  BENTON:  Let  me  straighten  him  out  on  the 
figures.  I  figured  it  out.  The  $10  raise  will  give  us 
$29,470,  and  we  had  a  deficit  of  $7,422  in  '62, 
and  we  figured  pretty  well  that  you're  going  to 
have  about  a  $9,000  deficit  this  year.  That  leaves 
about  $16,000. 

PRESIDENT  KERNODLE:  That  is  a  $9,000 
deficit,  and  that  income  included  $15,000  from 
polio.  That  makes  a  $24,000  deficit  in  budget 
estimates  right  there. 

PRESIDENT  KERNODLE:  The  question  we  are 
in  is  that  the  Journal  hasn't  plateaued  out  quite  as 
much  as  we  thought  it  was. 

DR.  AMOS  .lOHNSON:  I  had  occasion  to  talk 
with  Dr.  Austin  Smith  a  month  ago  about  the 
relative  trend  of  the  various  journals  inside  medi- 
cine, and  he  is  a  most  astute  gentleman,  I  think, 
and  he  represents  certain  of  the  feeling  of  the 
Pharmaceutical  Association  which,  after  all,  sup- 
ports  our   efforts   in   journals. 

He  said  that  it  was  his  opinion — and  I  think  I 
am  quoting  him  almost  verbatim — that  if  we  could 
hang  on  for  another  one  or  two  years,  that  it  would 
pick  back  up  to  where  it  was,  or  better.  That  the 
Pharmaceutical  Manufacturers  Association  recog- 
nized the  importance  of  state  journals,  even  though 
they  be  of  limited  circulation,  as  compared  to  na- 
tional ones,  and  he  encouraged  me  in  my  thinking, 
and  I  have  expressed  it  otherwise  before,  that  we 
hang  on  with  our  state  journal. 

MR.  BARNES:  That's  the  most  optimism  that  I 
have  heard  reported.  I  think  he  is  very  well  in 
touch  with  the  industry  and  perhaps  should  know. 

I  was  talking  last  week  with  a  long-time  repre- 
sentative of  one  of  the  national  houses  that  has 
always  supported  us  with  advertising  and  sup- 
ported us  with  exhibits.  He  told  me  that  practically 
their  advertising  program  has  dwindled  to  nothing 
from  18  months  or  two  years  ago.  He  told  me  the 
other  day  that  his  company  had  allotted  him  the 
great  sum  of  $325  to  exhibit  in  Virginia,  North 
Carolina  and  South  Carolina  for  the  present  year. 
Now  that  illustrates  somewhat  the  disposition  of 
these  companies  at  the  present  time. 

DR.  A.  .JOHNSON:  I  do  sincerely  believe  that 
Dr.  Smith  is  in  a  position  to  speak  over  and  above 
and  beyond  that,  because  he  is  practically  the 
President  of  their  Association,  and  he  said  that 
without  hesitation,  and  I  repeat  to  you  what  I 
heard  from  him. 

PRESIDENT  KERNODLE:  Well,  I  can  say  at 
present  that  we  have  felt  very  strongly  that  the 
Journal  should  be  kept.  That  is  one  of  the  reasons 
we  feel  like  the  dues  should  be  increased,  and  not 
let  ourselves  get  into  a  great  deficit.  We  don't  want 
to  deplete  any  of  that  nestegg  Wayne  has  been 
hiding  over  there,  because  we  feel  in  the  near 
future  we  will  get  ready  to  build  an  office,  or 
perhaps  have  it  available  for  an  office  one  of  these 
days.  There  is  no  need  of  trying  to  run  on  that 
money   and   take   care   of   our   operational  costs. 


I  think  that  is  what  the  Ad  Hoc  Committee  felt 
strongly  about,  that  we  should  continue  the  Journal, 
and  this  critical  time  of  depreciation  in  the  amount 
of  advertising  in  the  Journal,  the  amount  of  adver- 
tising spaces  asked  for  will  appear  and  probably 
be  true  next  year ;  we're  going  to  have  some  deficits 
and  we  had  better  be  looking  out  for  this  increased 
cost  and  not  wait  until  it  jumps  up  and  hits  us  in 
the  face. 

I  would  strongly  urge — I  am  willing  to  accept 
the  $10  now  and  then  look  at  it  again  in  another 
year,  rather  than  go  ahead.  But  I  think  it's  like 
telling  a  person  every  year  that  you've  got  to  pay 
more  money.  If  you  tell  them  now  they  are  going 
to  have  to  pay  this  additional  amount  this  year, 
and  then  another  year,  it  will  be  a  lot  easier  than 
doing  it  now  and  coming  back  next  year  and  raising 
it  again. 

I  would  be  in  favor,  personally,  of  recommending 
that  we  raise  the  $10,  with  the  understanding  that 
there  is  a  possibility  now — let  them  know — that  we 
might  have  to  raise  it  $10  in  1965  also. 

DR.  RHODES:  For  the  Committee,  I  would  make 
a  motion,  Mr.  President,  that  we  anticipate  a 
raise  of  $10  in  dues  as  of  1964,  with  a  tentative 
raise  of  $10  in  1965.  That  would  be  a  pending, 
tentative  rate.  If  we  can  work  out  some  plan 
whereby  the  Journal  can  increase  its  revenue,  if 
there  is  an  increase  in  exhibiting  revenues,  if  we 
find  areas  in  which  we  can  economize,  why,  that's 
well  and  good,  and  I  think  we  should  devote  our 
attention    to  that. 

PRESIDENT  KERNODLE:  You  have  heard  the 
motion.  Is  there  a  second? 

(Motion   seconded  by  Dr.   Beddingfield.) 
PRESIDENT  KERNODLE:  Any  further  discus- 
sion? If  not,   all   in   favor  of  this  motion   let  it  be 
known    by  saying   "aye" ;    all    opposed    likewise.    So 
be   it. 

We  are  now  down  to  (n),  not  taken  up  before. 
Do   you  want  to   scan   that? 

MR.  BARNES:  I  was  under  the  impression  that 
this  item  of  the  Crippled  Children's  Bulletin  had 
been  discussed  somewhat  by  Dr.  Hollister  in  his 
Negotiations  Report. 

Anyway,  in  a  bulletin  of  April  30th,  the  Crippled 
Children's  Department  of  the  State  Board  of 
Health  administered  by  Dr.  Kendall  did  report 
on  surgeons'  and  clinicians'  fees,  and  this  is  the 
paragraph  in  his  periodic  report: 

These  have  not  been  changed  for  many  years 
and  dependent  upon  the  availability  of  funds  for 
the  next  business  year  we  propose  to  convert 
the  present  fee  schedules  to  the  relative  value 
formula  presented  by  the  State  Medical  Society  in 
its  Relative  Value  Study,  and  by  using  the 
multiple  of  2  for  surgery,  3  for  medical  service, 
3  diagnostic  x-ray  and  4  foi'  laboratory  proce- 
dures. This  will  quite  sharply  increase  the  upper 
register  fees,  the  present  limit  in  orthopedic 
surgery   rising  from   125   to   200.   A   few  entities 
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will   be   reduced,   but   we   feel  that   this  type  of 

scheduling   will    be    generally    acceptable.    It    is 

presumed  that  all  members  of  the  State  Society 

have  in  their  possession  copies   of   the    Relative 

Value  Study,  which  can  be  used  as  a  fee  sched- 
ule. 

So  this  does  confirm  what  Dr.  Hollister  com- 
mented on,  that  they  are  depending  on  this  Relative 
Value  scale  as  the  method  of  awarding  fees  in  the 
Crippled  Children's  program  in  the  future. 

PRESIDENT  KERNODLE:  You  have  heard  this 
discussion.  Is  there  any  question  you  want  to  ask 
Mr.  Barnes? 

DR.  RHODES:  Mr.  Chairman,  I  would  like  to 
point  out  one  item,  one  point  in  relation  to  this 
unit  value  schedule,  and  that  is  that  they  ask  the 
administration,  the  official  administration  of  the 
State  of  North  Carolina,  to  set  the  surgical  unit  at 
250.  They  requested  250  for  the  surgical  unit,  but 
they  (agencies)  were  turned  down  because  they 
were  informed — they  didn't  raise  the  budget  esti- 
mates cost  by  25  per  cent,  and  they  couldn't 
promise  that  amount  of  the  allotted  money. 

MR.  BARNES:  That  was  made  applicable  to 
rehabilitation  as  well  as  crippled  children. 

DR.  BEDDINGFIELD:  Would  it  be  possible  for 
our  Negotiations  Committee  to  compare  fees  for 
this  type  of  service  in  some  other  states  and  to  go 
and  attempt  to  negotiate  with  Mr.  Cannon?  If  that's 
where  the  money  is,  that's  the  place  to  get  it. 

PRESIDENT  KERNODLE:  I  think  that's  the 
answer  to  our  problem. 

In  fact,  I  mentioned  that  to  Bill  this  afternoon, 
that  he  should  get  into  the  financial  end  of  this 
thing  with  the  people  in  state  administration  now 
rather  than  the   agents. 

DR.  RHODES:  The  agent's  hands  are  tied. 

PRESIDENT  KERNODLE:  They  just  report  to 
the  Budget  Bureau,  and  then  we  are  negotiating 
with  a  fourth  party. 

DR.  BEDDINGFIELD:  If  they  (Negotiation)  are 
armed  with  facts,  and  if  we  have  a  good  case,  I 
think  you  will  find  Mr.  Coltrane  and  Mr.  Cannon 
receptive  to  his   ideas. 

PRESIDENT  KERNODLE:  You  have  heard  this 
suggestion,  and  is  it  the  recommendation  of  the 
Council  that  we  pass  this  on  to  the  Negotiations 
Committee?  We  will  do  so.  Do  you  recommend  that, 
Ed? 

DR.  BEDDINGFIELD :  I  move  that  we  make  this 
suggestion  to  the  Negotiations  Committee. 

(Motion   seconded  by   Dr.   Murphy.) 

PRESIDENT  KERNODLE:  All  in  favor  let  it 
be  known  by  saying  "aye";  opposed?  The  "ayes" 
have  it. 

John,  you  have  that  down  to  talk  to  Bill. 

Report  on  Explorations  relative  the  establishment 
and  authorized  function  of  a  commercial  insurance 
claim  review  device,  I  would  like  to  give  you  just 
a  brief  resume  of  this  report. 

Dr.   Frank  W.   Jones  has  worked  diligently  with 


his  committee  setting  up  some  standards.  He  asked 
our  attorney,  Mr.  Anderson,  to  okay  these  stand- 
ards, and  as  far  as  I  know,  he  wrote  him  a  long 
brief  on  this  saying  that  they  were  all  in  order, 
and  that  we  would  not  be  jeopardized  and  that  the 
third  thing  was  that  he  was  going  to  have  things 
ready   for    publication   soon. 

John,  do  you  have  any  remarks  on  the  standards 
that  he  passed  to  you? 

MR.  ANDERSON:  I  saw  no  legal  problems  in- 
volved  in   it. 

PRESIDENT  KERNODLE:  All  right.  I  cannot 
answer  too  much  on  this  Claim  Review  Committee, 
but  I  do  know  they  are  functioning.  He  is  abreast 
of  the  problem,  and  he  has  developed  a  very  satis- 
factory liaison  with  the  insurance  industry;  and 
some  of  the  things  that  have  been  presented  as 
problems  would  seem  to  indicate  that  such  a  review 
service  is  indicated,  and  I  believe  we  are  writing 
some  improvement. 

MR.  ANDERSON:  The  only  legal  questions  he 
posed  was  whether  or  not  divulging  information 
to  the  patient  would  be  in  violation  of  any  laws, 
and  I  stated  it  would  not  be.  Even  if  it  is  done  not 
anonymously,  there  would  be  no  violation  of  law, 
and  whether  or  not  the  Committee  could  take  action 
regarding  discipline,  there  would  be  no  legal  viola- 
tion there.  It  would  be  just  a  matter  of  pressure 
on  a  member   of  the   Society. 

That  would  have  to  go  to  the  Grievance  Com- 
mittee anyhow,  if  there  was  any  action  to  be 
taken;  and  the  rest  of  it  was  a  matter  of  adjusting 
disputes  between  the  insurance  company  and  the 
physician  who  might  be  involved.  It's  a  question 
of  conciliation  or  arbitration.  So  there  was  no 
legal  implication  involved  in  any  of  it.  It  is  a 
matter  of  negotiation  and  conciliation. 

PRESIDENT  KERNODLE:  There  is  no  action  on 
this,   just  information. 

No  report  of  the  Committee  on  Grievances. 
I  want  to   discuss   the   establishment  of   hospital 
utilization   committees.       I    asked    Mr.    Hilliard    to 
discuss  it,  and  he  was  going  out  to  get  a  note  just 
recently   written  on  it. 

The  Committee  on  Hospitals  and  Professional 
Relations  met  in  Charlotte.  Is  there  anyone  here 
who   attended    that  meeting? 

MRS.  KING:  Here  is  the  report  of  that  meet- 
ing. 

DR.  STYRON: 

The  first  item  of  business  was  the  very  fine 
report  from  the  Chairman  on  the  Committee  on 
Liaison  to  the  Insurance  Industry.  After  much 
discussion  it  was  the  consensus  of  this  Commit- 
tee that  the  information  compiled  on  Dr.  Jones' 
Committee  should  be  presented  to  the  entire 
hospital  staff  for  their  own  information  and  to 
present  to  them  the  opportunity  to  be  more 
watchful  in  so  far  as  unnecessary  hospitalizations 
and  hospitalization  for  trivial  illnesses  are  con- 
cerned.   It    was    the   feeling    of    this    Committee 
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that  this  information  should  be  presented  to 
them  by  way  of  organized  medicine;  that  is, 
the  North  Carolina  State  Medical  Society,  prob- 
ably through  its  counselor  for  that  district. 

The  second  point  of  business  was  the  discus- 
sion of  the  formation  of  Utilization  Committees 
as  an  integral  portion  of  the  organization  of  the 
hospital  staffs  throughout  the  State.  After  much 
discussion  pro  and  con  on  this  matter,  it  was 
thought  best  at  this  moment  to  circularize  all 
County  Society  presidents  with  what  information 
we  have  available  in  so  far  as  setting  up  Utili- 
zation Committees  in  hospitals  are  concerned. 
It  was  decided  that  we  ask  these  County  Society 
presidents  to  present  this  matter  to  their  consti- 
tuents and  ask  that  hospitals  set  up  Utilization 
Committees  on  a  voluntary  basis.  It  was  thought 
that  sending  each  County  Society  president  a 
guide  to  the  establishment  and  functioning  of 
a  Medical  Staff  Utilization  Committee  as  pub- 
lished by  the  Hospital  Service  Association  of 
Western  Pennsylvania  would  give  them  enough 
background  information  to  consider  the  forma- 
tion of  this  Committee  on  their  hospitals. 
PRESIDENT  KERNODLE:  Mr.  Billiard,  do  you 
want  to  add  anything  to  this  report  that  we  have 
heard   from   Dr.   Mees? 

MR.  WILLIAM  MILLIARD:  The  only  thing  I 
would  add  is  that  that  letter  over  Dr.  Mees'  sig- 
nature is  in  the  mail.  The  delay  in  circulating  that 
letter  to  each  County  Medical  Society  president,  in 
keeping  with  the  recommendation  of  the  other 
committee,  was  occasioned  by  some  delay  in  getting 
the  booklets  from  the  Pennsylvania  Association. 
They  were  requested  two  days — the  order  was  sub- 
mitted two  days  after  the  meeting  of  that  commit- 
tee and  was  confirmed  to  us  by  letter  immediately; 
but  for  some  reason,  the  order  was  not  received, 
and  we  had  to  telephone  and  reorder,  and  they 
were  put  in  the  mail  last  week  to  each  County 
Medical  Society  President  over  Chairman  Mees' 
signature. 

PRESIDENT  KERNODLE:  It  has  been  brought 
out  in  this  report  that  Dr.  Styron  read,  and  Mr. 
Hilliard  elaborated  on,  the  problems  in  a  certain 
area  that  are  being  investigated  at  the  present 
time  with  the  insurance  industry,  as  well  as  with 
the  Hospital  and  Professional  Relations  Commit- 
tee, and  there  is  a  very  critical  problem  over  utili- 
zation of  insurance  programs  through  overutiliza- 
tion  of  hospital  beds,  and  medication,  and  so  forth. 
I  think  it  is  going  to  be  investigated  and  discussed 
with  the  people  involved,  and  I  don't  think  it  is 
necessary  to  name  any  group  that  is  very  much 
involved  at  this  point. 

The  second  thing,  as  far  as  the  Utilization  Com- 
mittees :  I  think,  as  pointed  out  by  Dr.  John  Rhodes, 
the  Review  Committees  are  necessary,  according  to 
the  amount  of  material  being  brought  to  that  com- 
mittee. It  would  also  indicate  that  the  Utilization 
Committees   are   really  needed  in   several  areas,  in 


spite  of  the  fact  that  you  think  you  get  along 
pretty  well  in  not  overutilizing  beds,  or  the  use  of 
medications   and   laboratory  facilities. 

We  know  of  two  hospitals  that  have  taken  it  on 
themselves  to  stai't  the  organization  of  Utilization 
Committees.  We  had  hoped  to  have  at  least  five  in 
the  pilot  study  by  this  time  going.  The  Hospital 
Association  has  adopted  the  policy  to  present  this 
to  their  boards  and  recommend  that  it  be  done, 
and  I  believe  that  with  their  cooperation,  plus  the 
doctors,  that  we  will  be  able  to  set  up  a  group  of 
Utilization  Committees  that  will  decrease  the  claim 
rate  for  both  the  Blues  and  the  commercial  insur- 
ance programs.  I  think  it  will  be  most  beneficial  if 
we  could  get  such  a  program  going.  I  would 
strongly  endorse  it.  I  don't  think  it  is  anything 
for  action.  It  is  primarily  for  information. 

Are  there  any  questions  you  would  like  to  ask? 
If  not,  we  will  move  on  to  the  next  one.  Special  con- 
siderations on  Poliomyelitis  Policy  relative  to  Na- 
tional Guard  and  all  Armed  Forces  policy  on 
Sabin  vaccine. 

Do  you  have  a  communication  from  Dr.  Ravenel 
on  that? 

MR.  BARNES:  No,  I  do  not.  The  only  informa- 
tion I  have  is  that  we  received  a  telephone  call 
from  the  Health  Officer  of  Wake  County  about 
two  weeks  ago  indicating  that  the  National  Guard 
had  instructed  the  physician  to  the  units  in  Wake 
County  to  proceed  with  the  vaccination  with  the 
oral  vaccine  of  members  of  the  National  Guard  in 
Wake  County. 

She  had  sort  of  raised  some  questions  whether 
or  not  that  was  good  procedure,  in  light  of  the  fact 
that  the  mass  immunization,  oral  vaccine,  had  not 
been  approved  and  carried  out  in  North  Carolina, 
and  it  was  felt  there  was  some  danger  in  giving 
this  oral  vaccine  to  a  small  segment  of  the  popula- 
tion before  it  involved  the  rest  of  the  population. 

So  the  Health  Officer  very  seriously  called  us 
to  know  what  the  State  Medical  Society's  policy  on 
it  was.  We  communicated  with  Dr.  Ravenel  as  to 
whether  or  not  they  wanted  to  communicate  with 
the  officers  of  the  Armed  Forces,  because  the  same 
policy  prevails  in  all  of  the  units  of  the  Armed 
Forces,  and  the  Sabin  vaccine  is  the  only  one  fur- 
nished. He  said  that  since  this  had  been  approved  by 
the  U.  S.  Public  Health  Service,  he  saw  little 
point  in  the  Medical  Society  evincing  any  interest 
in  it. 

DR.  RHODES:  Do  you  have  any  jurisdiction 
whatever  in  these  areas? 

PRESIDENT  KERNODLE:  We  don't  have  any 
jurisdiction,  but  I  was  going  to  ask  Dr.  Koomen 
what  effect  he  thought  it  would  have  on  our  people. 

DR.  KOOMEN:  Originally,  when  we  hoped  to 
have  the  statewide  program,  one  of  the  important 
arguments  is  that  it  would  permit  us  to  do  the 
state  segmentally,  one  unit  at  a  time,  with  the 
idea  if  there  was  secondary  spread  in  a  household 
community,  there  would  be  little  opportunity  for  it 
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to    go    fi'om    one    case    to   the    next,   because    thei'e 
would  be  relatively  few  virus  generations. 

In  view  of  what  has  happened,  that  we  are  not 
to  have  a  program,  the  Committee  felt  that  County 
Societies  should  be  free  to  pursue  whatever  program 
they  individually  wished.  That  seriously  under- 
mined any  sort  of  hope  that  in  North  Carolina  we 
might  be  a  state  as  a  unit. 

With  that  in  mind,  one  virus  is  introduced  into 
the  community;  if  there  are  a  considerable  number 
of  generations  of  virus  going-,  we  might  then  revert 
to  something  more  virulent  than  what  we  are 
working  with.  That  is  not  established,  but  a  possi- 
bility. 

In  actual  practice,  this  is  such  a  highly  attenu- 
ated strain;  in  the  highly  sanitary  household,  there 
seems  to  be  no  spread  from  the  vaccinated  to  the 
nonvaccinated.  In  the  poorly  sanitated  households, 
probably  no  more  than  three  on  the  outside  and 
usually  two. 

The  scare  around  Type  3,  not  yet  resolved  despite 
the  fact  that  the  vaccine  has  been  reapproved, 
raises  the  question  again.  It  is  true  this  has  been 
used  by  the  millions  of  doses.  It  is  true  this  has 
been  approved  by  the  Public  Health  Service,  and 
finally  it  is  true  that  the  Armed  Services  are  using 
it. 

PRESIDENT  KERNODLE:  You  have  heard 
these  comments  and  the  fact  that  we  have  no  juris- 
diction over  this.  As  our  Committee  Chairman  Dr. 
Ravenel  says,  there  is  not  much  we  can  do,  but  we 
want  to  bring  it  to  your  attention. 

I  think  it  is  information.  We  have  no  need  of 
any  action. 

PRESIDENT  KERNODLE:  Does  Dr.  Bugg  have 
a  report  on  the  Relative  Value  Scale? 

MR.  BARNES:  No. 

PRESIDENT  KERNODLE:  Dr.  Bugg  does  not 
have   a   report. 

I  don't  know  how  many  of  you  are  members  of 
the  AAPS,  and  how  many  of  you  received  a  letter 
from  Dr.  Keiter  and  the  others  from  down  in  Lenoir 
County. 

Well,  the  only  difference  between  that  letter  and 
one  that  was  sent  to  all  members  of  the  AAPS  is 
the  fact  that  the  PSl  and  2,  in  regard  to  the 
amendments  that  I  wrote  Dr.  Keiter  about  that  had 
been  inserted  into  the  mental  health  bill. 

I  took  it  on  myself  after  that  to  get  in  touch 
with  Mr.  Harry  Northam,  Executive  Director  of 
the  Association  of  American  Physicians  and  Sur- 
geons, and  the  reply  I  think  probably  is  worthwhile 
for  me  to  read  to  our  Executive  Council. 

I  was  a  little  bit  concerned  that  this  oi-ganiza- 
tion  should  write  a  letter  to  our  people  in  this 
state  without  getting  in  touch  with  the  Medical 
Society  to  see  what  the  actual  feeling  of  the  Medical 
Society  was  in  regard  to  the  mental  health  pro- 
gram. 

At  any  rate,  I  got  a  reply  accordingly : 

This   is   in   reply   to  your  letter    of   April    19, 


1963  in  which  you  criticize  AAPS  for  mimeo- 
graphing and  mailing  a  letter  over  the  signature 
of  Dr.  W.  E.  Keiter  to  AAPS  members  in  North 
Carolina.  As  you  know,  the  letter  presented 
opposing  views  to  a  proposed  State  Mental 
Health  Program. 

As  I  advised  you  on  the  telephone,  Dr.  Robert 
Kornegay,  the  duly  elected  delegate  to  AAPS 
and  the  official  representative  of  AAPS  members 
in  North  Carolina,  telephoned  us  and  asked  that 
we  help  AAPS  members  in  North  Carolina  by 
mimeographing  and  mailing  a  letter  regarding 
the  mental  health  situation  over  the  signature  of 
Dr.  Keiter. 

The  objections  raised  to  the  North  Carolina 
State  Mental  Health  Program  by  Dr.  Kornegay 
were  entirely  consistent  with  the  principles  of 
AAPS  covering  mental  health  programs,  so  we 
presumed  that  the  AAPS  members  in  North 
Carolina  were  united  in  their  opposition.  Since 
we  try  to  serve  our  members  in  every  state,  we 
felt  justified  in  helping  out  the  AAPS  members 
in  your  state.  It  was  not  until  your  telephone 
call  that  we  had  any  knowledge  that  some  AAPS 
members  were  supporting  the  controversial  pro- 
gram. 

We  are  naturally  disappointed  to  have  you 
state  that  you  henceforth  wil  refrain  from  taking 
any  part  in  the  Association. 

In  these  perilous  times,  organizations  like 
AAPS,  which  has  never  deviated  from  support- 
ing principles,  need  your  help  and  the  help  of 
others  like  you.  You  state  you  have  been  a 
member  of  AAPS  for  15  years.  During  this  time 
the  Association  must  have  been  serving  in  a  way 
that  was  consistent  with  your  personal  princi- 
ples. Since  the  Association  has  been  very  active, 
there  must  have  been  a  number  of  our  activities 
over  the  years  with  which  you  gave  staunch 
approval,  as  evidenced  by  your  continuing  mem- 
bership. 

If  we  should  make  a  mistake  we  believe  it 
would  be  reasonable  to  expect  our  members  to 
give  us  constructive  criticism  in  order  to  guard 
against  repeating  the  mistake  and  look  with 
tolerance  on  the  mistake  because  we  are  not 
infallible.  For  these  reasons  we  hope  to  have 
your  continuing  support. 

I  thought  perhaps  it  would  be  wise  just  to  bring 
this  to  your  attention,  that  I  had  had  some  corre- 
spondence with  this  organization,  that  I  didn't 
think  that  he  was  right  in  taking  the  action  he 
did  without  consulting  the  organized  medical  pro- 
fession. I  bring  that  to  you  for  information  only. 

Report  of  Councilors.  (Each  Councilor  was  recog- 
nized for  additions  to  viTitten  reports,  to  which 
First  and  Second  Districts  had  none.) 

DR.  BEDDINGFIELD:  No  further  report.  My 
report  is  not  in  the  Compilation,  but  it  was  mimeo- 
graphed and  handed  to  you  this  morning,  the  Leg- 
islative  Committee  report. 
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PRESIDENT  KERNODLE:  Very  important, 
Mr.  Councilor,  I  think  your  comments  about  this 
meeting  are  apropos.  Would  you  read  this  to  this 
organization? 

DR.  BEDDINGFIELD: 

This  year  has  brought  a  renewed  interest  in 
the  Fourth  District  Society.  A  reorganization 
committee  was  appointed  by  President  Leon  Rob- 
ertson because  of  apparent  progressive  lagging 
interest  and  decreasing  interest  in  the  past  few 
years.  This  Committee,  spearheaded  by  Dr.  John 
McCain,  has  brought  about  a  "streamlined"  Dis- 
trict Society  which  will  meet  twice  annually  in- 
stead of  quarterly  as  before,  with  more  partici- 
pation from  the  wives.  Also,  a  competent  and 
efficient  lay  executive  secretary  to  aid  in  the 
program  has  been  employed  in  the  person  of  Mr. 
Jim  Fulghum  of  Wilson.  He  is  handling  the 
business  affairs,  aids  in  arranging  the  programs, 
and  is  editing  a  quarterly  newsletter  which  is 
sponsored  by  the  Wayne  Medical  Supply  Com- 
pany of  Pikeville.  The  first  program  of 
the  revitalized  Fourth  District  Society 
was  held  in  Wilson  on  April  16th,  and  was 
an  extremely  successful  meeting  with  250  in 
attendance  to  hear  a  program  on  national  and 
state  legislative  problems.  The  meeting  was 
well  covered  by  radio,  press,  and  TV,  and  drew 
many  favorable  comments.  The  Councilor  invites 
other  District  Societies  to  consider  the  new  pro- 
gram of  the  Fourth  District. 

PRESIDENT    KERNODLE:       As    you   hear   Ed 
read  this  report,  I  would  like  to  reiterate  the  real 
enthusiasm    present    in     that     District    since    they 
reorganized. 
Fifth   District. 

DR.  SUMMERLIN:  No  further  report. 
PRESIDENT  KERNODLE:  Sixth  District. 
DR.  PASCHAL:  In  the  Sixth  District,  for  the 
past  several  years,  there  has  been  a  waning  of 
interest  in  the  District  Medical  Society's  activities. 
For  several  years,  there  have  been  proposals  that 
the  Society  be  abandoned.  I  have  reported  in  my 
report  as  Councilor  for  the  Sixth  District  that 
the  action  taken  at  the  last  meeting  was  to  the 
effect  that  the  Sixth  District  being  discontinued  for 
the  time  being.  There  are  a  number  of  reasons  for 
that  which  I  will  not  try  to  go  into  at  this  time. 

It  is  understood  by  the  District  that  they  did 
not  have  to  seek  the  advice  of  the  Council  of  the 
State  Medical  Society  to  discontinue  their  activity, 
and  it  is  likewise  understood  that  if  and  when 
sufficient  interest  is  manifested,  that  the  activities 
of  the  Sixth  District  Medical  Society  will  be  re- 
sumed. 

The  Sixth  District  Medical  Society  also  went  on 
record  as  opposing  the  proposal  of  changing  our 
District  in  the  Medical  Society  to  correspond  to 
that  of  the  Congressional  Districts.  We  have  had  a 
change  this  year  in  the  Congressional  Districts  in 
North  Carolina  in  prospect  that  it  would  be  chang- 


ing from  time  to  time  with  the  changes  in  our 
population. 

We  also  went  on  record  as  favoring  a  continuation 
of  the  present  caucus  system  in  electing  the  mem- 
bers of  the  Nominating  Committee.  We  have  had 
several  problems  in  the  District  concerning  certain 
grievances.  I  think  they  have  all  been  adequatly 
resolved,  and  I  don't  believe  they  pose  problems.  I 
have  information  about  them  and  I  will  be  glad  to 
discuss  them  if  the  President  would  like  for  me  to 
do  so.  I  see  that  it  would  serve  no  useful  purpose 
at  this   time. 

PRESIDENT  KERNODLE:  Thank  you,  Dr.  Pas- 
chal. 

Disti-ict  No.  7. 

DR.  BIVENS:  The  7th  District  is  a  large  dis- 
trict including  Mecklenburg,  300  doctors,  down  to 
Montgomery   County,  6   doctors. 

I  would  say  that  we  stand  between  the  4th  Dis- 
trict and  Dr.  Paschal's  District  in  our  enthusiasm, 
varying  from  none  to  some.  We  have  discussed  the 
business  of  providing  Congressional  Districts,  the 
same   as   getting  it   done. 

Our  attendance  has  dropped  down  consistently. 
We  had  65  members  at  our  last  meeting  in  Lin- 
colnton.  Albemarle  has  our  next  meeting,  and  we 
are  contemplating  having  it  in  Mecklenburg  County, 
because  we  don't  have  any  place  to  have  it  in 
.41bemarle. 

PRESIDENT  KERNODLE:   8th  District. 

DR.  H.  .JOHNSON:  I  haven't  anything  to  add  to 
what  has  been  said.  It  has  been  my  observation  that 
the  older  doctors  are  in  favor  of  continuing  the 
District  Society,  and  a  lot  of  the  younger  ones 
have  very  little  intei'est  in  it. 

As  far  as  the  attendance  is  concerned,  we  have 
had  a  professional  prog'rani  in  the  afternoon,  a 
medical  program,  papers  and  discussion,  which  has 
been  well  worth  attending,  instructive  and  so  forth, 
but  has  not  been  attended  very  well — very  poorly. 
But  for  the  dinner  meeting  and  after-dinner  speaker, 
our  attendance  has  not  changed  a  whole  lot  in  the 
past   several  years. 

PRESIDENT  KERNODLE:   9th    District. 

DR.  MURPHY:  Mr.  President,  we  have  about  the 
same  problem  that  everyone  else  has  discussed. 
The  9th  District  goes  from  Thomasville  to  the 
Tennessee  border,  and  geographically  it  is  awfully 
hard  for  us  to  be  very  close. 

There  was  considerable  enthusiasm  for  disband- 
ing the  whole  thing  at  the  last  meeting,  but  it  was 
decided  to  try  it  one  more  year.  We  are  looking 
for  some  reason  to  continue  activity,  and  there  is 
a    committee    working   on   that. 

PRESIDENT  KERNODLE:  10th  District— Dr. 
Sams  is  not  here. 

.1/7?.  BARNES:  He  has  a  report  in  the  Compila- 
tion. 

PRESIDENT  KERNODLE:  No  additional  infor- 
mation. 

Are   there    any   Councilors    that   have    any    griev- 


237 


ances    that   should    be    reported   that    haven't   been 
reported? 

We  now  get  into  Commissioners.  Does  Dr.  Poteat 
have  any  additional  report,  or  does  he  have  a 
written  report? 

MR.  BARNES:  A  written  report  in  the  Compila- 
tion. 

PRESIDENT  KERNODLE:  Dr.  Goldner's  report 
is  in  the  Compilation. 

Dr.  Paschal,  do  you  have  a  Professional  Service 
Commission   report? 

DR.  PASCHAL:   Nothing  additional  to  report. 
PRESIDENT   KERNODLE:        Public    Relations 
Commission,   Dr.  Koonce.   He's  out,  too. 

Public  Service  Commission,  Amos  Johnson,  (no 
reply) 

Grievance  Committee,  Dr.  Schoenheit.    (no  reply) 
PRESIDENT    KERNODLE:       Any    committees 
down  through    Chronic   Illness   have  any  additional 
reports? 

DR.  D.  A.  McLAURIN:  Thursday  afternoon, 
Mrs.  Boutwell  and  I  met  \vith  Gordon  Pool  and 
Mr.  James  Donnelly  at  the  State  Board  of  Health 
to  consider  the  changes  in  the  Bill  which  pertains 
to  licensure  of  rest  homes,  homes  for  the  aged,  and 
infirm,   and   nursing   homes. 

There  have  been  a  number  of  suggested  bills. 
The  problem  arose  because  the  Commission  on 
Reorganization  of  State  Government  prepared  a 
Bill  which  we  did  not  like.  The  Executive  Council 
heard  this  in  January  and  approved  at  that  time  the 
recommendation  of  the  Chronic  Illness  Committee 
which  pertained  to  certain  things  that  should  be 
incorporated  in  the  bill. 

The  representatives  of  the  Chronic  Illness  Com- 
mittee met  with  Mr.  Dave  Coltrane  and  discussed 
this  and  made  very  little  progress.  The  Nursing 
Home  Association  had  prepared  a  bill  which  in- 
corporated some  features  that  we  liked  and  some 
others  that  we  did  not  like. 

The  discussion  on  Thursday  afternoon  was  to 
consider  what  we  would  agree  to  in  order  that 
some  progress  might  be  made  to  get  this  in — a 
substitute  bill  from  the  Committee  of  the  General 
Assembly. 

The  Executive  Council  approved  in  January  the 
idea  that  these  requirements  pertaining  to  evalua- 
tion of  homes,  homes  for  the  aged  and  infirm, 
should  be  a  part  of  licensure  proceedings,  rather 
than  having  local  health  officers  go  in  and  per- 
forming actual  physical  examinations  periodically. 
With  that  in  mind,  a  proposal  was  drafted  at 
that  meeting  and  has  been  incorporated  into  a 
proposed  bill  to  present  to  the  Committee  of  the 
General  Assembly. 

Now  after  we  left.  Dr.  Donnelly  and  Mr.  Pool 
met  vnth  Mr.  Brown,  and  with  Mr.  Britt,  represen- 
tative for  one  of  the  Assemblymen,  to  consider 
this,  and  very  little  was  accomplished.  Mr.  Brown 
from  the  State  Board  of  Welfare  is  now  balking  at 
licensing  two    buildings    (operations)    on    the    same 


site  by  one  agency.  He  feels  that  this  should  be 
licensed  by  Welfare  if  it  is  a  rest  home,  and  by  the 
State  Board  of  Health  if  it  is  a  nursing  home.  This 
point  is  still  totally  unsettled. 

The  proposal  that  has  been  drafted  concerning 
method  of  evaluation  periodically  if  the  residents 
reads   as  follows : 

It  shall  be  the  duty  of  the  operators  of  nursing 
homes  and  homes  for  the  aged  and  infirm  to 
provide  continuing  medical  supervision  for  all 
patients  or  residents  by  either  the  private  phy- 
sician of  the  patient  or  resident  or  by  means  of 
a  contractual  arrangement  with  a  physician  on 
a  call  basis. 

It  shall  be  the  duty  of  the  State  Board  of 
Health  in  consultation  with  the  State  Board  of 
Public  Welfare  to  prepare  and  publish  such 
regulations  as  are  necessary  to  carry  out  the 
intent  of  this  subsection  including  the  require- 
ments for  pre-admission  medical  evaluation,  pe- 
riodic re-evaluation  and  evaluation  at  the  time 
of  any  change  of  health  status  of  the  patient  or 
resident. 

Now  this  revision  is  in  general  in  agreement 
with  the  recommendation  of  the  Chronic  Illness 
Committee  in  January  which  you  have  approved. 
It  does  not  incorporate  all  features,  but  it  is 
probably  the  closest  we  will  get  on  a  compromise 
basis.  Personally,  I  feel  that  it  would  be  acceptable. 
At  the  moment,  Dr.  Kernodle,  that's  all  I  can  report, 
because  nothing  else  has  happened. 

PRESIDENT  KERNODLE:  Thank  you  very 
much.  Are  there  any  questions  with  regard  to  this 
report?    Anyone   have   any   questions? 

I  think  we  have  adopted  the  principle  already, 
and  it  leaves  it  in  the  hands  of  the  Legislative 
Committee  to  adjust  their  thinking  at  the  time  of 
hearing  on  it,  if  I  recall.  Do  you  want  some  fur- 
ther action,  Ed? 

DR.  BEDDINGFIELD :  I  would  just  like  to  com- 
mend Dr.  McLaurin  for  his  work.  I  think  he  has 
done  a  very  good  job.  He  has  been  in  communica- 
tion with  me.  We  talked  about  this,  and  we  are  of  a 
mind. 

The  Trust   Study  Committee. 

DR.  JESSE  CALDWELL:  This  is  just  to  advise 
you  of  a  few  changes  that  have  taken  place  concern- 
ing the  retirement  program  being  sponsored  by  this 
Society. 

Since  the  Compilation  was  written,  several  de- 
velopments have  taken  place.  As  we  mentioned 
before,  it  is  not  practicable  to  start  operating  the 
plan  until  we  get  the  regulations  which  are  to  be 
issued   by  the  Internal   Revenue    Service. 

Last  month,  in  April,  the  Internal  Revenue  Serv- 
ice issued  Part  1  of  4  parts  of  its  proposed  rules 
concerning  the  implementation  of  this  Act.  The 
Service  will  hold  hearings  on  these  proposed  rules, 
and  then  they  will  issue  the  permanent  rules.  Part  1. 
Three  other  parts  are  to  come  out.  When  they  will 
get  here,  we  do  not  know. 
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Therefore,  the  plan  is  not  ready  to  go  into  opera- 
tion until  we  get  these  and  adapt  our  forms  to 
conform.  Meanwhile,  another  complication  has  arisen 
concerning  our  plan.  There  is  a  controversy  between 
two  Federal  agencies  as  to  whether  or  not  a  plan 
such  as  ours  operated  by  a  trustee,  such  as  Wachovia 
Bank  and  Trust  Company,  would  come  under  the 
jurisdiction  of  the  Federal  Securities  &  Exchange 
Commission,  or  remain  under  the  Comptroller  of 
Currency. 

As  a  result  of  this  uncertainty,  there  has  been 
some  delay  in  the  promotion  of  our  plan.  We  had 
planned  to  have  a  booth  fitted  both  at  this  conven- 
tion, at  which  time  we  would  give  out  information 
and  material  concerning  the  plan,  but  Wachovia's 
lawyers  have  advised  that  they  would  be,  in  effect, 
selling  a  mutual  fund,  and  they  are  not  authorized 
to  do  that,  as  the  Securities  &  Exchange  Commis- 
sion has  jurisdiction  over  that  area,  and  that  has 
not  been  settled  yet. 

Some  authority  has  estimated  that  only  approxi- 
mately 100,000  individuals  will  participate  in  the 
plan  as  it  is  now  set  up,  as  compared  with  the 
estimated  800,000  who  are  eligible,  and  that  is  be- 
cause of  the  restrictions  in  the  plan. 

Some  changes  in  our  Constitution  and  By-Laws 
are  necessary,  and  these  I  think  were  handed  to 
you.  The  one  that  the  Committee  on  Constitution 
and  By-laws  i-ecommended  not  be  accepted  is  satis- 
factory with  us  to  have  it  as  they  suggest  it,  put 
it  under  the  Professional  Service  Commission. 

That  is  provided  for  in  other  changes  recom- 
mended which  were  accepted  by  the  Committee  on 
Constitution  and  By-laws;  but  I  note  that  Section 
19,  Chapter  10,  will  have  to  be  amended  further 
to  add  the  name  Retirement  Saving-s  Plan  Com- 
mittee. 

As  that  Section  reads  "All  the  foregoing  com- 
mittees except  the  Committee  on  Nominations  and 
the  Committee  on  Grievances  shall  be  appointed  by 
the  President  of  the  Society."  The  changes  provide 
that  the  House  of  Delegates  will  elect  the  members 
to  that,  and  therefore  the  name  of  that  committee 
should    go    in  under   19. 

But  I  am  sure  that  I  can  take  this  up  with  Dr. 
Shaffner  before  it  comes  up,  and  he  may  have  a 
recommendation   on    that   tomorrow. 

PRESIDENT  KERNODLE:  You  have  heard  the 
report  of  the  Trust  Fund  Committee.  Any  ques- 
tions? 

(Motion  to  receive  report  as  information  made 
by  Dr.  Beddingfield  and  seconded  by  Dr.  Fuller.) 

PRESIDENT  KERNODLE:  Any  discussion?  All 
in  favor  let  it  be  known  by  saying  "aye" ;  opposed 
likewise.  The  "ayes"  have  it. 

What  about  your  Committee  Ad  Hoc,  John?  Do 
you  want  to  bring  any  points  to  this  group  at  this 
time?  I  think  it  would  probably  be  well  to  reiterate 
some  of  the  action. 

DR.  RHODES :  I  believe  everybody  has  a  copy  of 
the  final  report. 


If  you  will  recall,  at  the  January  meeting  we 
presented  to  this  Committee  those  items  which 
involve  changes  in  the  By-laws  which  were  approved 
by  the  Council  at  that  time,  and  have  been  referred 
to  the  Committee  on  Constitution  and  By-laws. 

There  are  one  or  two  other  items,  very  briefly, 
that  perhaps  I  should  mention.  We  considered  this 
whole  problem  under  a  number  of  headings,  the 
first  one  being  administration,  and  you  have  heard 
some  discussion  of  the  fiscal  status  of  the  Society, 
and  some  recommendations  in  regard  to  it. 

There  is  one  other  item  that  has  not  been  men- 
tioned here,  and  that  is  the  committee  felt  that 
the  Council  should  give  serious  consideration  to  the 
possible  sale  of  the  property  now  held  on  the  Dur- 
ham Highway,  which  was  purchased  at  a  cost  of 
$25,000  I  believe,  some  years  ago,  and  is  of  un- 
known proved  value  at  this  time.  The  sale  of  that, 
with  the  idea  of  investing  in  property  in  the  com- 
munity of  Raleigh  for  the  possible  future  use  for 
a    Medical    Society   facility. 

The  Committee  also  recommends  that  the  items, 
budget  items  covering  Mr.  Milliard  and  Mrs.  Bout- 
well  be  placed  on  the  administration  budget  rather 
than  under  the  committees  to  which  they  are  pri- 
marily assigned,  because  both  of  them  spend  a  very 
large  percentage  of  their  time  in  other  activities 
than  with  those  particular  committees. 

Under  the  Commission  system,  the  major  thing 
was  the  change  in  By-laws,  which  would  implement 
or  spell  out  the  responsibilities  of  the  Commission- 
ers a  little  more  in  detail,  and  provide  for  their 
meeting  with  the  President  in  relation  to  the 
addition  or  deletion,  or  combination  of  committees, 
and  also  a  meeting  with  the  Finance  Committee  to 
discuss  committee  budgets.  That  would  be  an  annual 
meeting. 

In  relation  to  District  Societies,  a  recommenda- 
tion was  really  taken  from  a  report  of  Dr.  Amos 
Johnson's  Committee  on  Improving  Attendance  at 
Annual  Meetings  —  that  also  involved  a  By-law 
change.  The  Committee  adopted  that  recommenda- 
tion that  the  functioning  districts  be  allowed  repre- 
sentation in  the  House  of  Delegates,  and  that  was 
recommended  by  this  Ad  Hoc  Committee,  the  idea 
being  to  try  to  stimulate  interest  in  the  District 
Societies.  We  heard  a  lot  about  the  waning  interest. 
We  also  have  heard  something  about  what  can  be 
accomplished  in  the  District  Society,  and  has  been 
done  in  the   4th   District. 

There  also  was  a  recommendation  from  Dr. 
Johnson's  Committee  that  consideration  be  given  to 
transferring  to  the  district  the  prerogative  for  the 
election  of  Councilors  and  the  members  of  the 
Nominating  Committee.  This  Committee  chose  not 
to  recommend  such  a  transfer  on  the  basis  of  a 
number  of  reasons,  the  primary  one  being  that, 
for  instance,  the  caucus  is  a  more  democratic 
method  of  electing  the  Nominating  Committee  on 
the  ground  that  each  county  is  certainly  represented 
in  the  caucus,  whereas  it  might  not  be  represented 


239 


in  district  meetings.  That  was  the  major  reason 
there. 

And  also  more  or  less  on  the  same  basis,  it  was 
recommended  that  no  change  be  made  in  the  election 
of  Councilors. 

The  Committee  considered  also  another  recom- 
mendation of  Dr.  Johnson's  Committee  which  would 
provide  that  the  Speaker  of  the  House  of  Delegates 
would  be  empowered  to  appoint  resolutions  com- 
mittees set  up  on  the  basis  of  the  commissioners, 
with  the  suggestion  that  each  resolutions  committee 
would  be  chairmanned  by  one  of  the  commissioners. 
It  may  not  be  necessary,  for  instance,  to  appoint 
six  such  committees,  if  resolutions  did  not  fall 
within  the  purview  of  those  commissioners,  but  only 
committees  could  be  appointed  where  resolutions 
were  presented  that  would  be  considered  under  the 
classification  of  the  various  commissions. 

Then  the  matter  came  up  as  to  whether  or  not  it 
would  be  possible  to  make  the  Commissioners  mem- 
bers of  the  House  of  Delegates.  This  was  discussed 
with  Mr.  Anderson,  and  it  was  decided  that  since 
the  Commissioners  were  not  elected  officers  of  the 
Medical  Society,  there  would  be  no  precedent  for 
such  a  procedure. 

Mr.  Chairman,  I  believe  that  pretty  well  covers 
the  report  of  this  Committee,  that  part  that  has 
not  already  been  discussed,  and  I  would  move  you 
the  approval  of  this  report. 

PRESIDENT  KERNODLE:  There  is  one  point 
that  Dr.  Benton  didn't  hear  that  he  wanted  to  have 
some  consideration  of,  and  that  is,  I  believe,  the 
report  recommends  the  sale  of  the  land  on  the 
Highway,  and  the  repurchase  in  the  City. 

DR.  RHODES:  The  Committee  recommends  that 
consideration  be  given  to  the  sale  of  the  property 
on  the  Dvirham  Highway,  with  the  idea  of  investing 
in  property  in  the  City  of  Raleigh. 

DR.  BENTON:  It's  the  same  problem  we  had  on 
the  $10  now  and  $10  raise  next  year. 

The  Finance  Committee  is  vehemently  against 
selling  that  property  right  now.  We  are  vehemently 
against  buying  property  in  the  City  of  Raleigh, 
Greensboro,  Charlotte,  or  anywhere,  because  to  the 
best  of  our  knowledge,  city  property  is  going  dovim 
and  edge  property  is  going  up.  To  us,  it  doesn't 
seem  like  it  makes   sense. 

We  have  discussed  that  if  you  went  to  sell  it — 
and  that  is  a  small  group — that  we  would  be  in 
favor  of  buying  some  land  at  Pinehurst,  right  next 
to  the  city,  and  take  some  of  our  surplus  funds  and 
build  us  a  meeting  place  down  there,  and  go  as 
individuals  to  the  Carolina  Hotel  and  have  our 
state  meeting  in  our  meeting  houses,  cement  block 
houses  that  we  can  build  out  there  cheap. 

But  to  sell  the  property  out  there  now  and  go 
into  town — city  property  everywhere  is  at  its  peak 
right  now,  and  when  it  is  at  peak,  you  cannot  go 
anywhere  but  down.  But  country  property  is  bound 
to  go  up,  because  we  are  not  making  any  more 
ground,   we   are   making  more  people. 


The  Finance  Committee  doesn't  think  that  is 
very   smart. 

DR.  FULLER:  I  appreciate  Dr.  Rhodes'  report 
and  the  comments   by   Dr.    Benton. 

(Dr.   Fuller  assumed  the   Chair.) 

Dr.  Rhodes  made  a  motion  that  we  approve  his 
report. 

DR.  BEDDINGFIELD:  His  report  says  consid- 
eration of  the  sale  of  that  property.  I  move  the 
question. 

(Motion   was   duly   seconded.) 

DR.  PASCHAL:  The  Chairman  has  considered 
it,  so  I  call  for  the  question. 

CHAIRMAN  FULLER:  All  in  favor  let  it  be 
known  by   saying  "aye" ;   opposed   "no."  So  carried. 

Consider  Air  France  flight  arrangement.  Any 
comment   by  anyone? 

MR.  BARNES:  I  feel  I  should  report  that  after 
several  mailings,  pursuing  170  people  who  had 
indicated  they  had  an  interest  in  this  flight,  38 
are  at  the  present  time  subscribers  to  the  first 
payment  to  the  extent  of  $13,075.  Of  course,  we 
cannot  make  a  146  passenger  flight  on  38  people, 
and  so  when  the  contract  came  to  me  with  the 
requirement  that  we  pay  down  some  $11,500  with 
the  signing  of  the  contract,  and  then  by  the  20th 
of  April  pay  do\\^l  another  $11,500,  I  sort  of  balked 
at  signing  the  contract,  because  as  our  attorney  has 
read  it,  it  might  actually  involve  those  monies 
to  a  point  that  we  would  have  difficulty  getting  it 
back. 

So  the  contract  has  not  been  signed,  and  I  under- 
stood from  Mr.  Higby  today  that  Air  France  has 
agreed  to  extend  the  contract  to  the  10th  day  of 
May,  which  would  be  two  days  after  we  adjourn 
here,  and  if  there  are  not  subscribers  at  that  time, 
sufficient  to  make  this  a  go,  then  it  is  my  disposi- 
tion not  to  sign  the  contract  and  to  return  all  of 
the  collected  funds  to  the  individuals  who  have  paid 
them  in  intact.  And  I  want  to  report  that  to  the 
Council.  I  think  that  is  the  wise  thing  to  do. 

CHAIRMAN  FULLER:  The  only  thing  to  do. 
Any  discussion  in  regard  to  Mr.  Barnes'  explanation 
of  our  position  as  of  the  moment  with  Air  France? 

DR.  BEDDINGFIELD:  I  move  that  we  accept 
Mr.  Barnes'  statement  and  endorse  it  as  Society 
policy. 

(Motion   seconded    by   Dr.    Williams.) 

CHAIRMAN  FULLER:  You  have  heard  the  mo- 
tion and  the  second.  Any  further  discussion?  If 
not,  all  in  favor  let  it  be  known  by  saying  "aye"; 
opposed  "no."  Jim,  you  have  the  authority  then,  I 
believe. 

MR.  BARNES:  We  have  a  communication  from 
Dr.  Burton,  who  is  Chairman  of  the  Council  on 
Medical  Service,  in  which  it  is  cited  that  two  of 
our  North  Carolina  men  who  serve  on  functions 
of  the  A.M. A.,  have  given  notable  service  to  the 
A.M. A.,  and  it  is  suggested  that  this  Society  pay 
some  recognition  of  appreciation  to  them  for  that. 
They   are  Dr.   James   F.   Donnelly,   Jr.,  of  Raleigh, 
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who  serves  as  a  member  of  the  Committee  on 
Maternal  and  Child  Care,  and  Dr.  John  Kernodle, 
of  Burlington,  who  serves  as  a  consultant  to  the 
Committee  on   Aging. 

This  letter  reads,  the  crucial  paragraph:  "The 
Council  is  of  the  opinion  that  the  State  Associa- 
tions should  be  aware  of  the  services  of  local  phy- 
sicians provided  to  the  national,  and  for  that  reason 
wishes  to  send  this  letter  of  recognition." 

CHAIRMAN  FULLER:  I  thought  you  would 
want  to  hear  that. 

What  is  the  wish  of  the  Council  as  to  certainly 
some  recognition  to  these  two  members  of  our 
organization? 

CHAIRMAN  FULLER:  Jim  Donnelly  and  John 
Kernodle  have  been  singled  out  as  having  done 
outstanding  service,  and  the  A.M. A.  suggests  that 
some  recognition  be  given  to  these  two  men.  How 
shall  we  go  about  this?  What  is  the  wish  of  Coun- 
cil? 

DR.  BEDDINGFIELD:  I  move  that  the  Consti- 
tutional Secretary  be  directed  to  draft  a  suitable 
resolution  from  this  group  to  each  of  these  two 
men  commending  them  for  their  service  as  a  credit 
to  North  Carolina,  as  a  part  of  the  report  of  the 
Constitutional  Secretary  at  the  House  of  Delegates. 

(Motion   seconded   by   Dr.  Williams.) 

CHAIRMAN  FULLER:  It  has  been  moved  and 
seconded. 

All  in  favor  let  it  be  known  by  saying  "aye"; 
those  opposed   "no."  So  carried. 

The  next  part  of  the  report  that  Mr.  Barnes  gave 
— what  is  the  wish  of  the  Council? 

DR.  PASCHAL:  I  move  we  endorse  Dr.  John 
Kernodle  for  appointment  to  this  A.M. A.  Legisla- 
tive Council. 

(Motion   seconded  by   Dr.  Rhodes.) 

CHAIRMAN  FULLER:  Any  discussion?  Ques- 
tions? All  in  favor  let  it  be  known  by  saying  "aye"; 
opposed?   Carried. 

CHAIRMAN  FULLER:  Consider  the  grievance 
situation  at  Columbia,  North  Carolina,  relative  to 
staffing  hospital. 

(President   Kernodle   resumed   the   Chair.) 

MR.  BARNES:  I  would  simply  say  this:  That  at 
the  headquai-tersc  office,  where  we  operate  a  phy- 
sician placement  service,  one  day  early  last  week. 
Representative  White  from  Tyrrell  County  paid  us 
a  visit  with  reference  to  some  proposition  of  the 
community  of  Columbia  in  inviting  Aalam,  I  believe 
his  name  is,  who  is  a  surgeon  down  at  Scotland 
Neck,  to  come  to  be  a  staff  physician. 
(Off    the    record    discussion.) 

DR.  BEDDINGFIELD:  I  make  a  motion  that  the 
matter  be  referred  to  the  Board  of  Examiners  for 
appropriate   action. 

(Motion  seconded  by  Dr.  Murphy,  put  to  a  vote 
and  carried.) 

PRESIDENT  KERNODLE :  Wayne,  do  you  have 
any  further  remarks? 

DR.  BENTON:   No. 


PRESIDENT  KERNODLE:  Communication  from 
Mrs.  Ball   of  California. 

DR.  STYRON:    Dated  April  19th,  Friday. 

We    deeply     appreviate    your    tribute     to    my 

Daddy,  Dr.  Carl   V.   Reynolds,  expressed  by  you 

for    the    Medical   Society   of   the   State  of    North 

Carolina,  and  your  own  personal  feeling  of  loss. 

Daddy's  whole  heart  was  in  the  medical  welfare 

of  North  Carolina,  the  state  he  loved  so  dearly. 
It  was  a  great  cross  to  me  not  to  be  able  to  go 

with   my  beloved    Daddy  on   his  last   trip    home, 

but  on  the  night  of  his  passing  I  broke  my  back 

trying  to  lift  him  back  in  bed. 

Please  express  my  sincere  appreciation  to  the 

Medical   Society   of  the   State  of  North  Carolina 

for  your  letter  and  the  beautiful  wreath  sent  to 

Daddy. 

PRESIDENT  KERNODLE:  Out-of-state  necrol- 
ogy. 

DR.  BEDDINGFIELD:  This  regards  a  recently 
deceased  physician.  Dr.  Strickland,  formerly  a 
member  of  the  Wilson  County  Medical  Society.  Dr. 
Strickland  retired  from  active  practice  in  1952  be- 
cause of  illness  and  went  to  Florida  to  live,  and  he 
recently  died  in  Florida. 

We  have  a  letter  here  from  Mr.  Harold  Parham, 
the  Executive  Director  of  the  Florida  Medical  Asso- 
ciation, which  states  that  Dr.  Strickland  never 
became  a  member  of  the  Florida  Medical  Associa- 
tion, which  is  understandable,  because  he  was  sick 
and  not  in  practice,  and  it  is  the  policy  of  the 
Florida  Association  not  to  publish  in  their  Journal 
the  names  of  deceased  physicians  other  than  the 
Florida  members.  Their  reason  for  this  is  that 
there  are  so  many  of  them — 12,000  retired  physi- 
cians in  the  United  States,  10  per  cent  of  them  are 
living  in   Florida. 

It  is  not  our  usual  policy  to  publish  in  our 
Journal,  I  think,  the  names  of  physicians  who  die 
out  of  state  who  are  not  members.  However,  be- 
cause of  extenuating  circumstances  in  this  case, 
and  because  Dr.  Strickland  did  render  long  and 
valuable  service  to  Wilson  County,  North  Carolina, 
I  move  that  his  name  be  included  in  our  Journal  in 
the  Necrology. 

MR.  BARNES:  He  was  a  native  of  Wilson 
County. 

(Motion  seconded  by  Dr.  Brinn,  put  to  a  vote 
and  carried.) 

PRESIDENT  KERNODLE:  Old  business  on  hos- 
pitality  facility  operated  at   A.M. A.  meeting. 

DR.  BEDDINGFIELD:  We  authorized  up  to 
$500. 

MR.  BARNES:  It  is  a  pro  rata  share  of,  I 
believe,   eight  or    ten    states. 

PRESIDENT  KERNODLE:  Ten  Southern  states. 
It  is  a  matter  of  having  a  hospitality  room  in 
conjunction  with  the  Southeastern  states  in  a  group 
at  the  annual  meeting,  and  the  clinical  session,  I 
believe.  This  happens  to  be  the  annual  meeting 
in    Atlantic    City.    Does    someone    care    to    make   a 
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motion  that  we  participate  as  we  have  in  the  past 
in  this  progi'am? 

(Motion  made  by  Dr.  Fuller  and  seconded  by  Dr. 
Brinn,  put  to  a  vote  and  carried.) 

MR.  BARNES:  I  just  want  to  confirm  that  we 
have  made  arrangements  with  Mid-Pines  for  the 
meeting  beginning  September  24th  and  running 
through  September  27th,   1964,  for  the  conclave. 

PRESIDENT  KERNODLE:  Any  other  old  busi- 
ness? Unfinished  business? 

MR.  BARNES:  This  is  from  the  Office  of  Public 

Affairs,  the  appointment  of  Lt.  Col.  Mildred  I. 
Clark  of  Elkton,  North  Carolina,  as  Chief  of  the 
Army  Nurse  Corps,  effective  September.  This  has 
been  announced,  and  we  got  this  on  April  23rd. 
Since  this  is  a  significant  assignment  of  a  graduate 
of  the  Baker  Sanitarium  in  Lumberton — she  gradu- 
ated from  the  Baker  Sanitarium  in  Lumberton  and 
maybe   you    want   to    do  somthing   about   it. 

PRESIDENT  KERN  ODE:  Would  there  be  a  de- 
sire on  the  part  of  the  Council  to  have  the  Executive 
Director  to  write  a  letter  commending  her  for  her 
advancement? 

(Such  motion  was  regularly  made  and  seconded 
by  Dr.   Styron.) 

PRESIDENT  KERNODLE:  Those  in  favor  indi- 
cate   by   saying    "aye";    opposed?   Carried. 

Mr.  Hilliard,  could  you  report  on  the  move  of 
the  Medical  Assistants  in  Charlotte  a  week  ago? 

MR.  HILLIARD:  Very  briefly,  the  Charlotte 
group  of  Medical  Assistants  has  been  endeavoring 
for  some  time  to  organize  a  state  unit  of  the 
American  Association  of  Medical  Assistants.  They 
met  in  Charlotte  on  Wednesday  of  last  week.  There 
were  representatives  from  the  Gaston  County, 
Mecklenburg,  Cabarrus  units  of  the  Medical  As- 
sistants. They  moved  to  organize  a  state  organiza- 
tion affiliated  with  the  American  Association  of 
Medical  Assistants.  They  elected  officers — that  is, 
temporary   officers. 

They  have  forwarded  us  a  copy  of  their  pro- 
posed Constitution  and  By-laws,  and  I  would  like 
to  call  attention  to  two  particular  aspects  or  re- 
quirements of  the  national  organization:  Number 
one  is  in  order  for  them  to  be  affiliated  with  the 
American  Association  of  Medical  Assistants,  it 
requires  that  the  Association  be  endorsed  by  their 
State  Medical   Society. 

Section  6  of  the  proposed  Constitution  and  By- 
laws says  "this  Association  is  hereby  declared  to 
be  nonprofit.  It  is  not  nor  shall  it  ever  become  a 
trade   union    or  collective    bargaining   agent." 

"I  was  impressed  by  the  sincerity  of  these  girls 
in  trying  to  improve  themselves  in  an  effort  to  help 
you  in  your  offices.  I  think  their  Constitution  and 
By-laws  speaks  for  itself.  There  is  attached  a 
copy  of  their  lengthy  proposed  Constitution  and 
By-laws  if  anybody  wants  to  examine  it." 

For  a  county  unit  of  the  Medical  Assistants  to  be 
affiliated  with  their  state  association,  they  must 
likewise  have  the  endorsement  of  the  County  Medi- 


cal Society. 

So  this  letter  is  addressed  to  Dr.  Kernodle  from 
Dr.  Welton  requesting  such  official  letter  and  ap- 
proval from  the  Medical  Society  of  the  State  of 
North    Carolina. 

PRESIDENT  KERNODLE:  You  have  heard  this 
request  by  Dr.  Welton  and  the  Medical  Assistants 
Association  of  North  Carolina.  What  is  the  pleasure 
of  the   Executive   Council? 

DR.  WILLIAMS:  I  move  you,  sir,  we  give  them 
approval. 

(Motion   seconded  by  Dr.   Murphy.) 

PRESIDENT  KERNODLE:  All  those  in  favor 
let  it  be  known  by  saying  "aye";  all  opposed  like- 
wise. Carried. 

One  day  this  week  we  wall  recognize  the  Presi- 
dent of  this  organization  in  the  open  session. 

I  have  some  correspondence  with  Lai'ry  B.  Holt 
of  Winston  in  regard  to  the  eye  program  and  Eye- 
Bank  Association  of  America.  He  asks  that  the 
State  Society  support  of  the  following  legislative 
action,  that  we  go  on  record  as  supporting  this 
action  both  on  the  state  and  national  level,  and  I 
will  read  you  four  points,  and  I  want  you  to  listen 
to  them  because  there  are  some  points  of  question: 

(1)  Allow  full  deduction  for  doctors'  bills  for 
persons   over   65. 

(2)  Allow  full  deduction  for  hospital  bills 
for  persons  over  65. 

(3)      Allow     full    deduction     for    drug    bills     for 
persons  over  65. 

(4)  Allow  full  deduction  to  anyone  paying 
the  above  bills,  regardless  of  age  of  person  pay- 
ing the  bill. 

DR.  RHODES:  Does  that  apply  to  the  state  and— 
PRESIDENT   KERNODLE:    —and   national. 
(Motion    to   accept   made   by   Dr.    Reece   and  sec- 
onded by  Dr.  Rhodes,  put  to  a  vote  and  carried.) 

DR.  BEDDINGFIELD:  I  would  like  to  ask  a 
question:  Is  this  letter  from  Dr.  Holt  as  an  individ- 
ual, or  in  his  capacity  of  Eye-Bank  Association 
Director,  on  whose  letterhead  this  is  written? 

PRESIDENT  KERNODLE:  I  presume  it  is 
both;   I  didn't  ask  him  that. 

MR.  BARNES:  This  is  a  letter  dated  May  2nd 
addressed   to    Dr.    Kernodle. 

I  have  this  date  attended  a  meeting  of  the 
Advisory  Committee  to  the  North  Carolina  Am- 
bulance Study  as  a  representative  of  the  Medical 
Society   of  North   Carolina. 

This  was  an  organizational  meeting  with  a 
statement  of  the  aims  of  the  research  study.  As 
representative  of  the  Medical  Society,  I  stated 
that  we  were  interested  in  safe,  economical  and 
readily  available  transportation  of  the  sick  and 
injured. 

If  the  Society  has  any  policy  or  suggestion 
in  regard  to  this  study  of  the  ambulance  situa- 
tion in  North  Carolina,  I  would  be  happy  to 
receive  an   official   opinion. 

Signed,   Donald   M.  Ross,   M.D. 
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PRESIDEXT  KERNODLE:  He  is  on  this 
study  committee  along  \vith  Chris  Siewers  from 
Fayetteville,  who  is  on  this  same  committee  repre- 
senting the  College  of  Surgeons,  and  I  appointed 
Don   Ross   to  represent  the   Medical   Society. 

He  asked  me  if  we  wanted  to  get  a  report.  They 
just  had  the  first  organizational  committee  meeting. 
I  did  want  to  bring  it  to  you  for  information, 
because  I  think  within  two  years  from  now,  there 
will  be  some  legislation  on  this  to  try  to  organize 
a  systematic  ambulance  service  throughout  the 
state,  and  John,  you  may  have  some  ideas  on  this, 
or  any  others  in  here,  and  I  think  that  is  what 
they  are  asking  for.  If  you  have  some  ideas,  express 
them  to  the  survey  group.  They  will  be  talking  to 
pathologists,    I   know. 

Any  other  new   business? 

One  other  thing  that  I  have  here,  and  Dick  Nelson 
might    want   to    make    a    comment    about    this. 

MR.  NELSON :  I  can  just  comment  that  this  is 
the  Newsletter  of  the  Governmental  Operations 
Committee  of  the  United  States  Junior  Chamber 
of  Commerce.  Ordinarily,  it  goes  to  about  6,000  of 
the  leadership  on  a  state  and  county  and  local  level 
throughout  the  country. 


This  particular  issue  is  devoted  to  medical  care, 
and  A.M. A.  underwrote  the  printing  and  mailing 
expense  of  this  going  to  not  just  the  6,000,  but  to 
about  214,000  JC  members  throughout  the  country. 
We  have  had  a  considerable  response  for  additional 
copies,  and  there  seems  to  be  a  very  good  amount 
of  activity  being  carried  out  by  local  JC's  in 
respect  to  this. 

PRESIDENT  KERNODLE:  It  is  a  very  strong 
statement  by  the  JC's,  and  I  think  it  gives  us  an 
ally  throughout  our  state,  as  well  as  the  nation,  of 
youngsters  that  are  interested  in  our  conservative 
attitude  on  medical  care  for  people  in  the  country, 
and  they  have  resolved  repeatedly  opposition  to 
the  Social  Security  mechanism,  and  it  is  so  stated; 
and  I  think  that  we  have  a  very  strong  ally  that 
'ihould  be  used  frequently  on  the  local  level. 

That  is  the  main  point  that  I  want  to  point  out 
in  this  particular  sheet. 

Any    other    information? 
Anybody    have   any   further 
will   adjourn   this  meeting. 

(The  meeting  adjourned  at  twelve  o'clock  mid- 
night.) 


Any    other    business? 
business?    If    not,    we 
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MEETINGS  OF  THE  HOUSE  OF  DELEGATES 


MEDICAL   SOCIETY   OF   THE   STATE  OF 

NORTH   CAROLINA 

ANNUAL  MEETING  OF 

THE  HOUSE  OF  DELEGATES 

CITY  AUDITORIUM,  ASHEVILLE,  N.  C. 

SUNDAY    AFTERNOON    SESSION 
May  5,  1963 

The  Opening  Meeting  of  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  North  Caro- 
lina held  in  the  Asheville  City  Auditorium,  Ashe- 
ville,  North  Carolina,  convened  at  2:25  p.m.,  Dr. 
John  R.  Kernodle,  President  of  the  Society,  presid- 
ing. 

PRESIDENT  KERNODLE:  It  is  indeed  a  pleas- 
ure for  me  to  convene  the  109th  Session  of  the 
North  Carolina  Medical  Society  at  its  Annual  Meet- 
ing in  Asheville. 

We  have  a  very  promising  program  for  the  three 
days  ahead,  and  we  have  a  heavy  business  schedule 
for  this  afternoon.  With  no  further  ado,  I  will  ask 
that  the  Reverend  Frank  E.  Ratzell  of  the  First 
Congregational  Church  of  Asheville  pronounce  the 
invocation. 

REV.  FRANK  E.  RATZELL:  (Rendered  the  in- 
vocation.) 

PRESIDENT  KERNODLE:  It  is  my  pleasure 
to  welcome  not  only  the  delegates  to  this  House 
of  Delegates  meeting  this  afternoon,  but  guests, 
friends  from  out  of  state,  and  from  the  state.  This 
is  an  open  meeting,  and  we  are  happy  to  have  you 
stay  and  participate  in  our  deliberations  of  our 
problems. 

At  this  time,  I  want  to  introduce  the  Speaker,  a 
Past  President,  John  Reece  of  Morganton.  Dr. 
Reece ! 

(Dr.  John  C.  Reece  assumed  the  Chair  as  Speaker 
of  the   House.) 

SPEAKER  REECE :  We  will  now  have  a  report, 
Mr.   President,  from  the  Committee  on   Credentials. 

DR.  T.  TILGHMAN  HERRING:  We  have  a  quo- 
rum registered,  a  total  of  110. 

SPEAKER  REECE:  A  quorum  is  therefore  de- 
clared. The  House  of  Delegates  is  then  in  session 
with  a  proper  quorum  for  the  conduct  of  business. 

As  the  first  official  function  of  this  House  of 
Delegates,  I  think  it  is  entirely  fitting  and  proper 
that  we  pause  at  this  time  in  memory  of  and  pay 
respect  to  the  honorable  medical  statesman.  Dr. 
Westbrook  Murphy.  As  he  presided  over  this  House 
of  Delegates  for  many  years,  he  was  certainly  a 
dedicated  physician,  and  he  provided  for  us  in- 
spiration and  a  real  challenge,  and  it  is  a  challenge 
for  all  of  us  to  carry  on  in  the  manner  and  example 
that  he  set  for  us. 

Therefore,  I  request  that  the  House  stand  for  a 


moment  of  silence  in  recognition  of  the  memory  of 
this    dear  man. 

(The  members  rose  and  a  moment  of  silence  was 
observed.) 

We  understand  that  the  delegates  from  the  SAMA 
chapters  of  the  various  medical  schools  of  the 
state  are  here.  You  will  be  introduced  at  a  later 
time  in  the  program. 

At  this  time,  we  would  like  to  present  the  Presi- 
dent of  the  American  Medical  Association,  Dr. 
George  Fister.  Will  Dr.  Fister  come  forward  and 
be  seen.    (Applause) 

You  honor  us  with  your  presence  here  today. 
We  certainly  want  to  extend  to  you  a  welcome  to 
North  Carolina.  I  hope  you  will  enjoy  fellowship 
with  us,  and  we  look  forward  to  hearing  you  at  a 
later  time. 

The  appointment  of  a  committee  to  review  the 
two  messages  of  the  President.  Dr.  Elias  Faison, 
Dr.  D.  A.  McLaurin,  and  Dr.  E.  T.  Kraycirik.  They 
will  report  to  the  House  of  Delegates  on  the  two 
messages  that  the  President  will  give  here  and  to 
the  general  session. 

At  this  time,  I  would  like  also  to  appoint  two 
Committees  on  Resolutions.  First,  a  general  com- 
mittee on  resolutions  with  Dr.  Amos  Johnson  as 
Chairman.  Members  of  that  committee,  Dr.  C.  T. 
Wilkinson,  Dr.  Donald  Koonce,  Dr.  Joe  Van  Hoy, 
and   Dr.   Bob  Garrard. 

Another  committee  for  reference  on  resolutions 
concerning  legislation:  Dr.  Ed  Beddingfield,  Chair- 
man,  Dr.   Lenox  Baker,  and  Dr.  Hubert  Poteat. 

There  is  one  departure  from  our  normal  agenda 
that  I  would  like  to  announce  at  the  present  time 
in  deference  to  Dr.  W.  Z.  Bradford,  since  it  is 
necessary  that  he  depart  earlier  in  the  afternoon 
and  return  to  Charlotte,  who  will  make  his  presen- 
tation of  the  Blue  Shield  consideration ;  that  will 
follow  the  address  of  the  Medical  Auxiliary  Presi- 
dent. 

The  recess  time  will  be  announced  later  for  the 
organization  of  caucuses  and  election  of  the  Nom- 
inating   Committee. 

We  will  proceed  now  with  the  message  of  the 
President,  Dr.  John  R.  Kernodle. 

PRESIDENT  JOHN  R.  KERNODLE:  Mr. 
Speaker,  Members  of  the  House  of  Delegates,  mem- 
bers and  friends  of  the  Medical   Society: 

It  is  the  responsibility  of  the  President  to  carry 
forward  during  the  year  and  convene  the  Execu- 
tive Council  at  regular  meetings,  to  carry  on  any 
of  the  authorized  business  necessary  between  the 
meetings  of  the  House  of  Delegates.  This  is  so 
written  in  the  Constitution  and  By-laws.  Likewise, 
it  is  a  necessity  that  we  pass  on  to  you  any  deliber- 
ations and  actions  that  have  occurred  during  the 
year  and  give  us  these  conclusions  at  this  time. 
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During  the  past  year,  there  have  been  two 
regular  sessions  in  September  and  January.  The 
Executive  Council  had  a  called  meeting  in  Decem- 
ber. I  particularly  report  the  several  things  that 
have  been  adopted  by  the  Executive  Council.  I 
point  out  to  you  the  abridged  report  which  has 
been  given  to  you  in  particular  form.  It  has  about 
200  pages  in  it,  but  it  will  give  you  the  detail  of 
all  our  deliberations  which  I  will  point  out  to  you 
at   this  time. 

First  I  would  like  to  report  to  you  on  the 
budget.  The  budget  for  1963  was  adopted  by  the 
Executive  Council  for  $233,713,  realizing  that  this 
was  a  deficit  budget  as  we  anticipated  an  income 
of  $232,60.5,  and  perhaps  now  there  will  be  a 
further  deficit  because  one  of  the  larger  portions 
of  that  income  was  to  be  realized  through  the  Sabin 
oral  vaccine  for  polio,  which  did  not  materialize 
last  fall  because  of  the  Surgeon  General's  office 
declaring  it  unsafe. 

The  North  Carolina  Society  decided  to  postpone 
such  a  program.  Therefore,  we  would  not  receive 
about  $14,000  (estimated)  income  from  that  pro- 
g-ram. 

The  second  deficit  would  be  our  decrease  in  in- 
come that  we  are  anticipating  and  have  already 
realized  to  a  certain  extent  in  journal  advertise- 
ment. Journal  advertisement  has  decreased  over 
the  last  two  years  markedly.  This  is  primarily  as 
a  result  of  the  Drug  Act  passed  in  1962,  and  the 
drug  companies  are  very  much  disturbed  about 
their  position  for  future  advertisement  in  Journals. 

Last  night  we  had  a  firsthand  report  from  the 
President  of  the  Drug  Manufacturers  Association, 
and  there  is  anticipation  of  a  return  in  this  income 
in  approximately  eighteen  months  to  two  years. 
That    is    only   an    anticipation. 

In  addition  to  that,  the  loss  in  income  from  these 
two  sources  in  the  present  budget,  we  have  also 
had  a  marked  increase  in  Society  activities  during 
the  last  year,  and  the  programming  for  the  year 
ahead  likewise  indicates  increased  programming. 
Therefore,  we  are  in  need  of  further  income. 

We  will  be  able  to  get  through  this  year  with 
probably  a  small  deficit.  In  1962,  we  had  an  actual 
deficit  of  the  General  Operating  Fund  of  $7,450. 
This,  in  reality,  was  not  completely  true,  because 
from  our  investment  portfolio  that  the  Finance 
Committee  will  report  on  to  you  later,  we  will  give 
you  an  earnings  income  that  will  offset  this  loss. 
We  do  not  take  this  earnings  away  from  the  in- 
vestment portfolio;  therefore,  our  general  operation 
procedure  does  show  a  $7,450  loss  for  1962. 

We  do  not  really  know  what  the  answer  is  for 
the  coming  year,  but  the  Finance  Committee  and 
the  Committee  headed  by  Dr.  Rhodes  for  evaluation 
and  study  of  Society  activities  both  recommended 
an  increase  in  dues.  You  will  hear  their  reports  in 
the  future.  We  recommended  and  adopted,  and  ap- 
proved these  repoi'ts,  and  the  dues  increase  antici- 
pated for   1964-65. 


We  also  note  that  the  Evaluation  Committee 
recommended  increased  responsibility  to  be  placed 
upon  the  shoulders  of  the  Commissioners,  six  in 
number.  We  anticipate  them  having  more  respon- 
sibilities, and  the  individual  committees  that  they 
are  responsible  for,  and  nioi-e  responsibility  in  co- 
ordinating  the   committee  programmng. 

The  next  Ad  Hoc  Committee  on  Attendance, 
recommendations  for  increased  attendance  to  the 
Society  meetings,  headed  by  Dr.  Amos  Johnson,  has 
come  up  with  several  recommendations.  Some  of 
these  have  been  brought  out  in  the  district  meetings, 
in  the  districts  in  general.  All  but  one  recommended 
they  continue  district  meetings  on  an  annual  or 
semi-annual  basis.  One  or  two  of  these  districts 
have  hired  or  anticipate  hiring  part-time  executive 
directors  for  their  districts.  We  endorse  this  whole- 
heartedly, and  we  think  that  this  will  increase 
attendance,  and  will  be  a  means  and  route  of 
communications  between  the  Executive  Council,  the 
House  of  Delegates,  and  the  Society  Office  with 
the   local    people   on    the  district  level. 

There  were  several  major  issues  which  I  would 
like  to  bring  to  your  attention.  During  the  past 
several  years,  there  has  been  a  Committee  on 
Integration,  on  membership  in  regard  to  the  sci- 
entific membership.  The  membership  classification 
has  been  studied  and  restudied  at  two  Executive 
Council  meetings  during  this  year.  We  had  a  survey 
ordered,  and  a  referendum  carried  out.  These 
studies  were  evaluated,  and  the  Executive  Coun- 
cil yesterday  reiterated  the  stand  of  the  Integra- 
tion Committee,  on  their  pi'evious  stand  on  scienti- 
fic membership. 

The  Legislative  Committee  in  the  1963  General 
Assembly  has  been  extremely  busy.  There  are  three 
major  areas  in  which  we  have  been  involved. 
One,  the  Kerr-Mills  program  of  implementation  of 
MAA  in  North  Carolina;  (2)  the  Mental  Health 
Program;    (3)    the  safety  program  of  our  Governor. 

Some  plus  a  hundred  bills  have  been  introduced 
into  the  State  Legislature  involving  health  in  one 
way  or  another.  These  are  the  three  prime  areas. 
Our  Council  has  endorsed  the  program  as  outlined 
by  the  Legislative  Committee  on  Kerr-Mills,  on 
mental   health,   and   on   safety  measures. 

The  Blue  Shield  Committee  report  will  be  heard 
at  a  little  later  time,  by  Dr.  W.  Z.  Bradford,  and  I 
assure  you  that  the  Council  yesterday  endorsed  the 
recommendation  of  a  $6,000  high  level  service  pro- 
gram. You  will  hear  more  of  the  details  from 
him. 

There  have  been  two  committees  active,  in  part 
in  one  and  very  vigorously  in  the  other,  the  Claim 
Review  Committee  of  the  Industrial  Liaison  Insur- 
ance Committee,  and  the  Utilization  Committee 
that  is  being  set  up  on  a  volunteer  basis  through 
you  and  by  you  in  your  local  hospitals.  These  two 
committees  we  hope  will  help  decrease  the  utiliza- 
tion  and   abuse    of   insurance   programs,   both  from 
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the  industry  and  from  the  Blues.  We  have  endorsed 
these  in   the   Council. 

The  Trust  Study  Committee  has  a  report  to  malve 
to  you  a  little  later.  We  will  not  go  into  detail 
on  that  but  to  tell  you  that  the  Executive  Council 
has  endorsed  the  program  as  outlined  by  Dr.  Jesse 
Caldwell  in    this    Committee. 

The  Health  Careers  Program  that  has  been 
jointly  set  up  in  North  Carolina  to  help  recruit 
paramedical  and  medical  students  in  the  high 
school  areas  has  been  endorsed  and  supported  fi- 
nancially at  the  rate  of  $500  per  year.  I  believe 
that  is  the  answer  for  that  amount  to  help  create 
six  area  divisions  of  recruitment  throughout  the 
state.  The  Executive  Council  also  participates  fi- 
nancially and  supports  the  Association  of  Profes- 
sions, a  new  organization  in  our  state  that  was 
organized  and  chartered  last  year,  made  up  of  the 
first  charter  membership  being  doctors  of  medicine, 
doctors  of  veterinary  medicine,  professional  engin- 
eers and  architects.  There  are  four  other  profes- 
sional groups  interested  in  this  program :  lawyers, 
dentists,  auditors  and  druggists.  In  all  probability, 
the  program  will  be  expanded  to  include  these 
groups  soon.  We  endorse  this  program,  and  as 
stated,  we  are  endorsing  it  with  another  substan- 
tial  amount   of  money,   $500  this  year. 

The  Council  endorsed  a  program  in  which  we 
were  to  investigate  the  possibility  of  North  Caro- 
lina Medical  Society  having  a  charter  flight  to 
Europe  in  conjunction  with  Air  France  and  a  travel 
agency  in  Raleigh.  This  program  has  not  gained 
full  support.  It  would  be  worthwihle  if  you,  as 
members  of  the  House,  or  members  of  the  Medical 
Society,  are  interested  in  participating  in  a  very 
reasonably  priced  flight  to  Europe  in  July,  that 
you  contact  Mr.  Jones,  or  Mr.  Higby,  who  will  be 
here  in  the  hotel,  or  the  auditorium  during  the 
meeting  in  the  next  three   days. 

I  would  like  to  make  special  acknowledgments  to 
the  Public  Relations  Committee  and  the  Officers' 
Conference,  which  was  so  well  attended  and  had 
such  an  excellent  program  in  January  this  year  at 
Pinehurst.  We  also  acknowledge  the  activities  in 
the  area  of  chronic  illness  and  aging.  Last  March 
a  year  ago,  the  A.M. A.  saw  fit  to  have  a  regional 
conference  on  aging.  Thereafter,  we  have  had  five 
area  conferences  on  a  similar  subject  sponsored  by 
our  Society,  and  the  program  arranged  by  the  Com- 
mittee on  Chronic  Illness. 

National  legislation :  We  have  wholeheartedly 
endorsed  the  A.M. A.  position  of  opposition  to  any 
Social  Security  mechanism  for  the  payment  of 
health  care  for  the  aging.  That  means  that  the 
King-Anderson  Bill  of  1963  is  being  contested  and 
opposed  by  our  organization.  Recently,  Operation 
Hometown,  a  program  sponsored  by  the  American 
Medical  Association,  has  been  provided,  and  the 
materials  have  been  discussed  with  various 
members  of  all  county  societies  during  the  last 
four  weeks.   There  were  five  regional  meetings,  in 


which  every  county  was  invited  to  send  representa- 
tives. Along  with  the  Society,  Medical  Society,  rep- 
resentation, we  were  also  fortunate  in  having  close 
relationships  with  the  Auxiliary,  and  Mrs.  Wilkin- 
son was  very  cooperative  through  her  staff  and 
Chairman  and  her  Legislative  Committee,  Mrs.  Mc- 
Millan. All  of  the  Auxiliary  personnel  are  partici- 
pating in  this  national  program  of  Operation 
Hometown. 

In  short.  Operation  Hometown  is  a  development 
of  a  local,  grass  roots  organizations,  in  which  we 
will  develop  a  method,  a  mechanism  for  obtaining 
material,  obtaining  support  for  opposition  to  King- 
Anderson. 

Last  in  recognition,  I  would  certainly  like  to 
recognize  the  Auxiliary,  and  the  Executive  Council 
has  gone  on  record  in  thanking  them  for  the  work 
they  have  done  in  the  last  year. 

In  closing,  the  activities  of  the  Executive  Council 
and  the  Society  have  increased  in  all  areas  in  the 
position  of  leadership  and  participation.  These 
activities  give  further  evidence  of  medicine's  role 
and  responsibility  in  areas  of  education,  service, 
and    community   participation. 

These  challenges  have  been  partially  met  and  will 
continue  to  be  challenging  us  in  the  future.  Thank 
you. 

(Applause) 

Mr.  Speaker  of  the  House,  I  would  like  to  move 
that  these  Executive  Council  minutes  and  recom- 
mendations be  adopted,  along  with  the  adoption  of 
our   budget   for   1963. 

(The  motion  was  seconded.) 

SPEAKER  REECE:  You  have  heard  the  motion, 
and  it  has  been  seconded.  All  in  favor  say  "aye"; 
opposed   "no."   Carried. 

We  will  proceed  with  the  business.  Following 
this,  the  Secretary's  report.  Dr.  Charles  Styron,  do 
you  have  anything  to  add  to  the  Compilation? 

DR.  CHARLES  STYRON:   No. 

SPEAKER  REECE:  These  reports  have  all  been 
published  in  the  Compilation.  You  have  received 
these,  and  they  will  just  be  called  on  for  any  addi- 
tions   (and  discussions). 

Executive  Director's  report,  Mr.  James  T.  Barnes. 

MR.  JAMES  T.  BARNES:  Mr.  Chairman,  I 
have  nothing  in  addition  to  add,  but  this  is  a  copy 
of  the  auditor's  report  made  by  A.  T.  Allen  & 
Company,  Certified  Public  Accountants,  and  it  ap- 
pears on  Page  4  of  this  Compilation  for  1962. 

SPEAKER  REECE:  This  is  turned  over  to  the 
Secretary. 

The   Executive    Assistant,    Mr.    William   Hilliard. 

MR.  WILLIAM  N.  HILLIARD:  Nothing  further 
to  report,  Mr.   Speaker. 

SPEAKER  REECE:  Health  Consultant,  Mrs. 
Annette  Boutwell. 

MR.  HILLIARD:  I'm  sure  she  has  no  further 
report. 

SPEAKER  REECE:  We  will  now  proceed  with 
the  next  item,  an  address  by  the  President  of  the 
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Medical  Auxiliary.  I  am  going-  to  ask  Dr.  Wilkinson 
to  please  escort  the  President  of  the  Medical  Aux- 
iliary, Mrs.  Charles  T.  Wilkinson,  to  the  podium. 

(The  delegates  rose   and   applauded.) 

It  is  my  pleasure  to  present  to  you  Mrs.  Charles 
Tolbert    Wilkinson,   President  of  the   Auxiliary. 

MRS.  CHARLES  T.  WILKINSON:  Mr.  Speaker, 
Dr.  Kernodle,  distinguished  guests,  members  of  the 
House  of  Delegates,  friends:  The  Auxiliary  is 
pleased  to  have  the  opportunity  to  greet  the  Medical 
Society  of  the  State  of  North  Carolina  through  its 
House  of  Delegates  in  Annual  Session.  We  hope 
that  reports  of  your  officers,  chairmen,  councilors, 
and  county  presidents,  are  as  gratifying  to  you  as 
our  reports  are  to  the  State   Auxiliary. 

May  this  annual  meeting  be  one  of  your  best. 

Since  the  annual  report  of  the  Auxiliary  has 
been  printed  for  you  and  will  appear  in  the  Journal, 
I  will  not  presume  on  your  valuable  time  to  read  it 
to  you  now.  There  are  other  matters  I  would  like 
to  bring  to  your  attention.  May  I  hope  that  you 
have  read  the  Auxiliary's  annual  report.  You  will 
find  it  most  interesting.  Your  wives  are  responsible 
for  the   excellence   of  work  done  in   1962-63. 

In  this  supplemental  report,  I  would  enlist  greater 
interest  in  county  auxiliaries  by  members  of  the 
County  Medical  Societies.  You  are  needed  as  ad- 
visors, needed  by  your  wives  to  participate  in  our 
work,  needed  to  attend  our  meetings  to  swell  our 
membership.  We  trailed  the  State  Medical  Society 
by  a  thousand  members,  more  or  less.  Surely  there 
are  not  that  many  bachelors  who  are  doctors  in 
North  Carolina.  If  there  are,  we  may  have  to  put 
on  a  similar  program  to  one  put  on  by  another 
state  auxiliary,  which  made  an  effort  to  get  bache- 
lors married.  They  met  with  success. 

Doctors'  wives  are  active  in  a  whole  spectrum 
of  women's  organizations.  If  all  were  well  informed 
as  they  could  be  through  programs  of  the  county 
auxiliaries,  they  would  be  more  effective  leaders  in 
other  organizations.  I  am  jealous  for  the  recog- 
nized leadership  of  the  physician  and  his  wife  in 
their  respective  communities.  However,  it  must 
be  deserved;  and  in  nearly  every  community,  I  am 
happy  to  think  it  is.   Noblesse  oblige. 

The  urgency  of  the  need  of  the  Medical  Society 
and  Auxiliary  to  be  active  in  matters  legislative, 
and  the  effectiveness  of  the  endeavors  of  the 
Auxiliary  has  surely  awakened  the  Medical  Society 
to  the  fact  that  the  Auxiliary  is  a  worthy  ally, 
worthy  of  your  encouragement  and  support  of  its 
programs  and  projects;  and  Auxiliary  members 
have  indicated  their  eagerness  to  help  County 
Medical  Societies  ^vith  the  suggested  national  leg- 
islative  program   called   Operation  Hometown. 

I  urge  you  to  be  interested  in  County  Auxiliaries. 
To  the  credit  of  the  Medical  Society,  many  County 
Auxiliaries  reported  that  doctors  have  provided 
direction,  guidance  and  incentive  for  Auxiliary  pro- 
grams and  activities.  Would  that  all  counties  were 
so  fortunate. 


You  will  be  interested  in  the  fact  that  Auxiliary 
members  assisted  in  training  and  providing  pro- 
grams and  socials  for  wives  of  medical  students, 
interns  and  residents.  It  is  our  hope  that  there  is 
an  active  chapter  of  the  women's  auxiliary  to  the 
Student  American  Medical  Association  on  the  cam- 
pus of  each  one  of  our  medical  schools,  and  at  large 
hospital    and    medical    centers. 

There  are  SAMA  groups,  as  they  are  called,  in 
other  junior  wives'  organizations  filling  great 
needs.  From  the  experience  of  my  own  daughter-in- 
laws,  and  from  the  other  reports,  I  know  the  girls 
are  grateful  for  the  interest  in  contacts  wdth  our 
Auxiliary  members  through  these  junior  organiza- 
tions. The  program  of  the  women's  auxiliary  to 
SAMA  is  interesting.  It  even  extends  to  helping 
their  members  become  known  in  communities  where 
their  husbands  finally   settle   to  practice. 

We  are  pleased  to  have  representatives  of  these 
young  wives'  groups  as  future  members  with  us 
in  this  year's  annual  meeting  to  observe  and  to 
participate. 

The  Women's  Auxiliary  to  the  Southern  Medical 
Association  is  anxious  to  have  North  Carolina 
doctors'  biographies  in  their  hall  of  fame,  and  in 
their  archives  in  Birmingham,  Alabama.  Collec- 
tions of  such  biographies  have  been  written  by 
individual  members,  and  some  county  auxiliaries 
have  begun  scrap  books  about  experiences  of  their 
husbands.  Our  state  chairman  reports  a  possibility 
of  best  sellers. 

Since  your  wives  are  your  most  sincere  admirers, 
I  ask  this  year  that  they  try  to  list  community 
service  hours  given  as  public  relations  effort.  A 
compilation  could  have  been  used  at  Doctors'  Day 
observances.  In  some  auxiliaries  where  this  sugges- 
tion was  executed,  the  results  were  electrifying. 
Doctors  themselves  didn't  realize  their  contributions 
to  their  communities.  The  press  gave  excellent  pub- 
licity to  this  tribute  from  the  Auxiliary  to  the 
Medical  Society.  The  public  is  not  always  aware  of 
the  service  rendered  by  doctors  apart  from  their 
medical  practice,  and  often  takes  for  granted  the 
hours  of  service  given  without  charge  to  make  their 
communities,  counties  and  state  a  finer  place  in 
which  to  live. 

If  any  of  the  doctors  misunderstood  this  promo- 
tion of  community  service  hours  survey,  I  hope  they 
understand  now.  We  found  it  virtually  impossible 
to  list  accurately  all  the  time  given.  There  is  a 
great  story  to  be  told  by  such  a  survey,  even  if 
we  can  never  get  the  exact  figures.  Doctors  are 
truly  the  finest  types  of  American  citizens,  and 
this  we  would  like  to  tell  the  world. 

The  American  Medical  Association  News  recently 
began  a  colunm  of  news  of  auxiliaries.  In  the  April 
issue,  North  Carolina  was  praised  for  the  three- 
day  antique  fair  to  raise  funds  for  nurses  loans, 
etc.,  by  one  of  our  county  auxiliaries. 

Membership  in  the  Auxiliary  has  increased  from 
what  it  was  reported  in  the  annual  report  to  2,396, 


247 


121  new  members  more  than  last  year.  Our  four 
sanitorium  beds  are  endowed  to  $10,000  each,  so  we 
are  trying  to  endow  to  $10,000  a  mental  health 
research  endowment  fund,  as  you  read  in  our  re- 
port. In  the  fund  now  we  have  $3,667.92  that  has 
been  given  for  MHREF,  as  we  call  it.  Contributions 
(also)  to  the  AMAERF  amount  to  $2,772,  and 
contributions  this  year  to  our  student  loan  fund 
were  $1,025.  The  payments  on  loans  made  by  these 
boys  back  to  us,  and  interest  on  loans,  what  we 
have  accumulated,  gives  us  a  balance  of  $3,919.06. 
Health  Caieers  boasts  a  $4,456  offered  by  county 
auxiliaries  in  loans  and  scholarships.  The  State 
Auxiliary  would  welcome  funds  to  use  for  loans 
and  scholarships  in  health  careers. 

We  are  planning  to  list  for  use  of  county  presi- 
dents and  chairmen  the  names  of  county  auxiliaries 
which  offer  loans  and  scholarships,  where  and 
when,  and  how  much.  Our  loans  and  scholarships 
are  used  and  appreciated. 

The  Legislative  Committee  reports  enthusiasm  by 
area  and  county  chairmen  for  the  national  program 
Operation  Hometown.  A  task  force  is  being  formed. 
Ampac  and  Medpac  are  being  explained,  and  mem- 
bership urged  in  both. 

Many  members  of  the  Medical  Society  of  the 
State  of  North  Carolina  have  kindly  encouraged  me 
in  thi.s  work,  chief  among  whom  have  been  the 
excellent  President,  Dr.  John  Kernodle. 

The  Medical  Society  owes  him  a  great  debt  of 
gratitude  for  his  untiring  efforts,  his  sacrificial 
giving  of  himself,  his  family,  and  practice  sacri- 
fices for  the  good  of  the  State  of  North  Carolina 
and  the   Medical  Society. 

Several  members  of  the  Society  have  told  me  of 
their  interest  in  our  Auxiliary  News,  ably  edited 
by  Mrs.  Arthur  Bradsher  and  Mrs.  Joe  Nagelsmidt, 
and  now  mailed  out  graciously  by  the  Medical  So- 
ciety headquarters. 

Words  kindly  spoken  have  come  to  mind  when 
doubts  of  my  efforts,  success  of  my  efforts,  have 
plagued  me,  and  for  this  kindness  I  am  grateful 
and  thank   you    sincerely. 

If  the  work  of  the  Auxiliary  has  been  advanced, 
enthusiasm  kindled,  words  of  wisdom  shared,  then 
the  5,053  miles  traveled  by  car,  three  trips  by 
plane  to  Chicago,  to  Asheville  once,  by  train  to  the 
Women's  Auxiliary  to  the  Southern  Medical  in 
Chicago,  50  or  more  meetings  attended  because  of 
being  the  President  of  the  Auxiliary,  1,500  letters 
and  cards,  packets,  written  and  mailed,  many  long 
distance  calls  made  to  advance  the  membership  and 
the  work,  the  innumerable  hours  spent  at  my  type- 
writer— all  would  be  a  glorious  memory  of  an 
opportunity  met  and  discharged  to  the  best  of  my 
ability. 

It  has  been  a  wonderful  experience  to  try  and 
serve  the  Medical  Society  and  its  Auxiliary,  and 
one  which  I  will  cherish  as  among  the  most  price- 
less memories  of  those  on  my  chain  of  memories 
kept  in  the  vault  of  my  heart. 


Thank  you  for  the  ovation  which  you  gave  to  the 
Auxiliary  President  as  I  came  in,  and  thank  you 
for  the  patience  in  listening  to  this  supplemental 
report.    (Applause) 

SPEAKER  REECE:  You  have  now  heard  the 
report  of  the  Secretary,  the  Executive  Director,  the 
Executive  Assistant,  Health  Consultant,  President 
of  the  Auxiliary,  and  her  supplementary  report. 
These  are  published  in  the  Compilation.  Do  I  hear 
a  motion  that  they  be  accepted,  adopted  as  pub- 
lished? 

(Such  motion  made  and  seconded.) 

SPEAKER  REECE:  Motion  has  been  made  and 
seconded  that  they  be  accepted  and  adopted  as 
published.  All  in  favor  say  "aye";  opposed?  Car- 
ried. 

One  appointment  I  should  have  made,  and  that 
is  the  Parliamentarian.  Dr.  George  Paschal  has 
agreed  to  serve  as  Parliamentarian  for  this  pro- 
ceeding. 

As  announced  earlier,  in  deference  to  Dr.  Brad- 
ford, and  since  he  needs  to  travel  to  Charlotte,  we 
will  receive  the  presentation  of  the  Blue  Shield 
Consideration. 

DR.  W.  D.  BRADFORD:  Mr.  President,  Mr. 
Speaker,  Ladies  and  Gentlemen  of  the  House  of 
Delegates  of  the  North  Carolina  Medical  Society: 
I  appear  before  you  this  afternoon  as  a  substitute, 
due  to  the  recent  illness  of  our  faithful  and  dedi- 
cated chairman.  Dr.  Jake  Shuford  who,  as  you  possi- 
bly know,  has  had  a  rather  severe  illness  from  which 
he  is  making  some  recovery  at  this  time. 

In  his  absence,  I  wish  to  report  that  your  Com- 
mittee has  been  a  diligent  committee  in  its  meetings, 
and  in  keeping  oil  poured  on  such  troubled  waters  as 
have  been  called  to  the  attention  of  the  Committee, 
in  handling  matters  related  to  the  Blue  Shield, 
especially  Doctor  Service  Program ;  and  we  have  no 
particular  details  to  report  in  the  operation  during 
the  year  at  this  time,  other  than  that  it  has  been  a 
very  sucessful  year. 

But  we  are  here  with  a  special  report  because  of 
a  serious  problem  that  has  arisen,  a  problem  that 
brings  the  service  benefit  program,  so  to  speak,  to 
the  parting  of  the  ways,  as  to  what  method,  what 
line  of  procedure  is  indicated,  and  in  which  direction 
it  should  go. 

I  might  say  in  prefacing  these  remarks,  first  of 
all,  that  the  present  program  is  operating  at  a 
certain  deficit  of  some  9  per  cent,  said  deficit  being 
reasonably  covered,  and  possibly  able  to  be  covered 
for  some  months,  or  maybe  a  longer  time,  because  of 
the  fact  that  the  present  Doctors'  Service  Program 
is  incorporated  into  other  types  of  insurance 
policies,  and  in  the  overall  picture  of  management 
this  type  of  loss  might  be  sustained  for  a  short  time 
longer. 

But  the  present  fee  schedule,  the  present  listing 
of  procedures,  particularly  as  they  are  included 
under  the  surgical  endorsement,  is  an  archaic  one 
that    your    Committee    has    been    very   anxious    to 
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upgrade  during  the  past  few  years,  and  a  great 
deal  of  effort  has  been  devoted,  under  Dr.  Shuiord's 
direction  during  the  past  two  years,  to  improve 
this  fee  schedule,  knowing  we  were  limited  by  the 
ceiling   of   $200. 

But  new  procedures  have  arisen  which  have 
been  incorporated  into  this  schedule,  and  an  at- 
tempt to  upgrade  the  schedule  was  made  by  virtue 
of  turning  this  existing  schedule  back  to  subcom- 
mittee from  each  of  the  various  surgical  specialties 
operating  in  the  state.  These  special  societies  have 
appointed  committees  which  have  devoted  a  great 
deal  of  time  to  it,  and  have  gone  to  the  Blue  Shield 
Committee  with  these  requests  that  involve  addi- 
tional payments  to  the  medical  profession,  as  I 
said   operating  under  the  present  ceiling. 

Upgrading  this  schedule  would  result,  according 
to  our  actuarial  investigations  of  the  same,  in  an 
additional  operating  loss  of  10  per  cent.  An  oper- 
ating loss  of  19  per  cent  (in  aggregate)  is  more 
than  our  carriers  can  handle.  It  is  impossible  to 
do  the  things  that  organized  medicine  has  requested 
of  this  Committee,  even  though  we  do  feel  that 
the  schedule  based  on  a  $100  laparotomy  fee,  as  an 
appendectomy  is  listed  at  the  present  time,  is  not 
modern,  is  low;  but  even  though  sticking  to  the 
$100  fee,  building  the  rest  of  the  schedule  up 
would  cause  a  deficit  of  about  19  per  cent. 

Now  we  haven't  known  what  to  do  about  this, 
and  in  order  to  meet  it,  to  get  additional  revenue, 
it  simply  means  that  additional  premiums  would 
have  to  be  required  of  the  public.  To  upgrade  the 
schedule  and  get  additional  premiums  from  the 
public  would  require  an  overture  to  the  Insurance 
Commissioner  of  the  State  of  North  Carolina,  and 
in  the  thinking  of  your  Committee,  we  are  con- 
fronted with  the  fact  that  the  Commissioner  would 
raise  the  question  as  to  what  the  public  would  get 
for  this  additional  cost  to  them.  The  answer  being 
that  they  will  get  nothing  additional.  They  would 
get  the  same  service  that  they  are  getting  at  the 
present  time,  but  the  medical  profession  is  getting 
the   additional  income. 

That  concerns  your  Committee  from  the  stand- 
point of  its  possible  effect  in  state  public  relations, 
and  the  distortion  of  the  facts  that  might  come 
about,  and  that  the  press  might  pick  up  and  give 
to   the    Insurance    Commissioner. 

And  so  we  have  come  to  the  second  alternative, 
to  the  thought  again  of  an  additional  service  benefit, 
to  have  two  programs  for  sale  in  the  state,  and 
the  second  one  a  $6,000  family  income  policy,  a 
policy  available  to  people  who  are  living  under 
$6,000  of  income,  which  would  be  built  possibly 
around  the  laparotomy  of  $150,  and  other  charges 
proportionate  which  could  go  up  even  into  the 
three  and  four  hundred  dollar  bracket  for  such 
major  things  as  thoracic  and  cranial  surgery. 

This  is  a  request  that  the  Committee  brings  to 
the  State  Medical  Society  today,  after  much  debate 


and  much  deliberation,  with  divided  opinion  on  the 
suDject,  and  the  thought  is  that  by  virtue  of 
having  a  second  program  available,  that  from  the 
$4,200  group,  many  people  will  be  shifted  into  the 
$6,000  group;  people  who  are  today  carrying  the 
$4,200  group  for  indemnity  will  shift  out,  and  we 
will  probably  be  able  to  upgrade  the  $4,200  group. 

And  so  the  request  of  the  Committee  is  that  the 
Medical  Society  authorize  the  Committee,  through 
its  carriers,  to  extend  the  Service  Medical  Program, 
the  Doctors'  Service  Program,  to  include  a  second 
offering  to  the  public,  which  would  include  fami- 
lies  with  an  income  of  $6,000  or  less. 

Now  there  is  a  great  deal  of  additional  discus- 
sion about  this,  and  the  points  that  I  might  go  on 
with  and  utilize  time  to  give  you  may  be  questions 
that  the  Speaker  may  wish  me  to  answer,  but  I 
think  that  in  a  nutshell  is  my  purpose  in  being 
here  today,  representing  the  wishes  of  the  Com- 
mittee. 

SPEAKER  REECE:  Thank  you.  Dr.  Bradford. 

Dr.  Kernodle,  do  you  wish  to  make  any  further 
comments  on  this?  Dr.  Bradford  has  presented  the 
recommendation,  and  I  understand  this  has  been 
reported    to   the    Executive   Council. 

PRESIDENT  KERNODLE:  As  I  said  in  my  pre- 
ceding statement  a  few  moments  ago,  the  Blue 
Shield  Committee  made  recommendations  to  the 
Council  that  we  accept  this  higher  option  service 
program  on  a  $6,000  base,  which  I  am  sure  Dr. 
Bradford  explained  very  thoroughly,  why  the  ne- 
cessity  of   consideration  of  such  a  movement. 

The  second  thing  I  would  like  to  point  out  to 
you — I'm  not  sure  whether  he  did  or  not — is  that 
the  A.M. A.  has  strongly  urged  that  we  in  North 
Carolina  increase  our  service  program  level,  and 
that  many,  many  of  the  other  states  have  already 
done  this,  because  of  rising  costs  of  medical  care, 
and  the  rising  cost  of  living. 

The  Council  accepted  the  recommendation  and 
recommends  to  you  that  this  be  endorsed,  and  rec- 
ommended that  the  Blue  Shield  Committee  go  for- 
ward with  setting  up  the  mechanism  for  the  $6,000 
program. 

SPEAKER  REECE:  You  have  heard  the  report 
from  the  President  as  Chairman  of  the  Executive 
Council,  the  action  they  have  taken,  and  the  ex- 
planation   given    by    Dr.   Bradford. 

The  Council  has  recommended  to  the  House  of 
Delegates  that  we  establish  a  $6,000  service  pro- 
gram. Do  I  hear  a  motion  from  the  floor  that  the 
House  of  Delegates  approve  this  action  of  the 
Council? 

(Such  motion  was  made  by  Dr.  Wilkinson,  and 
duly   seconded.) 

SPEAKER    REECE:     Any    discussion; 

DR.  SIMMONS  I.  PATRICK  (Kinston)  :  I  would 
like  to  ask  Dr.  Bradford  if  I  understand  this  pro- 
posal correctly.  It  is  to  extend  service  benefits  to 
$6,000    incomes.    Now   under    this    proposal,    is   the 
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Blue  Shield  Committee  contemplating  making  the 
changes  in  the  schedule  that  have  been  requested, 
or  that  you  spoke  of,  to  an  increase  of  19  per 
cent? 

DR.  BRADFORD:  The  proposal,  Doctor,  is  to 
continue  the  $4,200  program  as  it  now  exists,  to 
upgrade  it  as  is  possible  within  the  bounds  of 
economic  security,  and  to  offer  an  additional  $6,000 
policy  to  the  public.  We  feel  that  many  of  the 
suggestions  that  have  been  made  by  the  sub- 
committees from  the  State  Medical  Society  can  be 
incorporated  in  the  84,200  limit  \vhen  this  is  ac- 
complished. 

DR.  MARVIN  N.  LYMBERIS  (Mecklenburg)  :  I 
view  this  with  great  misgivings.  Some  years  ago, 
when  this  plan  was  presented,  there  were  those  of 
as  who  felt  that  to  establish  a  fixed  fee  schedule 
was  a  step  in  the  wrong  direction.  We  gladly 
acquiesced  to  this  program  for  the  sake  of  public 
relations. 

We  are  now  told  that  the  program  is  financially 
unfeasible.  It  is  actuarially  unsound.  Certainly  no 
program  can   continue  that  is  actuarially  unsound. 

We  have  been  busily  engaged  in  opposing  Social 
Security  approaches  to  medical  care  on  the  basis 
of  it  being  actuarially  unsound.  We  have  opposed 
the  proposal  by  the  Social  Security  adherents  that 
make  it  actuarially  sound  by  reason  of  the  limit. 
And  yet  we  here  are  about  to  take  the  same  step. 
Our  present  system  is  unsound,  so  we  will  raise 
the   limit. 

In  the  State  of  North  Carolina  80  per  cent  of 
the  population  will  be  covered  by  a  $6,000  per 
annum  income.  It  means  that  those  of  us  who 
participate  in  this  program  would  agree  to  take 
care  of  80  per  cent  of  this  state  at  the  fixed  fees 
as  established  by  the  Insurance  Commissioner  - — 
they   are    the   salesmen    of  this    policy. 

We  have  further  learned  that  we  cannot  raise 
our  fees  without  the  approval  of  the  Insurance 
Commissioner;  that  no  provision  for  inflation,  in- 
creased cost  of  living,  new  procedures  which  are 
expensive  to  perform,  or  ought  to  care  for  people, 
but  that  we  must  go  before  the  Commissioner  each 
time  and  justify  the  cost.  We  have  further  been 
told  that  the  Commissioner  will  view  with  alarm 
any   increase   that  is    asked    for   the   Doctor. 

I  think  that  we  would  be  taking  a  very  danger- 
ous step  to  accept  this  recommendation  without 
thorough  study  by  the  entire  medical  profession, 
without  soul-searching  on  the  part  of  each  individ- 
ual  doctor  before  committing  himself  to  this   plan. 

It  has  always  been  the  duty  and  the  privilege 
of  the  medical  profession  from  the  time  of  Hippo- 
crates to  take  care  of  the  indigent  sick.  It  is  still 
our  duty,  and  it  is  our  privilege,  insurance  or  no 
insurance,  to  make  whatever  private  arrangements 
with  the  patient  are  possible,  to  let  our  fee  range 
from  zero  to  a  reasonable  fee. 

No  one  has  taken  that  privilege  from  us.  We  may 
still  accept  the   low  income   group   at   reduced   fees 


and   maintain  our   independence. 

We  have  gone  through  many  arguments  to  show 
the  impracticability  of  policing  an  income  limit. 
Who  is  to  police  the  man  who  is  eligible  this  year 
and  has  a  higher  income  next  year?  Who  is  to  set 
the  fee  for  a  new  procedure  that  has  not  yet 
been  done? 

Are  we  to  say  to  the  brain  surgeon  that  "you 
must  do  an  eight-hour  procedure  for  $150  or  $200 
or  $500  limit"  because  it  is  the  limit  of  this  policy? 
Let  us  maintain  our  integrity.  Let  us  each  do  our 
duty  toward  our  patients,  toward  the  population 
of   North   Carolina. 

It  is  very  well  to  have  insurance  to  cover  these 
fixed  charges  of  hospitalization.  Many  state  agen- 
cies are  there  to  take  the  place  of  pajmient  for 
hospitalization  in  the  case  of  the  indigent.  But  let 
each  individual  doctor  establish  his  fee,  do  it  for 
nothing,  take  care  of  the  indigent — let  us  go  back 
to  home    rule. 

I  recommend  that  this  Society  not  accept  the 
$6,000    proposal.    (Applause) 

DR.  L.  W.  KORNEGAY  (Edgecombe-Nash)  :  I 
think  all  of  you  remember  the  opposition  of  the 
Edgecombe-Nash  Medical  Society.  We  spearheaded 
the  original  opposition  to  the  grass  roots  of  the 
Society  in  1952,  1956,  1957,  1958,  and  1961.  Our 
prophecies  as  to  the  actuarial  unsoundness  of  the 
plan  certainly  have  been  borne  out  in  fact  by 
this  suggestion  today,  and  further  boi-ne  out  by 
implication  in  Dr.  Bradford's  report  about  the 
deficit  of  the  plan  in  money. 

We  stated  that  not  only  was  it  actuarially  un- 
sound, but  when  the  deficit  was  obvious  that  there 
were  three  alternatives :  That  the  rates  to  the 
policyholders  could  be  raised ;  that  second,  the  doc- 
tors' fees  could  be  cut;  thirdly,  the  income  ceilings 
would  frequently  be  raised,  which  is  a  form  of 
creeping  socialism  that  this  is. 

Now  today,  this  year,  it  is  to  raise  the  income 
ceiling.  Next  year  it  will  obviously  be  to  cut  fees, 
because  the  Insurance  Commissioner  and  public  re- 
lations will  deem  it  impossible  to  raise  the  rates 
of  the  policy.  So  it  is  certainly  obvious  that  it  is 
an  impossible  chore  to  fight  socialism  with  social- 
ism. It  is  obvious  that  our  prophecies  are  correct. 
It  is  obvious  that  it  cannot  be  otherwise  with  such 
a  plan. 

Dr.  Lymberis  has  certainly  stated  emphatically 
and  lucidly  the  other  objections.  I  won't  impose  on 
your  time  further;  but  I  would  like  to  second  his 
feeling  or  his  suggestion  that  we  should  vote 
against  raising  this  income  ceiling,  if  we  wish  to 
have  any  freedom  in  the  practice  of  medicine.  We 
are  adopting  and  suggesting  that  we  take  locally 
what  we  fight  and  advocate  and  suggest  that 
everybody  else   fight   nationally.    (Applause) 

DR.  LENOX  BAKER:  I  think  the  purpose  of 
this  program  in  the  beginning  was  that  we  as  phy- 
sicians could  serve  the  low  income  (people)  of  our 
state,     with    them    having     some    dignity     in    this 
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service,  and  with  us  getting  a  little  pay  for  some- 
thing for  which  we  didn't  used  to  get  paid. 

We  are  here  as  physicians  today  to  discuss  our 
privileges  and  oglibations  as  physicians  in  the  true 
name  of  the  word,  or  are  we  here  today  to  discuss 
how  much  money  we  are  going  to  make,  or  how 
actuarially  sound  this  thing  is?  This  thing  can 
always  be  actuarially  sound  by  percentage  pay- 
ment to  us  for  services  rendered,  that  we  should  be 
rendering  as  doctors,  if  we  are  in  this  profession 
as   doctors. 

I  agree  with  everything  people  say,  that  this 
may  be  fighting  socialism  with  socialism ;  but  it 
is  socialism  from  the  heart  and  not  socialism  from 
the  law,  and  they  are  two  different  things. 

Our  Medical  Society  went  on  the  basis  of  sup- 
porting this  thing  many  years  ago,  and  I  am  of 
the  opinion  that  we  have  served  our  people  and 
served  our  people  well.  I  believe  people  in  this 
group  are  better  off  healthwise  through  our  gen- 
erosity than  they  would  have  been  otherwise,  and  I 
don't  know  if  there  is  any  man  in  this  crowd  or 
not  with  four  or  five  children,  and  has  one  about 
ready  to  go  to  college,  a  couple  in  high  school  that 
want  a  new  dress  occasionally  for  a  junior  prom, 
and  a  little  boy  who  needs  $1.50  or  $1.25  to  have 
a  date — Mister,  $6,000  doesn't  go  very  far,  and  1 
don't  see  why  we  still  cannot  be  a  service  profes- 
sion and  take  care  of  God's  children  to  the  best  of 
our  ability.    (Applause) 

SPEAKER  REECE:  Any  further  discussion? 
Are  you  ready  for  the  question? 

All  in  favor  of  adopting  the  program  please 
stand.  All  opposed  now  please  stand.  The  count  is 
66  for,  and  63   against. 

DR.  JOHN  H.  ARNOLD    (Durham-Orange)  :    In 
the  interest  of  preserving  the  posture  of  the  Medi- 
cal  Society,  I   go   on  record   as   recommending   that 
the   recommendation  be   made  unanimously. 
(Seconded  by    Dr.   Poteat.) 
SPEAKER    REECE:    So   declared. 
We   now  proceed   with   Councilors   reports.  These 
reports  have  been  published  in  the  Compilation.     I 
will    just    call   these    by   district    and    councilors.   If 
you   have   anything    to   add,    please    say    so.   If  not, 
then  we  will  adopt  these  at  the  end  of  the  reading 
of  the  ten  districts. 

First  District,  T.  P.  Brinn. 
DR.   T.  P.  BRINN:   No  further  report. 
SPEAKER    REECE:    Second    District,    Lynwood 
Williams. 

DR.  LYNWOOD  E.  WILLLAMS:  Mr.  Speaker, 
since  my  report  was  written,  we  have  had  a 
District  meeting  in  the  Second  District,  and  it 
might  be  of  interest  to  this  group  to  give  you  the 
gist  of  that  briefly. 

We  passed  a  resolution  first  that  the  Second 
District  is  desirous  of  continuing  its  meeting  which 
was  reaffirmed  from  last  year's  resolution. 

Second,  the  President  of  the  District  is  recom- 
mending that  he  automatically  be  made  a  delegate 


and  have  a  vote  in  the  House  of  Delegates  of  this 
body. 

And  thirdly,  a  resolution  was  passed  that  the 
District  be  given  power  (by  revision  of  By-laws)  to 
elect  at  its  meeting  the  member  of  the  Nominating 
Committee  and  its  Councilor.  That  is  in  addition  to 
the  written    report  in   the  Compilation. 

SPEAKER    REECE:    Thank  you,    sir. 

I  might  point  out  that  some  of  those  will  be 
covered  in  a  special  report,  a  Committee  to  the 
House    of    Delegates. 

Third  District,  Dewey  Bridger. 

DR.  DEWEY  H.  BRIDGER:   No  further  report. 

SPEAKER  REECE:    Fourth    District. 

DR.  EDGAR  T.  BEDDINGFIELD:  You  will  no- 
tice that  there  is  not  a  report  of  the  Fourth  District 
in  your  Compilation,  because  the  big  thing  that 
happened  in  the  Fourth  District  happened  after 
the  Compilation  went  to  press.  There  are  a  limited 
number  of  copies  of  the  Fourth  District  report  that 
have  been  mimeographed,  not  enough  to  go  around, 
but  some  of  you  may  have  some.  We  thought  this 
was  worthwhile  calling  to  your  attention. 

This  year  has  brought  a  renewed  interest  in  the 
Fourth  District  Society.  A  reorganization  commit- 
tee was  appointed  by  President  Leon  Robertson 
because  of  apparent  progressive  lagging  interest 
and  decreasing  interest  in  the  past  few  years.  This 
Committee,  spearheaded  by  Dr.  John  McCain,  has 
brought  about  a  "streamlined"  District  Society 
which  will  meet  twice  annually  instead  of  quarterly 
as  before,  with  more  participation  from  the  wives. 
Also,  a  competent  and  efficient  lay  executive  sec- 
retary to  aid  in  the  program  has  been  employed 
in  the  person  of  Mr.  Jim  Fulghum  of  Wilson.  He  is 
handling  the  business  affairs,  aids  in  arranging 
the  programs,  and  is  editing  a  quarterly  newsletter 
which  is  sponsored  by  the  Wayne  Medical  Supply 
Company  of  Pikeville.  The  first  program  of  the 
revitalized  Fourth  District  Society  was  held  in 
Wilson  on  April  16,  and  was  an  extremely  suc- 
cessful meeting  with  250  in  attendance  to  hear  a 
program  on  national  and  state  legislative  problems. 
The  meeting  was  well  covered  by  radio,  press,  and 
TV,  and  drew  many  favorable  comments.  The 
Councilor  invites  other  District  Societies  to  con- 
sider  the   new   program   of  the   Fourth   District. 

We  think  the  secret  of  this  has  been  two  things: 
Number  one,  organization  and  the  method  of  em- 
ploying the  services  of  a  lay  person  part-time  to 
do  the  leg  work ;  and  number  two,  in  communica- 
tions which  were  underwritten  by  a  small  medical 
supply  firm  willingly,  without  obligation  on  our 
part,  and  they  were  happy  to  do  it  as  a  means  of 
advertising. 

It  has  been  very  successful,  and  we  would  com- 
mend that   program  to   you.    That  is   the    report. 

SPEAKER  REECE:  Fifth  District,  the  Vice 
Councilor. 

DR.  SVMMERLIN:    No  further  report. 
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SPEAKER  REECE:  Sixth  Distrcit,  Dr.  Pas- 
chal. 

DR.  GEORGE  W.  PASCHAL:  Mr.  Speaker,  I 
have  nothing-  further  to  report,  other  than  what  is 
indicated  in  the  Compilation.  However,  I  do  feel 
that  there  should  be  some  amplification  on  the 
report. 

It  has  to  do  with  the  discontinuance  of  the  Sixth 


District  Medical  Society  as  a  unit  at  this  time.  For 
a  number  of  years,  there  has  been  progressive 
apathy  concerning  the  meeting  of  the  Sixth  District 
Medical    Society,   and    it   has   been   poorly    attended. 

For  the  past  several  years,  the  chief  members  in 
attendance  were  those  who  were  going  to  speak  to 
the  others.  There  are  a  number  of  factors  which 
have  led  up  to  this  situation.  I  won't  try  to  point 
them  all  out.  However,  in  the  beginning,  when  the 
district  societies  were  established,  they  were  pri- 
marily established  to  provide  the  exchange  of  pro- 
fessional information  and  for  fellowship.  As  the 
years  have  passed,  there  have  been  a  number  of 
societies  that  have  developed  within  the  profession, 
specialty  groups,  the  American  Academy  of  Gen- 
eral Practice,  a  number  of  hospital  activities,  staff 
activities,  and  in  this  particular  area,  which  is  close 
to  two  of  our  medical  schools  where  things  are  con- 
tinually going  on,  where  symposia  are  established 
and  on  a  firm  footing  in  a  number  of  the  com- 
munities within  the  district,  it  was  felt  that  this 
was  somewhat  top  heavy. 

And  as  a  result  of  this,  among  other  things,  it 
was  decided  after  a  poll  of  each  County  Society, 
and  at  the  last  meeting  in  which  each  County  So- 
ciety or  component  group  was  represented,  that  this 
district  would  discontinue  its  activity  for  the  time 
being. 

This  was  done  with  the  idea  and  with  the  knowl- 
edge that  it  did  not  have  to  seek  the  approval  of 
this  body,  or  the  Council  to  effect  such  action.  It 
was  also  pointed  out  that  if  there  was  sufficient 
evidence  of  renewed  interest,  that  this  would  be 
resumed  at  a   time   when   that  was  manifest. 

The  Sixth  District  also  went  on  record  at  that 
time  as  opposing  the  change  which  would  provide 
a  Councilor  coming  from  an  area  which  would  con- 
form to  our  Congressional  Districts.  This  past  year 
you  have  seen  a  change  in  our  Congressional  Dis- 
tricts here  in  North  Carolina,  and  that  is  something 
that  might   happen    with   some    frequency. 

It  seemed  that  the  present  method  of  electing  a 
member  to  the  Nominating  Committee  be  continued. 
It  was  felt  that  that  was  possibly  the  most  demo- 
cratic way   for  this   to  be  carried   out.  Thank  you. 

SPEAKER  REECE:   Thank  you.   Dr.   Paschal. 

District   7. 

DR.  EDWARD  S.  BIVENS:  No  further  report. 

SPEAKER    REECE:    Eighth   District. 

DR.  HARRY  L.  .JOHNSON:  No  further  report, 
sir. 

SPEAKER  REECE:  Ninth  District. 


DR.    T.   L.   MURPHY:   No   further  report. 

SPEAKER    REECE:    Tenth    District. 

DR.  WILLIAM  A.  SAMS:  No  further  report. 

SPEAKER  REECE:  You  have  heard  the  reports 
of  the  various  Councilors  and  their  districts,  and 
the  additions  that  have  been  presented  before  the 
House.   Do  I  hear   a   motion  that  these   be  adopted? 

(Such  motion  made  and  seconded  by  Dr.  Holli- 
ster.) 

SPEAKER  REECE:  Moved  and  seconded.  All 
those   in   favor    say   "aye";    opposed?    So    carried. 

Item  B,  report  of  the  delegates  to  the  American 
Medical  Association.  These  have  been  reported  in 
the  Compilation.  Dr.  Faison,  any  additional  re- 
port? 

DR.  ELI  AS  EAISON:    No  further  report. 

SPEAKER    REECE:    Dr.    Amos    Johnson? 

DR.   A.    .JOHNSON:    No    report. 

SPEAKER  REECE:   Dr.   Clark? 

DR.   D.    T.   CLARK:    No   report. 

SPEAKER   REECE:    Dr.    Millard    Hill. 

DR.  .MILLARD  D.  HILL:  Mr.  Speaker,  I  would 
like  to  bring  to  the  attention  of  this  body  a  resolu- 
tion in  support  that  we  would  like  to  have  from 
this    body    for    one    of    our    members. 

There  comes  up  in  the  election  at  the  A.M. A. 
six  men.  we  hope  this  time,  for  the  Board  of  Trus- 
tees. We  think  we  are  strategically  located,  Jerry 
Dorman  in  New  York,  and  Homer  Pierson  in  Flor- 
ida, on  the  East  Coast.  Now  Dr.  Hugh  Hussey  was 
in  Washington,  D.  C,  but  he  is  now  with  the 
A.M. A.,  and  now  there  will  be  this  time,  we  hope, 
six    openings. 

Dr.  Hussey's  place ;  Percy  Hopkins  will  come  up 
for  re-election  from  Illinois,  and  Ray  McKewen 
from  Coos  Bay,  Oregon.  Then  there  will  be  three 
new  members,  and  this  is  where  he  would  like  to 
come  in,  we  think,  on  the  A.M. A.  House  of  Dele- 
gates  for   a  man   for  the   Board   of   Trustees. 

Now  we  have  the  man.  He  has  the  qualifications, 
the  ability  and  the  know-how.  He  has  been  in  the 
House  since  '54,  and  before  I  go  any  further,  I 
would  like  to  have  that  man  stand,  if  he  wishes, 
so  that  those  who  may  not  know  him  may  get  an 
eye  on  him.  Dr.  Elias  Faison,  would  you  mind 
standing?    (Applause) 

Dr.  Faison  has  held  all  of  the  offices,  major 
offices,  in  his  county  society.  He  has  served  a 
whale.  He  is  a  Diplomat  of  the  Board  of  Internal 
Medicine.  He  has  practiced  internal  medicine  in 
Charlotte  actively  since  1933 ;  been  Chairman  of  a 
Fund-Raising  Committee  in  that  community  which 
secured  and  raised  $100,000;  and  is  holding  it  in 
escrow  to  build  a  medical  society  building  when- 
ever it  is  time. 

He  has  also  been  a  member  of  the  Executive 
Council  three  two-year  terms,  been  a  delegate  to 
the  A.M. A.  since  1954  and  he  is  a  member  now 
of  our  Finance  Committee,  which  is  a  three-man 
committee,  which  shows  that  we  have  confidence 
in  him. 
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The  National  Committees  of  A.M. A.  he  has  been 
in  as  a  delegate  since  1954.  He  has  served  on  many 
(House  of  Delegates)  reference  committees.  He  is 
a  member  of  the  national  five-man  (A.M. A.)  Nurs- 
ing Committee  appointed  by  the  Board.  He  has 
been  reappointed  a  number  of  times.  He  is  also 
serving-   now   on   a   Hospitality   Committee. 

So  Dr.  Faison  and  five  other  men  were  selected 
to  study  this  and  to  report  back  in  Atlantic  City 
what  should  be  done.  So  you  see  not  only  the 
A.M. A.  Board  of  Trustees  see  him  as  an  active 
and  effective  member,  but  also  the  members  of 
the  House  of  Delegates  that  know  him  well  and 
work  with  him. 

What  we  have  done  up  to  now  before  the  meet- 
ing in  Los  Angeles,  there  were  42  letters  written 
to  what  we  thought  were  key  people.  Then  we  went 
before  the  Executive  Council,  and  they  went  on 
record  as  endorsing  Dr.  Faison,  and  the  President 
of  our  State  Medical  Society  wrote  letters  to  every 
member  of  the  House   of  Delegates   endorsing  him. 

Dr.  Amos  Johnson  also  wrote  letters  to  the 
members  of  the  Academy  of  General  Practice  in 
the  House  of  the  A.M. A.  Our  President  also  wrote 
some  letters  to  his  personal  friends  in  the  House, 
obstetrics  and  gynecology.  Dr.  Squires  wrote  letters 
to  the  urologists,  heads  of  the  departments,  and  he 
is  also  writing  Millard  Bethel,  who  was  Health 
Officer  in  Mecklenburg  County,  and  is  now  with 
the  A.M. A.,  and  Dr.  Charles  Strosnider,  too,  has 
worked  with  the   New  York  delegation. 

If  we  fail,  it  is  not  because  of  the  qualifications 
or  the  ability  of  this  man.  And  if  Elias  Faison  is 
not  elected,  it  will  be  our  fault  and  not  Dr. 
Fai.son's.  I  thank  you.  ( .'Applause  i 

DR.  DONALD  KOONCE:  I  make  such  a  mo- 
tion. 

(Motion    Quly    seconded.) 

Discussion? 

DR.  CHARLES  F.  STROSNIDER:  Mr.  Speaker, 
Fellow  Members  of  the  House:  I  am  delighted  to 
be  wth  you.  I  am  delighted  to  see  so  many  active 
young  men  here  today.  It  speaks  well  for  the 
Society. 

I  want  to  say  about  the  House  of  Delegates  of 
the  A.M. A.,  you  boys  have  honored  me,  keeping 
me  there  as  one  of  your  representatives  since  1946, 
and  I  have  attended  all  the  sessions  except  in  the 
fall  of  1960,  when  I  joined  the  Heart  Club,  and 
not  by  application.  I  didn't  attend  that  session.  I 
planned  to  come  in  June  to  New  York.  My  wife 
was  critically  ill  in  the  University  of  North  Caro- 
lina Hospital,  and  I  was  detained  from  coming.  So 
I  have    attended  practically  all    the   meetings. 

I  want  to  say  that  you  have  a  wonderful  delega- 
tion in  the  House  of  the  A.M. A.  You  will  be  well 
represented  by  the  representatives  you  have  there 
now.  And  I  want  to  tell  you  one  thing.  It's  not  an 
easy  job.  You've  got  to  be  dedicated  to  organized 
medicine  to  make  a  good  delegate,  and  you've  got 
to    be  conscientious   and   sincere.    You've   got  to   be 


alert.    You've   got    to   see   what    is    happening   and 
know   the   resolutions. 

The  men  you've  got  there,  put  your  confidence 
in  them,  because  they  are  trustworthy  men  con- 
scientious and  do  thorough  work  on  the  commit- 
tees  to    which   they    are   referred. 

North  Carolina  is  depended  on  when  there  is  a 
need  on  various  policy  committees  because  we  have 
served  on  them  so  many  times.  So  give  your  dele- 
gates all  the  support  you  possibly  can. 

I  thank  you  for  the  time.    (Applause) 

DR.  AMOS  JOHNSON:  Mr.  Chairman,  I  want 
to  second  the  motion  that  was  made  and  the  dis- 
cussion. Mr.  Millard  Hill  and  I  want  to  suggest 
and  urge  that  we  give  this  motion  a  standing  vote 
of  approval  as  a  show  of  confidence  in  Dr.  Elias 
Faison,  and  that  all  of  us  who  go  to  Atlantic  City 
in  June  do  what  we  can  to  elect  him  to  the  Board 
of  Trustees  of  the  A.M.A. 

SPEAKER  REECE:  You  have  heard  the  motion, 
and  it  is  seconded.  There  is  a  motion  that  we 
stand   and   give   him   a   vote  of   confidence. 

(The   delegates   rose  and   applauded.) 

SPEAKER    REECE:    Carried! 

North  Carolina  Board  of  Medical  Examiners,  Dr. 
Combs. 

(No  further  report.) 

SPEAKER  REECE:  Hospital  Savings  Associa- 
tion. 

(No    reply.) 

Hospital   Care   Association. 

(No    reply.) 

Report  of  the  A.M.A.  Education  Foundation. 
These  reports,  as  pointed  out,  are  in  the  Compila 
tion. 

Report  of  the  Committee  on  Constitution  and  By- 
laws,   Di'.    Roscoe    McMillan. 

Before  we  proceed  with  that,  may  I  adopt  these 
and  get  them  out  of  the  way.  These  reports  have 
been  published.  May  I  have  a  motion  that  we  do 
accept  these? 

(Such   motion   was  made   and  seconded.) 

All   in   favor   say  "aye";   contrary?   So  carried. 

I  recognize  Dr.  Shaffner,  who  is  making  Dr. 
McMillan's   report   for  his    committee. 

DR.  LOULS  SHAFFNER:  Mr.  Speaker,  I  am 
representing  Dr.  McMillan  who  could  not  be  here 
today.  You  have  a  copy  of  our  report  on  the  table 
in  front  of  you.  There  are  several  items  and  if  you 
could  follow  along  with  me,  I  think  I  might 
explain  it  to  you   and  we  can  get   through   quicker. 

Furtherfore,  I  might  suggest,  Mr.  Speaker,  that 
we  handle  these  as  wo  go  along,  rather  than  adopt 
them  as  a  whole. 

Let  me  preface  my  remarks  again  by  saying  that 
this  is  a  small  committee,  and  these  items  are 
referred  to  the  Committee  on  Constitution  and 
By-laws  by  our  Executive  Council  or  other  groups 
who  want  the  Constitution  and  By-laws  Committee 
just  to  word  the  recommendations  and  pass  them 
on  to  you. 
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The  Committee,  however,  has  seen  fit  on  occa- 
cion  to  make  recommendations,  wliether  to  ap- 
prove or  disapprove,  on  wliat  is  recommended: 
but,  of  course,  lias  no  autliority  to  Itold  back  any- 
tiling  that  is  recommended  and,  therefore,  that  is 
placed  before  the  House  of  Delegates. 

Item  1  would  amend  Article  V  of  the  Constitu- 
tion by  inserting  after  the  word  "societies"  the  fol- 
lowing   words:    "and   the    district    societies." 

This  would  add  ten  delegates  from  the  Districts 
and  twelve    delegates    from   the   Sections. 

I  must  report  that  the  Committee  on  Constitution 
and  By-laws  considered  these  two  amendments  to 
the  Constitution  at  length  and  after  doing  so,  by 
a  vote  of  two  members  to  one,  the  Chairman  being- 
neutral,  did  not  recommend  the  passage  of  these 
amendments,  and  we  simply  present  them  as  grass- 
root  evolvements  which  it  may  be  proper  to  cite  to 
the  House  of  Delegates.  A  motion  apparently 
would  be  in  order  to  express  the  sense  of  the 
House. 

SPEAKER  REECE:  You  have  heard  the  rec- 
ommendation of  the  Constitution  and  By-laws  Com- 
mittee. Do  I  hear  any  expression  from  the  House? 
(Motion  made  to  approve  and  accept  the  recom- 
mendation of  the  Committee,  which  motion  was 
duly    seconded.) 

SPEAKER  REECE:  Motion  has  been  made  and 
seconded  that  we  accept  the  recommendation  of  the 
Committee.  Not  to  approve.  Does  everyone  under- 
stand   that? 

DR.  RHODES:   Can  we  have  discussion  of  that? 
SPEAKER  REECE:  I  will  declare  no  vote  until 
we  have  discussion. 

DR.  RHODES:  Mr.  Speaker,  I  would  like  to  make 
some  explanation  for  these  recommendations  to  the 
Committee   on    Constitution   and    By-laws. 

There  has  been  considerable  concern  in  the  last 
five  or  six  years  regarding  the  dropping  of  at- 
tendance at  our  annual  sessions.  It  is  true,  I  believe, 
that  the  attendance  compared  to  the  last  session  in 
Pinehurst  has  almost  dropped  by  a  hundred  per 
cent.  In  other  words,  we  are  averaging  somewhere 
in  the  neighborhood  of  700  members  at  our  annual 
sessions. 

Now  a  committee  to  consider  attendance  at 
annual  sessions  was  appointed,  of  which  Dr.  Amos 
Johnson  was  made  chairman,  and  a  committee  was 
appointed  last  fall,  an  ad  hoc  committee,  to 
review  the  total  program  of  the  Medical  Society. 
In  its  considerations,  this  committee  took  cogni- 
zance of  some  recommendations  from  Dr.  Johnson's 
Committee  which  embodied  an  effort  to  stimulate 
interest  in  the  annual  sessions  by  expanding  the 
House  of  Delegates,  with  the  idea  that  it  would 
give  a  broader,  more  democratic  representation  of 
the  members  of  the  Medical  Society.  Therefore,  this 
recommendation  that  each  district  society — and  here 
again  we  were  having  waning  interest  among  the 
district  societies  —  be  given  the  prerogative  of 
electing  a  delegate  and   an   alternate  to  the   House 


of  Delegates,  and  that  each  scientific  section  of 
the  Medical  Society — and  here  again  there  is  a 
waning  interest,  a  low  attendance  at  section  meet- 
ings— be  given  the  prerogative  of  sending  a  member, 
electing  a  member  to  the  House  of  Delegates.  That 
is  the  basis  on  which  the  ad  hoc  committee  recom- 
mended to  the  Executive  Council  that  these  two 
amendments  be  made,  and  the  Executive  Council 
approved  this  report  of  the  committee,  and  this  was 
referred  to  the  Committee  on  Constitution  and  By- 
laws. That  is  the  explanation  back  of  these  recom- 
mendations. 

DR.  AMOS  .JOHNSON:  Mr.  Speaker,  since  I 
was  chairman  of  the  committee  that  first  came  up 
with  the  recommendations  which  have  been  so  well 
discussed  and  explained  to  you  by  Dr.  Rhodes,  I 
don't  feel  that  it  is  necessary  to  belabor  the  point 
of    the   purpose    at   hand. 

But  I  do  want  to  say  that  this  was  the  unanimous 
consensus  of  the  committee  which  was  appointed 
and  which  gave  considerable  study  to  the  areas  of 
concern  that  Dr.  Rhodes  has  just  discussed  with 
you. 

We  did  feel  that  it  had  probably  mure  to  offer 
on  the  positive  side  than  the  negative  side.  It  was 
the  feeling  of  this  committee  that  perhaps  one 
thing  that  contributed  to  our  poor  attendance  at 
our  meetings,  and  certainly  to  the  relatively 
poor  attendance  of  non-delegate  attendance  at 
our  House  of  Delegates,  was  the  fact  that 
we  did  not  have  enough  activity  in  our  House  of 
Delegates  as  we  used  to  have;  that  we  don't  have 
enough  of  controversy,  perhaps.  I  think  maybe  later 
on  in  this  session,  we  may  stir  up  some  areas  of 
controversy,  and  we  hoped  to  get  representation 
here  in  greater  numbers  as  tlelegates,  and  perhaps 
through  this  mechanism  from  the  specialty  sections, 
and  the  sections  expressing  their  opinions  and 
bringing  in  resolutions,  which  we  have  a  dearth  of 
in  this  House  of  Delegates  all  the  while;  that  we 
might  have  a  revitalized  or  at  least  a  partially 
revitalized    State    Medical   Society   Annual    Session. 

I  do  think  that  there  is  more  on  the  positive 
than  there  is  on  the  negative  side  of  this  resolution, 
and  Dr.  Rhodes  has  explained  many  of  the  factors 
to  you  in  a  very  excellent  manner. 

I  would  urge  that  this  recommendation  of  the 
Constitution  and  By-laws  Committee  be  not  ap- 
proved. 

SPEAKER  REECE:  Do  you  all  understand  the 
question? 

DR.  MILLARD   HILL:    Please  restate   it   again. 

DR.  PATRICK:  I  would  like  to  recall  the  report 
of  the  Second  District  Councilor  made  by  Dr. 
Williams.  It  was  the  desire  of  the  Second  District 
that  this  proposal  before  the  House  now  be  ap- 
proved; that  is,  that  the  District  Society  be  given 
a    delegate.   That's    the    Second    District. 

DR.  WILLIAM  A.  SAMS:  Mr.  Speaker,  I  think 
I  have  been  in  service  on  the  Council  of  the  State 
Society  longer  than   any   man  present.   I   have  been 
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a  Councilor  since  1947.  From  the  10th  District,  in 
my  District,  we  have  had  two  district  meetings  a 
year  until  the  past  two  years,  I  believe,  maybe 
three.  They  were  cut  down  to  one  meeting-. 

The  6th  District,  Dr.  Paschal  reported,  has 
abandoned    and    quit. 

Well,  I  was  taug-ht  a  long  time  ago  that  the  way 
to  accomplish  something  is  not  by  quitting.  That 
way  you  never  get  anything  done.  So  I  still  believe 
that,  first  of  all,  we  ought  to  do  something  in  this 
House  of  Delegates  to  make  the  district  meetings 
a  component  part  of  the  State  Medical  Society. 
They  have  never  been.  They  have  never  had  any 
official  status  or  connection  with  the  State  Society. 
I  think  that  would  be  an  excellent  thing  for  us,  and 
by  doing  that,  by  making  the  district  meetings  or 
the  districts  a  component  part  of  the  Society,  with 
some  official  status,  that  we  would  kindle  an 
interest  in   our  district   meetings. 

I  like  very  much  the  idea  of  the  2nd  District  and 
the  4th  District  as  well,  especially  the  4th  District's 
plan.  I  think  they  are  going  at  it  wholeheartedly 
and  will  revive  and  put  a  lot  of  interest  in  it.  I 
think  that  is  wonderful.  But  I  do  not  think  that  it 
is  a  good  idea  for  us  to  reject  this  thing,  and  I 
don't  think  this  Committee  really  meant  to  reject 
it.  I  think  they  just  meant  to  bring  it  to  the  House 
•of  Delegates  for  their  consideration.  That's  what 
I    think. 

SPEAKER  REECE:  Dr.  Shaffner,  do  you  have 
any   comment. 

DR.  SHAFFXER:  You  see  we  have  some  con- 
troversy. 

Your  Committee  was  a  very  small  committee 
that  considered  this,  and  its  vote  was  explicit.  The 
feeling  of  those  who  were  opposed  to  these  changes 
was  to  the  effect  that  the  sections,  at  least  as 
far  as  the  sections  go — that  it  was  a  loosely  or- 
ganized group  that  usually  consisted  of  a  chairman 
who  got  up  a  program  for  the  annual  meeting, 
and  we  did  not  see  where  that  should  necessarily 
be  a  body  which  would  elect  a  delegate  who  has  a 
vote  in  the  running  of  the  Society  any  more  than 
he   would   to   his    own    County    Society. 

We  felt  the  same  way  about  the  districts,  and 
some  are  active  and  some  are  not  active.  We  felt 
in  that  way  we  would  have  more  representation 
from  some  areas  than  we  would  from  others,  and 
it  wouldn't  be  on  a  number  basis. 

.■\s  I  say,  your  committee  just  recommended  this. 
It  is  brought  to  the  House,  and  whatever  the 
House  does  is  all  right  with  the  committee. 

DR.  STREET  BREWER:  Mr.  Speaker,  it  is  not 
often  that  I  have  to  disagree  with  my  friends 
Amos  Johnson  and  John  Rhodes,  but  on  this  occa- 
sion I  shall  have  to  disagree,  and  I  object  to  this 
thing  on  the  ground  that  the  sections  of  the  State 
Society  and  the  District  Societies  are  not  com- 
ponent parts    of   the   State    Medical    Society. 

The  component  parts  of  the  State  Medical  So- 
ciety are  the  County  Societies,  and  legally  they  are 


the  only  ones  to  elect  delegates  to  this  body. 

If  it  should  become  necessary  and  desirable  that 
the  Sections  and  the  Districts  elect  delegates,  then 
let  us,  by  some  technicality,  make  them  component 
parts  of  the  State  Medical  Society.  But  until  they 
become  component  parts  of  the  State  Medical  So- 
ciety, they  have  no  business  with  delegates  in  the 
House  of  Delegates.  They  are  merely  appendages 
tacked  onto  the  organization  of  the  State  Medical 
Society.  That's  why  I  object  to  it. 

DR.  EDGAR  BEDDIXGFIELD:  Mr.  Speaker,  I 
would  remind  Dr.  Brewer  that  the  purpose  of  this 
is    to   make  legitimate   these    illegitimate  offspring. 

I  would  like  also  to  point  out  two  things :  The 
group  over  in  the  back  where  I  have  been  sitting 
over  there  has  suggested  that  we  vote  on  these 
separately,  since  there  is  some  feeling  that  there  is 
a  resurgence  of  interest  in  the  District  Societies, 
and  that  the  sections  are  perhaps  somewhat  loosely 
organized.  We  might  vote  on  these  separately.  That 
is  point   one. 

Point  two,  inasmuch  as  this  involves  a  change 
of  the  Constitution,  it  cannot  become  opei-ative  a 
year  from  now  when  it  ha.-^  to  be  voted  on  a  year 
from  now  anyway.  If  we  went  ahead  and  passed 
it,  and  if  the  District  Society  fizzled  next  year 
and  we  \oted  it  down,  it  would  ne\'er  become 
operative. 

I  suggest  we  vote  on  it  separately,  whether  we 
incorporate  a  delegate  from  the  Sections,  one.  and 
whether  we  incorporate  a  delegate  from  the  Dis- 
trict  Societies,   two. 

DR.  BREWER:  Whenever  they  become  legiti- 
mate offspring  of  this  Society,  I  will  recognize 
them. 

DR.  AMOS  .JOHXSON:  Just  very  quickly  two 
things.  I  could  go  along  entirely  with  what  Dr. 
Brewer  is  saying,  that  you  must  put  the  horse  in 
front  of  the  cart  and  make  a  proper  and  legitimate 
place  within  the  structure  of  the  Society.  And  two, 
I  can  go  along  very  well  with  what  Dr.  Bedding- 
field  is  saying  or  has  suggested.  I  do  think — and 
many  of  you  are  aware  that  I  have  had  strong 
feelings  about  our  Sections  and  Section  meetings 
in  this   Medical  Society. 

Two  years  ago,  when  I  was  President  of  the 
Society,  I  made  a  suggestion,  and  the  Executive 
Council  approved  it,  that  we  do  away  entirely  with 
the  specialty  section  meetings.  Following  that  was 
accomplished  what  I  basically  had  in  mind.  The 
sections  themselves  got  in  an  upstir  about  the 
recommendation  that  they  not  be  allowed  to  meet 
at  our  annual  meeting.  Resulting  from  that,  one 
section  the  following  year  had  160  people  in  at- 
tendance at  the  section  meeting. 

Now  since  then,  it  has  begun  to  wane  again,  the 
interest  in  section  meetings.  But  I  would  make 
this  known  to  you,  that  the  scientific  section  struc- 
ture of  the  American  Medical  Association,  the  spe- 
cialty section  structure  of  the  A.M. A.,  works  very 
well,    and     the    specialty    sections    are    an    integral 
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part  of  the  House  of  Delegates  of  the  A.M. A.,  and 
they  are  elected  much  in  the  same  manner  as  has 
been   constituted   here. 

But  under  the  present  situation,  the  way  our  sec- 
tions work  in  this  Society,  I  could  find  no  fault  if 
you  disapproved  the  second  portion  of  this  recom- 
mendation. 

SPEAKER  REECE:  May  I  point  out  there  is  a 
motion  before  the  House.  The  motion  is  that  we 
accept  the  report  of  the  Committee  on  Constitution 
and  By-laws,  and  that  is  in  essence  that  these  two 
amendments   not  be  adopted. 

DR.  A.  JOHNSOX:  Mr.  Speaker,  may  I  make 
a    substitute  motion? 

SPEAKER   REECE:   You  may. 

DR.  A.  JOHNSON:  I  would  move  that  these  two 
recommendations  be  taken  up  separately,  sir,  and 
that  they  be  voted  on  first  the  one  and  then  the 
second,  in   that   order. 

(Motion   seconded  by  several   delegates.) 

SPEAKER  REECE:  The  motion  has  been  made 
and  seconded.  Item  1  and  item  2  be  separated  and 
voted   on  separately. 

DR.  A.  -JOHNSON:  I  think  what  I  intended  is 
to  by-pass  the  motion  that  was  made,  the  recom- 
mendation that  was  made  from  the  Constitution 
and  By-laws  Committee,  and  we  would  not  be 
voting  on  a  motion  in  a  negative  order  that  would 
disapprove,  but  we  would  take  these  up  on  their 
own  merits  each  one  yes  for  and  no  against,  as  it 
is  read   out  by  you  in  your  Compilation. 

SPEAKER  REECE:  That  is  the  way  I  under- 
stood it,  but  we  were  talking  about  it  from  dif- 
ferent  sides    of    the    fence. 

DR.  PASCHAL:  I  believe  you  need  to  dispose 
of  the   substitute  motion   by  a   vote. 

SPEAKER  REECE:  All  in  favor  of  the  sub- 
stitute motion  say  "aye";  opposed  "no."  So  de- 
clared. 

Now  we  will  take  Item  1.  Thos  in  favor  of  set- 
ting- this  up  and  letting  the  District  Societies  elect 
delegates  to  the  House  of  Delegates?  —  Do  we 
have  a  motion? 

DR.  POT  EAT:   I  move  it  be  adopted. 

(Motion    seconded.) 

SPEAKER  REECE:  All  in  favor  say  "aye"; 
opposed? 

A  DELEGATE:  Point  of  order.  You  say  in  favor 
of  Item  1.  Are  we  in  favor  of  the  I'ecommendation  of 
the  Committee  or  are  we  in  favor  of  the  item  to 
be  adopted? 

SPEAKER  REECE:  To  be  adopted.  Item  1,  Ar- 
ticle V,  as  reported  here,  and  you  have  it  before 
you,  if  I  interpret  it  rightly,  the  District  Societies 
be  permitted  to  elect  delegates  to  the  House  of 
Delegates   of   the    State    Society. 

We  have  a  motion  that  was  seconded  that  this 
be  adopted.  We  have  a  vote,  and  I  think  we  had 
better  have  a  count  of  the  House.  Those  in  favor 
of  this  please  stand.  Those  opposed?  The  motion 
is  defeated,  69  to  49. 


Item  2,  those  in  favor  of  the  sections  being  given 
the  right  to  elect  delegates —  Do  I  hear  a  mo- 
tion? 

(A  motion  to  accept  Item  2  was  made  and  duly 
seconded.) 

Those  in  favor  say  "aye";  those  opposed?  De- 
feated. 

DR.  SHAFFNER:  (continuing  the  report.)  If 
these  are  passed  today,  they  may  be  ratified  on 
the  meeting  on  Tuesday.  Now  Chapter  IV,  of  By- 
laws adding  a  new  section  which  will  read  as 
follows : 

Section  18.  No  resolution  shall  be  considered 
or  voted  upon  b.v  the  House  of  Delegates  unless 
the  resolution  has  been  filed  with  the  Executive 
Director  of  the  Society  at  least  sixty  days  before 
the  first  meeting  of  the  House  of  Delegates, 
except  upon  vote  of  two-thirds  of  the  members 
present  at  the  meeting  of  the  House  of  Dele- 
gates or  upon  reference  to  the  House  of  Delegates 
by   the    Executive   Council. 

It  was  the  intention  of  this  By-law  to  permit  a 
more  favorable  dissemination  of  substance  in  ad- 
vance to  be  brought  to  the  consideration  of  the 
members  of  the  House  of  Delegates  so  that  study 
can  be  given  to  the  issues  and  problems  which 
have  evolved.  The  Committee  recommends  adoption 
of  the  amendment. 
(Motion   seconded.) 

SPEAKER  REECE:  Motion  made  and  seconded 
that  this  be  adopted.  Those  in  favor  say  "aye"; 
opposed?    So    carried. 

DR.  SHAFFNER:  Amend  Chapter  IV,  Section  14 
of  the  By-laws  by  inserting  in  line  4  after  the  word 
"Association"  the  words  "the  members  of  the  Re- 
tirement Savings  Plan  Committee  of  the  Medical 
Society   of    the    State    of   North   Carolina." 

The  purpose  is  to  provide  a  system  of  election 
of  Retirement  Savings  Plan  Committee  members 
which  hecomes  the  management  authority  of  the 
Society  dealing  with  the  Trust  Agencies  and  pur- 
porting a  responsible  liaison  to  the  Executive 
Council  and  the  House  of  Delegates  from  whence 
the  authority  of  the  Retirement  Savings  Plan 
Committee  is   derived. 

I  move  the  adoption  of  this  amendment  in  behalf 
of  the   Committee. 
(Motion   seconded.) 

SPEAKER  REECE:  Motion  has  been  made  and 
seconded  that  this  be  adopted.  Those  in  favor  say 
"aye";   opposed   "no."   So  carried. 

DR.  SHAFFNER:  Councilor  Districts.  Amend 
Chapter  VII,  of  the  By-laws,  Ninth  District,  by 
deleting  the  hyphen  between  Iredell-Ale.xander  and 
placing  Alexander  in  proper  place  alphabetically. 

This  simply  revises  the  listing  of  counties  by 
District  groups  in  the  By-laws  in  an  alphabetical 
order  therein.  The  Executive  Council  has  approved 
such  a  regrouping  as  provided  in  the  By-laws,  and 
the  Committee  approves  adoption  of  this  amend- 
ment. 
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(Motion   seconded.) 

SPEAKER  REECE:  Motion  made  and  seconded 
that  this  be  adopted.  Those  in  favor  say  "aye"; 
opposed    "no."    Carried. 

DR.  SHAFFNER:  Amend  Chapter  X,  Section  1, 
of  By-laws,  by  inserting  in  the  first  sentence  after 
the  word  "Negotiations"  the  words  "Retirement 
Savings   Plan   Committee." 

The  purpose  of  this  amendment  is  to  establish 
the  special  existence  and  authority  of  the  Retire- 
ment   Savings    Plan    Committee. 

Your  Constitution  and  By-laws  Committee  dis- 
cussed this  and  passed  the  following  motion : 

It  is  moved  that  the  proposed  change  (of  the 
By-laws)  in  Chapter  X,  Section  1,  not  be  recom- 
mended by  the  Committee.  It  is  the  feeling  of  this 
Committee  that  this  Retirement  Savings  Plan  Com- 
mittee should  come  under  the  cognizance  of  the 
Professional  Service  Commission  and  not  be  a 
committee  which  is  not  under  a   Commissioner. 

This  motion  was  passed  by  your  Constitution 
and  By-laws  Committee,  but  the  wording  of  the 
proposed   change    was    approved. 

Your  Committee  will  recommend  that  this  be 
under  the    Professional   Service    Commission. 

SPEAKER  REECE:  It  is  the  recommendation 
of  the  Committee  that  this  go  under  the  Profes- 
sional Service  Commission,  and  (this  would  be  an 
appointed  committee  of  the  President  of  the  So- 
ciety) . 

SPEAKER  REECE:  The  motion  has  been  made 
that  we  accept  the  recommendation  of  the  Com- 
mittee— 

(Motion   seconded,   put  to  a   vote  and   carried.) 
DR.    SH.AFFNER:    As    a   paragraph    amendment 
to  By-laws,  Chapter  X,  Section  1,  add  the  following 
to  that  section : 

The  Commissioners  shall  meet  with  the  Presi- 
dent annually,  and  at  such  other  times  as  re- 
quested by  the  President,  to  assist  him  with 
committee  appointments,  in  coordinating  com- 
mittee activities,  and  for  the  purpose  of  making- 
recommendations  for  adding  or  reducing  Com- 
mittees assigned  to  a  Commission. 
As  I  understand  the  point  about  this,  it  was  to 
better  coordinate  the  various  commissions  and  speed 
up   the  work  of   the    Society. 

Your  Committee  moves  the  adoption  of  this 
amendment. 

(Motion   seconded,   put  to  a  vote  and   carried.) 
DR.    SH.AFFNER :    A   second   paragraph    amend- 
ment of  By-laws,  Chapter  X,  Section  1;  "The  Com- 
missioners   shall    meet    annually    with   the    Finance 
Committee     to     assist     the     Finance    Committee     in 
preparing  a  budget  for   the   following  fiscal   year." 
I   move  the  adoption   of   this  amendment. 
(Motion  seconded,   put   to   a  vote  and   carried.) 
DR.  SHAFFNER:  Amend  Chapter  X,  Section  10 
of  the  By-laws  by  striking  out  Section   10  and  in- 
serting the  following : 

Reference  Committees  on   Resolutions   shall  be 


appointed  by  the  Speaker  of  the  House  of  Dele- 
gates as  may  be  necessary,  each  of  which  com- 
mittee shall  consist  of  three  members  and  a 
commissioner  who  shall  act  as  Chairman  to  which 
shall  be  referred  each  resolution  presented  to 
the  House  of  Delegates  before  it  is  submitted  to 
a  vote  by  the  Delegates,  for  study  and  report  to 
the  House  of  Delegates  of  the  committee's  recom- 
mendation for  the  modification,  approval  or 
disapproval  of  such  resolution. 

This  change  is  designed  to  simplify  and  to  make 
more  logical  and  democratic  the  consideration  of 
policy  matters  which  devolve  upon  the  House  of 
Delegates    for   action    and    policy    determination. 

Your  Committee  moves  and  recommends  the  adop- 
tion   of   this    amendment. 

(Motion  seconded,  put  to  a  vote  and  carried.) 
DR.  SHAFFXER:  Amend  Chapter  X,  Section  2 
of  the  By-laws  by  striking  out  the  words  "A  Ref- 
erence Committee  on  Resolutions."  In  striking  this 
out,  we  will  have  just  set  up  this  other  pi'eviously 
passed  amendment.  Your  Committee  moves  adoption 
of   the    amendment. 

(Motion  seconded,   put   to   a   vote  and   carried.) 
DR.  SHAFFNER:   Amend  Chapter  X,  Section   5 
of  the  By-laws  by   inserting   after   the   word  "com- 
mittee" in  line  .5  with  the  following:  "after  meet- 
ing with  the  commissioners,  shall  also." 

This  serves  to  identify  the  responsibility  of  and 
assure  the  access  of  the  Commissioners  to  the 
Finance  Committee's  function  in  establishing  allo- 
cations  for   various   committee   activity. 

It  helps  the  Finance  Committee  to  know  what 
is  going  on  in  the  commissions,  and  the  commit- 
tees know  what  they  have  to  work  on. 

Your  Committee  moves  adoption  of  this  amend- 
ment. 

(Motion  seconded,  put  to  a  vote  and  carried.) 
DR.  SHAFFNER:  Agenda  Item  12  is  actually  a 
continuation  of  amendment  to  Chapter  X,  Section 
10,  of  By-laws.  It  adds  to  the  same  section  that 
has  to  do  with  the  Reference  Committee  the  fol- 
lowing: "The  Speaker  of  the  House  of  Delegates 
may  refer  any  other  matter  to  such  a  committee 
before  submitting  to  a  vote  of  the  House  of  Dele- 
gates." 

If  it  is  any  matter  other  than  resolutions,  it  gives 
the  Speaker  of  the  House  the  opportunity  to  have 
it   studied  before  it  is   presented   to   the    House. 

Your  Committee  moves  adoption  of  this  further 
amendment  to   Chapter    X,    Section   10. 

(Motion  seconded,  put  to  a  vote  and  carried.) 
DR.   SHAFFNER:    Agenda   Item    13   sets   up   the 
method  of  electing  members  to  the  Retirement  Sav- 
ings  Plan   Committee   and   defines   their  duties    (by 
an  added  paragraph).  Chapter  X,  Section  20: 

The  Retirement  Savings  Plan  Committee  con- 
sisting of  seven  members  to  be  elected  by  the 
House  of  Delegates  as  follows:  Beginning  with 
the  annual  session  of  1963  two  members  shall 
be  elected  for  a  term  of  one  year ;  two  members 


elected  for  a  term  of  two  years  and  three  mem- 
bers shall  be  elected  for  a  term  of  three  years. 
Thereafter  annually  there  shall  be  elected  for  a 
terms  of  three  years  two  or  three  members  as 
are  necessary  to  replace  the  members  whose 
terms  expire  during-  that  calendar  year.  Mem- 
bers of  this  committee  shall  be  subject  to  re- 
moval by  the  House  of  Delegates  with  or  with- 
out cause  and  shall  serve  without  compensation. 
This  Committee  shall  do  all  things  necessary 
or  appropriate  for  the  administration  of  the 
North  Carolina  Medical  Retirement  Savings  Plan 
of  the  Medical  Society  of  the  State  of  North 
Carolina. 

Your  Committee  moves  adoption  of  this  amend- 
ment. 

MR.  BARNES:  Mr.  Chairman,  I  would  inquire 
since  you  defeated  the  plan  for  the  authorization 
for  the  election  of  the  committee,  leaving  it  to  the 
appointment,  if  you  don't  have  to  reword  this  sec- 
tion to  comply  with  the  appointed  power  rather  than 
the   elected   power. 

DR.  JOHNSON:  I  wish  to  have  a  clarification 
on   a  point   of  confusion  in   my  mind,  certainly. 

By  approving  a  recommendation  of  the  Constitu- 
tion and  By-laws  Committee  previously  submitted, 
I  was  under  the  impression  that  we  had  already 
taken  care  of  the  manner  by  which  this  committee 
would  be  constituted.  That  portion  of  the  motion 
that  relates  to  their  duties  would  be  appropriate, 
if  it  were  to  be  approved,  but  unless  I  am  pretty 
well  fouled  up  in  my  thinking,  we  have  already 
taken  care  of  part  of  this  motion  by  adopting  a 
recommendation  which  was  made  by  this  Consti- 
tution and  By-laws  Committee  previously. 
I  desire  a  point  of  clarification. 
DR.  SHAFFNER:  Dr.  Johnson,  as  I  understand  it, 
the  other  amendment  which  we  recommended  to 
you  on  Page  3,  Item  6,  had  to  do  with  the  commis- 
sions. The  committees  are  either  appointed  or 
elected.  Section  19  of  that  same  Chapter  X  says 
"all  the  foregoing  committees  above"  talking  about 
these  other  committees,  are  appointed.  This  is  Sec- 
tion 20,  which  comes  after  that,  the  new  section, 
and   talks  about  election. 

So  I  don't  think  there  is  any  ambiguity,  unless  I 
am  off. 

MR.  JOHN  ANDERSON:  You  are  correct,  in 
that  we  haven't  taken  any  action  with  regard  to 
setting  up  this  Retirement  Savings  Plan  Commit- 
tee. 

DR.  SHAFFNER:  All  we  have  done  is  said  when 
it  is  set  up,  it  will  be  under  a  certain  commission. 
MR.  ANDERSON:  You  haven't  said  that.  You 
have  just  not  made  any  change  in  the  listing  of 
the  committees.  You  just  haven't  made  any  change 
in  that.  That  recommendation,  that  proposal  to 
make  such  a  change  was  not  recommended  by  the 
By-laws  Committee,  and  the  By-laws  Committee 
recommendation  was  accepted.  Therefore,  there  was 
no   change,  Dr.  Johnson. 


This  is  the  first  time  this  subject  is  coming  up. 

MR.  BARNES:  Are  you  saying,  Mr.  Anderson, 
that  Item  13  can  be  adopted  as  worded  without 
any    conflict? 

MR.  ANDERSON:    Yes,   without   any   conflict. 

A  DELEGATE:  That  means  that  Item  6  did  not 
pass. 

DR.  SHAFFNER:  Item  6  proposed  to  put  this 
Retirement  Savings  Plan  among  those  exceptions 
which  could  not  be  grouped  by  the  President.  We 
voted    down    this    recommendation. 

A  DELEGATE:    Item   6   did   not   pass. 

DR.  JOHNSON:  I  stand  corrected.  I  merely  was 
confused  in  my  own  thinking.  I  wanted  to  know 
what  I  was  voting  upon,  and  I  think  I  understand 
it  now,  and  I'm  sorry  I  stirred  up  all  the  confu- 
sion. 

SPEAKER  REECE:    Motion  has  been  made— 

(Motion   seconded.) 

DR.  WAYNE  BENTON:  Simply  because  the 
question  has  come  up  in  other  committees,  I  would 
like  to  bring  up  this  fact  on  the  matter  of  a 
conflict  of  interest.  I  ask  whether  the  House  would 
not  like  to  have  inserted  in  this  thing  that  no 
member  who  is  a  member  of  the  Board  of  Directors 
of  the  Bank  or  the  insurance  company  be  a  member 
of  this  committee  to  represent  us.  In  another 
field,  certain  doctors  have  been  criticized  pretty 
badly  for  representing  us,  being  on  this  particular 
committee,  and  then  at  the  same  time  being  on  the 
board  of  directors  of  a  bank  or  an  insurance  com- 
pany, and  I  just  wondered  if  you  wouldn't  want 
to  spell  it  out  that  there  be  no  conflict  of  interest 
there. 

Let  mo  make  a  motion.  I  move  that  the  words 
"No  member  of  this  Retirement  Committee  shall 
be  a  director  of  the  bank  or  the  insurance  company 
who  are  the  carriers  of  the   Plan." 

(Motion   seconded.) 

PRESIDENT  KERNODLE:  Mr.  Speaker,  I 
would  like  to  speak  to  that  motion  to  amend  that 
section.  I  am  not  so  sure  that  it  wouldn't  be 
worthwhile,  Dr.  Benton,  that  we  have  a  representa- 
tive on  the  board  of  directors  of  that  bank  or 
insurance  company.  It  isn't  going  to  be  harmful  to 
us  to  know  what  is  going  on  in  the  inside  and  how 
they  feel  about  the  problems.  We  will  certainly 
have  trustees  on  the  committee  to  work  with  them, 
but  I  think  probably  it  would  be  most  beneficial  to 
have  someone  on  the  inside  knowing  what  is  hap- 
pening. 

It  certainly  isn't  a  necessity,  but  it  would  be  my 
personal   feeling  that  it  would   be  beneficial. 

DR.  BENTON :  You  cannot  serve  two  masters, 
and  if  you  are  on  the  board  of  directors  of  Wa- 
chovia Bank  and  Trust  Company,  you  get  a  good 
salary.   We  do  not  pay  them  anything. 

PRESIDENT  KERNODLE:  They  get  a  direc- 
tor's fee;  they  don't  get  a  salary.  Dr.  Benton;  I'm 
sure  of  that.  But,  nevertheless,  I  am  not  going  to 
argue  the  point,  if  the  Society  wants  to  keep  them 
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out  of  there.  I  think  it  would  be  beneficial  from 
a  business  standpoint  to  have  an  inside  man.  They 
make  about  $100   a   meeting;   that's  about  all. 

SPEAKER  REECE:  You  have  hoard  Dr.  Ben- 
ton's  motion.   Do   I  have   a   second  to  that? 

(Motion    seconded.) 

DR.  PASCHAL:  May  I  offer  an  amendment? 
This  is  an  amendment  to  a  motion  already  made. 

A  DELEGATE :  May  we  vote  on  them  sep- 
arately? 

SPEAKER  REECE:  Dr.  Benton's  motion  — 
those  in  favor  say  "aye";  opposed  No.  It  is  de- 
feated. 

DR.  P.E\TOX:  I  call  for  a  rising  vote  please, 
sir. 

SPEAKER  REECE:  Those  in  favor  of  Dr.  Ben- 
ton's motion  please  stand.  Those  opposed.  The  mo- 
tion carries   75  to  34. 

(Motion  made  that  the  amendment  as  amended 
be  adopted,  which  motion  was  seconded.) 

DR.  DEXTOX :   This  amendment   as  amended. 

SPEAKER  REECE:  Those  in  favor  say  "aye": 
opposed   "no."    So   carried. 

DR.  SHAEFXER:  Two  final  items  that  have  no 
changes. 

In  response  to  a  report  from  the  Chairman  of 
the  Committee  on  Nominations  discussing  the  now 
described  duties  of  the  Committee  on  Nominations, 
our    Committee  expressed    the    following: 

The  Committee  on  Constitution  and  By-laws  rec- 
ommended that  no  change  be  made  in  Chapter  X, 
Section  4  and  Chapter  V,  Section  2,  regarding  the 
nominating  of  AMA   delegates. 

Item  15,  the  Committee  took  no  action  on  the 
query  by  the  Committee  on  SAMA  as  to  orienta- 
tion into  medical  organization  before  registration 
for   licensure. 

This  concludes  the  report  of  the  Committee  on 
Constitution  and  By-laws,  and  I  move  this  report 
as   amended   and    acted   upon    be    adopted. 

(Motion    seconded.) 

DR.  LEXOX  BAKER:  Item  14  was  not  open  for 
discussion.  What  did  he  say  in  what  was  recom- 
mended? They  recommend  it  not  be  approved,  but 
they  didn't  say  what  we  had  recommended  that 
we   do. 

DR.  SHAFFXETl:  Let  me  explain.  We  thought, 
in  discussing  it  in  our  Committee,  that  one  referred 
to  our  Society,  and  how  we  elect  officers,  and  the 
other  is  how  we  elect  people  to  another  body  to 
which  we  did  not  elect  the  officers. 

SPEAKER  REECE:  In  other  words,  Dr.  Baker, 
you   want   your  comments  just   tabled. 

A  motion  has  been  made  and  seconded  that  the 
entire  report  as  presented  by  Dr.  Shaffner  and 
amended  be  approved,  or  be  adopted.  Those  in 
favor   say   "aye";   those   opposed  no."   So   carried. 

Administration  Commission,  Wayne  Benton. 

DR.  TT.4r.V£'  BEXTOX:  Dr.  Jesse  Caldwell  has 
an  additional  report. 

DR.  -JESSE  CALDWELL:    Mr.   Speaker,    Ladies 


and  Gentlemen :  This  is  a  supplementary  report  to 
relate  developments  that  have  taken  place  regarding 
implementation  by  this  Society  of  the  seven  point 
Individual  Tax  Retirement  Act  of  19(52,  since  the 
report  for  the  Compilation  was  written.  It's  pub- 
lished on  Page  48. 

.■\s  mentioned  in  the  main  report,  it  is  not  prac- 
ticable for  the  Retirement  Savings  Plan  to  open  for 
operation  until  the  Internal  Revenue  Service  has 
issued  regulations  concerning  the  mechanics  for 
complying  with  the  law. 

In  April,  196.3,  the  Internal  Revenue  Service  is- 
sued Part  1  of  four  jjarts  of  its  proposed  rules,  and 
I  have  a  copy  of  Part  1  of  the  proposed  rules  here 
— concerning  the  seven  point  part  Individual  Re- 
tirement Act  of  19G2.  The  Internal  Revenue  Service 
will  hold  hearings  on  this  proposal,  and  following 
this   will  issue  permanent   rules. 

We  have  no  indication  as  to  when  the  other 
three  parts  of  the  pi'oposed  rules  will  be  published. 
However,  your  Committee  and  the  participating 
institutions  in  the  North  Carolina  Medical  Retire- 
ment Savings  Plan  are  proceeding  as  far  as 
possible   with  the  information  at  hand. 

It  seems  that  it  will  be  sometime  yet  before 
the  Plan  will  go  into  operation.  Meanwhile,  another 
complication  has  arisen  concerning  our  plan.  There 
is  a  controversy  between  two  Federal  agencies  as 
to  whether  such  a  plan  as  ours,  operated  by  a 
trustee  such  as  Wachovia  Bank  and  Trust  Com- 
pany, would  come  under  the  jurisdiction  of  the 
Securities  &  Exchange  Commission,  or  remain  under 
the  Comptroller  of  the  Currency. 

As  a  result  of  this  uncertainty,  there  has  been 
some  delay  in  the  pi'omotion  of  our  plan.  There  is 
a  question  as  to  whether  the  trustee  would  be 
allowed  to  advertise  such  a  plan  as  ours,  which  is 
comparable  to  the  mutual  funds,  which  are  under 
the  jurisdiction  of  the  Securities  &  Exchange  Com- 
mission. 

It  has  now  been  estimated  by  some  authorities 
that  only  approximately  800,000  to  1,000,000  self- 
employed  individuals  will  take  advantage  of  the 
Act  as  now  written.  The  other  eight  million  will  be 
staying  out  of  the  plan  for  a  number  of  reasons, 
but  mainly  because  of  the  provisions  requiring  con- 
tributions for   employees. 

Some  changes  in  the  Constitution  and  By-laws  of 
this  Society  are  necessary  to  authorize  certain  pro- 
visions of  the  plan.  These  have  just  been  passed  on 
the  first  reading.  These  changes  have  been  recom- 
mended to  the  Committee  on  Constitution  and  By- 
laws. 

Additional  infoi'mation  concerning  this  program 
will  be  issued  from  time  to  time,  as  circumstances 
indicate. 

Thank  you. 

DR.  BEXTOX :  I  have  a  few  additional  remarks 
to    make   for   the    Finance    Committee. 

The  cost  of  labor  rises  about  5  per  cent  a  year, 
as  most  of  you  who  are  businessmen  know.   Labor 
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accounts  for  the  greater  part  of  the  cost  of  the 
medical  goods  and  services.  There  is  the  crux  of  our 
present  dilemma  in  the  overexpenditures  of  our 
budget,  I  think,  at  this  time. 

It  has  been  five  years  since  we  have  had  a  raise 
in  our  dues,  and  the  5  per  cent  increase  in  cost 
through  the  years  accounts  for  our  deficit,  as  much 
as  anything-,  through  the  years. 

We  want  to  discuss  a  little  bit  of  what  we  are 
planning  to  do  about  it.  It  has  already  been  men- 
tioned that  we  hope  to  increase  the  national 
advertising.  Dr.  Styron  tells  me  that  they  are 
seriously  considering  taking  other  advertisements 
in  our  Journal,  such  as  tours,  or  anything  that  is 
within  reasoxi,  which  should  increase  our  income 
for   the   next   year. 

Dr.  Rhodes  has  promised  me  that  in  considering 
the  sending  of  delegates  to  the  various  meetings 
over  the  country,  that  he  will  seriously  consider 
three  where  four  are  called  for,  and  two  where 
three  are  called  for,  and  one  where  two  are  called 
for,  and  maybe  cut  an  item  here  and  an  item 
there. 

With  our  figures,  we  think  that  we  can  pay  off 
the  debts  from  last  year  and  this  year  with  a  $10 
raise,  effective  January  1st  of  this  year.  That  is 
primarily  what  I  want  to  do  now.  Would  I  be  in 
order  to  move  that  the  dues  be  raised  $10  at  this 
time? 

PRESIDEXT  KERXODLE:  I  reported  earlier 
that  the  dues  would  be  $10  and  $10  in  my  report 
from  the  Executive  Council.  Are  you  making  a 
motion  other  than  that,  or  the  same  one  that  the 
Executive  Council  passed   last   night? 

DR.  BEXTOX :  I  want  to  make  a  motion  —  as  a 
matter  of  policy,  we  are  not  interested  in  increasing 
our  surplus  funds,  the  $100,000  we  have  got  invested, 
from  our  dues.  We  think  that  is  high  enough  now. 
At  the  same  time,  if  you  raise  the  dues  $10,  that's 
more  than  5  per  cent.  It's  2%  per  cent  which  will 
last  over  a  four-year  period.  So  that  $10  raise 
now  should  last  us  for  four  years. 

If  we  get  $10  this  year  and  $10  next  year,  we 
are  going  to  have  some  surplus  funds  laying-  in  the 
bank,  not  bringing  us  any  money,  and  it  just 
doesn't  make  sense  to  me. 

We  think  that  with  a  $10  raise,  effective  Janu- 
ary 1st,  next  year,  we  can  mark  out  our  debts  and 
carry  on  without  having  any  surplus  monies  laying- 
over  in  the  bank  which  bring  us  no  money. 

If  I  am  not  out  of  order,  I  would  like  to  move 
that  the  dues  be  raised  $10  effective  January  1, 
1964. 

(Motion  seconded  by   Dr.   Poteat.) 

SPEAKER  REECE:  The  motion  has  been  made 
and  seconded  that  the  dues  be  increased  $10.  Any 
discussion? 

PRESIDEXT  KERXODLE:  I  rise,  Mr.  Chair- 
man, to  discuss  this  for  several  reasons.  I  am  not 
entirely  in  disagreement  with  Dr.  Benton  on  the 
raising  of    dues,    but  it  has    been    five    years   since 


we  raised  the  dues  last,  and  I  think  that  the  activi- 
ties in  the  Society  have  increased  markedly  during 
the  last  five  years. 

He  has  pointed  out  to  you  where  the  deficit 
occurs,  and  even  in  his  own  report  he  says  we 
were  $7,400  lost  last  year,  except  for  the  earnings 
in  the  invested  funds  of  $7,600,  approximatly  a 
$100  differential. 

But  also  in  the  budget  for  this  year,  we  have 
budgeted  about  2000  or  3000  dollars  under  the 
expected  income,  and  in  that  budgeting  we  have 
got  $14,000  from  polio.  So  to  my  figures,  and  I 
just  looked  it  over  again,  Wayne,  on  Page  98  it 
tells  you  that  you  will  l)e  alDout  S17  thousand  to 
S19  thousand  in  deficit.  And  if  you  will  ask  Mr. 
Barnes  as  of  this  year  right  now,  we  are  running 
already  for  the  first  four  months  in  deficit. 

The  cost  of  operation  of  the  office  is  going-  up 
every  day.  You  cannot  pay  labor  and  keep  them 
without  being-  in  a  competitive  market,  and  it  is 
pretty  high  in  Raleigh,  North  Carolina,  with  the 
government   agencies    there. 

I  personally  plead  with  you  to  realize  that  we 
don't,  in  the  Executive  Council  —  and  John  Rhodes 
can  report  on  this  from  that  Committee  —  we  have 
felt  there  would  be  a  need  of  $20  in  dues  three 
years  from  now.  This  would  not  mean  we  would 
pay  any  more  dues  this  year.  You  would  pay  $10 
additional  dues  in  '64,  and  tentatively,  according 
to  the  recommendation  of  the  Council,  you  would 
also  be  in  position  at  this  time,  with  this  action, 
if  the  Executive  Council  and  the  Finance  Commit- 
tee felt  it  would  be  wise  to  move  in  the  direction 
of  increasing  them  next  year,  or  two  years  in  a 
row,  it  could  be  done. 

People  receiving  information  of  dues — they  don't 
like  to  be  told  about  it  this  year  and  come  back  next 
year  and  say  Well,  you  just  did  it  last  year;  why 
didn't    you    increase  it  enough?" 

Advertisements  have  dropped  off  this  year  al- 
ready under  what  they  were  last  year.  True,  if  we 
get  additional  advertisements,  we  may  make  some- 
thing, pick  it  up  to  a  plateau.  The  expenses  of 
operating  the  Society  have  not  dropped  off,  and  the 
program  of  the  Society  is  increasing  every  year. 
There   are  more   activities   going  on. 

Medicine  has  gotten  into  community  activity, 
service  programs  on  the  grass  roots  level.  It  costs 
more  for  meetings.  You're  going  to  find  yourself, 
I  believe — and  I  think  this  is  so  from  the  figures 
given  us — that  we  will  need  more  than  a  $10  raise 
in  dues  in  the  next  five  years.  My  plea  is  that  we 
go  ahead  at  this  time  and  recommend  $10  for  this 
year  with  a  tentative  raise  of  $10  in  '65,  rather 
than  just  the  $10  now,  and  alert  you  that  that  will 
be  forthcoming.  There  is  no  need  of  raising  $10  and 
not  telling-  you    the   whole  story. 

I  certainly  would  recommend  that  someone  con- 
sider  the   possibility   of   a   substitute   motion. 

SPEAKER   REECE:   Further   discussion? 

DR.   .JOHX  RHODES:    I    would    like   to    discuss 
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this  point  for  a  minute.  The  Ad  Hoc  Committee, 
as  you  will  notice  in  your  Compilation,  at  the  time 
this  report  was  submitted  for  publication,  had 
considered  this  matter  and  had  arrived  at  the 
conclusion  that  it  did  not  want  to  recommend  an 
increase  in  dues  at  this  time.  Now  that  was  three 
months  ago. 

In  view  of  the  deficit  for  this  past  year,  and 
the  anticipated  deficit  for  next  year,  we  considered 
some  of  the  reasons  for  this.  One  of  those  is  that 
there  has  been  a  10  per  cent  reduction  in  revenue 
from  exhibiting,  on  account  of  the  fright,  the 
scare,  or  reluctance  of  drug  firms  to  spend  money 
in  this  area.  A  number  of  them  that  have  exhibited 
with  us  for  a  long-  time  have  withdrawn  completely. 
Whether  or  not  there  will  be  a  return  of  revenue 
in  that  area,  we  don't  know.  We  had  hoped  at  the 
time  we  discussed  this  originally  that  there  would 
be,  that  there  would  be  evidence  of  it. 

There  also  had  been  some  30-odd  per  cent  drop 
in  advertising  for  the  Journal.  The  Journal  last 
year  had  a  deficit  of  $17,000,  and  it  was  hoped  at 
that  time  that  there  would  be  some  evidence  by 
the  Spring  that  there  would  be  a  return  of  some 
of  this   advertising  in   the  Journal. 

None  of  that  has  accrued.  As  a  matter  of  fact, 
there  is  evidence  that  it  is  going  to  be  depressed 
even  further,  unless  there  is  some  possible  way 
that  the  Editorial  Board  of  the  Journal  can  arrive 
at  some  mechanism  by  which  it  can  establish  a 
more  nearly  self-supporting  Journal.  That  is  still 
in   the  future. 

Now  we  investigated  also  where  we  stood  in  re- 
lation to  other  states  in  dues,  and  we  found  that 
we  were  33rd  among  the  50  states  at  the  level  of 
our  dues.  There  were  only  15  states  that  had  dues 
lower  than  us.  One  state  had  the  same  level  of  dues. 
And  we  felt  that  in  view  of  this  anticipated  deficit, 
unless  we  were  willing  to  restrict,  cut  back  the 
activities  of  our  Society,  we  would  have  to  make  it 
up  in  an  increase  in  dues.  That  was  the  reason 
that  the  Ad  Hoc  Committee  went  along  with  the 
recommendation  of  the  Finance  Committee  that 
dues  be  increased  by  $10  in  1964,  but  also  in 
anticipation  of  a  continued  deficit — so  that  you 
would  have  to  come  back  very  shortly  for  an  addi- 
tional raise — we  recommended  a  tentative  raise  of 
another  $10  in  1965. 

Now  that  is  based  on  this  whole  uncertain  matter 
of  whether  or  not  we  can  increase  our  revenues 
from  drug  exhibiting  and  advertising'  in  the  Jour- 
nal, and  whether  or  not  we  can  create  some  econo- 
mies in  the  operation  of  the  Society. 

I  would  report  to  you  that  last  year  every  com- 
mittee in  the  Society  with  a  budget  overspent,  with 
the   exception    of   two.   Thank  you. 

DR.  BENTON:  May  I  make  a  substitute  motion 
and   see  if   this   will   satisfy   everybody. 

I  move  that  the  dues  be  raised  $10  effective 
January  1,  1964,  and  that  if  it  proves  necessary 
that  it  be   raised  an   additional   $10  in   January  of 


1965.  That's  the  same  thing  he  says.  It  is  tentative. 
We  will  make  it  definite  for  January,  1964,  and  if 
our  budget  should  prove  that  we  have  to  have  it, 
another  raise  in  '05,  which  will  become  automatic. 
If  we  don't  need  it,  it  won't  go  into  effect. 

PRESIDENT  KERNODLE:  I  would  like  to  sec- 
ond your  motion — the  sub.'^titute  motion — and  add 
the  following  words :  that  that  be  left  to  the 
discretion    of    the    Executive    Council. 

DR.  STYRON:  As  you  know,  one  of  the  prob- 
lems with  the  Journal  is  the  loss  in  revenue  from 
the  advertising.  This  matter  was  discussed  at  the 
last  meeting  of  the  Editorial  Board  and  acceptance 
of  additional  advertising  from  non-medical  sources 
was  declined  because  we  wished  to  maintain  the 
so-called   dignity   of   the   Journal. 

At  the  meeting  of  the  Editorial  Board  tomorrow, 
we  intend  to  discuss  this  further,  and  it  is  the 
feeling  of  some  members  of  the  Editorial  Board 
at  least  that  we  should  make  an  effort  to  get 
non-medical  advertising  of  a  selective  nature;  and 
if  this  is  done,  we  believe  that  we  can  make  up 
some  of  the  creeping  deficit  accrued  from  the  de- 
cline   in    advertising. 

SPEAKER  REECE:  You  have  heard  Dr.  Ben- 
ton's substitute  motion,  seconded  by  Dr.  Kernodle. 
Any  further   discussion? 

DR.  BRUCE  B.  BLACKMON:  The  doctors  that 
I  have  talked  to  in  Harnett  arc  just  opposed  to  a 
raise,  and  I  don't  think  I  am  fair  not  to  mention 
it. 

SPEAKER  REECE:  You  have  heard  the  mo- 
tion. Are  you  ready  for  the  question?  All  in  favor 
say   "aye";    opposed   "no."   So  carried. 

Dr.  Benton,  do  you  have  any  other  reports  from 
your    Commission? 

DR.  BENTON:   No. 

SPEAKER  REECE:  Dr.  Poteat,  Advisory  and 
Study   Commission. 

DR.  HUBERT  M.  POTEAT:  I  have  nothing 
further  to  add.  You  have  heard  the  report  from 
Dr.  Bradford.  I  had  asked  the  Speaker  to  recognize 
Dr.  Raiford  of  the  Committee  on  Blue  Shield  and 
Dr.  Bugg  on   the  Relative  Value   Schedule. 

(Both    gentlemen   not   present.) 

SPEAKER  REECE:  Annual  Convention  Com- 
mission,  Dr.    Goldner,    Chairman. 

(No  response) 

Professional    Service    Commission,   Dr.   Paschal. 

DR.  GEORGE  W.  PASCHAL:  I  have  nothing 
further  to  report  other  than  what  is  in  the  Com- 
pilation. I  move  that  that  report  be  adopted. 

(Motion    seconded.) 

SPEAKER  REECE:  Motion  has  been  made  and 
seconded  that  these  reports  be  adopted.  All  in  favor 
say    "aye";    opposed    "no."   So    carried. 

Public    Relations    Commission,  Dr.   Koonce. 

DR.  DONALD  B.  KOONCE:  I  have  nothing  fur- 
ther to  report  other  than  what  is  in  the  Compila- 
tion,  Mr.   Chairman. 

(It   was   moved   and  seconded  that  the  report  be 
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accepted,   put  to  a  vote   and  carried.) 

SPEAKER  REECE:  Item  No.  6,  Public  Service 
Commission,   Dr.   Amos  Johnson. 

DR.  AMOS  JOHNSON:  Mr.  Speaker,  I  am 
aware  of  no  additional  reports,  and  if  there  be  no 
additional  reports,  I  move  the  approval  of  this  as 
set  forth  in  the  Compilation. 

(Motion  seconded,  put  to  a  vote  and  carried.) 

SPEAKER  REECE:  Committee  on  Nominations. 

PRESIDENT  KERNODLE:  Mr.  Speaker,  I 
have  a  sealed  envelope  from  the  Chairman  of  the 
Committee  on  Nominations,  Dr.  Lenox  Baker,  and 
as  I  stand  before  you,  I  will  open  it.  Dr.  Baker 
says  he  would  like  to  talk  before  I  give  you  the 
report. 

DR.  LENOX  BAKER:  The  Committee  on  Nom- 
inations is  frequently  a  much  misunderstood  com- 
mittee. I  think  Riley  Jordan  two  years  ago  de- 
scribed it  better  than  anyone  I  have  ever  heard. 
He  said  "I  came  to  this  committee  thinking  every- 
thing was  fixed,  and  by  goodness,  here  I  found 
my  mind  was  fixed  just  about  the  same  as  any- 
body  else's,   and  nobody  had   a  fixed   mind." 

Frequently,  we  think  politics  may  play  a  part 
in  our  Nominating  Committee.  I  would  like  to  say 
categorically  of  this  committee  and  the  one  I 
served  on  last  year  that  I  never  one  time  heard 
anything  discussed  before  our  Committee  that 
wasn't  discussed  on  the  service  the  man  had 
rendered,  the  needs  of  the  Society  in  the  future, 
and  any  candidate's  ability  to  meet  those  needs. 

We  did  not  meet  with  difficulty.  We  had  no 
trouble.  We  had  nobody  trying  to  push  anyone. 

Now  as  the  outgoing  Chairman  of  the  Nominating- 
Committee,  and  as  a  former  President  of  this 
Society,  I  would  like  to  see  it  more  or  less  estab- 
lished as  an  assumed  duty  or  responsibility  of  each 
outgoing  President,  a  report  of  his  experience 
during  his  reign,  during  his  service,  to  the  incoming 
Nominating  Committee. 

The  President  while  in  office  leaves  the  Nomi- 
nating Committee  alone,  except  when  a  request 
for  help  is  made.  I  believe  the  outgoing  members 
of  the  Nominating  Committee  should  make  a  report 
of  their  experiences,  and  the  reports  presented  to 
them  not  to  influence  the  incoming  Nominating 
Committee,  but  to  help  them.  This  report  should 
be  the  needs. 

I  did  this  some  four  years  ago.  It  was  a  six- 
page  letter.  I  must  have  mentioned  twenty  men 
in  that  letter  who  had  served  and  served  well;  not 
because  I  have  those  names  in  my  letter,  but  be- 
cause they  had  served  and  served  well,  each  of  them 
has  gone  on  and  is  still  active  in  this  Society. 
Someone,  though,  with  experience  can  summarize 
this.  Our  Nominating  Committee  frequently  meets 
without  needed  information,  and  I  would  like  to 
recommend,  as  the  outgoing  Chairman  of  your 
Nominating  Committee,  that  our  President  set  a 
precedent  again  this  year  and  write  some  of  his 
experiences — it  doesn't   have  to   be   formal.    I   shall 


do  so  as  outgoing  Chairman  of  the  Nominating 
Committee,  with  the  approval  of  those  men  who 
are    going  off  the   committee   with   me. 

It  has  been  a  pleasure  to  serve  on  this  Commit- 
tee. I  am  certain  that  you  will  approve  our 
motions.  In  fact,  I  think  you  paid  us  a  great 
compliment  early  in  your  meeting.  You  have  already 
got  a  man  up  to  be  a  member  of  the  AMA  Board 
of  Trustees,  and  he  hasn't  even  been  nominated 
for  re-election.  Either  you  people  have  a  lot  of 
confidence,  or  you  have  a  lot  of  confidence  in  our 
common   sense.    We   will   see  which   is   right. 

PRESIDENT  KERNODLE:  Thank  you,  Dr. 
Baker. 

I  will  now  open  this  letter  and  see. 

President,   1963-64,  Dr.  John   S.   Rhodes. 

President-elect,    Dr.    Ted    Raiford. 

First  Vice   President,   Dr.   William  Hollister. 

Second  Vice  President,  Dr.  Fred  Patterson. 

Speaker  of  the  House  of  Delegates,  Dr.  John 
Reece. 

Vice  Speaker  of  the  House  of  Delegates,  Dr. 
Wayne  Benton. 

Delegates  to  the  AMA,  Dr.  Elias  Faison,  Dr. 
Amos  Johnson;  alternate  delegates.  Dr.  Edward 
Schoenheit,  Dr.  William  Hollister. 

Members  of  the  State  Board  of  Health,  Dr. 
Oscar    Goodwin   and   Dr.   James    Raper. 

Annual   place   of  meeting,    1966,    Asheville,   N.   C. 

DR.  BAKER :  I  move  the  adoption  of  these 
nominations. 

(Motion    seconded.) 

PRESIDENT  KERNODLE:  You  have  heard  the 
motion  that  the  Nominating  Committee  report  be 
adopted  as  read.  I  would  bring  the  point  of  order 
that  there  should  be  an  opening  for  further  nom- 
inations from  the  floor  for  any  or  each  and  all 
of  these   offices. 

DR.  PASCHAL:  I  understand,  Mr.  Speaker,  from 
the  motion  made,  that  the  nominations  are  closed, 
and  it  has  been  voted  on,  and  that  has  been  passed. 
I  think,  for  the  record,  that  these  men  ought  to  be 
nominated    and    elected. 

PRESIDENT  KERNODLE:  Mr.  Parliamentar- 
ian, would  you  recommend  these  be  done  individu- 
ally or   collectively? 

DR.  PASCH.AL:  I  think  they  can  be  done  collec- 
tively, and  I  would  like  to  exercise  my  privilege 
of  the  floor  and  move  that  these  men  that  have 
been  nominated  by  the  Committee  be  elected  by 
acclamation. 

(Motion   seconded.) 

PRESIDENT  KERNODLE:  You  have  heard  the 
motion  and  the  second.  AH  in  favor  let  it  be  known 
by   saying  "aye";   opposed   likewise.    Thank  you. 

SPEAKER  REECE:  We  have  just  two  or  three 
short  items  before  we  come  to  the  caucus. 

Next  is  the  election  from  the  floor  of  trustees  of 
the    Hospital    Saving    Association. 

Do  I  hear  a  nomination? 

DR.    SQUIRES:    Mr.    Speaker,    I    would    like   to 
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nominate    Fleming   Fuller   for   the   Hospital   Savings 
Board    of   Trustees. 

(Nomination   seconded   by  Dr.   Faison.) 
SPEAKER  REECE:  Are  there  any  fuither  nom- 
inations? 

(A  motion  to  close  nominations  was  made,  sec- 
onded, put  to  a  vote  and  carried.  A  further  motion 
to  elect  by  acclamation  was  made,  seconded,  put  to 
a  vote  and  carried.) 

Hospital  Care  Association,  one  vacanc.v,  is  that 
right? 

DR.  KOONCE :  I  would  like  to  propose  the  name 
of  Dr.   Willard   Goley. 

(A  motion  to  close  nominations  was  made,  sec- 
onded, put  to  a  vote  and  carried.  A  further  motion 
to  elect  by  acclamation  was  made,  seconded,  put 
to  a  vote  and  carried.) 

SPEAKER  REECE:  North  Carolina  Medical 
Care  Commission,  one  vacancy.  Dr.  Powell  Fox's 
term  expires  June  30th. 

DR.  P.ASCHAL:  I  nominate  Dr.  Fox  to  succeed 
himself,   Mr.    Speaker. 

(A  motion  to  close  nominations  was  made,  sec- 
onded, put  to  a  vote  and  carried.  A  further  motion 
to  elect  by  acclamation  was  made,  seconded,  put 
to  a  vote  and  carried.) 

SPEAKER  REECE:  We  have  an  announcement 
to  be  made  by  Dr.  Styron  concerning  letters  from 
the  AMA. 

DR.   STYROX:    This   letter    was    written    to  the 
Executive    Secretary. 
Dear  Mr.  Barnes : 

By  now  you  are  undoubteilly  deeply  involved 
in  preparations  for  your  Annual  Meeting  May 
4-8.  At  the  request  of  the  Council  on  Medical 
Service,  however,  I  am  writing  to  ask  you  to 
express  our  appreciation  for  the  services  of  two 
North  Carolina  physicians  to  the  work  of  the 
Committees  of  the  Council.  The  Council  is  of 
the  opinion  that  sometimes  the  State  Association 
is  unaware  of  the  services  local  physicians  pro- 
vide at  the  national  level,  and  for  that  reason 
wishes  to  send  this  letter  of  rcognition. 

James  F.  Donnelly,  Jr.,  of  Raleigh,  serves  as 
a  member  of  the  Committee  on  Maternal  and 
Child  Care;  John  R.  Kernodle  serves  as  a  con- 
sultant to  the  Committee  on  Aging. 

The  Council  on  Medical  Service  is  grateful 
for  the  work  these  men  are  doing  for  medicine 
and  want  your  members  to  know  about  their 
contributions. 

I  was  directed  by  the  Council  last  7iight  to  write 
them  a  letter  of  commendation  from  the  Council, 
and   I   shall  do   so. 

Two    further    announcements:    The    Annual     iMe- 
niorial    Service   is    at    8   P.M.    tonight    in    the   Gold 
Room  of  the  Battery  Park  Hotel,  and  your  attend- 
ance   is    urged. 
(Announcements.) 

SPEAKER  REECE:  Dr.  Bivens,  do  you  have 
any  additional  report  you  would  like  to  make  about 


Medpac    tonight  or   an    announcement? 

(Announcement) 

DR.  Iin'E.WS:  At  nine  o'clock  tonight  in  this 
room  we  will  have  a  meeting  of  Medpac,  and  at 
that  time  we  will  elect  officers,  adopt  a  constitution, 
select  representatives  to  go  to  the  workshop  in 
Chicago,  discuss  some  of  the  work  that  has  gone 
on  in  Medpac  in  the  past  year,  and  what  we  plan 
to    do    this   coming   year. 

We  have  invited  about  125  county  representa- 
tives. Congressional  District  representatives,  offi- 
cers and  directors.  We  probably  will  have  about  30 
of  them  show  up. 

We  would  like  to  have  you  delegates  come  if  you 
are  interested  in  learning  more  about  Medpac, 
which  is  the  North  Carolina  Doctors'  political  ac- 
tion committee,  and  Ampac,  and  this  will  be  a 
chance   to   learn   something   about  it. 

Thank  you. 

DR.  ELI  AS  FAISOX:  Mr.  Speaker,  Jake  Shu- 
ford  is  ill  in  Charlotte,  and  as  you  know,  he's 
been  in  this  House  of  Delegates  many  years.  I 
believe  it  would  be  appropriate  for  the  House  of 
Delegates  to  send  to  him  a  wire  expressing  our 
sorrow   that  he   isn't   with  us. 

Is   it  in  order   to  make  a  motion  to  that   effect? 

SPEAKER  REECE:  I  do  so. 

(Motion   seconded    by    many.) 

SPEAKER  REECE:  Motion  made  and  seconded 
that  we  extend  regrets  to  Dr.  Shuford.  Those  in 
favor    say    "aye";    opposed    "no."    So   carried. 

DR.  RAKER:  On  the  way  down  here  from  Dur- 
ham, I  drove  through  Charlotte  and  went  out  to 
the  Rehabilitation  Hospital  to  see  Jake,  and  with 
his  permission — I  told  him  I  would  like  to  report 
what   I    saw  there. 

Jake  is  fine.  His  mentality  is  fine.  He  is  not 
depressed.  He  is  not  hyperkinetic  about  this  thing. 
He  speaks  clearly.  His  face  is  not  involved  appre- 
ciably, and  I  think  his  mind  is  as  clear  as  it  ever 
has  been. 

Someone  else  is  looking  at  him,  but  if  he  were 
my  patient.  I  would  predict  that  he  will  walk  again 
and  walk  well.  I  told  Jake  that  I  would  bring  you 
these  good  tidings,  and  I  bring  you  the  good 
tidings.  He  is  much  better  than  I  anticipated.  I 
dreaded  the  trip  and  I  was  pleasantly  surprised. 

DR.  ROYAL:  I  would  like  to  include  in  that 
motion  that  has  just  been  made  the  name  of  Dr. 
Wing-ate  Johnson.  Nothing  need  be  said  about 
Wingate  in  this  auditorium  or  to  this  group.  I 
would  like   to  have  his   name  included. 

SPEAKER  REECE:  Dr.  John  Rhodes  has  some 
comment  concerning  several  members  of  our  So- 
ciety. We  might  like  to  get  all  of  this  together. 

DR.  RHODES:  Mr.  Speaker,  there  are  two  other 
members  of  this  House  who  are  not  here  because 
of  illness.  One  of  them  is  Dr.  Paul  Whitaker,  who 
planned  to  be  here,  and  last  week  developed  some 
upper  respiratory  infection,  and  only  Saturday 
morning,  we  had  a  wire  from  him  that  he  had  had 
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some  chest  pain,  and  he  felt  he  couldn't  make  the 
trip. 

Dr.  Roscoe  McMillan  is  detained  because  of  the 
critical  illness  of  a  brother  who  has  been  sick  since 
April  6th,  desperately  sick,  and  whose  bedside  Dr. 
McMillan  did  not  feel  he  could  leave. 

I  would  like  to  include  these  two  names. 

DR.  STYRO.W:  These  four  members  mentioned 
were  sent  telegrams  from  the  Executive  Council 
last  night.  I  take  it  that  you  wish  now  to  send  an 
additional  telegram  from  the  House  of  Delegates. 
Is  this  correct? 

SPEAKER  REECE:  That  is  the  understanding, 
and  it  is  so  ruled  by  the  Chair. 

We  will   proceed   with   Committee  on   Grievances. 

DR.  E.  W.  SCHOEXHEIT:  Mr.  Speaker,  we 
have  no  further  report  to  add. 

SPEAKER  REECE:  Committee  on  Negotiations, 
Dr.   Hollister. 

DR.  WM.  F.  HOLLISTER:  Mr.  Speaker,  I  have 
no  additional  report  to  make,  but  I  would  like  to 
make  an  addition  to  our  recommendations  on  Page 
41  of  the  Compilation  of  reports. 

Through  an  erroneous  oversight  on  our  Commit- 
tee, we  did  not  make  it  clear  just  who  will  be 
qualified  by  the  Industrial  Commission  to  furnish 
services  to  patients  who  are  injured  on  the  job 
under  the  recommendations  we  made,  or  that  the 
Negotiating  Committee  made,  regarding  the  desig- 
nation  of   physicians    treating   compensation    eases. 

Now  this  situation  arose  because  one  insurance 
carrier  in  one  section  of  this  state  arbitrarily  stated 
that  only  certain  doctors  in  this  particular  com- 
munity could  treat  patients. 

We  took  strong  issue  with  this  particular  carrier 
this  particular  individual,  and  we  took  this  prob- 
lem before  the  Industrial  Commission,  and  we  had 
a  definite  ruling  by  the  Industrial  Commission 
that  if  such  a  situation  were  to  arise  anyplace  else 
in  the  state  or  in  this  community  again,  that  the 
Medical  Society  of  that  particular  county  could 
name  the  physicians  that  they  felt  were  eligible 
to  treat  patients  under  the  Industrial  Commission 
Act,  or  the  Workmen's  Compensation  Act,  and  in 
so  doing,  we  listed  these  physicians  to  be  qualified 
by  local  medical  organizations  under  such  qualifi- 
cations to  be  based  upon  any  acceptable  criteria 
determined  by  the  local  medical  society. 

Then  we  listed  certification  by  or  eligibility 
before  a  specialty  board,  Fellow  of  the  American 
College  of  Surgeons,  and  the  American  College  ot 
Physicians,  or  major  privileges  in  his  specialty  in 
a  local  hospital,  and  we  meant  to  include  under 
that  list  memlDers  of  the  American  Academy  of 
General  Practice,  which  we  did  not,  and  which  I 
want  to  make   as  an   addition  to  my   report. 

Otherwise,  I  recommend  that  the  report  be  ac- 
cepted  as    listed    in   the   Compilation. 

SPEAKER  REECE:    Motion  has   been  made. 

(Motion    seconded.) 

DR.  THOMAS  B.  DAMERON  (Wake  Co.)  :  I  am 


a  Chairman  of  the  Committee  that  worked  for  the 
Industrial  Commission.  I  thought  this  might  be  a 
good  place  to  inject  controversy. 

Our  committee  was  opposed  to  this.  We  realize 
that  there  is  a  problem  with  one  insurance  ad- 
justor  in  the  state.  We  felt  that  this  potentiality 
of  having  a  list  of  qualified  persons  who  are  able 
to  treat  fractures  or  do  hand  injuries,  etc.,  is 
potentially  a  dangerous  thing.  It  might  be  that  the 
State  Medical  Society  wishes  the  component  parts 
to  have  their  list  essentially  published.  If  these 
are  turned  out  to  employers,  it  would  be  public 
information;  and  it  was  felt  that  putting  this 
information  up,  the  Medical  Society  stating  their 
recommendation  of  the  limit  of  qualifications  to 
physicians  practicing  there,  was  a  really  dangerous 
situation.  We  felt  that  we  were  opposed  to  it,  and 
we  did  submit  such  a  letter  to  the  Executive 
Council  stating  our  opposition  to  it  for  these  rea- 
sons. 

DR.  PHILIP  XAUMOFF  (Mecklenburg  Co.)  :  I, 
too,  would  like  to  voice  my  opposition  to  the  listing' 
according  to  their  specialty,  particularly  by  a 
county  group,  and  as  stated  before  this  type  of  a 
list  becoming  public  information,  so  as  to  notifj' 
people  that  only  certain  doctors  are  eligible  and 
capable  of  doing  certain  procedures  is  entirely 
wrong.  This  is  entirely  opposed  to  what  was  said 
in  the  recommendation,  as  far  as  present  choice  of 
physician  is  concerned. 

I  am  also  opposed  to  the  addition  of  Dr.  Hollis- 
ter in  saying  that  only  members  of  the  American 
Academy  of  General  Practice  be  listed.  There  are 
many  physicians  in  the  state  who  are  capable  who 
are  not  members  of  the  American  Academy  of 
General  Practice.  I  would  like  to  suggest  if  any 
list  is  to  be  published  by  the  county  society  to  be 
given  to  the  insurance  companies,  or  to  the  Indus- 
trial Commission,  or  to  the  industries  involved, 
that  the  list  merely  be  such  that  can  be  easily 
deciphered  by  anyone,  and  those  are  the  kind  that 
are  permitted  in  many  telephone  books,  merely 
listing  people  according  to  their  specialty,  or  whether 
or   not    they    do    general    practice. 

However,  I  am  opposed  to  lists  in  particular,  and 
I  would  oppose  this  type  of  a  recommendation. 

(Applause) 

DR.  HOLLISTER:  May  I  speak  to  this  same 
issue   again? 

I  think  that  there  must  be  some  misunderstand- 
ing upon  what  our  committee  was  trying  to  ac- 
complish. 

We  are  perfectly  willing  to  accept  the  recom- 
mendations of  Dr.  Naumoff.  We  would  like  to  see 
every  physician  who  is  qualified  to  treat  Industrial 
Commission  cases  be  allowed  to  treat  Industrial 
Commission  cases,  and  that  is  the  only  thing  we 
are   trying  to   accomplish. 

I  want  you  all  to  understand  again  why  we  made 
these  sugg'estions  to  the  House  of  Delegates.  The 
reason    was   that   a    certain  insurance    carrier   was 
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trying  to  limit  the  freedom  of  choice  of  physicians 
in  a  certain  community,  and  we  wanted  to  prevent 
that  insurance  carrier,  or  any  other  insurance 
carrier,  from  limiting  the  freedom  of  choice  by 
the  patient  of  a  physician  of  his  choice  to  treat 
him  or  her  in  an  Industrial  Commission  case. 

Now  it  makes  no  difference  to  us  whether  this 
list  is  published,  or  whether  this  list  is  private. 
The  information  we  wanted  to  get  across  to  you 
as  a  group  is  that  each  County  Medical  Society 
as  a  unit  control  the  physicians  who  treat  Indus- 
trial Commission  cases,  and  whether  they  make 
the  list  public  or  not  doesn't  make  a  bit  of  differ- 
ence to  our  committee. 

If  you  feel  that  every  physician  in  your  com- 
munity is  properly  qualified  to  treat  Industrial 
Commission  cases,  we  want  you  to  be  the  one  to 
say  so.  We  do  not  want  the  insurance  carriers  to 
say  so.  That's  the  only  thing  we  are  driving  at.  We 
are  simply  trying  to  protect  you  as  an  individual 
medical  community  organization  or  county  society. 
We  are  trying  to  accomplish  no  more,  no  less  than 
that. 

We  don't  care  if  you  make  the  list  public  to  the 
Industrial  Commission.  If  you  want  to  keep  it 
private,  that  that's  perfectly  all  right  with  us.  We 
just  don't  want  the  insurance  carrier  to  say  that 
only  four  or  five  physicians  in  Buncombe  County 
are  qualified  to  treat  Industrial  Commission  cases 
from  a  certain  plant,  and  that's  the  only  thing  we 
are  trying  to  prevent  happening.  If  I  am  not  clear 
on  that,  I  will  be  glad  to  expound  on  it  more 
thoroughly. 

DR.  BRYAN  M.  WHITFIELD  (Cherokee  Co.): 
I  hope  someone  will  tell  me  whether  I  am  right  or 
wrong,  but  it  is  my  opinion  that  a  man,  an  injured 
man,  has  a  right  to  select  his  doctor.  Now  the 
company  may  have  their  choice  of  doctors,  but 
they  cannot  really  force  him  to  accept  that.  He 
can   have    anyone   he   pleases.   Am    I    not   right? 

SPEAKER  REECE:   You  are,  sir. 

DR.  JOHX  P.  HARLOE  (Mecklenburg  Co.); 
What  Dr.  Hollister  is  seeking  is  admirable,  but 
the  phrasing  is  poor.  What  he  seeks  for  on  Page  41 
is  a  restriction  in  fighting  against  a  free  choice  of 
physician.  On  the  other  hand,  he  makes  certain 
restrictions  which  limit  the  free  choice  of  a  phy- 
sician. 

There  is  definite  confusion  in  this  matter.  The 
thing  we  strive  for  in  organized  medicine  always 
is  a  free  choice  of  physician.  This  matter  is  redun- 
dant. 

May  I  say  further  that  any  list  cannot  be  kept 
private.  It  would  become  public.  Secondly,  there  are 
legal  angles  involved  that  I  might  point  out.  If 
the  list  is  published,  those  who  are  qualified  could 
suture  hand  injuries,  and  if  someone  sutures  it  and 
a  bad  result  occurs,  and  he  is  not  on  the  list, 
there   may  be  legal  implications  involved. 

I  move  that  this  matter  be  referred  to  the  Ref- 
erence Committee  for  further  study. 


(Motion   seconded.) 

SPEAKER  REECE:  Motion  has  been  made  and 
seconded  that  this  be  referred  to  the  Reference 
Committee  for  further  study.  All  in  favor  say 
"aye";  opposed  "no."  It  is  therefore  referred  to 
the    Reference    Committee. 

Report  of  the  Executive  Council. 

PRESIDENT  KERXODLE:  Mr.  Speaker,  I  make 
a  motion  that  the  Executive  Council  actions  (dis- 
tributed)   be  accepted. 

There  have  been  discussions  throughout  the  state 
on  the  stand  of  the  Medical  Society  with  regard 
to  mental  health,  and  I  want  to  say  at  this  time 
that  the  Executive  Council  voted  to  endorse  the 
piogram  of  a  single  Department  of  Mental  Health 
in  the  state,  and  supports  the  substitute  amended 
bill  as  now  on  the  docket  for  consideration  in 
Raleigh,  which  includes  the  one  department  pro- 
gram down  the  line,  and  I  did  fail  to  mention 
that.  So  I  just  want  to  tell  you  that  we  recommend 
that  and  move  that  that  be  included  in  the  adoption 
of  the  Executive  Committee  actions,  which  I  have 
previously  mentioned. 

DR.  BAKER:  All  amendments  on  that  bill  have 
not  come  in.  In  order  that  we  may  take  action 
according  to  the  factual  information  that  we  have, 
I  move  that  this  be  referred  to  the  Reference  Com- 
mittee. 

SPEAKER  REECE:  You  make  a  substitute  mo- 
tion that  this  be  referred  to  the  Reference  Com- 
mittee. 

DR.  BAKER:   Yes. 

(Motion  seconded.) 

(Motion   put  to  a  vote  and   carried.) 

(Recess  for  caucus.) 

SPEAKER  REECE:  The  Secretary  will  now 
read  the  Nominating  Committee  as  prepared  by 
the    Districts. 

DR.  STYRON:  The  following  members  have  been 
nominated    for   the    Nominating    Committee. 

1st   District  -   E.  G.   Bond,   M.D. 

2nd    District  -   Fleming   Fuller,   M.D. 

.3rd    District   -   Joseph    Hooper,   M.D. 

4th  District  -  A.  Hazel  Zealy,  M.D. 

5th  District  -  Wm.  F.  Hollister,  M.D. 

6th   District  -  C.  T.  Wilkinson,  M.D. 

7th   District  -   Claude   Squires,   M.D. 

8th  District  -  W.  T.  Tice,  M.D. 

9th  District  -  Frank  W.  Jones,  M.D. 

10th  District  -  George  Gilbert,  M.D. 

SPEAKER  REECE:  Dr.  Paschal  has  called  a 
question  of  order  concerning  my  ruling  on  the 
acclamation  of  the  Society  to  make  it  unanimous 
as  it  relates  to  the  establishment  of  a  service  pro- 
gram on  the  Blue   Shield. 

The  vote  as  recorded  was  66  for  and  63  against, 
and  I  failed  to  ask  for  a  motion  concerning  the 
acclamation,   and    therefore   I    strike    it   out. 


DR.  BAKER:    Are   you   certain  no  one  has  been 
re-elected   to   the    Nominating    Committee    who   has 
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just  not  served  two  years? 

DR.  ARNOLD  (Chapel  Hill)  :  If  this  is  recorded 
as  a  unanimous  action,  it  will  carry  much  more 
portent.  I  so  move,  if  it  is  necessary.  I  move  that 
the  motion  be  declared  unanimous. 

A  DELEGATE:  I  offer  a  substitute  motion. 
Any  matter  as  important  as  this  should  not  go 
down  on  such  a  close  vote  after  so  little  considera- 
tion. I  therefore  offer  a  substitute  motion  that  this 
matter  be  reconsidered  and  referred  back  to  the 
Reference    Committee. 

(Motion   seconded.) 

DR.  BAKER:   I  move  that  the  matter  be  tabled. 

DR.  AMOS  JOHNSON:  Before  it  gets  seconded, 
can  I  speak  a  word?  I  did  not  vote  for  or  against 
this  resolution  to  increase  our  limit  to  $6,000, 
because  I  am  not  clear  in  my  own  mind  how  I 
feel  about  it,  and  I  have  talked  to  others  around 
here,  and  there  are  others  in  this  House,  enough 
to  have  swung  the  vote  from  one  side  to  the  other. 
There  are  factors  involved  that  were  not  discussed 
here  today,  and  if  we  are  going  to  do  something 
that  could,  and  I  would  say  should,  become  binding 
on  all  of  us  as  members  of  the  State  Medical 
Society,  and  have  that  swung  on  a  rather  hasty 
discussion  of  a  very  serious  matter,  and  the  ma- 
jority carrying  the  resolution  be  but  three  in  a 
House  of  Delegates  that  has  well  over  a  hundred 
members,  I  think  that  it  is  deserving  of  more  con- 
sideration, and  I  would  go  along  with  the  idea  of 
making  this  a  unanimous  vote  if  it  could  be  referred 
and  thoroughly  discussed  before  a  Reference  Com- 
mittee and  brought  back  to  this  House,  where  I 
think  we  would  get  a  more  enlightened  understand- 
ing, and  be  in  a  position  to  then,  after  we  had 
thoroughly  discussed  it,  approve  whatever  action 
was  taken   unanimously. 

But  I  do  not  think  something-  as  important  as 
this  should  go  as  quickly  as  this  thing  went 
today. 

A  DELEGATE:  Point  of  order.  I  request  a  rul- 
ing from  the  Parliamentarian.  It  is  my  understand- 
ing, sir,  that  a  matter  which  has  come  to  vote 
cannot  be  reopened  on  the  motion  of  someone  who 
voted  against  it.  I  request  a  ruling  of  the  Parlia- 
mentarian. 

PRESIDENT  KERNODLE:  May  I  make  one 
statement? 

I  don't  want  to  muddy  the  water  any  more  than 
it  is,  and  I  agree  it  is  a  close  vote,  and  I  spoke  to 
someone  in  the  back  of  the  room  and  asked  —  it's 
already  in  the  press  and  on  the  way.  Do  what 
you  want  to  with  it  now,  but  it  is  a  little  late 
action.  The  press  was  waiting  here  to  get  this 
thing  when  it  was  voted  on.  When  they  saw  Dr. 
Pister  and  took  his  picture,  they  immediately  took 
the  story.  I  give  that  to  you  for  what  it's  worth. 

DR.  JOHNSON:  Mr.  Speaker,  I  did  not  vote  on 
this  issue.  I  think  I  am  entitled  to  make  a  motion, 
and  I  would  make  a  motion  that  was  attempted  by 
Dr.   Lymberis,   and  then  someone   else  will  have  to 


second  it.  I  am  not  concerned  about  what  the 
press  puts  in  the  paper  if  we  consider  this  thing 
again,  the  press  has  been  wrong  before.  If  they 
go  off  prematurely,  before  the  gavel  strikes  for 
the  last  time  at  a  meeting  of  the  congress  of 
delegates  in  1963,  they  have  gone  off  half-cocked 
and   prematurely. 

I  am  not  too  upset  at  what  the  press  does  about 
this  thing.   I   make   Dr.  Lymberis'  motion. 

DR.  PASCHAL:  Mr.  Speaker,  it  is  my  under- 
standing, from  Robert's  Rules  of  Order,  that  a 
motion  to  reconsider  cannot  be  made  by  a  man 
that  voted  against  the  original  motion.  It  can  be 
made  by  a  man  who  supported  the  motion,  the 
losing  motion. 

For  instance,  the  man  that  made  the  motion  to 
reconsider  this  action,  if  he  voted  against  it  at 
the  time  it  was  originally  made,  he  is  not  entitled 
now  to  make  that  motion  for  reconsideration.  If  he 
voted  for  it,  by  a  simple  majority  of  the  House,  it 
can  be  reconsidered. 

DR.  BAKER:  To  save  time  and  get  us  out  of 
here,  I  will  again  move  that  this  matter  be  tabled. 
This  can  be  done.  It  can  be  brought  up  again  after 
it   is   tabled. 

SPEAKER  REECE:  The  motion  has  been  made 
that  it  be  tabled.  There  is  no  legal  motion  before 
this  House.  Neither  one  of  them,  according  to  the 
Parliamentarian,   can    make   such   a   motion. 

DR.  BAKER :  I  could  make  a  motion  now  that 
we  adjourn,  and  I  so  move. 

(Motion    seconded.) 

SPEAKER  REECE:  Motion  made  and  seconded 
that  we  adjourn. 

DR.  PASCHAL:  Motion  to  adjourn  takes  prece- 
dence. There  is  no  discussion,  and  there  has  been 
no  second  to  his  motion  to  table.  There  is  a  motion 
now  before  you   to   adjourn. 

(The  motion  was  put  to  a  vote  and  carried,  and 
the  meeting  thereupon  adjourned  at  six  o'clock.) 

TUESDAY    AFTERNOON   SESSION 
May  7,  196.3 

The  Second  Meeting  of  the  House  of  Delegates 
held  in  the  Hotel  Vanderbilt,  Asheville,  North  Car- 
olina, convened  at  2:40  p.m..  Dr.  John  R.  Kernodle, 
President  of  the  Society,  presiding. 

PRESIDENT  KERNODLE:  1  will  now  convene 
the  Second  Meeting  of  the  House  of  Delegates  for 
the  109th  Annual  Convention  of  the  Medical  So- 
ciety of  the  State  of  North   Carolina. 

First  I  would  like  to  pass  on  to  you  the  misfor- 
tune of  our  Speaker.  Dr.  John  Recce's  father  passed 
away  last  evening,  and  at  this  time  I  would  like 
for  all  to  stand  for  a  minute  of  silent  prayer. 

(The  delegates  rose  and  observed  a  moment  of 
silence.) 

I  would  like  to  make  another  announcement.  I 
made  an  announcement  earlier  about  the  Kerr- 
Mills  Bill  being  passed  unanimously  in  the  Senate, 
and    I    want    Ed    to    follow    up    on   the    maneuver 
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that  we  have  in   mind. 

DR.  BEDDINGFIELD:   I  hope  all  of  you  are  as 
happy    as    the    Legislative    Committee   to    hear   the 
news   that  the    Kerr-Mills   passed   the    State    Senate 
this  morning-  by  a   unanimous  vote. 
(Applause) 

It  now  goes  over  to  the  House  side  of  the  General 
Assembly,  and  frankly  practically  all  of  our  help, 
except  for  this  time,  has  been  concentrated  on  the 
Senate  side,  because  that  is  where  the  Bill  was.  We 
hope  it  will  prevail  on  the  House  side,  but  we  don't 
know  as  much  now  about  the  sentiment  in  the 
House  as  we  do  in  the  Senate. 

You  heard  the  news  the  other  day  about  the 
increase  in  Society  dues.  If  you  read  your  budget 
very  carefully,  you  saw  how  much  of  that  was 
spent  in  the  Legislative  Committee.  That  will  give 
you  a  chance  to  get  all  of  that  money  back.  Since 
we  have  a  captive  audience  of  people  who,  I  hope, 
are  a  hundred  per  cent  interested  in  the  Kerr- 
Mills  bill,  if  you  will  hand  mo  a  slip  of  paper, 
and  on  it  the  name  of  your  Representative  in  the 
House  of  Representatives,  that  will  indicate  to  me 
that  you  authorize  me  sending  a  telegram  in  your 
name  to  your  Representative  urging  him  to  sup- 
port this  thing  in   the   House. 

We  can  consider  that  Society  rates,  so  any  time 
today  or  tomorrow,  hand  me  a  slip  of  paper  with 
your  name,  the  name  of  your  Representative,  and 
we  will  get  him  off  a  brief  telegram  urging  him 
in  your  name  to  support  this  on  the  House  side. 

PRESIDENT  KERNODLE:  Thank  you,  Ed.  The 
job  is  not  completed,  I  must  assure  you,  because 
I  am  aware  that  we  have  spent  hours  in  the  Senate 
Committee  and  subcommittee  discussing  this  bill 
and  the  pros  and  cons.  They  are  waiting  in  the 
House  to  tear  it  apart,  and  we  hope  that  we  will 
not  have  to  spend  too  many  days  in  Raleigh  with 
it. 

( Announcement. ) 

At  this  time,  it  is  the  prerogative  of  the  Presi- 
dent to  ask  that  the  Vice  Speaker  of  the  Houes 
take  over.  Dr.  Ted  Raiford  is  in  the  room.  He  has 
asked  me,  if  I  would,  to  appoint  someone  to  take 
his  place,  since  he  has  had  laryngitis  during  the 
last  few  days  and  is   unable  to  talk. 

I   am   at  this  moment  designating  Donald  Koonce 
as   Speaker   in   charge   of  this   session. 
(Applause) 

(Dr.  Donald  Koonce  assumed  the  Chair  as 
Speaker.) 

SPEAKER  KOONCE:  Gentlemen,  we  have  some 
business  to  take  care  of  today.  Let's  try  to  do  it 
as  expeditiously  as  possible.  Let's  don't  make 
motions  before  another  motion  has  had  a  chance 
to  be  seconded.  Let's  try  to  keep  a  little  bit  of 
semblance  of  order,  if  we  may.  With  your  permis- 
sion, I  may  use  the  g-avel. 

The  first  thing  is  under  unfinished  business, 
the    question   of   the    dissolution    of   the   Sixth    Dis- 


trict Medical  Society,  lora.  \\'ho  makes  a  report 
on    that? 

I  would  like  to  explain,  also,  that  I  am  not  too 
familiar  with  the  agenda  today,  and  I  probably 
will  pull  quite  a  few  blunders,  which  I  am  accus- 
tomed to  doing;  but  I  will  try  to  follow  through 
as   much  as   I   can. 

DR.  GEORGE  PASCHAL:  Members  of  the 
House  of  Delegates:  Two  days  ago  at  the  first 
session  of  the  House  of  Delegates,  I  spoke  about 
this,  giving  an  amplification  of  the  action  of  the 
Sixth  District.  That,  I  believe,  was  accepted  at  that 
time,  and  I  think  that  it  is  unnecessary  to  review 
it.  If  there  are  those  of  you  who  want  a  review 
of  it,  I  shall  be  glad  to  do  so  at  this  time.  Other- 
wise, I  submit  this  as  the  concluding  report  on 
that. 

Mr.  Speaker,  that  is  my  report. 

SPEAKER  KOONCE:  It  was  passed  by  the 
House  of  Delegates,  as  I  undertsand  it,  and  if 
there  are  any  questions  you  would  like  to  ask  Dr. 
Paschal,  he  would   be  delighted  to  answer  them. 

According  to  our  Constitution,  a  District  may 
have  an  organized  Society.  They  do  not  of  neces- 
sity have  to,  accoi'ding  to  our  present  Consti- 
tution. 

Are  there  any  questions  concerning  this  you 
would    like  to   ask    Dr.    Paschal? 

It  has  been  brought  to  my  attention  that  it  had 
not  been  adequately  brought  before  the  House  of 
Delegates  that  Dr.  George  Gilbert  was  nominated 
from  the  10th  District  to  the  Nominating  Commit- 
tee. It  was  also  brought  to  my  attention  that  this 
House  had  not  taken  any  official  action,  so  far  as 
election  of  the  Nominating  Committee  is  concerned. 
I    think   that    should   be    ratified. 

Do  I  hear  a  motion  that  those  ten  members  who 
were  mentioned,  with  the  addition  of  George  Gilbert 
from    the    10th    District,   be   elected? 

(Such  motion   was   made   and  seconded.) 

SPEAKER  KOONCE:  Any  discussion?  All  those 
in  favor  let  it  be  known  by  saying  "aye" ;  opposed 
"no."   So  be   it. 

The  next  is  the  final  ratification  of  the  By-laws. 

Dr.   Shaffner. 

DR.  LOUIS  SHAFFNER:  If  you  still  have  your 
list  from  last  Sunday,  under  the  change  of  By- 
laws, Item  1,  Amend  Chapter  4  of  the  By-laws  by 
adding   the   following: 

Section  18.  No  resolution  shall  be  considered 
or  voted  upon  by  the  House  of  Delegates  unless 
the  resolution  has  been  filed  with  the  Executive 
Director  of  the  Society  at  least  sixty  days  before 
the  first  meeting  of  the  House  of  Delegates, 
except  upon  vote  of  two-thirds  of  the  members 
present  at  the  meeting  of  the  House  of  Delegates 
or  upon  reference  to  the  House  of  Delegates  by 
the   Executive   Council." 

I  move  the  adoption  of  this  amendment. 
SPEAKER  KOONCE:  Is  there  a  second? 
(The  motion  was  seconded.) 
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It  has  been  moved  and  seconded  that  it  be 
adopted.  Is  there  any  discussion?  Do  you  under- 
stand it?  All  those  in  favor  let  it  be  known  by 
saying  "aye";  opposed  "no."  So  be  it.  (Ratified 
5-7-63.) 

DR.  SHAFFNER:  The  Retirement  Savings  Plan 
Committee. 

Amend  Chapter  4,  Section  14  of  the  By-laws  by 
inserting  in  the  line  4  after  the  word  "Association," 
the  words  "the  members  of  the  Retirement  Savings 
Plan  Committee  of  the  Medical  Society  of  the  State 
of  North   Carolina." 

Mr.  Speaker,  I  move  the  adoption  of  this  amend- 
ment. 

SPEAKER   KOONCE:   Is  there   a   second? 
(The   motion    was  seconded   by   Dr.   Sams.) 
It  has  been   moved  and  seconded.   Any   question? 
Any  discussion?  If  not,  all  those  in  favor  let  it  be 
known    by   saying   "aye";    opposed    "no."    So   be    it. 
(Ratified    5-7-63.) 

DR.  SHAFFNER:  Councilor  Districts.  Amend 
Chapter  7,  9th  District,  by  deleting  the  hyphen 
between  "Iredell-Alexander"  and  placing  Alexander 
in   proper    place    alphabetically. 

I  move  the  adoption   of  this  amendment. 
SPEAKER  KOONCE:    Is  there  a   second? 
(Motion   seconded.) 

It  has  been  moved  and  seconded.  Any  question? 
Those  in  favor  let  it  be  known  by  saying  "aye"; 
opposed    "no."   Carried.    (Ratified    5-7-63.) 

DR.  SHAFFXER:  There  is  a  paragraph  amend- 
ment. 

Amend  Chapter  X,  Section  1  by  adding  at  the 
end  of  said  section  the  following: 

The  Commissioners  shall  meet  with  the  Presi- 
dent annually,  and  at  such  other  times  as  re- 
quested by  the  President  to  assist  him  with 
committee  appointments,  in  coordinating  com- 
mittee activities,  and  for  the  purpose  of  making- 
recommendations  for  adding  or  reducing  Com- 
mittees assigned  to  a  Commission. 
Mr.  Speaker,  I  move  the  adoption  of  this  amend- 
ment. 

(Motion   seconded.) 

SPEAKER  KOONCE:  It  has  been  moved  and 
seconded.  Any  question?  (Motion  put  to  a  vote  and 
carried.)     (Ratified    5-7-63.) 

DR.  SHAFFNER :  Second  paragraph.  Amendment 
to  Chapter  X,  Section  1 :  "The  Commissioners  shall 
meet  annually  with  the  Finance  Committee  to 
assist  the  Finance  Committee  in  preparing-  a  bud- 
get for  the  following-  fiscal  year." 

Mr.  Chairman,  I  move  the  adoption  of  this 
amendment." 

(Motion  seconded.) 

SPEAKER    KOONCE:    It    has   been   moved    and 
seconded.   Any    question?   Those   in    favor   let  it   be 
"    known    by    saying   "aye";    opposed    "no."    So   be    it. 
(Ratified   5-7-63.) 

DR.  SHAFFNER:  Amend  Chapter  10,  Section  2 
of  the  By-laws  by  striking  out  the  w^ords  "A  Ref- 


erence Committee   on  Resolutions." 

Mr.  Speaker,  I  move  the  adoption  of  this  amend- 
ment. 

SPEAKER  KOONCE:   Any  second? 
(Motion  duly  seconded.) 

Any  discussion?  Those  in  favor  let  it  be  known 
by  saying  "aye";  opposed  "no."  So  be  it.  (Ratified 
5-7-63.) 

DR.  SHAFFNER:  Amend  Chapter  10,  Section  5 
of  the  By-laws  by  inserting  after  the  word  "Com- 
mittee" in  the  line  5  the  following  "After  meeting 
with  the   Commissioners   shall   also." 

Mr.  Chairman,  I  move  the  adoption  of  this 
amendment. 

(Motion    duly    seconded.) 

SPEAKER  KOONCE:  It  has  been  moved  and 
seconded.  Any  question?  Those  in  favor  let  it  be 
known  by  saying-  "aye";  opposed  "no."  So  be  it. 
(Ratified  5-7-63.) 

DR.  SHAFFNER:  Amend  Chapter  10,  Section 
10  of  the  By-laws  by  striking  out  Section  10  and 
inserting   in  lieu  thereof  the  following: 

Reference  Committees  on  Resolutions  shall 
be  appointed  by  the  Speaker  of  the  House  of 
Delegates  as  may  be  necessary,  each  of  which 
Committee  shall  consist  of  three  members  and 
a  Commissioner  who  shall  act  as  Chairman,  to 
which  shall  be  referred  each  resolution  pre- 
sented to  the  House  of  Delegates  before  it  is 
submitted  to  a  vote  by  the  Delegates  for  study 
and  report  to  the  House  of  Delegates  of  the 
Committee's  recommendations  for  the  modifica- 
tion, approval  or  disapproval  of  such  resolution. 
Mr.  Speaker,  I  move  adoption  of  this  amend- 
ment. 

(Motion   duly   seconded.) 

SPEAKER  KOONCE:  It  has  been  moved  and 
seconded.  Any  question?  Those  in  favor  let  it  be 
known  by  saying  "aye";  opposed  "no."  So  be  it. 
(Ratified   5-7-63). 

DR.  SHAFFNER:  Add  to  Chapter  10,  Section  10, 
the   following: 

The  Speaker  of  the  House  of  Delegates  might 
refer  any  other  matter  to  such  a  Committee 
before  submitting-  to  a  vote  of  the  House  of 
Delegates. 

Mr.  Speaker,  I  move  the  adoption  of  this  amend- 
ment. 

(Motion   duly  seconded.) 

SPEAKER  KOONCE:  It  has  been  moved  and 
seconded. 

Any  question?  Those  in  favor  let  it  be  known  by 
saying  "aye";  opposed  "no."  So  be  it.  (Ratified 
5-7-63.) 

DR.  SHAFFNER:  This  as  written  here  was 
amended  at  the  last  session,  and  I  will  read  a  note 
to  you  when  we   get  to  it. 

This  is  an  amendment  to  Chapter  10  of  the  By- 
laws by  adding  Section  20 : 

The  Retirement  Savings  Plan  Committee  con- 
sisting   of    seven    members   to    be   elected    by  the 
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House  of  Delegates  as  follows:  BeginniiiK  with 
the  annual  session  of  1963,  2  members  shall  be 
elected  for  a  term  of  1  year;  2  members  for  a 
term  of  2  years;  and  3  members  shall  be  elected 
for  a  term  of  3  years.  Thereafter,  annually, 
there  shall  be  elected  for  a  term  of  3  years  2  or 
3  members  as  are  necessary  to  replace  the  mem- 
bers whose  terms  expire  during  that  calendar 
year.  Members  of  this  Committee  shall  be  sub- 
ject to  removal  by  the  House  of  Delegates  with 
or  without  cause,  and  shall  serve  without  com- 
pensation. This  Committee  shall  do  all  things 
necessary  or  appropriate  for  the  administration 
of  the  North  Carolina  IMedical  Retirement  Sav- 
ings Plan  of  the  Medical  Society  of  the  State 
of  North  Carolina,  —  and  this  sentence  was 
added  as  an  amendment  to  the  original  recom- 
mendation —  No  member  of  this  Retirement 
Committee  shall  be  a  director  of  the  bank  or 
the  insurance  company  who  are  the  carriers  of 
the   Plan. 

Mr.  Speaker.  I  move  the  adoption  of  this  amend- 
ment. 

(Motion   <luly   seconded.) 

SPEAKER  KOONCE:  It  has  been  moved  and 
seconded.  Is  there  any  question?  If  not,  those  in 
favor  let  it  be  known  by  saying  "aye";  opposed 
"no."  So  be  it.    (Ratified  5-7-63.) 

DR.  SHAFFXER:  Mr.  Speaker,  this  is  all  that 
has  to  be  ratified.  I  might  call  to  your  attention 
that  this  last  By-law  which  has  now  been  ratified 
requires  election  of  members  to  this  Savings  Plan 
Committee  beginning  with  the  Annual  Session  of 
1963. 

SPEAKER  KOONCE:  Thank  you,  Dr.  Shaffner. 
I   call    on    Dr.   Styron   to    discuss    this  matter   of 
election  of  trustees  a  little  further. 

DR.  STYROX:  The  following  members  have  been 
suggested  for  membership  on  the  Board  of  Trus- 
tees by  Jesse  Caldwell's  Committee:  Elias  Faison 
and  Hewitt  Rose  one  year;  Robert  W.  Williams 
of  Wilmington  and  Wayne  Benton,  two  years;  and 
then  Dr.  Leonard  Palumbo,  Paul  .Johnson  and 
Jesse   Caldwell   for  three  years. 

SPEAKER  KOONCE:  Do  you  put  those  men  in 
nomination? 

DR.  STYRON:  I  move  that  these  men  be  nomi- 
nated for  this  office. 

SPEAKER  KOONCE:  In  other  words,  you  are 
nomination   them.   They  do   not  need  a  second. 

DR.  LENOX  P.AKER:  I  move  nominations  be 
closed. 

(Motion  seconded.) 

SPEAKER  KOONCE:  Before  we  could  ask  for 
any  nominations  from  the  floor,  we  have  had  this 
motion.  Question  has  been  called  for.  Unless  there 
is  some  discussion  from  the  floor  to  closing  the 
nominations,  I  will  call  for  the  question.  Those  in 
favor  let  it  be  known  by  saying  "aye";  opposed 
"no." 


Do  I  hear  a  motion  that  they  be  elected  by  ac- 
clamation? 

(Such  motion  was  made  by  Dr.  Amos  Johnson 
and  seconded.) 

SPEAKER  KOOXCE:  Those  in  favor  let  it  be 
known  by   saying  "aye";   opposed   "no."  So  be  it. 

The  next  is  a  report  of  the  Committee  to  review 
the  two  messages   of   the    President. 

DR.   D.   A.  McLAURIX:    For    Dr.   Faison: 

Your  Committee  has  reviewed  the  address  of  our 
President,  Dr.  John  R.  Kernodle,  to  the  House  of 
Delegates  on  Sunday,  May  5,  1963,  and  his  address 
to  the  First  General  Session  of  the  Society  on 
Monday,  May  6,  1963. 

It  has  been  most  enlightening  to  study  these 
addresses  by  letter,  after  having  heard  them  by 
voice.  There  are  facts  and  points  brought  out  that 
one  may  not  perceive  thoroughly  until  study  has 
been  made. 

We  have  been  profoundly  impressed  by  the  depth 
of  these  addresses  and  recommend  to  this  House 
of  Delegates  their  adoption  for  publication  in  the 
Journal  of  the  Medical  Society  of  the  State  of 
North   Carolina. 

SPEAKER  KOOXCE:  Is  there  any'  second  to 
that   motion? 

(Motion   seconded  by   several.) 

It  has  been  moved  and  seconded.  Any  discussion 
of  that  motion?  If  not,  all  those  in  favor  let  it  be 
known   by  saying  "aye";  opposed  "no." 

The  next  report  is  the  report  of  the  Reference 
Committees. 

I  think  there  are  two  issues  that  you  have  to 
report  on.  There  will  be  no  report  of  the  Resolutions 
Committee,  because  there  were  no  resolutions. 

DR.  EDGAR  T.  BEDDIXGFIELD,  .JR.:  We  just 
have   one. 

Mr.  Speaker,  Members  of  the  House  of  Delegates: 
The  Speaker  of  the  House  appointed  as  a  Reference 
Committee  on  Mental  Health  Drs.  Lenox  Baker, 
Hubert  Poteat  and  myself,  to  further  consider  the 
policy  of  the  Medical  Society  relating  to  current 
mental   health   legislation   in   the  State. 

The  Committee  met  last  evening  with  two  mem- 
bers of  the  Committee  present.  Dr.  Poteat  appar- 
ently due  to  a  breakdown  in  communication  again 
was  not  there.   Dr.   Baker  and   I  were  there. 

There  were  sixty  some-odd  people  in  attendance. 
The  meeting  lasted  for  2%  hours  before  the  group. 
Following  this,  after  the  visitors  left.  Dr.  Baker 
and  I  spent  an  additional  hour  and  a  half  again 
going  over  the  bill   line  by   line. 

It  is  the  feeling  of  this  Reference  Committee  that 
considerable  credit  should  be  recognized  and  be- 
stowed upon  the  Society's  IMental  Health  Committee 
and  its  various  subcommittees  for  their  years  of 
preparatory  study.  We  likewise  and  equally  feel 
that  credit  should  be  given  to  the  people  who  have 
criticized  this  bill  and  the  Society's  policy  in  this 
area  for  bringing  about  a  helpful  reappraisal  of 
our   Society   policy. 
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The  Reference  Committee  favors  any  and  all 
steps  to  promote  mental  health  in  North  Carolina. 
Inasmuch  as  considerable  evidence  has  been  predi- 
cating that  nationally  and  in  this  State  the  weight 
of  political  and  professional  opinion  favors  a  uni- 
fied state  mental  health  authority,  the  Committee 
recommends  that  this  Society  reaffirm  its  endorse- 
ment of  the  unification  principal  embodied  in  the 
pending  legislation  creating  a  (State)  Department 
of  Mental   Health. 

Specifically,  as  to  the  Committee  substitutes  for 
HB  349— also  designated  SB  182— any  endorse- 
ment will  have  to  be  qualified  dependent  on  sev- 
eral specific  amendments.  We  have  therefore,  in 
our  Committee,  drawn  up  a  li.st  of  suggested 
amendments  as  follows: 

No.  1 :  We  suggest  an  amendment  that  would 
limit  the  jurisdiction  of  the  Department  of  Mental 
Health  over  the  mental  health  clinics  to  the  joint 
State  and  County  sponsored  mental  health  clinics, 
and  we  would  exempt  the  jurisdiction  over  pri- 
vately operated   mental   health   clinics. 

Parenthetically,  I  might  insert  that  in  the  pres- 
ent wording  of  the  bill,  it  is  fairly  broad  and  it 
states  that  the  Department  is  to  have  authority 
and  responsibility  over  all  phases  of  mental  health 
in  North  Carolina. 

We  agreed  with  the  critics  of  the  bill  that  this 
was  certainly  too  broad,  and  we  suggested  an 
amendment  that  would  limit  it  to  jurisdiction  over 
governmental  operations  in  the  area  of  mental 
health. 

Secondly,  we  suggest  that  the  wording  of  the  bill 
which  now  states  that  "The  Department  is  to  have 
authority  and  responsibility  over  all  phases  of 
mental  health  in  North  Carolina"  is  amended  to 
limit  such  authority  as  to  the  extent  provided  in 
the  Act;   that  is,  governmental  operations. 

Number  three,  in  the  portion  of  the  bill  describ- 
ing the  composition  of  the  Governing  Board,  a 
phrase  has  been  inserted  as  a  suggestion  under- 
scoring the  need  on  the  Board  of  Professional 
Guidance  from  Doctors  of  Medicine. 

Number  four,  the  Committee  recommends  that 
an  effort  be  made  to  secure  physician  representa- 
tion on  the  Governing  Board,  and  that  this  be 
increased  from  the  two,  as  now  stated  in  the 
amended  bill,  to  give  five. 

It  is  the  responsibility  of  the  Society  to  have  a 
voice,  if  possible  by  statute,  in  the  nomination  and 
selection  of  the  physician  members  on  the  Gov- 
erning Board. 

Number  five,  the  present  law  provides  that 
payment  for  consultant  psychiatric  services  fur- 
nished by  the  Department  of  Mental  Health  to 
other  state  agencies,  such  as  prisons,  correctional 
institutions  and  so  forth,  be  the  responsibility  of 
the   Department  of   Mental   Health. 

The  bill  now  says  that  the  Department  of 
Mental  Health  shall  furnish  such  psychiatric  con- 
sultation  and  services  as  are  needed  to  the  Prison 


Department,  correctional  institutions,  and  so  forth, 
but  these  institutions  shall  pay  for  it. 

We  feel  that  probably  the  entire  fiscal  responsi- 
bility ought  to  be  within  the  department  that  is 
hiring  these  people. 

Number  six,  an  amendment  is  offered  protecting 
the  right  of  other  state  agencies  and  particularly 
the  State  Board  of  Health  to  continue  activity  in 
the  area  of  study  and  research  in  mental  retarda- 
tion. 

Number  seven,  the  Committee  was  made  aware 
of  the  possibility  that  discrepancies  in  the  salaries 
of  physicians  with  identical  training  and  qualifica- 
tions might  be  significantly  and  possibly  unfairly 
altered  by  having  certain  state  employed  physi- 
cians under  the  merit  system  pay  schedule,  while 
exempting   others. 

The  Committee  feels  that  this  is  a  matter  of 
concern,  but  it  is  the  responsibility  of  the  law- 
makers, and  this  will  be  brought  to  the  attention 
of  the  General  Assembly  as  a  matter  of  informa- 
tion. 

Number  eight,  an  amendment  to  permit  mental 
health  clinics  at  other  teaching  hospitals  as  well  as 
at  North  Carolina  Memorial   Hospital. 

The  bill  now  provides  that  in  addition  to  the 
local  community  health  clinics,  that  the  Department 
of  Mental  Health  may  establish  a  mental  health 
clinic  at  its  state  mental  hospitals,  and  one  at  North 
Carolina  Memorial  Hospital.  This  would  give 
"equal   time"  to   the  other  teaching  hospitals. 

Number  nine,  an  amendment  providing  that  the 
local  mental  health  authority  shall  establish  a 
local  advisory  board  with  adequate  medical  repre- 
sentation. It  now  says  that  they  may.  We  would 
like  to  have  this  amended  so  that  they  shall  estab- 
lish  a   local   advisory   board. 

Number  ten,  an  effort  will  be  made  to  strengthen 
the  provision  presently  requiring  an  M.D.  clinical 
director  of  each  local  clinic  to  further  specify  a 
resident    clinical   director. 

Number  eleven,  it  is  suggested  that  a  provision 
that  all  funds  collected  in  the  mental  health  clinics 
should  be  utilized  in  the  fiscal  operation  of  the 
local  mental  health  clinics. 

Number  twelve,  a  provision  that  in  the  regula- 
tion and  licensing  of  private  mental  health  insti- 
tutions, that  in  the  area  of  standards  for  safety, 
sanitation,  and  so  forth,  that  the  Department  of 
Mental  Health  cooperate  with  other  state  agencies 
more  qualified  than  they  to  set  standards  in  these 
areas. 

Number  thirteen,  also,  in  private  mental  health 
facilities,  the  clinical  and  statistical  records  should 
be  subject  to  Department  of  Mental  Health  review, 
but  not  their  fiscal  records,  as  is  now  employed  in 
the  bill. 

Number  fourteen,  it  is  suggested  that  instead  of 
being  empowered  to  "supervise  and  regulate"  pri- 
vate   mental    institutions,    that    the   Department    of 
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Mental  Health  be  empowered  to  license  rather  than 
to   supervise  and    reKulate. 

Also,  whereas  it  is  now  written  that  the  Depart- 
ment of  Mental  Health  may  depute  any  member 
of  the  Department  to  visit  and  supervise  private 
institutions,  we  suggest  that  the  words  "and  super- 
vise" be  deleted,  so  that  they  may  visit,  but  that 
the  one  person  deputed  to  carry  out  the  visitation 
is   not  a   one-man   supervisory   agency. 

That  is  the  end  of  our  recommendations  as  to 
amendments  to  the  bill.  We  would  like  to  add  that 
we  have  been  in  touch  with  a  policy-making  mem- 
ber of  the  Hospital  Board  of  Control,  and  they 
were  very  grateful  for  these  suggestions  and  had 
no  disagreement  with  any  of  them,  and  want  to 
work   with  us   to  that  end. 

Parts  of  the  bill  apparently  were  lifted  from 
older  legislation.  For  example,  the  part  regarding 
the  licensing  of  private  mental  hospitals  was  lifted 
from  the  law  as  it  now  exists,  and  simply  incor- 
porated into  this  new  bill ;  so  that  perhaps  this 
has  served  a  good  purpose  to  review  potential  mal- 
applications  of  the  law. 

In  conclusion,  we  believe  that  this  bill  with  the 
above  suggested  changes  will  be  consistent  with 
the  Society  policy  of  developing  sound  health  pro- 
grams while  preserving  the  interest  of  free  enter- 
prise and  private  practice,  and  w^e  move  the  adoption 
of  this  Reference  Committee  report. 

This  is   signed  by   Dr.   Baker,  and   myself. 

SPEAKER  KOONCE:  Is  there  a  second  to  the 
motion  ? 

(Motion  duly  seconded.) 

DR.  BEDDINGFIELD:  Dr.  Baker  reminded  me 
of  two  things  that  I  had.  I  did  not  include  them  as 
items,  but   I   think   they  should  be   mentioned. 

First  of  all,  in  the  matter  of  the  clinical  director 
of  the  local  clinics,  the  thought  occurred  to  Dr. 
Baker  and  me  that  this  situation  might  arise:  For 
example,  a  community  might  have  a  local  mental 
health  clinic  with  a  full  and  adequate  staff  of  a 
psychiatrist,  a  psychologist,  a  social  worker,  two 
secretaries,  and  for  some  reason  the  psychiatrist 
would  leave.  Maybe  he  would  take  a  better  job,  and 
maybe  another  psychiatrist  wouldn't  be  immediately 
available  to  fill  that  position.  Maybe  the  Depart- 
ment would  have  in  mind  the  possibility  of  getting 
another  psychiatrist  three  or  four  months  hence. 

Well  now,  under  the  provisions  of  the  law.  they 
couldn't  operate  unless  they  had  a  clinical  director. 
a  doctor,  there.  What  are  they  going  to  do  with  the 
other  three  or  four  personnel?  Are  they  going  to 
close  the  clinic  downi  for  three  months  if  they 
cannot  operate  one,  or  can  they  operate  without 
a  doctor? 

It  occurred  to  us,  and  the  Hospital  Board  of 
Control  people  thought  this  an  excellent  sugges- 
tion, that  a  provision  be  made  that  would  take  care, 
for  example,  of  an  interim  appointment,  so  that 
if  the  clinic  did  not  have  a  psychiatrist,  but  had 
one    coming   in    a    few    months,   that    a    local    M.D. 


physician  with  some  interest,  aptitude,  experience 
in  psychiatry,  be  appointed  as  an  interim  appoint- 
ment, so  that  this  would  insure  continuous  M.D. 
representation. 

The  mechanics  are  there  as  the  bill  practice 
is  presently  written.  It  says  that  the  clinical  direc- 
tor shall  be  a  medical  doctor  duly  licensed  in  the 
State  of  North  Carolina  with  approved  training 
and    experience    in    psychiatry. 

We  have  suggested  that  both  situations  could 
be  taken  care  of  by  saying  that  he  should  be  a 
medical  doctor  duly  licensed  by  the  State  of  North 
Carolina  with  adequate  training  and  experience  in 
psychiatry  acceptable  to  the  Commissioner  of  Men- 
tal Health. 

Does    that   take    care    of   that    item? 

There  is  one  other  point  of  clarification  that 
Dr.  Baker  asked  me  to  make.  This  also  relates  to 
the  possibility  of  mental  health  clinics  at  hospitals. 
I  mentioned  that  the  law  as  now  written  specifies 
that  the  Memorial  Hospital  may  have  the  mental 
health  clinic.  The  possibility  could  arise  that  some 
other  hospital  in  the  state  might  want  to  set  up  a 
mental  health  clinic  and  participate  in  this  pro- 
gram because  of  funds  that  it  might  have  left  by 
bequest,  for  example,  for  a  specific  purpose. 

If  it  were  changed  from  Memorial  Hospital  to, 
say,  any  other  hospital  acceptable  to  the  Board, 
this  would  make  it  legal  to  have  a  program  in  a 
hospital.  For  example,  if  at  Duke  or  Bowman  Gray, 
or  even  perhaps  at  a  non-teaching  hospital,  if  the 
Dukes  were  to  leave  a  bequest  to  have  an  income 
of  $2.5,000  a  year  earmarked  for  out-patient  mental 
health  services,  this  would  not  preclude  them  enter- 
ing into  a  matching  funds  program  with  the  State 
and  Federal  Government  to  do  this.  Is  that  correct. 
Dr.   Baker? 

DR.   LEXOX    BAKER:    Yes. 

SPEAKER  KOOXCE:  As  I  understand  it,  that 
is  just  a  discussion  and  a  clarification,  and  has  no 
effect  on  the  original  motion. 

DR.  BEDDINGFIELD:  I  would  like  to  embody 
my    remarks    as    part  of   my   original   motion. 

SPE.AKER  KOOXCE:  Does  the  person  who  sec- 
onded the   original   motion  agree  to  that? 

(The  seconder   assented.) 

DR.  L.  H.  ROBERTSOX  (Salisbury,  N.  C):  He 
added  a  substitute — it  would  be  "training  and  ex- 
perience"— can   it  be    "training  or    experience?" 

In  other  words,  in  our  county  we  don't  have  one 
man  trained  in  psychiatry,  but  we  have  a  lot  of 
people  that  do  some  psychiatry. 

DR.  BEDDIXGFIELD:  Dr.  Robertson,  we  con- 
sidered this  and  talked  this  over  with  the  Board 
of  Control,  and  it  was  felt  that  every  psyhician  has 
some  training  and  some  experience  in  psychiatry, 
and  when  we  put  in  the  qualification  "acceptable 
to  the  Commissioner  of  Mental  Health"  it  was  felt 
that  would  take  care  of  the  situation.  I  don't  know 
if  you  couldn't  find  a  physician  that  didn't  have 
some  training  and  some  experience  in  psychiatry. 
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So  we  deleted  the  word  "approved,"  because  this 
deletes  the  connotation  of  Board  certification  for 
the    interim    appointment. 

DR.  BAKER:  We  took  out  the  word  "approved" 
and  put   in  the  word   "adequately." 

SPEAKER  KOONCE:  Any  further  discussion 
of  this  motion?  If  not,  those  in  favor  let  it  be 
known    by   saying-   "aye";    opposed  no."   So   be   it. 

(One  delegate   voted  in   the   negative.) 

According  to  our  agenda,  that  finishes  unfin- 
ished business.  The  floor  is  now  open  for  new 
business. 

DR.  WAYXE  BENTON:  I  move  to  reconsider 
that  portion  of  the  previous  question  that  has  to 
do  with  our   place  of  meeting  for  the  year   1966. 

SPEAKER  KOONCE:  Did  you  vote  in  favor  of 
it? 

DR.   BENTON:    Yes,    I   seconded    it. 

SPEAKER  KOONCE:  Is  there  a  second  to  this 
motion  ? 

(Motion   duly  seconded.) 

It  has  been  moved  and  seconded  to  reconsider.  I 
would  like  to  have  the  Secretary  read  the  original 
motion. 

(The  Secretary  read  the  proposed  and  passed 
motion.) 

Those  in  favor  of  considering  that  report  please 
say  "aye";  opposed  "no."  I  think  the  "ayes"  have 
it,   and   it   is  reopened. 

DR.  BENTON:  My  thought  is  that  Jim  tells  me 
that  we  have  passed  500  members  attending  (to- 
day). I  don't  believe  that  we  could  do  much  worse 
than  that  anywhere,  and  if  we  cannot  do  any 
worse,   why  not  try   something  different? 

I  move  that  the  proper  committee,  Jim  Barnes 
in  this  case,  consider  the  feasibility  and  the  possi- 
bility— 

SPEAKER  KOONCE:  You  can't  make  a  motion. 
There  is  a  motion  on  the  floor.  We  are  reconsider- 
ing the  motion.  We  can   discuss  it. 

DR.  BENTON:  Let's  see  if  we  can't  get  a  vote 
for  a  three-day  cruise,  three  days  only.  If  it  is 
longer  than  that,  there's  not  many  people  can  go. 
Three  days  will  keep  the  price  down,  within  which 
most  of  us  younger  fellows  can  afford  it.  It  may 
not  be  feasible.  It  wouldn't  make  any  difference 
if  we  just  went  out  and  went  around  in  circles 
on  the  ocean.  I  think  we   could  go   to   Bermuda. 

I  would  like  to  suggest  that  we  consider  going 
to  Morehead  or  to  Wilmington,  or  to  Myi'tle  Beach. 
South   Carolina. 

My  first  choice  would  be  the  cruise,  if  it  is  feasi- 
ble. 

Now,  Mr.  Chairman,  I  would  like  to  make  a  mo- 
tion, if  you   will  tell  me  how. 

SPEAKER  KOONCE:  You  can't  because,  at  the 
present  time,  there  is  a  motion  on  the  floor  which 
is  being  reconsidered,  and  that  will  have  to  be  voted 
on   again. 

The  motion  which  has  been  made  was  that  a 
certain   group   of   officers   be  elected,  and   that  the 


place  of   meeting   of  1966   be   in   Asheville. 

DR.  A.  JOHNSON:  I  make  a  substitute  motion 
that  the  report  of  the  Nominating  Committee  as 
presented  and  as  was  approved  at  that  time  (May 
4,  1963)  be  altered  to  exclude  that  portion  which 
dealt  with  the  site  of  the  1966  convention.  Is  that 
an  acceptable  substitute? 

(Motion  duly  seconded.) 

SPEAKER  KOONCE:  The  substitute  motion  has 
been  made  and  seconded.  Is  there  any  discussion? 
Do  you  understand  it?  That  the  entire  report  of  the 
Nominating  Committee  stand  as  it  is,  with  the 
exception  that  the  selection  of  a  site  be  deleted. 
Is  that  correct? 

All  those  in  favor  let  it  be  known  by  saying 
"aye";  opposed  "no."  So  be  it. 

DR.  BENTON :  I  move  that  Jim  give  considera- 
tion to  what  I  just  said. 

SPEAKER  KOONCE:  Is  there  a  second  to  this 
motion? 

(Motion   duly   seconded.) 

DR.  BAKER:  According  to  the  Constitution,  the 
Nominating  Committee  has  to  make  the  recom- 
mendations as  to  the  place  of  meeting,  and  I  think; 
we  would  have  to  change  the  Constitution  or  the 
By-laws  to  carry  out  his  motion;  and  I  think  we 
would  have  to  do  something  else.  I  don't  think  his 
motion  is  acceptable. 

SPEAKER  KOONCE:  I  don't  think  his  motion 
is  either.  I  think,  frankly,  to  live  up  to  the  Consti- 
tution, the  only  thing  that  you  could  do  now  that 
you  have  deleted  it  would  be  to  turn  it  over  to  the 
present  Nominating  Committee  for  recommenda- 
tion. 

DR.  BA.KER:  I  bring  another  point  of  order,  not 
that  I  want  the  job,  but  I  believe  it  is  still  that 
(prior)    Nominating  Committee. 

SPEAKER  KOONCE:  That  Nominating  Com- 
mittee no  longer  exists. 

DR.  A.  -JOHNSON:  I  move  that  the  matter  of 
consideration  of  the  location  of  a  better  area  for 
our  annual  session  in  1966  and  consideration  for 
the  future  thereafter  be  returned  to  the  present 
Nominating  Committee  for  their  consideration  and 
action. 

(Dr.    Baker   seconded    the   motion.) 

SPEAKER  KOONCE:  You  understand  that  is 
the   present,   not   the   one    that   is  passed. 

DR.  A.  .JOHNSON:  I  make  it  as  a  substitute 
motion. 

SPEAKER  KOONCE:  All  those  in  favor  let  it 
be  known  by  saying  "aye" ;  opposed  "no."  So  be  it. 

DR.  HUBERT  POTEAT:  Mr.  Speaker,  I  don't 
know  whether  to  make  a  motion  or  not.  I  am  reluc- 
tant to  do  so.  However,  it  would  appear  to  me 
that  this  matter  needs  to  be  referred  to  a  final 
authority  beyond  the  Nominating  Committee  after 
they  have  made  their  recommendation.  I  would 
suggest,  and  if  I  am  in  order  would  move  that  the 
matter  be  reported  to  the  Executive  Council  for 
action. 


SPEAKER  KOONCE:  My  understanding  is  that 
it  would  be  reported  back  to  the  House  of  Delegates 
next  year  by  the  Nominating  Committee. 

DR.  POTEAT:  The  question  is  one  of  time, 
having  been  Chairman  of  the  Nominating  Commit- 
tee. There  is  a  problem  of  getting  reservations.  That 
is   why  it  occurred  to  me. 

MR.  .JAMES  BARNES:  It  is  established  policy 
of  the  State  Society  to  plan  the  meetings  three 
years  in  advance.  Therefore,  the  Nominating  Com- 
mittee has  been  commissioned  by  the  Executive 
Council,  approved  by  the  House  of  Delegates,  to 
function    in    that   manner. 

So  I  believe  it  would  be  incumbent  upon  the  cur- 
rent Nominating  Committee  to  move  on  this  ques- 
tion before  next  year;  and  I  think  since  the  Execu- 
tive Council  is  the  interim  authority  of  the  House 
of  Delegates,  that  it  could  report  to  the  Executive 
Council. 

SPEAKER  KOOXCE:  If  I  understand  Dr.  John- 
son's substitute  motion,  it  more  or  less  implied 
that  the  Nominating  Committee  would  report  to  the 
House  of  Delegates;  but  if  that  will  be  too  late,  I 
think  we  would  have  to  take  definite  action  to 
allow  the  Executive  Committee  to  take  final  ac- 
tion. 

DR.  POTEAT:  Would  an  amendment  to  the  mo- 
tion   be    in   order? 

SPEAKER  KOONCE:  That  did  not  embody  it, 
but  it  implied   it. 

DR.  POTEAT:  I  move,  Mr.  Speaker,  that  the 
Nominating  Committee  report  to  the  Executive 
Council,  and  that  the  Executive  Council  make  the 
final   decision   in   the   matter   for   1900    only. 

(Motion   duly  seconded.) 

DR.  BAKER:  And  as  a  matter  of  information 
for  the  House  of  Delegates,  in  order  to  know  what 
some  of  the  choices  you  might  have  are,  your  out- 
going —  or  the  Nominating  Committee  that  .just 
went  out  of  office  only  had  solicitation  for  1966 
from   Durham,   from    Raleigh,    and    from    Asheville. 

So  in  considering  things,  we  have  had  no  bid 
from    Charlotte,    Greensboro,    and    other    points. 

SPEAKER  KOONCE:  Not  even  from  a  trip  on 
a  boat? 

DR.  BAKER:    No. 

DR.  PASCHAL:  Mr.  Speaker,  may  I  inquire  if, 
since  our  action  has  been  taken,  we  have  entered 
into  any  contracts  %vith  the  people  in  Asheville 
concerning   our  meeting  in    1966? 

MR.  BARNES:   We  have  not. 

DR.    PASCHAL:    That  makes  it  legal. 

SPEAKER  KOONCE:  Any  question  as  to  the 
motion  on  the  floor  which  has  been  seconded,  that 
the  present  existing  Nominating  Committee  report 
to  the  Executive  Council  for  final  action  for  selec- 
tion of  the  site   in    1966? 

A  DELEGATE:  Are  you  going  to  specify  a  time 
by  which  they  would  report? 

SPEAKER  KOONCE:  I  think  it  would  be  ex- 
pected that  they  would  report  to  the  first  meeting 


of  the  Executive  Council,  which  probably  would  be 
in  September.  I  don't  think  you  have  to  put  that 
in    there.   I    think   it  would  be  expected. 

DR.  WILKINSON:  The  question  was,  when 
would   they  be  expected   to   report? 

SPEAKER  KOONCE:  That's  what  he  said.  I 
think  the  Executive  Council  would  probably  request 
them  to  report  to  them  by  the  first  meeting  in 
September.  Of  course,  it  is  at  the  call  of  the 
President. 

Any  further  discussion?  If  not,  those  in  favor 
let  it  be  known  by  saying  "aye";  opposed  "no."  Is 
there  any  further   new   business? 

If  there  is  no  fui'ther  new  business,  that  finishes 
the   agenda. 

DR.  HOUSEH:  1  would  like  to  a.sk  that  the 
House  of  Delegates  reconsider  the  motion  and  the 
action  taken  on  Sunday  elevating  the  Doctor's 
Service   Plan   from  $4,500  to  $6,000. 

SPEAKER  KOONCE:  Did  you  vote  for  that  mo- 
tion? 

DH.  HOl'SER:  Ye,'^,  1  did. 

SPEAKER  KOONCE:  There  has  been  a  motion 
to  reconsider  that  problem.  Is  there  a  second  to  that 
motion? 

(Motion    seconded.) 

Is  there  any  discussion? 

DR.  MARVIN  LYMBERIS  (Mecklenburg  Co.): 
It  is  well  known  I  spoke  against  this  program  on 
Sunday.  I  do  not  rise  to  speak  against  this  program 
today.  I  rise  to  ask  that  it  be  given  further  study 
and    consideration. 

Certainly  I  do  not  think  that  this  program  should 
be  either  ratified  or  killed  when  there  is  such  a 
close  vote   of   those  for   and  those   against. 

No  program  of  this  magnitude  should  be  adopted 
or  rejected  with  the  Society  so  evenly  divided.  I 
would  therefore  suggest  that  this  whole  question 
of  raising  the  limit  of  the  Doctor's  Plan  to  $6,000 
be  referred  back  to  the  Blue  Shield  Committee  for 
further   study   and   subsequent   report   to   this  body. 

SPEAKER  KOONCE:  That  is  a  suggestion,  but 
there  is  a  motion  to  reconsider,  and  that  motion 
would  have  to  be  considered. 

Is  there  any  further  discussion  of  the  motion  to 
reconsider?  If  not,  those  in  favor  let  it  be  known 
by  saying  "aye";  opposed  "no."  The  "ayes"  have 
it. 

Now   do   you    have    that   motion   available? 

PRESIDENT  KERNODLE:  Members  of  the 
House:  I  rise  to  speak  in  regard  to  this  situation. 
As  many  of  you  know,  my  feelings  with  regard 
to  service  programs — on  several  occasions.  I  pre- 
viously have  spoken  against  them.  I  have  voted 
against  them,  and  I  voted  with  those  in  opposition 
to  the  service  program  when  it  was  first  introduced, 
and  I  have  not  changed  my  personal  feelings  in 
that   respect. 

I  now  step  over  to  another  house  and  another 
hat  and  speak  to  you  as  President  of  the  Society. 
I  agree  that  the  vote  was  close.  I  agree  that  there 
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was  perhaps  some  misundei-standing-  in  several  of 
the  things  at  hand.  Unfortunately,  Dr.  Bradford  is 
not  here  to  give  you  a  reiteration  of  the  problems 
that  he   and   his   committee   have  experienced. 

Nevertheless,  I  think  I  can  outline  a  few  of  them 
and  tell  you  some  of  the  problems  as  were  brought 
out  by  the  suggestion  by  Dr.  Lymberis,  and  I 
bring  you  these  for  the  simple  reason  that  I  do 
not  believe  that  this  recommendation,  if  it  is  made 
in  the  form  of  a  motion — that  we  can  tolerate  this 
to  the  next  House  of  Delegates  meeting,  which 
will  occur  next  spring.  I  think  something  will  have 
to  be   done  in   the  interim. 

It  means  to  me  the  possibility  of  calling  a  spe- 
cial session  of  the  House  of  Delegates  if  necessary 
to  change  this  program  if  we  are  not  going  ahead 
with  it  at  this  time. 

Now  why  do  we  feel  that  the  program  should  be 
changed  momentarily  now?  One:  We  have  a  pro- 
gram on  hand,  a  service  program  known  as  the 
Doctor's  Program,  which  we  have  been  participat- 
ing in  now  for  seven  or  eight  years  (initially 
1953).  There  are  a  large  number  of  people  cov- 
ei'ed  by  this  in  our  State.  There  are  definite 
evidences  of  a  9  per  cent  deficit  in  operational  costs 
and  claims  proportionate   to   this  program. 

The  members  of  the  Hospital  Saving  Association 
say  that  they  can  live  with  this  a  short  while 
because  of  other  programs  being  able  to  carry  over, 
but  they  cannot  give  us  any  idea  as  to  how  long 
they  could  continue  to  live  with  the  9  per  cent 
deficit.  Likewise,  they  have  little  or  no  experience 
with  the  Senior  Citizens  Program  which  is  based 
on  the  Doctor's  Program  of  75  per  cent  of  the  claim 
fees  for   that  program. 

Thus  we  have  two  programs  that  are  in  a 
questionable  position  as  to  whether  they  are  going 
to  be  financially  sound. 

The  third  point  that  came  into  play  was  two 
years  ago  there  were  some  objections  to  the  fees 
paid  for  certain  procedures  under  this  service  pro- 
gram. It  had  been  some  five  or  si.x  years  since 
the  service  program  fees  had  been  re-evaluated 
and   changes    requested    and    made. 

So  far  the  changes  requested  and  made  were  within 
the  bounds  of  operational  cost.  We  did  not  have  to 
ask    for    any    increase    in    rate.    Since    then,    these 


two  years  of  study  by  subcommittee,  specialty  com- 
mittees on  the  fees  and  the  ratios  of  fees,  it  was 
felt  that  these  people  should  fall  into  a  category 
of  higher  rates  for  a  large  number  of  the  proce- 
dures  performed. 

Thus  when  they  came  back  with  these  rates, 
and  they  were  figured  out  by  the  Blue  Shield  pro- 
gram under  the  Hospital  Saving  Program  at  Cha- 
pel Hill,  these  rates  were  found  to  increase  the 
cost  another  10  per  cent  making  a  19  per  cent 
deficit,  or  thereabouts,  if  it  ran  true  to  form  for 
claims. 

This   in    itself    is   a    demand,    and   a    respectable 


re-evaluation  of  fee  payments  by  the  subcommittee, 
the  subspecialties,  that  went  into  this.  They  spent 
many  hours  on  it,  and  the  answer  was  the  feeling 
of  the  Blue  Shield  Committee  that  these  fees  be 
made  to  coincide  with  the  request  of  the  subcom- 
mittee subspecialties. 

To  us,  they  were  at  an  impasse.  The  Committee 
was  going  to  recommend  these  fees  to  be  raised, 
and  the  purveyor  of  the  service  said  "We  cannot 
raise  them  without  some  rate  increase." 

A  rate  increase  is  possible.  It  means  that  you 
have  to  go  before  the  Insurance  Commissioner  and 
have  a  public  hearing  on  a  rate  increase.  It  is  not 
to  the  good  of  our  organization  to  have  public 
hearings  asking  for  fees  to  be  raised  so  that  doc- 
tors can  receive  higher  amounts  of  money  for 
payment  of  a  program  in  a  group  of  people  that 
are  supposed  to  be  in  a  very  low  income  bracket, 
just    above   welfare   price. 

Next,  I  am  sorry  this  is  going  to  take  me  a 
little  time  to  get  this  whole  program  out  to  you 
and  tell  you  why  I  think  it  should  be  considered 
carefully,   what  you   do   this   afternoon. 

If  you  do  not  raise  the  fees,  you  have  a  large 
number  of  people  that  you  are  serving  under  this 
program  now  that,  according  to  their  income,  would 
not  be  eligible.  They  are  now  in  the  situation  of 
indemnity,  because  it  says  in  the  contract  if  their 
income  is  above  a  certain  amount,  or  if  they  have 
more  than  one  insurance  program,  then  they  are 
automatically  taken  out  of  the  Doctor's  Service 
Program. 

Therefore,  there  is  a  large  group  of  people  that 
are  still  in  this  group  right  now  that  are  getting 
full  coverage,  and  they  are  ineligible.  If  you  took 
into  consideration  a  higher  option  plan  and  raising 
this  fee  of  a  baseline  of  income  to  $6,000  for  a 
married  couple,  and  $4,000  for  a  single  person,  then 
you  would  take  immediately — these  people  would 
fall  out  of  that  category,  because  they  would  have 
to  be  reclassified  as  to  their  income,  and  they 
would   be   pushed   up   into   the  higher  bracket. 

Now  what  effect  would  that  have  on  you  as  a 
doctor?  Well  first,  if  this  is  done,  there  are  two 
programs  that  they  have  in  mind :  One,  injecting 
into  the  $4,200  schedule  the  increased  fees  that 
have  been  recommended  by  the  specialty  groups. 
That  would  make  you  receive  a  higher  amount  of 
money  for  the  low  $4,200  program.  Second,  it 
would  give  you  a  higher  rate,  because  the  new 
program  is  going  to  be  based  on  a  $6,000  income, 
and  the  fee  schedule  will  be  based  on  $150  or  $175 
appendectomy.  Therefore,  all  the  rates  under  the 
$6,000  program  will  go  up  a  proportionate  amount. 
You  would  be  receiving  comparable  amounts  to 
what  you  are  now  receiving  in  your  communities 
for   that  type   of   operation. 

It  isn't  as  bad  as  it  looks  on  the  surface.  Really, 
it  has  its  merits.  It  would  take  care  of  this  problem 
of  getting  these  people  out  of  the  $4,000  bracket 
into    a    high   level    and    make    them    pay    a    higher 
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premium.  It  would  likewise  increase  the  fees  that 
you  would  get  from  them,  more  than  you  are 
receiving  now.  It  would  also  bring  up  the  basis  of 
fees  in  the  lower  or  low  income  option  plan. 

Now  why  do  I  speak  to  this  program?  It  is  true 
that  we  in  the  Medical  Society,  just  like  everybody 
else,  make  mistakes.  Sunday  afternoon,  this  thing 
passed.  There  were  press  representatives  in  the 
room,  as  there  are  today.  Immediately  thereafter, 
the  press  interviewed  some  of  the  people  that  were 
related  to  the  Hospital  Sa\ing  and  Hcspital  Care 
groups.  They  also  intei'viewed  some  doctors  that 
were   on   the   Committee. 

They  immediately  passed  the  news  around  that 
this  new  program  was  available,  that  it  had  been 
passed  on  by  this  House.  So  we  have  already 
received  publicity  on  the  program.  I  don't  know 
what  effect  it  will  have  if  we  just  forget  about 
that,  let  the  publicity  ride,  and  forget  about  coming 
out   with  a   new  program. 

I  would  say  offhand  as  soon  as  this  meeting 
is  over,  the  headlines  will  be  tomorrow  that  we 
rescinded  it  or  sent  it  to  a  tabling  committee,  or  a 
reference  committee.  If  we  do  decide  to  send  this 
to  a  committee,  make  some  stipulation  that  we 
could  have  it  back  and  referred  back  for  action 
before  a  year  from  now.  If  you  don't,  then  our 
whole  program  is  going  to  be  in  great  jeopardy. 
I  don't  think  it  can  tolerate  another  year  without 
some  changes  made.  That  is  what  I  want  to  put 
on  the  table  for  you,  and  I  would  like  for  you  to 
take   action    on   it. 

DR.  POTEAT:  May  I  ask  Dr.  Kernodle  a  ques- 
tion? I  am  not  much  of  a  mathematician.  How  is 
this  going  to  bail  out  the  first  program?  How  is 
this  going  to  make  more  money  for  them? 

The  trouble  is  that  they  are  19  per  cent  short 
now.  How  is  setting  up  a  new  program — I  just 
don't    understand. 

PRESIDENT  KERXODLE:  There  are  certain 
people  under  the  present  program — they  don't  ex- 
actly know  how  many,  but  they  think  50  per  cent 
under  the  present  program — that  shouldn't  be  un- 
der it,  and  they  are  getting-  a  full  (service)  pay- 
ment under  it,  and  they  should  be  up  in  the  higher 
income  level.  They  would  have  to  pay  the  rate  of 
the  higher  program. 

The  second  thing  is  that  they  anticipate  making 
the  higher  program  sufficiently  high  to  help  care 
for  the  lower  program  deficit.  If  we  could  get  a 
premium  rate  for  the  higher  group,  pei'haps  high 
enough  to  take  care  of  some  of  the  deficit  we  have 
in  the  lower  group,  that  would   take   care   of  it. 

SPEAKER  KOOXCE:  One  point  for  informa- 
tion. Dr.  Lymberis,  when  you  made  your  sugges- 
tion, which  of  course  didn't  necessitate  any  action, 
your  suggestion  and  recommendation  was  a  Refer- 
ence Committee.  You  meant  to  refer  it  back  to  the 
Blue    Shield    Committee,    didn't   you? 

DR.   LYMBERIS:   Yes. 

DR.  BAKER:    May   I   ask   Dr.   Kernodle   a   ques- 


tion? John  Robert,  I  understand  you  said  we  were 
9  per  cent  off  on  this  thing,  and  then  this  other 
would  be  10.  Whether  it  would  be  19  or  10  matters 
little,  but  this  means,  if  I  am  interpreting  it, 
that  we  did  get  paid  either  91  or  81  per  cent  of 
all  our   bills  from  this  bracket   of  people. 

PRESIDEXT  KERXODLE:  It  was  taken  from 
the  indemnity  programs  that  they  have  under  Blue 
Shield.  Is  there  a  representative  from  Blue  Shield 
in  here,   Mr.   Beeston,  Mr.   Crawford? 

DR.  BAKER:  Let  me  ask  you  something  further 
before  he  comes  up.  If  we  were  paid  out  of  it,  if 
we  were  only  paid  19  per  cent — say  they  did  deduct 
it  from  us;  we  were  only  losing  19  per  cent,  which 
I  presume  would  exceed  what  we  would  lose  had 
these  people  not  had  insurance  and  not  paid  their 
bills. 

The  other  thing  I  want  to  ask  you  is,  suppose 
this  House  today  should  vote  favorably  on  this  new 
group,  and  suppose  that  after  we  study  it,  is  it 
anything  for  u.s — instead  of  referring  this  back 
next  year — to  reconsider  it  ne.xt  year  and  discon- 
tinue it  if  necessary,  if  we  didn't  think  it  was 
feasible? 

PRESIDE  XT  KERXODLE:  I  would  prefer  to 
pass  that  question  in  particular  on  to  Mr.  Beeston. 

As  far  as  the  9  per  cent,  at  the  present  time  I 
am  sure  we  are  losing  9  per  cent.  In  other  words, 
it  cost  109  per  cent  of  the  income  to  pay  the  claims 
on  the  service  program  today.  We  are  getting  full 
payment  for  that  service  program.  But  the  9  pei' 
cent  loss  has  been  taken  up  in  theii-  earnings 
from  indemnity  programs  on  the  other  side  of  the 
ledger,  where  they  have  the  rates  up  high  enough 
to  take   care   of  it. 

MR.  K.  BEESTOX:  I  don't  think  you  need  much 
clarification.  That  is  correct.  We  are  paying  the 
100  per  cent  listed  fee.  We  have  never  paid  less. 
We  are  returning  88  cents  on  the  dollar  on  the 
Doctor's  Program.  Our  administrative  cost  in  the 
pot,  we  are  supposed  to  put  in  reserve — this  takes 
us  a  little  over  100  per  cent;  our  first  figure  is 
109.  That  may  be  a  little  high.  I  think  we  can  carry 
this  program  for  some  little  time,  if  we  can  get 
this  alternate  program.  We  can  shift  a  consider- 
able number  of  our  subscribers  to  it,  which  would 
relieve  the  number  of  people  in  this  category  on 
which  we  are   running  this   deficiency. 

The  deficiency  came  about  not  because  of  any 
inherent  unsoundness.  It  came  about  because  the 
Committee,  over  the  past  seven  or  eight  years, 
had  added  some  procedures  and  decreased  some 
fees  and  are  decreasing  into  this  particular  out- 
patient service. 

SPEAKER    KOOXCE:     Any    further    questions? 

DR.  AMOS  .JOHXSOX:  There  are  two,  three  or 
four  things  that  come  to  me  as  we  are  discussing 
the  matter  of  reconsideration. 

One,  personally,  I  am  not  concerned  about  rate 
of  services  necessarily  being  raised  50  per  cent 
or  40  per  cent,  or  100  per  cent,  or  whatever.  I  am 
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concerned  that  at  this  session  the  other  day,  at 
which  time  I  voted  neither  for  nor  against  this 
resolution,  because  I  was  not  clear  in  my  own 
mind  exactly  on  all  of  the  things  that  were 
implied  and  implicit  in  this  recommendation — one 
is  that  there  was  passed  rather  quickly,  from  a 
standpoint  of  original  concept  at  the  time  this 
thing  was  voted  on,  an  important  area  of  medical 
legislation  within  this  organization,  and  it  was 
pointed  out  by  the  representative  who  was  present 
at  that  time  that  there  were  129  delegates  seated 
and   eligible    to   vote. 

I  know  of  two  people  in  the  House  of  Delegates 
who  did  not  vote,  and  if  you  will  add  up  those  who 
voted  and  what  the  vote  was  that  was  reported, 
it  was  129.  So  basically  we  had  an  area  there 
which  could  have  made  it  pass  as  a  motion  by  one 
vote. 

So  I  think  that  it  is  something  that  necessarily 
needs  more  consideration  if  I  am  to  buy  it  myself, 
or  reject  it  if  I  understand  it  better,  and  those 
who,  save  one  from  a  majority,  who  are  opposed 
to  it  are  to  better  understand  it  and  better  parti- 
cipate   in    it. 

There  are  one  or  two  things  in  it  that  I  cannot 
get  through  my  head.  I  am  like  Dr.  Poteat  here.  I 
don't  claim  to  have  a  mathematical  computer  run- 
ning in  my  head,  but  I  cannot  fail  to  see  if  we 
have  50  per  cent  or  40  per  cent,  or  20  per  cent, 
or  whatever  percentage  it  is  of  people  who  are 
now  participating  in  the  $4,200  bracket  plan  we 
have,  who  should  not  be  there,  who  should  be  in 
a  plan  set  at  $6,000 — yet  these  people  are  paying 
their  required  premium.  They  are  not  getting  any- 
thing on  a  discount  rate  as  those  who  have  neces- 
sity. 

Presumably,  they  do  not  have  a  greater  incidence 
of  medical  illness,  or  a  requirement  of  services, 
and  services  rendered  for  all  are  paid  at  the  same 
rate.  I  do  not  see  that  this  is  a  remedy  for  the 
situation  that  we  are  in  with  the  $4,200  class.  It 
just  doesn't  make  sense.   I  can't  buy  that. 

And  I  also  cannot  see  that  when  we  set  up  a 
$6,000  plan  that  we  cannot  have  the  same  thing- 
prevailing  there  within  a  period  of  one,  two,  four 
or  six  years.  I  think  this  thing  deserves  further 
consideration.  I  think  it  needs  some  built-in  areas 
of  controls  and  checks  and  balances,  which  we 
haven't   considered   at  the  present  time. 

All  I  am  asking  for  is  not  that  it  be  rejected.  I 
am  not  asking  that  the  word  go  out  of  here  that 
the  doctors  want  to  raise  the  rates,  that  they  are 
against  this  because  it  is  $6,000,  and  they  think 
they  ought  to  have  $200  for  an  appendicitis  rather 
than  $150;  but  I  think  the  basic  thing  involved  is 
that  we  come  up  with  something  that  we  all  under- 
stand, and  something  that  is  actuarially  sound, 
and  remedy  some  of  the  areas  of  mistakes  which 
now  exist.  That  is  the  basis  that  I  think  this  thing 
should  be  reconsidered  on,  and  I  think  all  of  those 
here    should    have   a    very    thorough    understanding 


that  that  is  the  basis  for  the  reconsideration,  and 
at  the   proper  time,   I   would  make  a  motion. 

SPEAKER  KOONCE:  Frankly,  I  am  glad  Dr. 
Johnson  brought  that  up,  because  I  have  fathered 
the  feeling  rather  strongly  in  the  last  few  days  that 
the  members  of  the  House  of  Delegates  had  not 
felt  that  they  had  been  given  an  adequate  chance 
to  discuss  and  study  the  problem. 

The  House  of  Deleg-ates  is  the  ultimate  authority 
in  the  Medical  Society  next  to  the  General  Assembly 
(of  the  Society).  In  my  knowledge,  the  General 
Assembly  has  never  been  called  on.  Therefore,  the 
House  of  Delegates  is  really  the  ultimate  authority 
and  the  House  of  Delegates  should  have  full  right 
to  discuss  and  know  what  they  are  voting  on,  and 
certainly  should  have  a  right  to  realize  just  ex- 
actly  what  is  going   on. 

DR.  HARVEY  RODERTSOX:  He  covered  prac- 
tically everything  I  wanted  to  bring  up,  except 
this  is  a  Doctor's  Plan,  and  I  understood  when  we 
accepted  this  plan  that  we  would  accept  the  fee 
it  would  pay,  and  we  ought  not  to  have  a  deficit. 
If  it  doesn't  pay  a  hundred  per  cent,  nay  whatever 
percentage  it  can  pay  and  accept  that,  and  keep 
our   mouth   shut. 

If  we  are  going  to  accept  it  as  a  Doctor's  Plan, 
and  it  was  understood,  why  shouldn't  we  accept 
what  it  paid?  You  send  in  your  bills  for  the 
regular  price  and  cut  it  accordingly. 

SPEAKER  KOONCE:  I  am  awfully  glad  I  don't 
have  to  answer  that  question. 

DR.  RORERTSOX:  That  is  the  way  I  under- 
stood   it. 

DR.  HARRY  UXDERWOOD  (Iredell  Co.)  :  I 
would  like  to  say  a  word  of  experience  with  the 
plan  in  Pennsylvania.  As  I  sit  here,  I  feel  that 
everyone  here  has  only  been  exposed  to  the  North 
Carolina  Plan.  I  am  sure  that  the  Blue  Shield 
Committee  probably  studied  many  of  the  other 
state  plans  to  come  up  with  something  that  would 
be  comparable,  because  some  of  these  other  state 
plans   are   working  out. 

I  just  received  within  the  last  month  a  report 
from  MSAP  in  Pennsylvania.  About  eight  years 
ago,  when  I  left  there,  they  had  started  this  second 
plan,  and  it  has  taken  about  eight  years  for  this 
to  balance  out.  Grant  they  have  a  different  income 
level  perhaps,  but  in  Pennsylvania  now.  two-thirds 
of  the  people  have  Blue  Shield,  and  it  covers  about 
38  per  cent  of  the  population,  of  the  Class  B  plan, 
as  compared  to  the  Class  A ;  and  in  this  past  year, 
they  have  now  come  from  the  deficit  financing  into 
the  other. 

As  I  say,  I  don't  know  how  much  we  know  about 
our  own  plan  here,  but  there  are  other  plans  that 
have  worked  out,  and  I  believe  that  all  these 
things  should  be   taken   into   consideration. 

SPEAKER    KOOXCE:    Any    further    discussion? 

DR.  BEDDIXGFIELD:  Mr.  Speaker,  I  want  to 
speak  in  support  of  endorsing  the  previous  action 
of   this    House    of    Delegates    to    set    up    this    new 
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$6,000  pi'os'i'am  for  many  reasons  that  have  been 
enumerated  by  our  President,  and  for  these  addi- 
tional  reasons. 

This  program  is  an  important  part  of  our 
legislative  scheme.  Our  Congressmen  have  followed 
this,  have  asked  for  details  of  it.  We  have  main- 
tained that  there  is  no  need  for  a  system  of  com- 
pulsory government  health  insurance.  We  have 
said  that  the  reason  we  do  not  need  such  a  com- 
pulsory Federal  Government  program  is  because 
we  have   the   answer  to  it. 

We  have  said  that  the  Kerr-Mills  progi'am,  which 
we  are  all  interested  in,  is  the  answer  to  ])art  of  it. 
The  existing  welfare  programs  are  part  of  it.  The 
people  that  are  able  to  pay  their  own  bills  are 
part  of  it,  and  that  the  Service  Program  is  for  the 
marginal  income  group  above  the  medically  indi- 
gent. 

Second,  this  is  not  a  charity  or  a  government 
program.  This  is  our  program.  We  can  rescind  it. 
We  can  drop  it  whenever  we  like.  The  fees  that 
are  going  to  be  paid  under  the  $G,000  program,  as 
Dr.  Kcrnodle  said,  are  realistic  fees.  I  think  it 
would   help    our   collection. 

Third,  this  is  purely  voluntary  upon  the  part  of 
each  individual  physician.  He  can  participate  or 
not  participate,  as  he  sees  fit.  With  that  much 
local  control  by  the  doctors,  and  by  the  individual 
as  to  whether  he  participates  or  not,  I  believe  there 
is  enough  support  that  we  ought  to  endorse  this 
program. 

SPEAKER    KOOXCE:    Any    further    discussion? 

DR.  LYMBERJS:  I  apologize  for  taking  the 
time,  but  I  feel  that  this  is  something  that  re- 
quires clarification. 

In  the  first  place,  we  are  being  asked  to  buy  a 
program  that  has  not  been  worked  out  actuarially. 
We  are  being  asked  to  accept  a  group  of  fees,  and 
to  plug  for  the  established  which  are  reasonable 
for  19(i3,  but  which  we  have  already  learned  is 
very   difficult    to    alter. 

It  is  hardly  possible  to  call  the  .$6,000  family 
group  the  low  income  group,  when  7.5  per  cent 
of  the  population  of  North  Carolina  fall  within 
the   $5,000  income  group. 

I  am  not  the  least  concerned  with  my  fees  or 
your  fees.  There  is  no  one  in  this  room  that  will 
not  perform  their  service  for  a  reasonable  fee  based 
on  any  fraction  of  your  usual  fee.  That  is  still 
your    prerogative. 

I  am  concerned  that  the  State  Medical  Society 
endorse  a  program  and  then  40  per  cent  of  the 
doctors  not  support  it.  If  this  Society  endorses  a 
program,  every  doctor  should  sign  up  for  it,  be- 
cause where  are  we  leaving  our  Ho.spital  Saving 
and  Hospital  Care?  Shall  we  ask  them  to  invest 
thousands  of  dollars  to  get  this  program  started 
and  then  when  it  doesn't  work  to  our  advantage 
say  "I  take  my  name  off  the  list"?  Where  will 
they  be  when  they  have  sold  these  policies  and 
have   to  search   up   and   down   to  find   a   doctor  who 


is  a  participating  physician?  We  shall  have  let 
them  down. 

The  reason  this  should  be  considered,  if  we  are 
to  pass  this  program  and  accept  it,  then  every 
doctor  in  the  State  of  North  Carolina  should  par- 
ticipate. We  should  not  break  faith  with  cither 
the    public   or    our   Blue  plan. 

I  simply  do  not  have  enough  information  at 
hand  that  I  am  willing  to  put  the  good  name  of 
this  Society  and  my  own  good  name  to  say  I  will 
participate  definitely  in  thi.'^  program.  And  if  I 
do  sign  that  program  today,  I  shall  feel  honor 
bound  to  i)ai'ticipate  as  long  as  that  program  is  in 
existence. 

All  I  ask  you  is  to  study  this.  Let  the  Blues 
bring  us  some  figures.  Let  their  actuaries  tell  us 
what  we  may  normally  expect.  Then  let  us  consider 
it.  I  think  most  of  us  would  be  happy  to  come  to 
a  called  meeting  to  get  these  facts.  We  doctors  are 
not  actuaries.  We  are  not  insurance  people.  We 
shouldn't  be   in  the  insurance   business. 

We  are  in  the  business  of  taking  care  of  sick 
people.  We  are  going  to  stay  in  that  business.  1 
hope  we  shall  always  be  in  the  business  of  working 
with  our  voluntary  health  agencies  to  see  that  they 
are  successful.  But  to  sign  a  contract  with  so 
little  financial  background  and  actuarial  support 
is  signing  something  that  I  think  many  of  you 
may  have   to  back   down   on. 

This  does  not  mean  that  we  will  let  the  indigent 
suffer.  It  does  not  mean  that  we  will  not  accept 
as  payment  in  full  vv'hatever  policy  they  may  have. 
But  there  is  a  big  difference  in  voluntarily  cutting 
your  fee  and  being  contractually  bound  to  that 
fee. 

You  have  just  been  told  authoritatively  that 
there  are  many  in  the  $4,200  policy  who  don't 
belong  there.  Why  can't  we  get  them  out?  Because 
we  don't  know  how.  How  are  you  going  to  get 
those  out  of  the  $6,000  policy  who  don't  belong 
there? 

If  we  are  on  the  wrong  road,  we  should  not  go 
further  along  this  road  to  make  it  more  difficult 
to  come  back.  If  we  are  on  the  right  road,  then 
let  us  be  more  certain  we  are  on  the  right  road 
and  take  every  step  to  implement  it  and  reach  our 
destination,  which  is  the  best  medical  care  for  the 
people  of  North  Carolina  at  prices  they  can  afford 
to  pay. 

I  apologize  for  the  time  I  have  taken  of  this 
House,  and  I  am  particularly  sorry  that  I  must 
ever  take  a  microphone  to  be  on  the  opposite  side 
of  my  good  friend  .John   Kernodle. 

(Applause) 

SPEAKER  KOOXCE:  Mr.  Herndon  from  Hos- 
pital Care  is  in  the  house.  I  wonder  if  you  would 
like  to   say   something. 

MR.  HERXDON:  Mr.  Speaker  and  Members  of 
the  House:  We  have  been  sitting  in  on  Blue  Shield 
Committee  meetings  for  the  last  twelve  months, 
and   we    have   enjoyed    cooperating  with    that   Com- 


277 


mittee.  We  have  heard  the  figures  along-  with  the 
rest  of  the  Committee  submitted  by  Mr.  Crawford 
and  Mr.  Beeston  from  the  Hospital  Saving  Asso- 
ciation. I  am  quite  sure  that  the  rate  increase  of 
9  per  cent  to  take  care  of  present  needs  on  the 
present  program,  plus  the  rate  increase  of  10  per 
cent  to  take  care  of  the  increases  requested  by  the 
several  different  branches  of  the  practice  are  en- 
tirely justified,  and  of  course  on  the  amount  of 
business  that  we  have  on  that  program,  we  will 
go  right  along  and  put  that  rate  increase  into 
effect  as  soon  as  the  Committee  moves  it  into 
effect,  and  as  soon  as  the  time  comes  for  the 
group  to   accept  the  payment  and  the  increase. 

Now  it  is  true  that  many  people  who  earn  more 
than  $4,200  are  on  the  present  Doctor  programs. 
They  ought  to  be,  I  think — I  think  they  should 
have  offered  to  them  at  least  a  $6,000  service  pro- 
gram, which  would  include  adequate  increases  in 
payments  to  the  physicians  and  surgeons  for  their 
services.  Many  of  those  would  transfer  voluntarily 
from  the  present  low  program. 

Then  what  you  would  have  to  do — and  this  is 
what  we  discussed  in  the  Committee — as  soon  as 
you  gave  those  who  wanted  to  transfer  an  oppor- 
tunity to  transfer,  and  they  stepped  up  to  the 
higher  program,  then  you  would  have  to  go  back 
and  force  an  increase  on  the  rest  of  those  that 
are  left  to  make  that   program   sound. 

Now  it  has  been  mentioned  by  Dr.  Robertson, 
and  in  this  group,  why  not  pro  rate  the  fees  if 
the  dues  you  collect  are  not  adequate?  I  am  not  in 
favor  of  ever  prorating  any  fees.  I  think  that 
clause  ought  to  be  in  the  contract  and  in  the 
agreement,  and  in  case  of  an  emergency  you  could 
prorate.  But  proration  has  always  proved  dis- 
tasteful. It  is  distasteful  for  the  Blue  Shield 
Plan.  It  is  distasteful  for  the  physician ;  and  when 
the  members  find  it  out,  it  is  distasteful  to  them 
because  they  want  their  doctor  paid  in  the  full 
amount  in  there  that  the  contract  promised. 

As  far  as  Dr.  Lymberis'  suggestion  about  get- 
ting actuarial  studies  and  coming  back  and  study- 
ing the  thing,  we  have  —  our  association  —  paid 
$3,000  a  year  to  consultants.  This  consulting  ac- 
tuarial fh'm  represents  some  19  other  Blue  Shield 
plans  on  the  East  Coast  of  the  United  States.  It 
isn't  hard  to  get  a  rate  after  you  get  the  schedule 
of  fees  from  top  to  bottom,  because  you  multiply 
those  fees  by  the  incidence  and  the  cost,  and  you 
get  the  cost  of  your  operation,  and  you  know  about 
how  it  is  coming  out,  as  close  as  you  could  with 
any  accuracy  and  still  get  it. 

I  vifQuld  hate  to  see  this  postponed  too  long,  if  it 
is  going  to  be  postponed,  because  Hospital  Sav- 
ing Association  stated  that  while  they  thought 
they  probably  could  go  along  to  October,  maybe  six 
months,  they  would  have  to  do  something  by  the 
first  of  the  year.  I  believe  that  is  what  they  said 
in  that  committee  meeting,  because  the  first  thing 
you    know,    their    deficit    will    be    large,    and    they 


don't  want  it  to  get  ovit  of  hand. 

Thank  you. 

DR.  BAKER:  I  think  two  or  three  statements 
were  made  to  clarify  this.  Someone  made  a  state- 
ment about  us  having  a  contract.  If  I  am  not  mis- 
taken, in  my  interpretation  of  the  Blue  Shield  plan, 
the  only  people  we  have  a  contract  with  is  with 
ourselves.  We  contracted  with  ourselves  to  do  this. 
Then  we  went  out  and  employed  agents  to  make 
this  thing  practical  and  carry  on  the  details  of 
running  it. 

Now  someone  mentioned  the  fact  that  you  don't 
want  doctors  dropping  out  of  the  program.  It  is 
my  information  that  over  the  eleven  years  that 
this  program  has  been  in  effect,  there  have  been 
less  than  a  dozen  doctors  who  pulled  their  names 
off  this  list.  That's  just  enough  people  to  get  mad 
occasionally   about    something. 

Actuarially,  I  understand  from  Hospital  Saving 
that  this  thing-  has  been  worked  out,  and  I  think 
it  is  sound.  I  think  there  have  been  some  charges 
made  here  today  that  won't  hold  water  with  regard 
to   what   we    are    discussing. 

We  are  again  discussing  is  it  feasible,  as  we 
go  into  this  area  of  inflation,  and  we  sign  people 
up  for  our  program,  that  under  certain  categories 
— and  our  minimum  wage  law  is  changed,  and 
people  in  North  Carolina  have  moved  up,  and  you 
speak  of  being  75  per  cent  in  here;  we  are  about 
the  44th  State  in  the  Union,  and  maybe  this  is  one 
reason.  We  need  to  take  care  of  these  people 
and  it  won't  cost  us  a  dime.  If  anybody  here  is 
losing-  less  than  9  per  cent  in  their  collections 
with  a  patient  under  $6,000,  I'd  like  to  see  the 
bookkeeping. 

DR.  WHITFIELD  (Cherokee)  :  I  am  wondering 
how  yovi  are  going  to  get  the  actual  facts  and 
whether  a  man  is  in  this  $4,000  or  $6,000  bracket. 
I   feel   that  we  may   be  able  to   do  it   locally. 

As  I  see  this  thing,  -we  are  going  to  go  ahead 
and  say  we  are  going  to  accept  these  fees.  I  think 
all  right,  let  the  man  take  the  amount  of  insurance 
that  he  wants  to  take,  and  that  pays  as  much  as  it 
will.  I  don't  see  why  we  should  have  to  limit  our 
fees,  because  we  are  in  a  position  to  know  more 
about  those  people  and  their  financial  status  than 
the  one  who  goes  ahead  and  sends  insurance. 

If  they  can  stand  the  fee,  all  right;  if  they  don't 
get  it,  we  haven't  lost  anything. 

DR.  HARLOE  (Charlotte):  I  would  like  to  ask 
a  question  for  information.  What  percentage  of  the 
dollar  that  you  spend  conies  from  hospital  expense? 
What  percentage  of  the  dollar  you  spend  that  we 
are   talking  about  today  comes   from   doctors'  fees? 

Where  is  the  deficit?  Is  it  hospital  expense  or 
is  it  a  doctor's  fee  part? 

MR.  BEESTON:  The  program  we  are  talking 
about  is  purely  in  the  professional  benefits  of  the 
doctor  surgical  endorsement.  It  doesn't  even  Involve 
the  radiation  or  medical  endorsements  which  are 
separate. 
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DR.  W.  T.  TICE  (Hig-h  Point!  :  Your  Blue  Shield 
Committee  has  spent  hours  studying-  this  problem. 
We  have  had  adequate  consultation  with  Hospital 
Care  and  Hospital  Sa\ing.  We  ha\-e  received  re- 
quests for  fee  increases  from  every  specialty  in 
this  state,  and  the  only  way  we  can  .iieet  this 
problem  is  by  accepting-  this  new  plan. 

DR.  McL.AURIN :  I  would  like  to  ask  a  question 
for  my  clarification.  Nowhere  in  the  discussion 
Sunday  or  today  have  I  heard  any  mention  made 
of  the  devices  used  to  safeguard  the  program.  A 
man  comes  in  and  he  buys  a  contract  and  says  "1 
make  $4,200  or  less."  Now  what  mechanism  is  set 
MP  if  his  salary  goes  above  that,  that  we  know 
that  this  is  not  a  service  program  but  an  indemnity 
program,  and  what  safeguards  would  be  utilized 
Ml  that  $6,000  program? 

MR.  DEESTON:  There  has  never  been  any  en- 
forcement by  the  insurer.  It  has  always  been  left 
as  a  matter  between  doctor  and  patient,  and  if  the 
doctor  thinks  that  the  person  is  trying-  to  deceive 
him  and  understate  his  income,  he  could  merely 
send  him  a  bill  for  the  difference  between  his 
regular  charge  and  the  insurance  allowance,  and 
the   burden   of  proof  would  be  on  the  patient. 

But  I  could  tell  you  that  we  have  about  2.50,000 
people  on  this  schedule  D  and  we  don't  have  more 
than  six  or  eight  cases  that  come  up  with  this 
thing-  per  year.  So  it  simply  doesn't  arise.  It  is 
worked   out  between  the  doctor  and   the  patient. 

SPEAKER  KOONCE:  As  I  said  a  few  minutes 
ago,  we  want  all  questions  discussed  adequately,  if 
anybody  has  anything  they  sincerely  want  to  dis- 
cuss. But  it  seems  to  me  that  we  are  repeating 
ourselves  considerably,  and  there  is  a  question 
of  time.  I  would  like  very  much,  if  we  can,  to  kind 
of  hold  down   the   discussion   as  much  as  we  can. 

DR.  BREWER:  Mr.  Speaker,  I  don't  believe  it 
has  been  adequately  emphasized  here  that  there  is 
a  demand  from  the  people  for  this  $6,000  program. 
I  think  Mr.  Beeston  and  Mr.  Herndon  will  sav  to 
you.  if  asked,  that  every  day,  almost  every  day — 
certainly  every  week — there  are  agents  out  in  the 
field  that  have  individuals  coming  to  them  want- 
ing to  have  a  service  program  (under)  over  $4,200. 

Industries  ai'e  coming-  into  North  Carolina.  They 
have  come  from  other  states  where  they  have  $6,500 
and  $7,000  service  programs,  and  they  want  that 
for  their  people  in  North  Carolina.  When  they  are 
told  that  84,200  i.s  the  limit  of  the  service  program 
in  North  Carolina,  and  that  they  will  have  to  use 
that  as  an  indemnity  from  then  on,  they  say  "Well, 
if  there  is  going  to  be  an  indemnity  program,  we 
will  turn  to  the  commercial  companies  to  see  what 
they  have  got  to  offer. 

Not  long  ago  a  company  moved  into  North  Caro- 
lina and  consulted  one  of  our  Blue  Shield  organiza- 
tions and  were  told  about  this  $4,200  thing.  Why. 
the  man  said  "That  won't  cover  2.5  per  cent  of  our 
employees.   We  are  interested  in   a  service  program 


that  will  cover  the  great  majority  of  our  employ- 
ees." 

There  may  be  a  few  top  brackets  who,  we 
understand,  the  $6,000  would  have  to  go  into 
indemnity  for.  This  is  the  thing  that  the  people 
want. 

Our  Insurance  Committee,  our  Blue  Shield  Com- 
mittee has  studied  these  things.  They  have  come 
up  with  this  recommendation,  and  I  believe  this 
House  ought   to   sustain   that. 

SPEAKER  KOOXCE:  Would  you  like  to  discuss 
it? 

DR.  CHARLES  WILSOX  (Mitchell  Co.):  Is  the 
general  purpose  of  this  increase — the  general  ef- 
fect— be  that  the  rates  will  increase,  and  so  will 
the  payments  to  the  doctor  increase?  All  said  and 
done,  is  this  what  we  will  have? 

MR.  BEESTOX:  That  is  correct  by  the  device 
of  a  second  alternative  program.  The  original  pro- 
gram will  remain  and  the  second  program  will  begin 
another  operation. 

(The  question  was  called.) 

SPE.AKER  KOOXCE:  Now  do  you  understand 
what  you  are  voting  on?  The  vote  at  the  present 
time    is   a   reconsideration.   We   have   already  voted 


to  reconsider  the  question.  The  question  is  whether 
there  shall  be  the  $6,000  program  or  not,  which 
was  approved  by  a  majority  vote  of  the  House  of 
Delegates  meeting. 

Now  that  question  cannot  be  amended.  It  cannot 
be  substituted.  It  has  to  be  voted  on  again  as  it 
was  stated  last  Sunday.  Those  in  favor — 

.4  DELEGATE:  What  is  the  effect  of  an  affirm- 
ative  vote? 

SPEAKER    KOOXCE:        An    affirmative    vote 


would  reaffirm  the  action  of  Sunday  and  allow  the 


Committee    to    go 

ahead 

with 

theii 

plans 

on 

a 

$6,000  program. 
A  negative  vote 

would 

completely 

nullify 

all 

we 

did  then.   Then  the  floor,   of  course,  would  be  open 


to  any  other  motions  that  you  would  want  to  make. 

The  question  has  been  called  for.  Those  in  favor 
let   it   be   known   by   saying   "aye" ;   opposed  "no." 

Those  in    favor   please   stand. 

May  I  say  this  is  the  healthiest  thing-  I  have 
ever  seen  happen  in  the  House  of  Delegates  at  any 
time.  It's  given  people  a  chance  to  write  and  to 
think  about  it,  and  regardless  of  how  the  vote 
goes,  I  don't  think  that  people  can  "bellyache" 
about  it. 

Those  opposed  please  stand. 

The  motion  was  reaffirmed  by  71  to  38. 

Is  there  any  question  about  the  motion  and  its 
action    today? 

Is  there  any  further  new  business  to  be  brought 

before  the  floor,  or  do  I  hear  a  motion  to  adjourn? 

(Motion    made,    seconded    and   voted    to    adjourn, 

whereupon    the    House    of    Delegates    adjourned    at 

four-fifteen    o'clock.) 


279 


GENERAL   SESSIONS 


FIRST   GENERAL    SESSION 

May  C,  19G3 

The  First  General  Session  of  the  One  Hundred 
Ninth  Annual  Session  of  The  Medical  Society 
of  the  State  of  North  Carolina  held  in  Asheville 
City  Auditorium-Assembly  Hall,  Asheville,  North 
Carolina  on  Monday  morning,  convened  at  9:00 
a.m.,  Dr.  John  R.  Kernodle,  President,  presiding. 

PRESIDENT  KERNODLE;  It  is  a  pleasure  for 
me  to  convene  the  First  General  Session  of  the 
109th  Annual  Meeting  of  The  Medical  Society  of 
the  State  of  North  Carolina.  At  this  time  I  will 
ask  the  Rt.  Rev.  M.  George  Henry,  Bishop  of  the 
Episcopal  Diocese  of  Western  North  Carolina, 
to  lead  us  in  the  Invocation. 

THE  RT.  REV.  M.  GEORGE  HENRY:  Let  us 
pray.  Almighty  God,  Creator  of  all  things  visible 
and  invisible,  and  who  dost  give  unto  man  all 
their  al)ilities  and  talents,  mercifulh^  look,  we 
beseech  Thee,  upon  the  members  of  this  Medical 
Society.  To  everj'  member  of  the  same  give  a 
sense  of  humility,  gentleness  and  patience,  that 
they  administer  Thy  gifts  of  healing,  they  may 
represent  Thee  in  their  calling. 

Support  them  in  all  times  in  their  work;  for 
physical  tiredness  give  them  strength.  In  the 
loneliness  of  decision,  make  them  conscious  of 
Thy  presence.  In  doubt,  do  Thou  give  them  faith. 
And  in  all  things  strengthen  them  that  they  may 
be  true  servants  unto  all  men. 

This  we  ask  in  the  name  of  Him  who  came 
amongst  us  as  one  that  served  and  as  one  that 
healed;  who  taught  us  to  saj'  Otu'  Father,  who 
art  in  heaven,  hallowed  be  Thy  name,  Th}' 
kingdom  come;  Thy  will  be  done  on  earth  as 
it  is  in  heaven.  Give  us  this  day  our  dailj'  bread, 
and  forgive  us  our  trespasses  as  we  forgive  those 
who  trespass  against  us;  and  lead  us  not  into 
temptation,  but  deliver  us  from  evil,  for  Thine 
is  the  kingdom  and  the  power  and  the  glorj'  for- 
ever and  forever.  Amen. 

PRESIDENT  KERNODLE:  In  view  of  our  de- 
laj'  of  the  first  speaker,  we  will  mo^'e  into  our 
program  by  having  Dr.  Bogdonoff  start  the  pro- 
gram this  morning.  I  would  like  to  say  a  few 
things  in  introduction  of  him. 

He  is  a  Professor  of  Medicine  at  Duke  Univer- 
sity Medical  Center,  a  native  of  New  York  and 
a  Cornell  graduate  receiving  his  medical  degree 
in  1948.  He  came  to  Duke  as  an  Assistant  Resi- 
dent in  the  Department  of  Medicine  in  1953,  and 
has  advanced  to  the  position  of  Professor  of 
Medicine  during  his  tenure  at  Duke  University. 
He  has  served  as  Editor  of  Clinical  Research, 
official  publication  of  the  American  Federation 
for  Clinical  Research  since  1959.  His  major  re- 
search interests  are  in  the  fields  of  fat  metabo- 
lism, and  psychophysiology.  Dr.  Bogdonoff! 

DR.  AIORTON  D.  BOGDONOFF:  Dr.  Kernodle, 
Members  and  Guests:  This  is  an  earlv  time  of  the 


daj-  to  talk  about  emotional  aspects  of  medicine. 
It  is  hard  to  get  your  emotions  up  really  to  the 
occasion,  but  1  think  we  might  open  the  panel 
discussion  with  a  few  summary  remarks,  and  1 
would  like  to  present  to  you  some  notions  as 
to  how  the  internist  might  utilize  and  look  at 
human  behavior  as  part  of  his  medical  endeavor. 

The  first  portion  of  my  presentation  is  going 
to  attempt  to  dispel  some  notions  which  1  think 
are  no  longer  useful,  and  then  having  knocked 
down  real  or  straw  men — and  1  am  not  sur6 
exactly  how  you  hold  some  of  these  notions — I 
would  like  to  take  up  the  cudgels  for  a  more 
positive  approach  and  indicate  to  you  some  of  the 
aspects  of  human  beha\ior  which  can  be  manipu- 
lated in  the  daily  practice  of  medicine.  Let  us 
begin  with  the  first  slide,  and  1  will  run  through 
a  few  of  these  which  I  think  will  sort  of  get  the 
panel  off  this  morning. 

(Dr.  Bogdonoff  presented  a  slide-illustrated 
paper  that  will  1k'  pul)lished  in  the  X.  C.  .Medical 
Journal.) 

PRESIDENT  KERNODLE:  Thank  you,  Dr. 
Bogdonoff,  for  this  excellent  presentation  and 
starting  our  program  off  on  the  right  note. 

1  am  pleased  at  this  time  to  note  the  atten- 
dance to  the  morning  session  and  thank  you  for 
being  here.  It  also  brings  to  note  the  com- 
mendation I  want  to  give  to  our  Chairman  of 
Scientific  Works  and  his  committee  on  arranging 
the  program  for  this  year.  We  have  much  in- 
terest also  in  the  association  with  this  arrange- 
ment, the  Steering  Committee  on  Mental  Health 
in  the  state,  who  have  worked  diligently  with 
our  Mental  Health  Committee  in  bringing  forth 
in  North  Carolina  the  prominence  of  the  subject 
of  mental  health. 

I  am  looking  forward  to  the  remaining  portion 
of  the  program,  but  I  wanted  to  mention  this  at 
this  time. 

Next  1  would  like  to  send  our  good  wishes  to 
Dr.  Jake  Shuford,  the  Vice  President,  who  is  not 
with  us  at  this  meeting  because  of  illness,  and  I 
have  asked  Dr.  Maness  to  pinch-hit  for  him  dur- 
ing the  next  two  days,  and  he  will  be  taking 
over  at  this  time. 

[Dr.  Paul  S.  Maness  assumed  the  chair.] 

CHAIRMAN  MANESS:  Thank  you.  Dr.  Ker- 
nodle. 

In  the  regrettable  absence  of  Dr.  Jake  Shuford, 
I  am  happy  to  be  able  to  do  a  little  part  in  pre- 
senting some  of  our  speakers.  I  think  we  have 
an  excellent  panel,  and  I  thiitk  as  the  morning 
goes  on  that  all  of  us  will  realize  considerable 
benefit  from  this  session. 

Our  next  speaker  is  Dr.  Bob  Creadick.  who  is 
Professor  of  Obstetrics  and  Gynecology  at  Duke 
University.  He  received  his  medical  degree  at 
Yale  L^niversity  in  19.37,  and  has  done  postgrad- 
uate studv  in  this  countrv  and  abroad. 
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During  the  military  service,  lie  served  as 
Cliief  of  Obstetrics  at  tlie  Walter  Reed  General 
Hospital  in  Washington.  He  returned  to  Duke  in 
1946  as  instructor  and  Assistant  Professor  of  Oo- 
stetrics  and  Gynecology,  and  has  resided  there 
since. 

He  was  made  a  full  professor  in  the  r>epart- 
ment  of  Obstetrics  and  Gynecology  in  1962.  He 
is  a  member  of  multiple  professional  groups.  He 
is  a  popular  speaker,  author  and  teachei-.  1  hope 
you  heard  that,  Bob.  Are  you  ready?  We  are  glad 
to  have  Bob  Creadick. 

DR.  ROBERT  N.  CREADICK;  Thank  you  very 
much,  Mr.  Chairman.  Members,  and  Ladies  and 
Gentlemen: 

I  am  particularly  grateful,  of  course,  to  my 
friend,  Morton  Bogdonoff,  for  taking  my  place 
this  morning.  I  tried  my  best,  but  the  combina- 
tion of  my  pulmonary  emphysema,  and  my  ana- 
lyst egg  smothering  in  my  mother's  womb,  an 
ulcer  medication,  et  cetera,  kept  me  from  being 
here  on  time. 

My  dear  friend  Fleming  Fuller  managed  to  get 
me  here  by  dog  sled. 

My  topic  was  "Emotional  Aspects  In  the  Surgi- 
cal Patient,"  and  I  have  divided  this  into  several 
easy-to-use  categories.  First  I  want  to  discuss 
the  emergency  or  mandatory  surgery,  this  prob- 
lems that  arise  in  the  patients  who  escape  into 
surgery,  emotional  trouliles  that  occur  after 
surgery,  and  then  the  last  paragraph  which  re- 
fers to  you  and  me. 

[Dr.  Creadick  presented  a  paper  which  will  ap- 
pear in  the  X.  C.  Medical  Jouiiial.] 

[Applause] 

CHAIRMAN  MANESS:  Thank  you.  Dr.  Crea- 
dick, for  an  excellent  presentation  on  such  an 
important  phase  of  oui-  subject. 

[Recess] 

CHAIRMAN  MANESS:  We  have  heard  from  a 
Professor  of  Medicine;  we  have  heard  from  a  Pro- 
fessor of  Obstetrics.  Now  we  have  the  jirivilege 
of  hearing  from  one  who  is  realh'  qualified  on 
what  should  not  necessarily  be  a  relatively  new 
subject,  but  he  is  working  in  a  relatively  new 
specialty. 

We  have  Dr.  Felix  Heald.  who  is  Director  of 
the  Adolescent  Medical  Children's  Hospital  of 
Washington,  D.  C. 

Dr.  Heald  was  educated  at  Colorado  College 
and  received  his  medical  degree  at  the  University 
of  Pennsylvania  in  1946.  He  interned  at  Arling- 
ton Memorial  Hospital  in  Philadelphia,  and  was 
a  resident  at  the  Children's  Medical  Center  in 
Boston  from  1949  to  1952.  For  seven  years,  he 
served  on  the  staff  at  Children's  Medical  Center 
as  instructor  in  pediatrics  with  the  Harvard 
Medical  School. 

Since  1960,  Dr.  Heald  has  been  in  Washington, 
D.  C.  as  Chief  of  Adolescent  Medicine,  Children's 
Hospital,  Assistant  Professor  of  Pediatrics, 
Georgetown  University  of  Medicine. 

He  is  a  member  of  the  American  Academv  of 


Pediatrics  and  the  Society  foi-  Pediatric  Research. 
His  research  and  publications  are  far  too  num- 
ei'ous  to  list  at  the  present  time.  He  comes  to  us 
highly  recommended,  and  we  are  delighted  to 
have  with  us  Dr.  Felix  Heald. 

DR.  FELIX  P.  HEALD:  Mr.  Chairman.  Ladies 
and  Gentlemen:  I  think  I  must  publicly  admit  on 
this  platform  that  when  1  hear  my  fellow  col- 
leagues si)eak  about  problems,  emotional  prob- 
lems of  adults,  that  I  am  somewhat  envious,  be- 
cause by  and  large,  the  adult,  at  least  for  pur- 
poses of  contrast,  biologically  is  stable  and  the 
changes  in  growth  and  physiology,  particularly 
from  twenty  to  forty  or  forty-five,  are  minimal 
when  contrasted  to  children  in  adolescence. 

(Dr.  Heald  presented  a  slide-illustrated  paper 
which  will  be  published  in  the  X.  C.  Medical 
Journal.) 

[Applause] 

CHAIRMAN  MANESS:  Thank  you  so  much, 
Dr.  Heald. 

Although  we  are  running  a  little  bit  late,  it 
will  work  out  all  right  because  it  will  just  in- 
volve shortening  the  general  panel  discussion  a 
little  bit  later. 

We  have  now  our  fourth  and  final  speaker  in 
the  original  grouping,  Dr.  Rex  Speers,  psychia- 
trist, Assistant  Professor  of  Psychiatry  at  the 
University  of  North  Carolina.  He  has  recently 
been  promoted  to  Director  of  Child  Psychiatrj' 
at  the  University  of  North  Carolina. 

He  is  a  native  of  Utah,  educated  there,  and 
received  his  medical  degree  from  the  University 
of  Utah  in  1944.  After  completing  his  internship 
and  resident  training  in  Utah,  he  served  in  the 
United  States  Army  as  a  laboratory  officer  in  the 
Philippines  and  in  Okinawa. 

His  second  term  of  service  was  in  the  Korean 
conflict  as  Chief  of  Laboratories  from  1950  to 
1952. 

Dr.  Speers  began  his  medical  practice  as  a 
general  practitioner  in  1948.  He  has  had  consider- 
able time  and  experience  in  general  practice  and 
came  to  the  University  of  North  Carolina  in  1957 
as  a  resident  in  psychiatry.  In  1962,  he  was  ap- 
pointed Assistant  Professor  in  the  Department 
of  Psychiatry.  He  has  had  administrative  teach- 
ing and  research  experience,  and  has  written 
articles  for  many  scientific  and  research  journals, 
and,  as  I  say,  has  now  recently  been  made  Di- 
rector of  Child  Psychiatry.  Dr.  Speers! 

DR.  REX  W.  SPEERS:  Thank  you,  Dr.  Maness. 

As  Dr.  Maness  said,  having  spent  a  reasonable 
portion  of  my  life  in  general  practice.  I  wish  to 
claim  a  particular  right  to  speak  out  on  the 
problems  a  non-psychiatrist  and  physician  en- 
counters in  coming  to  grips  with  the  emotional 
concomitants  of  patients  in  his  practice. 

(Dr.  Speers  presented  a  paper,  which  will  ap- 
pear in  the  X'.  C.  Medical  Journal.) 

[Applause] 

CHAIRMAN  MANESS:  Thank  you,  Dr.  Speers. 
I  hope  that  most  of  j'ou  will  wait  for  the  remain- 
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ing  portion  of  our  program.  We  are  going  to  cut 
it  shorter  due  to  the  excellent  way  that  I  am 
sure  Dr.  Amos  Johnson  can  handle  this  part  of 
the  program. 

I  had  a  half-page  of  accomplishments  I  was  go- 
ing to  read  about  Amos  Johnson.  I  am  sure  we  do 
not  need  to  do  that. 

He  was,  year  before  last,  President  of  our  State 
Societ3'.  His  most  recent  accomplishment  is  being 
elected  as  Chairman  of  the  Board  of  Directors 
of  the  American  Academy  of  General  Practice, 
which  honor  speaks  for  itself.  I  am  sure  he  has 
also  had  experience  in  stepping  up  discussions  of 
this  type,  which  are  a  little  behind  schedule.  So 
if  j'ou  will  stay  with  us,  1  am  going  to  let  Dr. 
Johnson  have  the  rostrum  and  handle  this  panel 
as  he  sees  fit. 

[Dr.  Amos  N.  Johnson  assumed  the  chair  as 
Moderator.] 

MODERATOR  JOHNSON: 

I  have  enjoyed  very  much  listening  to  this 
presentation  by  your  most  learned  panel,  these 
people  who  have  given  considerable  thought  in 
their  various  areas  of  medicine,  obstetrics  and 
gynecology,  internal  medicine,  psychiatry,  and 
the  new  specialty  of  adolescence,  et  cetera,  as 
they  bring  us  the  benefit  of  their  thinking  and 
their  research. 

It  occurs  to  me  to  mention  to  you  that  we  can 
ourselves  contribute  to  our  own  knowledge  in 
areas  like  this  if  we  will  do  research  in  our  own 
office  with  our  patients.  For  some  years,  I  ha\e 
made  a  project  in  my  ver>'  rural  general  prac- 
tice— as  most  of  you  know  I  live  in  a  town  that 
has  700  people  in  it  in  eastern  North  Carolina. 
I  have  set  myself  projects  from  week  to  week, 
month  to  month,  and  have  accomplished  a  right 
bit  good  out  of  it,  and  have  gotten  pleasure  and 
made  mj-  daily  work  a  little  more  pleasurable. 

I  was  interested  in  the  project  of  Dr.  Bogdo- 
noff  of  looking  at  the  upper  lip  and  getting  so 
much  information  from  that.  I  also  have  found 
out  that  I  can  get  a  lot  of  information  by  look- 
ing at  the  patient's  eyes — I  mean  psychiatric 
information. 

Of  course,  j'ou  can  get  other  areas  of  informa- 
tion from  the  patient's  eyes,  too.  But  the  size  of 
the  pupil  is  a  giveaway  quite  often  to  some  type 
of  anxiety. 

1  have  noticed,  also,  that  if  I  shake  hands  with 
my  patient,  sometimes  purposefully,  even  though 
you  do  see  the  same  patient  every  week  or  are 
exposed  to  him  in  your  community  all  the  while, 
you  can  gain  a  lot  of  information  by  shaking 
hands  with  the  patient.  You  can  feel  the  cold- 
ness, the  clamminess,  the  nervous,  tense,  neu- 
rotic sweating  that  thej'  have,  the  grip  that  they 
give  in  response  to  your  grip,  which  tells  you 
considerable  about  your  emotional  stability  or 
instabilitj'  of  your  patient. 

There  is  one  sign  that  I  have  never  heard  any- 
one else  talk  about.  I  don't  know  whether  it  is 
original  with  me  or  not,  but  it  is  one  that  tells 


me  a  lot  about  people,  even  when  I  am  visiting 
with  them  socially.  You  find  a  patient  who  is 
holding  his  thumla,  and  you  have  got  an  insecure 
patient. 

Terminology  that  the  patients  use  in  describ- 
ing to  you  their  illness — that  means  a  lot.  When 
the  patient  starts  talking  about  "my  old  gall 
bladder"  or  "my  old  stomach"  and  putting  terms 
like  that  together,  right  awaj'  it  should  alert 
you  that  you  may  be  dealing  with  a  psychoso- 
matic or  functional  difficulty.  There  are  manj' 
ways  that  we  can  make  our  practice  productive 
just  as  these  gentlemen  have  made  theirs  and 
brought  us  information. 

I  would  like,  just  before  we  start  a  little  panel 
deal  here,  to  point  up  one  other  thing  that  has 
stood  as  so  much  in  my  thinking  as  a  help  to  me, 
and  that  was  brought  out  so  well  by  Dr.  Crea- 
dick,  and  that  is  your  own  personal  reaction 
to  your  patients.  When  I  find  myself  getting  up- 
set with  a  patient,  when  I  get  upset  because  the 
patient  isn't  getting  well,  or  when  I  have  some 
unusual  reaction  to  an  experience  with  a  patient 
of  mine,  if  I  will  stop  and  analyze  me  a  little  bit, 
I  will  find  out  considerable  about  my  patient. 
That  is  factual. 

We  have  only  got  about  twenty  minutes,  and 
while  I  was  sitting  over  there  thinking  about  the 
time  element  and  knowing  that  Paul  Maness  was 
going  to  tell  me  to  stop  on  time,  I  decided  I 
would  do  a  little  bit  of  a  different  exercise  than 
ask  the  panelists  to  ask  each  other  questions, 
because  twenty  minutes  is  not  a  very  long  time 
to  get  going  in  areas  of  generality. 

So  I  want  to  present  a  patient  to  this  panel, 
which  patient  will  apply  to  every  aspect  of  medi- 
cine that  is  represented  on  the  panel. 

About  a  month  ago.  I  had  a  fourteen-year-old 
undernourished,  underdeveloped,  white  girl  come 
into  my  office,  which  girl  had  rather  severe 
spastic  colitis,  ulcerative  colitis.  Along  with  the 
girl  came  her  mother,  and  some  referral  notes 
from  another  doctor  who  had  been  seeing  this 
patient. 

The  girl  was  just  beginning  to  mensturate. 
She  had  had  two  or  three  menstrual  periods,  a 
historj'  of  two  or  three,  had  grown  some  in 
length,  height,  but  had  not  developed  very  much. 
But  she  was  rather  acutely  ill  with  her  ulcera- 
tive colitis. 

I  gathered  pretty  quickly  from  her  mother 
some  information  that  was  rather  pertinent.  One, 
the  father  was  a  periodic  acloholic  and  chased 
them  all  out  of  the  house  and  all  over  the  place 
when  he  would  go  on  periodic  bouts  of  alcohol- 
ism. 

Two.  that  the  mother  was  a  domineering,  over- 
protecting  type  of  a  mother  who  made  all  de- 
cisions and  called  all  figures  for  the  child,  in  ad- 
dition to  being  very  domineering. 

And,  three,  on  talking  to  the  child,  that  the 
child  had  clammed  up  within  her  an  immense 
resentment  to  her  parents. 
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Two  weeks  later,  the  child  came  back — came 
back  in  between  time — was  managed  well  enough 
to  go  to  school,  but  two  weeks  later  came  back 
with  an  acute  felirile  reaction  of  ulcerative  co- 
litis, having  thirty  or  forty  spews  a  day  with  con- 
siderable blood  in  it.  I  got  the  history  that  she 
had  failed  to  get  a  part  in  the  school  play,  and 
that  she  was  concerned  aliout  the  examinations 
which  were  coming  up. 

Now  there  is  something  appropriate  in  that  one 
patient  to  every  member  of  this  panel,  and  I 
think  that  we  should  start  at  one  end  and  come 
down  the  line  and  ask  each  man  to  spend  five 
minutes  discussing  this  patient  with  us  as  to 
etiology,  as  to  the  pre\ention  of  that.  How  could 
that  have  been  picked  up  two  or  three  years  or 
five  years  ago,  and  something  done  to  keep  that 
child  from  being  seriously  ill,  and  I  am  afraid 
being  a  psychiatric  cripple  for  the  remainder 
of  her   life? 

Will  you  start  the  discussion,  and  then  we  will 
progress  down  the  line  on  that. 

(Each  of  the  panel  members  commented  on 
this  case.) 

[Dr.  Maness  resumed  the  chair.] 

CHAIRMAN  MANESS:  I  want  to  thank  each 
and  every  member  of  the  panel  for  appearing. 

[Recess] 

CHAIRMAN  MANESS:  We  will  reconvene  the 
morning  session,  and  at  this  time  I  would  like  to 
call  back  to  the  platform  to  introduce  our  first 
speaker,   Dr.   Amos   Johnson. 

DR.  AMOS  JOHNSON:  You  know,  most  of  the 
times  when  you  have  an  opportunity  to  present 
an  outstanding  person  at  a  meeting  like  this  we 
are  having  here,  a  person  who  has  really  gone 
places  and  accomplished  something  in  this  world, 
j'ou  have  tc  introduce  them  most  generally  as 
being  from  some  other  state  or  some  big  citj% 
Chicago,  New  York,  or  San  Francisco.  But  the 
President  of  our  American  Nurses'  Association. 
Mrs.  Margaret  Dolan,  who  I  am  going  to  present 
to  you  in  just  a  minute,  is  a  native  North  Caro- 
linian, and  it  gives  me  an  awful  lot  of  pleasure 
to  say  that  she  is  from  Eastern  North  Carolina, 
that  she  came  from  the  county  adjacent  to  my 
county  of  Sampson. 

Mrs.  Dolan  was  born  in  Lillington.  She  has  a 
brother,  Joe  Baggett,  who  practices  medicine  in 
Fayetteville,  North  Carolina,  and  Mrs,  Dolan  is 
a  graduate  of  Anderson  College,  Anderson,  South 
Carolina. 

She  has  had  postgraduate  training  at  George- 
town, Syracuse,  University  of  North  Carolina, 
Columbia,  and  she  has  been  all  over  and  done 
her  work  well  where\'er  she  has  been,  and  now 
the  native  has  returned,  and  she  is  Professor 
and  head  of  the  Department  of  Public  Health 
Nursing  at  the  School  of  Public  Health,  Uni- 
versity of  North  Carolina,  and  has  the  distinct 
honor  of  being  President  this  year  of  the  Ameri- 
can Nurses  Association,  and  it  is  a  big  pleasure 
to  introduce  Mrs.  Dolan  to  this  group. 


[Mrs.  Margaret  Dolan  made  an  address  which 
will  be  puljlished  in  the  X.  C.  Medical  Journul.l 

CHAIRMAN  MANESS:  Thank  you  so  much 
Mrs.  Dolan  for  this  effective  presentation  of 
the  problems  which  are  not  only  the  problems 
with  the  American  Nurses  Association,  but  are 
our  problems,  too,  and  I  hope  that  we  can  work 
together  for  improvement  of  all  of  the  prob- 
lems. 

1  would  like  to  ask  Dr.  .lohnson  to  come  l)ack 
front  for  a  minute. 

DR.  JOHNSON:  For  me  to  presume  that  .lohn 
Robert  Kernodle  needs  to  be  introduced  to  the 
audience  today  is  obviously  silly,  and  for  me 
to  attempt  at  this  hour  to  enumerate  to  you 
the  many  accomplishments  in  the  life  of  John 
Robert  Kernodle  would  take  up  the  time  that 
is  going  to  be  devoted  to  his  talk. 

1  am  going  to  hit  just  a  few  highlights  that 
are  very  pertinent,  John  Robert.  He  was  born 
in  Burlington,  North  Carolina,  where  he  now 
practices.  He  had  an  AB  degree  at  Elon  Col- 
lege, adjacent  to  Burlington,  in  193.5,  He  had  an 
MD  from  Duke  in  1942.  He  married  Miss  Esther 
Cole  in  19,3.5,  and  he  has  two  children. 

Dr.  Kernodle  had  his  day  in  the  armed  serv- 
ices, as  did  so  many  of  you.  He  was  a  Captain 
in  the  Army  Medical  Corps  from  1944  to  194fl. 
where  he  served  with  an  outstanding  record.  His 
decorations  included  the  Silver  Star  with  a 
cluster.  Purple  Heart.  Bronze  Star  and  the  Merit 
Citation. 

Dr.  Kernodle  had  his  internship  and  residency 
in  obstetrics  at  Duke  University  under  Dr.  Bay- 
ard Carter  and  his  associates  there  on  the  staff, 
and  Dr.  Kernodle  is  a  Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology  and  prac- 
tices in  Burlington  in  association  with  many  of 
his  kinfolk  in  the  Kernodle  Clinic. 

Dr.  Kernodle,  since  he  has  been  practicing  in 
North  Carolina,  has  been  extremely  active,  as  all 
of  you  know,  in  our  State  Medical  Society.  He 
came  up  from  the  ground  up.  He  worked  in 
his  own  County  Society,  his  District  Society,  the 
State  Societj',  and  now  in  addition  to  the  work 
which  he  is  doing  and  has  done  in  our  State 
Society  is  quite  active  in  the  American  Medical 
Association,  an  outstanding  man  who  has  done 
an  outstanding  job  for  our  state. 

It  gives  me  considerable  pleasure  to  present  to 
you  your  President,  Dr.  John   Robert  Kernodle. 

[The  members  rose  and  applauded.] 

[President  John  R.  Kernodle  delivered  an  ad- 
dress which  will  appear  in  the  X.  C.  Medical 
Journal.] 

[Applause] 

[The   meeting  adjourned   at   one   o'clock.] 

TUESDAY    MORXIXG    SESSIOX 

May  7.  1963 

The  Second  General  Session  convened  at  nine 
a.m..  Dr.  John  R.  Kernodle,  President  of  the 
Society,  presiding. 
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PRESIDENT  KERNODLE:  I  would  like  to 
convene  the  Second  General  Session  of  109th 
Annual  Convention  of  the  Medical  Society  of  the 
State  of  North  Carolina.  At  this  time,  I  would 
like  all  to  stand  in  a  moment  of  silent  prayer  on 
behalf  of  the  death  that  occurred  yesterday  in 
the  family  of  the  Speaker  of  the  House,  that  of 
his  father,  Mr.  John  Reece. 

[The  audience  arose  and  observed  a  moment 
of  silence.] 

We  have  a  very  interesting  program  this  morn- 
ing. Part  of  it  is  referrable  to  our  continuation 
on  mental  disorders  and  mental  health  that  we 
tions  of  deafness,  bj'  Dr.  Carl  N.  Patterson.  Dr. 
started  yesterday  morning. 

The  first  speaker  will  be  on  surgical  correc- 
Patterson  now  practices  his  specialty  in  Durham 
at  the  McPherson  Hospital.  He  is  a  native  of 
Maryland,  received  his  medical  degree  from  the 
Universitj-  of  Maryland  in  1944.  He  received  his 
internship  and  residence  training  in  Baltimore  at 
Mercy  Hospital. 

During  his  military  service  he  was  assigned  to 
the  Department  of  Otolaryngology  at  the  United 
States  Naval  Hospital  at  Philadelphia.  He  holds 
staff  appointments  at  McPherson,  Watts  and  Lin- 
coln Hospitals  in  Durham.  We  are  happy  to  hear 
from  Dr.  Patterson  at  this  time. 

[Dr.  Patterson  presented  a  manuscript  which 
will  be  published  in  the  N.  C.  Medical  Journal.] 

[Dr.  Paul  Maness  assumed  the  chair.] 

CHAIRMAN  MANESS:  I  know  we  would  all 
like  to  express  appreciation  to  Dr.  Patterson 
for  such  an  excellent  presentation.  It  is  obvious 
that  advances  in  surgery  are  certainly  not  con- 
fined to  cardiac  surgery,  and  this  was  an  ex- 
cellent presentation. 

For  our  second  speaker  of  the  morning,  we 
have  Dr.  Charles  Flowers.  Dr.  Flowers  is  a  na- 
tive of  North  Carolina:  born  in  Zebulon.  was 
educated  at  the  Citadel,  in  Charleston,  at  Johns 
Hopkins,  receiving  his  medical  degree  there  in 
1944,  followed  by  an  internship  and  a  residency 
training  in  obstetrics  and  gynecology.  In  addi- 
tion to  his  resident  teaching  at  Johns  Hopkins, 
he  has  been  an  instructor  and  an  assistant  profes- 
sor at  the  State  University  of  New  York. 

Dr.  Flowers  returned  to  North  Carolina  in 
1953  as  Associate  Professor  of  Obstetrics  and 
Gynecology  at  the  University  of  North  Carolina. 
Chapel  Hill,  and  in  1961  was  appointed  professor 
in  the  department.  His  research  and  publications 
are  outstanding  in  the  fields  of  obstetrics  and 
gynecology,  and  we  are  happy  to  have  Dr. 
Charles  Flowers  with  us. 

[Dr.  Flowers  presented  a  manuscript.  It  will  be 
published  in  the  N.   C.   Medical  Journal] 

CHAIRMAN  MANESS:  Thank  you.  Dr.  Flow- 
ers for  this  excellent  presentation  on  this  sub- 
ject. 

And  now  I  have  the  opportunity  to  introduce 
to  you  our  next  speaker  who  has  come  quite  a 
distance,  the  longest  distance  so  far,  to  be  on  our 


program.  Dr.  Lindsay  Beaton,  Vice  Chairman 
of  the  American  Medical  Association  Council  on 
Mental  Health. 

Dr.  Beaton  was  born  in  Chicago.  He  attended 
the  secondary  schools  in  Evanston,  Illinois;  he 
graduated  from  Dartmouth  in  1932  and  received 
his  medical  degree  from  Northwestern  Medical 
School  in  1939.  He  holds  an  M.S.  degree  from 
the  Universitj''s  Institute  of  Neurologj'.  His  in- 
ternship was  served  at  Passevant  Memorial  Hos- 
pital in  Chicago,  and  his  residency  at  Northwest- 
ern University  Medical  School  Institute  of  Neur- 
ology. He  is  certified  in  both  specialties  by  the 
American  Board  of  Neurology  and  Psychiatry. 

He  holds  three  battle  stars  for  military  service 
from  1941  to  1946.  He  is  author  of  over  50 
articles  published  in  scientific  journals  plus  be- 
ing Associate  Editor  of  the  United  States  Army 
Medical  History  of  World  War  11  for  the  volume 
on  neuropsychiatry  in  the  war  against  Japan. 

He  moved  to  Tuscon  in  1946,  where  he  has 
remained  in  private  practice  as  a  specialist  in 
neurology  and  psychiatrj'.  He  is  Past  President 
of  the  Arizona  State  Medical  Society  and  is  cur- 
rentl.y  a  delegate  to  the  American  Medical  Asso- 
ciation from  that  state. 

He  is  a  member  and  Vice  Chairman  of  the 
American  Medical  Association  Council  on  Men- 
tal Health.  Dr.  Beaton,  we  are  delighted  to  have 
you  with  us. 

DR.  LINDSAY  E.  BEATON:  Mr.  Chairman. 
Members  of  the  Medical  Society  of  the  State 
of  North  Carolina:  Like  any  member  of  the 
American  Medical  Association  stable,  I  came  here 
with  a  canned  speech,  but  after  talking  to  your 
Mental  Health  people  j'esterday.  and  after  at- 
tending a  rather  fiery  session  of  your  Reference 
Committee  on  Mental  Health  Legislation,  I  threw 
the  speech  away  and  I  made  a  few  notes,  and  I 
am  just  going  to  talk  rather  off-the-cuff  to  you 
from  those  notes. 

Let  me  say  first  that  1  am  not  going  to  pre- 
sume in  any  way  to  say  anything  about  the  par- 
ticular problems  that  you  people  in  North  Caro- 
lina have  in  implementing  your  mental  health 
program.  I  think  this  would  be  a  presumption  on 
the  part  of  an  outlander.  I  would  like  to  say 
some  general  things  that  come  from  the  Ameri- 
can Medical  Association  point  of  view. 

I  am  pleased  with  my  position  on  this  pro- 
gram. I  think  for  mental  health  to  follow  birth 
control  is  certainly  entireh^  proper. 

May  I  say  first  of  all  that  really  no  man  ever 
embarked  on  a  more  unnecessary  errand  than  I 
in  coming  to  North  Carolina.  AVhen  Dr.  McCain 
first  asked  me  to  talk  to  you  about  the  AMA's 
program  for  mental  health.  I  told  him  that  I 
felt  I  should  be  carrying  coals  to  Newcastle.  And 
aft£r  reading  your  Society's  magnificent  state- 
ment of  principles  on  mental  health  and  studying 
your  plans  and  progress,  I  am  even  further 
struck  bj^  my  impertinence  in  presuming  to 
preach  to  you  about  the  problems  of  emotional 
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illness.  1  think  1  would  now  use  a  somewhat 
different  figure  of  speech,  and  I  would  say  1 
was  carrying  cures  to  Ivernodlc.  But  in  either 
case  the  commission  is  equally  redtuidant. 

As  a  member  of  the  Council  on  Mental  Health, 
1  have  had  an  opportunity  to  inspect  the  mental 
health  programs  of  every  state  from  Maine  to 
California,  and  believe  me  North  Carolina  is  our 
bell  wether.  No  one  has  a  program  so  well 
organized,  so  forward-looking,  so  comprehensive, 
so  promising.  At  AMA  we  point  to  you  proudly 
as  a  bright  and  shining  example,  it  is  a  great 
privilege  for  me  to  acknowledge  that  your  lead- 
ers in  this  effort  have  earned  national  as  well 
as  local  recognition.  1  am  speaking,  among  others, 
of  your  President,  Dr.  John  Ivernodle;  your  Presi- 
dent-Elect,  Dr.  John  Khodes;  the  Chairman  of  the 
North  Carolina  Leadership  Conference  for  Action 
on  Mental  Health,  Dr.  Lloyd  Thompson;  and  its 
Secretary,  Dr.  John  McCain.  1  am  speaking  of 
your  courageous  Chairman  of  your  Committee  on 
Legislation,  Dr.  Beddingfield;  your  most  able 
and  competent  Executive  Director,  Mr.  James 
Barnes,  Mrs.  Annette  Boutwell,  and  Dr.  AUyn 
Choate.  These  dedicated  people  are  now  admired 
throughout  the  Union  and  not  only  just  in  their 
own  bailiwicks. 

However,  I  was  asked  to  speak,  and  speak  1 
shall.  Mark  Twain  once  said  that  to  do  good 
is  noble,  but  to  teach  others  to  do  good  is  nobler 
and  no  trouble.  And  personally  I  feel  that  the 
time  for  evangelism  and  exhortation  concerning 
mental  health  is  over.  We  have  reached  the  point 
of  actual  fulfillment. 

Speaking  for  the  AMA  Council  on  Mental 
Health,  we  are  just  a  little  sick  of  our  own  ora- 
tions of  self-congratulation  on  our  program. 
Plans  have  been  laid,  and  it  is  lime  that  we  got 
to  work.  One  of  the  reasons  that  North  Carolina 
both  leads  and  shames  the  other  states  is  that 
j^ou  people  have  really  gotten  down  to  the  brass 
tacks  of  implementation.  Therefore,  I  want  to 
talk  about  certain  considerations  that  the  AMA 
believes  are  both  pressing  and  practical. 

I  doubt  that  these  notions  are  going  to  be 
particularly  new  to  you.  I  may  only  be  pounding 
on  a  nail  that  has  already  been  hammered  home, 
and  I  am  well  aware  of  it.  Also,  I  am  here  as  a 
spokesman  for  the  AMA,  and  there  may  be  those 
of  you  who  suspect  rather  cynically  that  nothing 
original  has  come  out  of  the  AMA  since  the  turn 
of  the  century. 

Now  I  happen  to  think  otherwise,  particularly 
in  the  field  of  mental  health,  and  that  is  why  I 
am  here.  And  besides,  I  am  comforted  by  the 
remembrance  of  Goethe's  aphorism  to  the  effect 
that  when  ideas  fail,  why,  words  come  in  very 
handy. 

I  want  to  expound  both  on  the  opportunities 
and  the  difficulties,  and  the  dilemma  we  face, 
and  yet  the  medical  destin3'  that  seems  to  me  so 
undeniably  clear  for  us.  Behind  both  aspects  of 
this    mental    health    prospectus    lies    a    common 


lilindness.  People,  including  doctors,  just  can- 
not believe  what  they  see.  They  don't  see  what 
lies  ahead  of  us. 

My  wife's  maiden  Aunt  Florence  was  recently 
visiting  us  in  Arizona,  and  during  a  balmy  eve- 
ning in  the  patio  she  asked  what  that  tree  was 
growing  in  the  corner.  And  Bettj'  told  her  it  was 
a  fig  tree.  Aunt  Florence  was  obviously  a  little 
bit  dubious  about  their  horticultural  identifica- 
tion. When  we  insisted  she  murmured  "I  thought 
the  leaves  would  be  much  bigger." 

Gentlemen,  I  think  as  a  matter  of  fact  that 
this  venture  that  we  have  so  bravely  undertaken 
is  a  lot  bigger  than  any  of  us  know.  In  fact, 
this  is  one  of  the  threats  to  our  schemes.  We 
are  stressing  mental  health,  about  which  none 
of  us  know  \ery  much,  and  we  are  underplaying 
mental  disease,  about  which  we  are  beginning  at 
least  to  know  something,  and  I  don't  want  to 
see  us  kind  of  over-sell  what  we  can  in  all 
honesty  offer. 

The  first  opportunity  that  I  would  like  to 
imderline  is  more  than  an  opporunity;  it  is  a  nec- 
essity. It  is  the  requirement  that  the  mental 
health  program  remains  always  under  medical 
guidance.  The  care  of  sick  people  is  the  physi- 
cian's business.  This  is  as  true  of  the  emotionallj' 
sick  as  it  is  of  the  physically  ill,  and  this  re- 
sponsibility should  under  no  circumstances  be 
abducted  from  us  by  those  who  see  mental  illness 
as  a  learning  deficit,  or  a  social  or  cultural  phe- 
nomenon, or  as  a  task  purely  for  rehabilitation. 

Don't  ever  think  that  some  of  these  allied  pro- 
fessionals won't  be  delighted  to  take  over  the 
treatment  of  this  segment  of  the  sick;  they 
would.  Not  that  we  want  to  rebuff  the  interest 
and  essential  contributions  of  allied  health  pro- 
fessionals; but  they  are  allies,  and  we  remain 
head  of  this  grand  alliance. 

The  AMA  is  enormously  pleased  with  North 
Carolina's  statement  in  its  pamphlet  on  mental 
health  principles,  that  the  medical  profession 
must  provide  guidance  for  these  groups.  The  em- 
phasis is  yours,  not  mine,  but  believe  me  I  am 
glad  to  make  it  mine. 

The  second  occasion  to  rise  to  challenge  is  the 
the  enlistment  of  every  phj'sician,  and  particular- 
ly the  general  practitioner,  in  this  work.  This  is 
just  as  essential  as  my  first  reason.  George 
Clemanceau  said  during  World  War  I  that  war 
was  too  important  a  business  to  be  left  to  gen- 
erals. Well,  mental  business  is  too  often  a  con- 
cern to  be  left  to  psychiatrists.  No  one  is  better 
prepared  to  care  for  the  average  run  of  emo- 
tional disorders  which  constitutes  the  vast  maj- 
ority of  the  mentally  ill  than  the  sensitive,  alert, 
broadly-trained  family  physician.  He  is  the  ex- 
pert in  the  ecology  of  the  family.  He  can  sense 
emotional  illness  sooner,  and  handle  it  more  ex- 
peditiouslj-  than  the  professional  mental  health 
person,  in  most  cases.  This  is  partly  because  he 
knows  the  nuance,  the  hints  that  trouble  is 
coming,  and  he  knows  the  tricks  of  the  trade. 
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Bennett  Cerf  used  to  tell  the  story  about  the 
old  doctor  who  was  turning  a  practice  over  to 
his  newly  graduated  son,  and  reminded  him  that 
one  thing  he  had  to  bear  in  mind  with  patients 
in  a  small  town  was  that  they  found  it  hard  to 
describe  their  symptoms.  He  said,  "Some  won't 
be  accurate,  and  others  hold  back  important  de- 
tails out  of  fear  or  bashfulness,  or  sheer  orneri- 
ness,  and  you  have  got  to  keep  your  eyes  open 
and  notice  significant  details  for  yourself."  He 
said  "Take  the  case  of  fat  Mrs.  Jones,  for  ex- 
ample. The  only  thing  wrong  with  her  is  that 
she  stuffs  herself  with  candy  all  day.  How  do 
I  know?  You  will  always  see  a  half  dozen  empty 
boxes  scattered  all  over  the  house." 

"Mr.  Duncan?  Liquor  is  at  the  bottom  of  that 
attack  he  had  last  night.  How  do  I  know?  I  saw 
an  empty  bottle  of  gin  in  the  trash  basket  when 
we  walked  in.  By  observing  details  like  this, 
you  will  save  yourself  a  heap  of  diagnosing." 

The  son  said  he  got  it,  and  the  pair  entered 
the  apartment  of  a  luscious  damsel  who  was 
tossing  fretfully  about  on  her  bed,  and  the 
young  medico  listened  to  her  accentuated  heart 
beat,  felt  her  fevered  brow,  and  then  he  whipped 
out  his  thermometer.  He  was  a  little  new  at  this 
business,  and  it  slipped  from  his  hand,  but  he 
quickly  retrieved  it  and  finally  told  his  patient 
"Now  look,  there  is  nothing  wrong  with  you  that 
you  cannot  cure  by  cutting  down  on  your  poli- 
tical activities.  I  think  j'ou  are  taking  that  part 
of  your  life  a  little  seriously." 

When  they  got  back  in  the  street,  the  old  doc 
said  to  the  boy,  "Where  did  you  get  the  notion 
she  was  mixing  too  heavily  in  politics?"  The 
son  replied,  "I  just  followed  your  tip  about  keep- 
ing my  eyes  open.  When  I  reached  down  to  pick 
up  the  thermometer  I  dropped,  I  happened  to 
look  under  the  bed,  and  there  was  the  Governor." 

Now  that  is  family  practice  at  its  best,  at  least 
in  Arizona — probably  not  in  North  Carolina. 

Now  every  family  physician  must  become  en- 
gaged in  caring  for  the  mentally  ill,  and  caring 
for  the  mentally  ill  is  a  task  that  the  AMA  has 
officially  proclaimed  as  the  nation's  most  press- 
ing health  problem.  Not  only  must  the  general 
practitioner  be  recruited  for  this  campaign,  but 
he  has  got  to  be  educated  in  modern  psychiatric 
theory  and  techniques.  My  third  concern  is  that 
the  family  physician  become  as  well  oriented  in 
psychiatry  as  he  is  in  the  other  specialty  discip- 
lines. 

This  does  not  mean  that  he  has  to  undertake 
deep  psychotherapy,  but  it  also  doesn't  mean  that 
he  becomes  a  mere  pill  dispenser.  With  a  little 
further  training,  he  is  the  best  person  to  under- 
stand the  difficulties  of  his  patient,  and  to  lead 
them  to  their  own  understanding,  to  use  the  sub- 
tleties of  the  patient-physician  realtionship  as 
tools  in  the  practical  solution  of  the  puzzles  of 
mental  illness. 

I  think  the  oldest  piece  of  psychiatric  advice  I 
ever  remember  was  really  very  simple.   It  was 


ascribed  to  Asciepiades,  and  you  will  find  it 
chiseled  in  stone  on  the  walls  of  the  old  temple 
at  Epidaurus.  It  was  a  prescription  from  one 
Apelles,  and  it  reads  very  simply  as  follows: 
Wash  yourself  well.  Stop  overeating.  Keep  your 
temper,  and  tip  the  attendant  generously. 

And  I  would  like  to  add  that  psychiatrists 
have  taken  the  last  part  of  this  admonition  very 
much  to  heart. 

The  training  of  family  physicians  in  psychia- 
try can  obviously  be  accomplished  in  many  ways: 
Medical  school  courses,  traveling  circuits,  semi- 
nar teams,  increased  publication  in  journals  like 
JAMA  and  GP,  closed  television  programs,  and 
what  not. 

Let  me  predict  that  you  will  find  two  modali- 
ties particularly  useful.  The  first  is  closer  liaison 
between  your  state  mental  hospital  or  hospitals 
and  family  physicians,  so  that  the  latter  knows 
the  workings  of  that  institution  and  become 
regularly  involved  in  the  follow-up  care  of  pa- 
tients who  have  been  for  a  time  in  that  insti- 
tution's keeping.  The  Council  on  Mental  Health 
believes  that  this  is  a  vital  educational  as  well 
as  a  clinical  understanding. 

Secondly,  we  believe  that  small  group  teach- 
ing by  local  psychiatrists  of  family  physicians 
dealing  with  their  daily  problems  and  using  their 
own  actual  case  matei-ial  is  the  ideal  pedagogical 
method,  and  we  hope  that  you  will  be  able  to 
institute  such  a  program  in  every  locality  where 
jou  can  locate  or  find  psychiatrists. 

Parenthetically,  these  programs  are  really  good 
for  psychiatrists  too.  They  are  thereby  drawn 
back  into  the  main  stream  of  medicine.  They  are 
at  Uttle  eddies  at  the  end  of  the  current  where 
they  find  themselves  whirling  in  isolation.  They 
become  again  immersed  in  the  life  of  the  gen- 
eral hospital.  They  may  stai't  again  to  make 
house  calls,  and  this  gets  them  out  of  the  cigar 
smoke  and  into  the  fresh   air. 

Now  the  fourth  and  last  point  that  I  want  to 
emphasize  is  the  continuing  necessity  for  local 
control  of  mental  health  programs.  To  me  it  is 
very  heartening  that  this  was  the  core  of  the 
President's  message  on  mental  health  and  men- 
tal retardation.  In  the  President's  own  words: 
"The  aim  is  to  return  the  care  of  the  mentally 
ill  to  their  own  communities,  and  to  enable  fami- 
ly physicians  to  treat  their  own  patients  in  their 
own  hospitals."  It  is  for  this  reason  that  the 
AMA  has  so  enthusiastically  endorsed  the  bills 
before  the  Congress  designed  to  implement  Mr. 
Kennedy's  proposals. 

Now  these  bills  are  very  different  in  medical 
direction  from  other  recent  federal  health  legis- 
lation. In  fact  I  don't  see  how  anyone  can  dis- 
approve this  mental  health  legislation,  and  the 
Social  Security  care,  jNIedicare,  without  being 
schizophrenic,  because  the  intents  and  results  are 
diametrically  opposed. 

If  it  is  gratifying  that  the  AMA  would  sponsor 
a  mental  health  program,  it  is  positively  epochal 
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that  the  Federal  Government  would  adopt  a 
similar  stand. 

Now  by  local  control,  we  mean  local  medical 
control,  and  testimony  before  committees  of 
both  the  Senate  and  the  House,  the  AMA  has 
suggested  that  the  proper  agency  to  administer 
state  mental  health  programs  is  a  state  health 
agency.  It  is  not  up  to  me  to  say  what  in  North 
Carolina  that  health  agency  should  be,  but  it 
should  be  a  health  agency,  not  a  welfare  agency, 
or  a  children's  agency,  or  something  of  this  sort. 

We  have  further  suggested  that  the  advisory 
board  to  this  administering  agency  must  include 
adequate  representation  from  the  practicing  pro- 
fession. We  have  thirdly  suggested  that  com- 
munity hospitals  should  be  the  first  priority  loca- 
tions for  the  inclusive  mental  health  centers 
envisaged  in  the  Act. 

Behind  this  general  program  of  mental  health 
locally  run  by  doctors,  everyone  is  united,  the 
AMA,  the  constituent  state  and  county  societies, 
the  American  Psychiatric  Association,  the  Na- 
tional Association  for  Mental  Health,  the  Ameri- 
can Academy  of  General  Practice,  and  now  even 
the  Federal  Go\-ernment  and  the  Department  of 
Health,  Education  and  Welfare. 

The  only  national  opposition  \-oice  1  have 
heard  is  that  of  the  Governor  of  the  state  that 
bounds  the  progressive  paradise  of  North  Caro- 
lina just  to  the  north. 

Finally,  let  me  point  to  a  few  pitfalls  that  may 
lie  ahead  for  you  and  me.  I  have  already  hinted 
at  one  that  may  be  dug  by  our  friends,  our 
friends  in  the  other  mental  health  professions, 
and  our  friends  in  lay  organizations  for  mental 
health.  In  their  enthusiasm  for  an  admittedly 
common  cause,  they  often  reach  for  leadership. 
Now  superintendence  of  the  mental  health  pro- 
gram must  remain  securely  in  medical  hands, 
and  with  friends  like  this  you  sometimes  wonder 
if  you  need  enemies.  But  you  are  going  to  get 
some  enemies,  too.  You  may  find  that  you  have 
already  acquired  some. 

There  are  some  perfectly  honest  jieople  who 
genuinely  feel  that  the  mental  health  movement 
is  un-American,  that  it  is  subversive,  that  it  may 
even  be  a  part  of  the  Communist  apparatus.  1 
personally  don't  believe  this,  but  I  think  we  have 
to  be  prepared  to  prove  that  it  is  erroneous. 

Now  Milton  said  it,  and  he  said  "Let  truth  and 
falsehood  grapple."  Whoever  you  choose  to  be 
put  to  the  worse  in  free  and  open  encounter,  and 
to  inspire  you  when  you  run  into  such  objections, 
let  me  recall  to  you  Emerson's  advice:  Don't  quit 
your  belief  that  a  pop  gun  is  a  pop  gun,  even  the 
honorable  of  the  earth  affirm  the  crack  of  doom. 

And  finally.  I  would  call  to  your  attention  the 
fact  that  a  mental  health  program  has  been  ap- 
proved by  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association,  and  the  American  ]\Iedi- 
cal  Association  is  not  what  I  would  exactly 
call  a  left-wing  organization. 

Now  there  are  other  problems  ahead  for  you. 


for  all  of  us:  The  difficulty  of  maintaining  mo- 
mentum in  a  program  which  had  been  so  bravely 
and  confidently  begun,  the  difficulty  of  main- 
taining useful  liaison  with  lay  groups  and  with 
other  professional  groups,  even  the  semantic  dif- 
ficulty of  our  varying  languages. 

Surgeons,  psychiatrists,  cultural  anthropolo- 
gists, clinical  psychologists,  they  all  talk  their 
own  incomprehensible  cant.  Before  1  knew  so- 
ciologists and  social  workers  so  well,  1  used  to 
meet  people.  Now  I  interact  with  them.  1  used 
to  talk  with  them;  now  I  share  with  them.  I  used 
to  go  to  bull  sessions;  now  I  attend  workshops. 
Sometimes  I  think  it  would  be  helpful  if  we  all 
tried  speaking  English. 

In  all  I  have  said  aliout  the  difficulties  that 
may  beset  us.  I  am  really  saying  one  very  homely 
and  simple  thing;  let  us  just  keep  an  eye  on  what 
we  ai-e  doing  and  what  is  happening  to  our  pro- 
grams. My  wife's  youngest  son,  when  he  was  in 
the  third  grade,  insisted  on  having  his  birthday 
party  at  the  local  race  track.  That  evening  a 
permissive  parent  finally  gave  assent  to  this  du- 
bious proposition,  but  not  without  misgivings. 
She  nursed  a  half-dozen  third  graders  through  a 
hot  afternoon  of  cheering  the  horses  on  and 
filling  themselves  with  assorted  soft  drinks.  And 
inevitably,  why,  small  bladders  became  filled  and 
she  had  to  usher  them  all  to  the  men's  room. 

A  voice  popped  out  and  announced  that  the 
thing  on  the  wall  was  too  high  and  he  couldn't 
reach  it.  This  was  a  desperate  moment,  and  when 
Betty  was  assured  the  room  was  empty  except 
for  third  graders  in  dire  need,  she  herded  one 
after  another  in  front  of  the  thing.  She  got  the 
last  one,  very  big  and  very  heavy,  and  she  asked 
him  very  incredulously  "Are  you  in  the  third?" 
And  he  said,  "Hell  no.  lady,  I'm  on  Gallant  Fox 
in  the  sixth." 

Now  the  embarrassments  and  catastrophies 
that  can  come  from  not  being  alert  I  think  we 
can  all  avoid,  and  I  think  all  we  need  is  to  be 
guided  continually  by  feedback  from  our  own 
progress. 

No  one  in  this  room  can  doubt  that  we  are 
seeing  tremendous  advances  in  all  branches  of 
our  common  science  and  art,  and  I  hope  that  no 
one  will  deny  the  conviction  of  the  Coimcil  on 
Mental  Health  of  the  AMA  that  we  are  witness- 
ing so  striking  a  change  in  the  care  of  the  men- 
tally ill  in  America  that  it  can  be  rightly  called 
a  revolution.  It  is  our  good  fortune  and  rare 
privilege,  your  and  mine,  to  be  in  the  attack 
brigades  of  that  revolution.  Thank  you. 

CHAIRMAN  MANESS:  I  am  sure  that  I  ex- 
press the  appreciation  of  our  entire  Society  to 
you,  Dr.  Beaton,  for  coming  and  presenting  this 
to  us.  Very  informative. 

According     to     the     schedule,     it     probably 
would  be  well  if  we  adjourned  to  return  in  about  | 
15  minutes.  -  -  [ 

[Recess]  '  •'  i 

PRESIDENT    KERNODLE:    It    is    indeed    a  i 
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pleasure  ior  me  to  have  the  opportunity  to  in- 
troduce the  next  speaker  this  morning.  This 
speaker  is  a  pohtician  and  educator,  a  physician, 
and  strong  member  of  the  Republican  Party,  so 
stated  by  him  recently.  He  is  a  native  of  Utah 
since  192S,  having  practiced  his  specialty  of 
urology  in  Ogden,  Utah.  He  holds  degrees  from 
Utah  Agricultural  College,  the  University  of 
Chicago,  and  Rush  Medical  School,  and  he  re- 
ceived his  medical  degree  in  1918. 

He  interned  at  Henrj'  Ford  Hospital,  Detroit, 
and  was  in  general  practice  in  Brigham  City, 
Utah,  from  1920  to  '23.  He  trained  in  the  specialty 
of  urology  at  Henrj^  Ford,  Presbyterian  Hospital 
in  Detroit,  postgraduate  work  in  London,  and 
Vienna  in  1936  and  '37. 

Prior  to  .going  into  medicine,  he  was  a  pro- 
fessor of  mathematics,  and  I  presume  that  is  one 
of  the  reasons  we  have  him  in  this  jet  age,  this 
mathematical  age  that  we  are  living  in  now, 
as  a  leader  of  our  organization. 

He  is  also  on  the  facultj'  at  the  University  of 
Utah  as  a  lecturer  in  urology.  He  is  now  affili- 
ated with  the  Thomas  D.  Dee  Memorial  Hospital 
and  the  St.  Benedict  Hospital,  and  the  State  Tu- 
berculosis Sanatorium. 

Among  his  many  appointments  he  has  served 
on  the  Board  of  Directors  of  the  Utah  Division 
of  the  American  Cancer  Society,  the  Board  of 
Regents,  the  University  of  Utah,  the  Board  of 
Trustees,  the  Utah  State  University,  and  the 
Utah  State  School  for  the  Deaf  and  BUnd.  He  has 
served  on  the  Council  in  the  Board  of  Trustees 
of  the  AM  A  from  1957  to  1961,  when  he  was 
elected  President-EIect  of  the  American  Medical 
Association. 

He  has  served  on  several  unreported  councils 
and  committees  of  his  state  society  and  of  the 
AMA.  He  received  a  citation  for  public  service 
by  the  Alumni  Association,  University  of  Chi- 
cago, in  1951;  in  1961,  he  received  the  A.  A.  Rob- 
bins  Pharmaceutical  Award  from  his  state  medi- 
cal association  for  outstanding  community  serv- 
ice b  ya  physician. 

Dr.  Fister  is  Past  President  of  the  Weber 
County  Medical  Societv  of  the  State  of  Utah. 
Medical  Society,  Ogden  Surgical  Society,  Western 
Sjection  of  the  American  Urological  Association, 
thie  AMA's  present  staff  and  the  Thomas  D.  Dee 
Memorial  Hospital  medical  staff. 

It  is  indeed  a  pleasure  and  privilege  to  have 
Dr.  Fister,  the  President  of  the  American  Medi- 
ca,l  Association,  with  us  today;  and,  at  this  time, 
I  would  like  to  have  the  delegates  to  the  AMA, 
Dr.  Elias  Faison,  Dr.  Millard  D.  Hill,  and  Dr. 
Badie  Clark,  escort  our  President  to  the  rostrum. 

[The  audience  rose  and  applauded.] 

DR.  GEORGE  M.  FISTER:  Dr.  Kernodle,  Dr. 
Rhodes,  President-Elect,  our  Incoming  President, 
and  Dr.  Raiford  President-Elect  of  our  Society: 
I  bring  you  the  greetings  of  the  AMA.  I  bring 
you  the  gi-eetings  of  197,000  physicians  who  are 
members  of  the  Association,  the  largest  member- 


ship that  the  AMA  has  ever  had. 

I  would  also  take  the  opportunity  here  to 
thank  very  much  my  hosts  during  the  time  I 
have  been  with  you,  Dr.  George  Paschal,  and 
Mrs.  Paschal.  They  have  been  wonderful,  and  I 
want  to  tell  you  that  my  visit  here  has  been  ex- 
tremely wonderful.  I  have  enjoyed  every  bit  of  it, 
the  scenery,  the  mountains,  and  the  people,  and 
it  has  been  more  than  a  pleasure  for  me  to  be 
with  you.  I  consider  it  a  great  honor  to  have  had 
the  invitation. 

[Dr.  Fister  presented  a  manuscript.] 
[The  audience  rose  and  applauded.] 
PRESIDENT  KERNODLE:  Thank  you,  Dr, 
Fister.  for  this  very  enlightening  speech  and 
recommendations  by  the  AMA.  We  have  a  pat- 
tern and  a  pathway  here  to  follow  in  North 
Carolina. 

We  are  happy  that  you  visited  with  us,  and  we 
hope  our  hospitality  has  been  most  adequate 
\\-hile  you  have  been  here. 

[Dr.  Paul  Maness  assumed  the  chair.] 
CHAIRMAN  MANESS:  I  think  we  can  assure 
the  group  that  we  made  some  allowanr>e  on  time, 
so  that  we  have  an  excellent  CPC   coming  up 
now. 

I  would  like  to  take  this  opportunity  to  intro- 
duce the  two  physicians  who  are  going  to  head 
up  the  CPC  this  morning.  We  have  on  the  medi- 
cal side  Dr.  Ernest  Yount,  who  is  Professor  of 
Medicine  and  Chairman  of  the  Department  of 
Medicine  at  the  Bowman  Gray  School  of  Medi- 
cine. He  was  born  in  Lincolnton,  North  Carolina, 
finished  high  school  in  Newton.  North  Carolina, 
graduated  from  the  LTniversity  of  North  Caro- 
lina in  1940.  and  received  his  medical  degree 
from  VanderlMlt  L'^niversity  School  of  Medicine 
in  1943. 

His  internship  and  resident  training  were  re- 
ceived from  the  University  of  Chicago  prior  to 
his  coming  to  the  Baptist  Hospital  as  an  attend- 
ing physician  in  1948. 

In  1952.  he  was  appointed  Chief  of  Medical 
Service  at  the  Baptist  Hospital,  and  was  made 
Associate  Professor  of  Medicine  at  the  Bowman 
Gray  School  of  Medicine;  and  since  1954,  he  has 
been  Professor  of  Medicine  at  the  Bo-\\TTian 
Gray  School  of  Medicine. 

In  1958,  he  received  the  Distinguished  Service 
Award  in  Medicine  from  the  L'^niversity  of  Chi- 
cago. His  teachin,gs  and  \\-ritings  have  made 
him  a  valuable  member  of  the  medical  faculty 
of  the  Bowman  Graj-  and  of  his  professional 
societies. 

In  the  pathological  aspects  of  the  presentation, 
we  are  delighted  to  have  Dr.  John  Graham,  who 
is  Professor  of  Pathology  at  the  University  of 
North  Carolina.  Dr.  Graham  is  another  native  son 
born  in  Goldshoro,  North  Carolina,  educated  in 
the  public  school  and  at  Davidson  College.  Dr. 
Graham  received  his  medical  degree  from  Cornell 
in  1942.  His  internship  and  resident  training  in 
pathology  was  done  at  New  York  Hospital. 
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While  in  New  York,  he  was  an  assistant  in 
pathology  and  came  back  to  North  Carolina  in 
1946  as  an  instructor  in  pathology  at  the  Univer- 
sity of  North  Carolina.  He  has  continued  with 
teaching  and  research  there  and  is  now  Profes- 
sor of  Pathology  at  Chapel  Hill. 

He  was  certified  by  the  American  Board  of 
Pathology  and  Pathologic  Anatomy  in  1961.  He 
has  written  some  60  articles  for  publication  in 
scientific  journals  and  served  on  editorial  boards 
of  professional  journals. 

I  am  happy  at  this  time  to  turn  the  meeting 
over  to  these  two  gentlemen. 

[Dr.  Ernest  H.  Yount  Jr.  and  Dr.  John  Graham 
made  a  Clinical-Pathological  presentation  which 
will  be  pul)lished  in  the  X.  C.  Medical  .loiiriial.] 

I  Applause] 

CHAIRMAN  MANESS:  I  would  certainly  like 
to  express  appreciation  to  Dr.  Yount  and  Dr. 
Graham  for  this  fine  presentation,  and  the  Sec- 
ond General  Session  is  hereby  adjourned. 

[The  meeting  adjourned  at  twelve-thirty 
o'clock,] 

THIRD  GEXEHAL  SESSION 
Wednesday,  >Iay   8,  1963 

The  meeting  convened  at  nine-thirty  a.m..  Dr. 
H.  Fleming  Fuller,  First  Vice  President  of  the 
Society,  presiding. 

CHAIRMAN  FULLER;  I  now  declare  the 
Third  General  Session  open  for  the  morning  and 
I  do  sincerely  thank  those  of  you  who  have 
managed  to  make  it  down  here  after  the  big 
night  last  night.  I  think  in  the  words  of  King 
Henry  as  he  greeted  his  troops  for  the  last  time 
in  one  big  battle  when  he  said  "Once  more  to  the 
breeches,  dear  friends,  once  more." 

So  this  is  our  last  session  for  this  annual  meet- 
ing. We  will  move  right  along  with  it  this  morn- 
ing, and  at  this  time  I  am  going  to  turn  this  next 
part  of  the  meeting  over  to  Dr.  John  Bender, 
who  will  carry  on  for  the  Conjoint  Session  for 
the  North  Carolina  State  Board  of  Health. 

DR.  JOHN  BENDER:  Thank  you.  Dr.  Fuller. 
Good  morning,  ladies  and  gentlemen,  and  wel- 
come to  the  Conjoint  Session  of  the  State  Medical 
Society  with  the  State  Board  of  Health.  It  is 
required  by  law,  as  you  know,  that  we  hold  this 
session  annually. 

In  absence  of  Dr.  Bugg,  who  as  you  know  has 
been  ill  for  some  two  months  now,  it  is  my  duty 
to  act  as  Chairman  of  this  Conjoint  Session. 

In  Dr.  Norton's  absence.  Dr.  Baker,  a  mem- 
ber of  the  Board,  is  going  to  discharge  Dr.  Nor- 
ton's duties  at  this  time  in  bringing  you  a  mes- 
sage from  the  State  Board  of  Health. 

Dr.  Baker  of  course  needs  no  introduction  to 
this  group,  any  medical  group,  and  very  few  if 
any  lay  groups  in  the  State  of  North  Carolina. 
And  without  any  introduction,  I  present  to  you 
at  this  time  Dr.  Baker,  a  member  of  the  State 
Board  of  Health  and  Past  President  of  this  State 
Society. 

(DR.  LENOX  D.  BAKER  delivered  an  address 


on  Highway  Accident  Control,  published  in  the 
September,  196.3  issue  of  the  A'^.  C.  Medical  Jour- 
nal. ) 

DR.  BENDER:  Thank  you.  Dr.  Baker.  I  am 
sure  that  you  concur  with  us  on  the  Board  that 
Dr.  Baker,  e\'en  though  he  says  he  knows  noth- 
ing of  the  problems,  that  he  is  ignorant  of  the 
matters,  he  is  always  opening  up  new  avenues 
and  giving  us  food  for  thought,  and  as  the  State 
Board  of  Health  is  interested  in  preventing  ac- 
cidents, prevention  of  illness,  he  has  certainly 
given  us  this  morning  a  large  schedule  to  op- 
erate. Thank  you  again.  Dr.  Baker,  on  behalf  of 
the  Board  and  the  North  Carolina  Medical  So- 
ciety. 

Ladies  and  gentlemen.  1  would  like  at  this  time 
to  tell  those  of  you  who  do  not  know  the  reason 
Dr.  Norton  isn't  here,  he  asked  that  we  express 
his  regrets  that  he  isn't  here,  and  saying  that 
this  is  the  first  Conjoint  Meeting  that  he  has 
missed  in  fifteen  years,  but  he  is  just  this  morn- 
ing back  into  this  country  from  South  America 
where  he  has  been  for  two  months  as  an  am- 
bassador with  the  United  States  Public  Service, 
as  a  public  health  consultant  to  Brazil  and  Peru. 

We  are  sorry  of  course  that  Dr.  Norton  is  not 
here,  but  we  are  certainly  glad  that  our  North 
Carolina  health  officer  has  such  stature  in  the 
field  of  American  public  health  that  the  LTnited 
States  Public  Health  Service  would  designate 
him  to  go  into  foreign  countries  and  act  as  our 
ambassador  there. 

At  this  time,  I  would  like  to  introduce  to  you 
those  of  the  Board  who  are  here. 

[Introduction  of  Board  members.] 

If  there  are  no  questions,  no  discussion,  I  now 
declare   this   Conjoint    Session   adjourned. 

CHAIRMAN  FULLER:  You  have  certainly 
done  a  good  job.  You  have  contributed  something 
to  see  if  we  cannot  help  this  needless  injury  and 
traffic  deaths  throughout  our  state. 

At  this  time,  we  move  on  to  our  Committee 
on  Scientific  Awards,  Dr.  Lester  A.  Crowell,  Jr., 
of  Lincolnton  will  present  the  Moore  County, 
Wake  County  and  Gaston  County  Awards  at  this 
time. 

DR.  LESTER  A.  CROWELL,  JR.:  Ladies  and 
gentlemen,  it  gives  me  pleasure,  as  Chairman 
of  the  Committee  on  Scientific  Awards,  to  make 
this  statement  preliminary  to  the  awarding  of 
the  prizes. 

The  ten-member  committee  on  Scientific 
Awards  met  at  one  time  during  the  past  year  on 
Thursday,  September  13,  1962,  at  Durham  dur- 
ing the  team  of  the  Medical  Society  Committee 
Conclave.  The  terms  of  two  members  of  last 
year's  committee  expired  and  those  places  were 
taken,  refilled  that  is,  by  Dr.  Harry  L.  Johnson, 
Jr.,  and  Luther  Talbert.  This  is  a  ten-member 
committee. 

Two  recommendations  made  previously  by  the 
committee  have  been  adopted  by  the  Society's 
House   of   Delegates,   One   is   an   amendment   to 
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Chapter  10,  Section  18,  in  the  B3'laws  to  provide 
that  the  President  of  the  Society  each  year  ap- 
point the  Chairman  of  the  Committee  on  Scien- 
tific Awards,  instead  of  the  committee  electing 
its  own  chairman  as  in  the  past. 

There  was,  too,  a  revision  of  Chapter  10,  Sec- 
tion 18  of  the  Bylaws  and  elsewhere,  if  and  as 
necessary,  to  clearly  stipulate  that  only  members 
of  the  Medical  Society  of  the  State  of  North 
Carolina  be  eligible  to  contend  for  and  receive 
any  scientific  awards.  I  mean  that  point  had  not 
been  clarified  previouslj'. 

This  stipulation  as  recommended  by  this  Com- 
mittee heretofore  will  hereafter  apply  to  the 
Moore  County  Award,  the  Wake  County  Award 
and  the  Gaston  County  Audio-Visual  Award, 
and  any  other  awards  or  prizes  approved  by  the 
Executive  Council  in  the  future. 

I  announced  to  the  Committee  and  I  hereby 
announce  to  you  that  the  Executive  Council 
has  approved  a  committee  recommendation  that 
photographs  be  taken  of  each  scientific  exhibit 
of  the  Society  in  each  annual  session  for  the 
convenience  of  members  of  the  Committee,  and 
for  possible  other  uses,  such  as  publication  in 
the  medical  periodicals  and  in  newspapers. 

In  response  to  a  recommendation  and  request 
of  last  year's  Committee  on  Scientific  Awards, 
the  Executive  Council  agreed  in  principle  to  the 
idea  of  putting  the  presentation  of  awards  on  the 
Society's  program  each  year  immediately  before 
the  drawing  of  the  technical  exhibitors'  prize. 

The  Committee  has  devoted  considerable  time 
to  trying  to  devise  ways  in  which  the  awards 
and  prizes  could  be  presented  to  winners  during 
the  same  annual  session  in  which  their  presenta- 
tions were  made,  but  has  not  yet  found  a  satis- 
factory solution  to  this  problem,  except  for  the 
Gaston  County  Award  for  which  a  new  plan  was 
adopted  to  be  inaugurated  in  this  session  of  the 
Society. 

A  big  [problem  each  year  is  securing  the  paper 
from  each  essaj'ist  immediately  after  it  is  pre- 
sented. Sometimes  there  are  panel  progi'ams  and 
they  have  no  manuscripts;  the  speakers  have  no 
manuscripts.  The  essayist  speaks  from  notes  and 
has  no  prepared  manuscript,  and  getting  a  manu- 
script from  these  later  in  order  for  the  Commit- 
tee to  judge  them  just  has  proved  to  be  very 
difficult. 

The  Committee  has  made  plans  to  solve  these 
and  other  difficulties  which  have  been  inter- 
fering with  efficient  functioning  of  the  Commit- 
tee. The  Committee  has  recjuested  the  Director  of 
Public  Relations  of  the  Society  to  ask  the  news 
media  to  give  more  publicity  to  these  award  win- 
ners, with  the  idea  that  the  main  purpose  of 
these  presentations  is  an  effort  to  stimulate  all 
members  of  the  Society  to  the  production  of  bet- 
ter programs  which  in  the  end  will  benefit  every- 
one. The  Committee  decided  that  in  the  future  in 
addition  to  selecting  one  winner  for  each  award, 
as  it  is  charged  to  do,  to  give  honorable  mention 


when  justified. 

We  now  come  to  the  most  pleasant  part  of 
the  program,  and  that  is  the  awarding  of  the 
presentation  of  the  award  for  essays,  papers  and 
exhibits  in  the  1962  session  in  Raleigh. 

The  Moore  Countj'  Award  this  year  goes  to 
Dr.  Frank  C.  Greiss  of  Winston-Salem.  In  Dr. 
Greiss  here? 

This  presentation  is  made  for  Dr.  Greiss'  paper 
"Inevitable  Incomplete  and  Septic  Abortion." 
which  was  presented  at  the  Section  on  Obstetrics 
and  Gynecology  in  the  1962  session.  Dr.  Greiss. 
it  gives  me  great  pleasure  to  present  you  the 
Moore  County  Medal,  and  this  certificate  of 
award.    [Applause] 

The  Wake  County  or  Cooper  Award  this  year 
goes  to  Dr.  Jesse  Pugh  Chapman,  Jr.,  of  Ashe- 
ville. 

This  is  the  George  Cooper  Award  presented  by 
the  Wake  County  Medical  Society  to  Dr.  Jesse 
Pugh  Chapman  of  Asheville  for  his  presentation 
on  "Thoracic  Trauma  and  Its  Treatment"  pre- 
sented to  the  Section  on  Orthopedics  and  Trau- 
matology in  the  1962  session. 

The  Gaston  County  Audio-Visual  Award  which 
was  begun  in  1956  this  year  goes  for  an  exhibit 
in  the  Scientific  Exhibit  Section,  in  the  1962  ses- 
sion, entitled  "Closure  of  Ventricular  Septal  De- 
fect; Presentation  of  a  New  Method."  The  Gaston 
County  Award  goes  to  Dr.  Paul  W.  Sanger  of 
Charlotte. 

That  concludes  my  report. 

CHAIRMAN  FULLER:  Dr.  Crowell,  we  thank 
you  for  these  presentations  and  I  wish  to  offer 
my  congratulations  to  the  recipients  of  the 
awards. 

At  the  present  time,  I  don't  believe  you  will 
find  this  on  your  program,  but  if  Dave  Welton 
^\•ill  come  forward,  we  have  two  press  awards 
that  we  would  like  to  present  at  this  time. 

DR.  WELTON:  Thank  you  ^•ery  much,  Mr. 
Chairman. 

Fellow  Members,  Guests,  Ladies  and  Gentle- 
men: Before  we  proceed  with  the  press  awards,  I 
have  the  pleasure  of  bringing  to  your  attention 
another  very  important  award.  Last  December, 
the  Executive  Council  of  our  Society  nominated 
for  recognition  by  Governor  Sanford  "For  his 
long  tenure  of  service  and  activity  in  the  field 
of  research  and  development  of  surgical  opera- 
tive techniques  and  supporti\'e  appliances  in  the 
care  of  the  physicall.v  handicapped  in  North 
Carolina  an  outstanding  physician  and  surgeon 
of  Charlotte,  North  Carolina,  Dr.  Julian  Jacobs." 

Dr.  Jacobs  received  his  M.D.  degree  in  Ne- 
braska. He  came  then  to  Duke  Hospital  at  Dur- 
ham for  his  orthopedic  training,  subsequently 
came  to  Charlotte,  around  about  19.39,  the  same 
time  I  arrived  there,  just  a  few  summers  ago. 

He  was  associated  at  first  with  Dr.  Oscar  L. 
Miller,  with  whom  he  is  still  associated.  Dr. 
Henry  Winkler,  and  with  the  North  Carolina 
Orthopedic  Hospital.  Dr.  William  Roberts. 
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Over  the  years,  Dr.  Jacobs  has  rendered  out- 
standing service,  also  for  the  clinics  operated 
by  the  North  Carolina  State  Board  of  Health, 
the  Division  for  Crippled  Children  and  Vocation- 
al Rehabilitation,  in  the  development  of  ortho- 
pedic appliances  both  at  the  Duke  Brace  Shop  in 
Durham,  at  the  Brace  Shop  at  the  North  Caro- 
lina Orthopedic  Hospital,  and  at  various  places 
in  Charlotte  and  elsewhere. 

We  are  most  happy  that  recently  Governor 
Sanford  conferred  this  award  upon  Dr.  Jacobs 
in  a  formal  ceremony  in  Raleigh,  and  it  is  our 
pleasure  to  call  upon  him  now  for  recognition. 
Dr.  Jacobs  is  a  man  among  men,  a  distinguished 
physician,  and  brings  great  credit  to  oui-  profes- 
sion. 

He  is  accompanied  today  by  his  lovely  wife 
Sue,  and  I  would  like  both  of  them  to  stand  at 
the  time  for  your  recognition.  [Applause] 

On  this  occasion,  Jake,  you  cannot  talk  back. 

Now  I  would  like  to  proceed  with  the  medical 
press  awards.  These  awards  were  initiated  by 
our  Society  as  an  endeavor  of  the  Public  Rela- 
tions Committee  in  19G0.  The  olijective  was  to 
stipulate  accuracy  and  excellency  in  the  report- 
ing of  medical  news.  Any  individual  reporter 
working  for  a  newspaper,  magazine,  or  wire 
service,  is  eligible  to  send  entries  in  for  con- 
sideration, providing  the  material  was  published 
in  North  Carolina.  People  of  the  press  who  were 
fulltime  employees  of  educational  institutions, 
and  so  forth,  were  not  eligible. 

The  award  for  the  calendar  year  1960  was  won 
by  Don  Seaver  of  the  Chai-lottp  Obsprver,  and 
for  his  same  material  he  subse(iuently  received 
a  National  Lasker  Trophy',  which  sort  of  made 
our  judges  feel  like  they  were  on  the  right 
track.  Don  was  pretty  lucky  that  year.  As  an 
unexpected  bonus,  he  got  a  trip  to  the  Orient 
with  Vice  President  Lyndon  Johnson. 

In  the  year  1961,  he  won  the  award  for  second 
time.  In  1962,  it  was  decided  wise  to  make  two 
classes  in  this  award,  one  for  newspapers  with 
circulation  below  2.5,000,  and  one  for  newspapers 
with  circulation  over  2.5.000.  I  think  the  wisdom 
of  this  will  be  obvious  to  you.  We  realized  that 
on  the  smaller  papers,  it  is  uncommon  that  one 
reporter  could  spend  full  time  on  medical  sub- 
jects and  yet  we  wanted  these  people  to  feel  that 
they  had  an  eciual  opportunity. 

So  it  is  my  great  pleasure  to  pronounce  the  de- 
cision of  the  judges  which,  by  the  way,  were  the 
editors  of  Today'.s  Hpaltli,  the  publication  put  out 
b.y  the  AMA.  The  winner  in  the  over  25,000  circu- 
lation category  is  Mr.  Pete  Gilpin  of  the  Ashe- 
ville  Citizen. 

In  commenting  on  his  feature,  one  of  the  en- 
tries submitted  "Poison,  The  Best  Antidote  is 
Always  Prevention"  the  judges  stated  that  it  was 
an  important  coiitribution  to  the  health  and 
safety  of  his  community. 

His  other  articles  were  on  the  subject  of  em- 


physema, x-ray,  and  similar  medical  subjects, 
and  were  well  handled. 

Mr.  Gilpin  is  a  native  of  Danville,  Illinois,  and 
came  to  Asheville  from  Houston,  Texas.  He  is 
assigned  primarily  to  federal,  medical  and  con- 
vention news  developments  in  the  Asheville  area. 
He  is  a  graduate  of  the  University  of  Houston 
and  spent  eight  years  on  the  Houston  Chronicle. 
He  is  a  meml^er  of  the  Sigma  Delta  Chi,  profes- 
sional journalistic  society,  and  married  to  the 
former  Mary  Cutweiler. 

Will  you  come  forward,  Mr.  Gilpin.  This  award 
carries  with  it  a  cash  check  in  the  amount  of 
$150,  and  it  is  my  great  pleasure  to  gi\e  this 
to  Mr.  Pete  Gilpin.   [Applause] 

In  due  time,  you  will  receive  a  proper  plaque. 
We  invited  the  editor  to  accompany  each  winner 
this  j'ear.  Unfortunately,  Mr.  Gilpin's  editor  could 
not  be  here. 

Now  the  winner  in  the  under  25,000  circula- 
tion category  is  Mr.  Homer  F.  Lukas  of  the 
Salisbury  I'o.st.  The  judges  stated  that  they  were 
particularly  impressed  with  the  work  of  Mr. 
Lukas  in  the  social-economic  area  of  medicine. 
His  article  entitled  "Doctors  Push  Kerr-Mills 
Bill"  was  in  their  opinion  a  lucid  explanation  of 
a  rather  complicated  piece  of  federal  legislation. 
His  editorial  entitled  "Doctors  Dispute  in  Sas- 
katchewan" showed  deep  insight  into  the  so- 
cial-economic problems  of  medicine. 

Mr.  Lukas  has  been  a  member  of  the  Salisbury 
Post  staff  for  fifteen  years  and  now  serves  as 
its  city  editor.  Formerly  he  was  associated  with 
the  Norfolk,  Virginia,  Pilot  and  the  Durham 
Jlorning  Herald.  He  is  a  native  of  Durham.  He 
is  a  journalism  graduate  of  the  University  of 
North  Carolina,  is  active  in  church  and  civic 
affairs  in  his  community,  and  in  other  local 
organizations. 

For  three  consecutive  years,  he  has  won  hon- 
ors in  editorial  spot  news  and  features  in  the 
North  Carolina  Press  Association.  He  is  mar- 
ried to  the  former  Doris  Green  of  Durham. 

Is  Mr.  Lukas  present'  Will  you  come  forward, 
please,  sir? 

Even  though  his  paper's  circulation  is  smaller, 
the  amoimt  of  the  check  is  not.  It  is  my  great 
pleasure  to  present  this  award  to  you,  Mr.  Lukas. 
[Applause! 

In  closing,  I  would  like  to  state  that  we  are 
grateful  for  the  many  entries  which  were  sub- 
mitted by  the  press,  and  we  hope  that  these 
awards  will  fiu'ther  stimulate  their  interest  in  ac- 
curate and  complete  coverage  of  medical  news 
and  information.  Thank  you. 

CHAIRMAN  FULLER:  Thank  you  very  much 
for  this  fine  presentation,  and  I  would  like  to 
offer  the  Society's  congratulations  to  the  re- 
cipients and  thank  them  for  the  excellent  work 
they  have  done,  are  doing,  and  will  continue  to 
do,  in  bringing  the  message  of  medical  problems 
to  their  leaders. 

At  this  time,   our   Immediate   Past   President, 
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Dr.  J.  R.  Kernodle,  will  take  over  now  for  the 
presentation  of  awards  and  also  recognition  of 
the  Fifty-Year  Club  recipients. 

DR.  JOHN  R.  KERNODLE:  I  am  sure  that  Dr. 
Johnson  is  working  diligently  toward  the  pro- 
gramming with  the  new  President  for  next  year, 
and  they  are  in  a  meeting,  and  I  will  go  ahead 
and  award  these  gifts  from  A  MA-ERF. 

We  in  the  medical  profession  are  very  happy 
that  this  program  of  contributions  to  the  Ameri- 
can Medical  Education  Fund  has  progressed  as  it 
has.  As  you  heard  recently,  they  have  added  to 
their  scholarship  loan  fund,  which  was  pointed 
out  and  spelled  out  so  well  by  our  President,  Dr. 
Fister,  in  his  speech  yesterday.  But  it  is  my 
pleasure  at  this  time  to  call  forth  the  deans  of 
the  Duke  Medical  School,  University  of  North 
Carolina  Medical  School,  and  Bowman  Gray 
School  of  Medicine,  the  three  deans  or  their 
representatives.  If  they  will  come  forward,  I 
have  something  for  them.  I  apologize  for  opening 
these  letters,  but  I  had  to  find  out  how  much 
each  of  these  checks  was  for. 

The  first  check  I  have  is  for  Duke  University 
in  the  sum  of  $9,652.50.  It  is  indeed  a  pleasure 
for  me  to  pass  this  on  to  Dr.  Baker,  representing 
Dr.  Woodhall,  Dean  of  the  Medical  School  at 
Duke  at  this  time. 

DR.  LENOX  BAKER:  Thank  you,  John  Robert, 
and  I  know  some  of  your  money  is  in  this  check. 

DR.  KERNODLE:' The  next"  check  I  have  is 
for  $8,846.99,  to  Bowman  Gray  School  of  Medicine 
at  Wake  Forest  College,  and  it  is  a  pleasure  for 
me  to  give  this  to  you.  Dr.  Orrin. 

DR.  ORRIN:  Thank  you,  in  behalf  of  the  mem- 
bers of  the  Board  of  Trustees  at  Wake  Forest 
College. 

DR.  KERNODLE:  I  kept  this  last  one  for  the 
University  of  North  Carolina  School  of  Medicine, 
because  it  is  the  largest,  the  youngest  school,  and 
it  is  a  four-year  school;  but  it  is  the  largest  check 
of  $10,395.50,  and  I  think  that  you  at  Carolina 
have  to  thank  Dr.  Garrison  for  his  extra  work  in 
getting  you  this  extra  amount  of  money. 

REPRESENTATIVE  [University  of  North 
Carolina  Medical  School]:  I  have  been  asked  to 
convey  the  deepest  gratitude  to  the  friends  and 
alumni  of  the  University  who  recognize  that  the 
youngest  medical  school  perhaps  needs  the  great- 
est help  at  this  time.  We  ai-e  most  appreciative 
and  I  can  assure  you  that  every  effort  will  be 
made  to  use  this  in  a  most  efficient  manner. 

[Applause] 

DR.  KERNODLE:  Thank  you  very  much.  It 
would  only  be  right  for  me  to  tell  you  that  this 
benevolent  fund  for  contributions  for  education 
to  medical  schools  is  not  only  in  our  state,  but 
the  other  85  medical  schools  in  the  other  states 
of  the  Union  likewise  receive  contributions  from 
this  fund. 

Those  doctors  that  are  in  this  audience  prob- 
ably all  are  aware  of  what  takes  place,  but  the 
AMA-ERF  fund  is  primarily  contributions  from 


you.  It  is  matched  in  many  instances  by  indus- 
try and  other  groups  that  are  interested  in  med- 
ical education. 

Therefore,  every  dollar  that  you  send  to  AMA- 
ERF  comes  back  to  you,  to  your  school,  if  you 
so  designate.  There  is  nothing  taken  out  of  that 
donation.  It  gives  us  credit  so  that  we  can  go  out 
and  get  more  contributions  from  industry,  and 
larger  plants  that  are  interested  in  our  program. 
So  think  about  it  next  year  when  you  contribute 
to  your  medical  school.  Contribute  through 
AMA-ERF  and  you  will  get  more  returns  on 
the  money  you  send  up  there  to  the  school  of 
your  choice.  All  you  have  to  do  is  make  a  nota- 
tion that  you  are  contributing  on  behalf  of  the 
medical  school  of  your  choice.  Thank  you. 

[Presentation  of  Fifty-Year  Pins  and  Certifi- 
cates.] 

As  President  of  the  Aledical  Society  of  the 
State  of  North  Carolina,  and  by  the  authority  of 
the  Executive  Council  action  which  has  been 
adopted  by  the  State  and  passed  by  the  House 
of  Delegates  of  the  Medical  Society  of  the  State 
of  North  Carolina,  I  hereby  recognize  the  Fifty- 
Year  Club  of  the  Medical  Society  of  the  State  of 
North  Carolina,  composed  of  members  of  this 
Societj'  who  have  gained  their  distinction  by  a 
fifty-year  period  of  active  practice  and  medical 
service  in  their  lifetime. 

It  will  be  the  purpose  of  this  Society  to  recog- 
nize those  on  the  occasion  of  each  annual  meet- 
ing, which  will  give  clue  recognition  to  the  con- 
tinued surviving  members  of  this  club. 

I  wish  on  this  occasion  to  extend  to  this  group 
the  felicitations,  congratulations  and  admira- 
tion of  the  Medical  Society  and  all  the  members, 
as  well  as  your  many  friends,  for  the  wonderful 
attainment  represented  by  each  of  you  and  by 
you  as  a  group  collectivelj'. 

It  gives  me  a  great  deal  of  pleasure  to  present 
to  the  members  of  the  State  Medical  Society  of 
North  Carolina,  and  to  grant  to  each  of  you 
members  a  scroll  which  may  serve  to  posterity 
to  indicate  your  achievements  and  distinction  in 
this  connection. 

I  am  also  happy  to  present  to  you  a  token 
which  you  may  present  and  cherish  and  wear  to 
indicate  to  your  fellow  physicians  and  to  your 
friends  and  acquaintances  in  general  the  distinc- 
tion which  has  been  extended  to  you  by  reason 
of  this  action  today.  This  is  a  pin  that  they  have 
won  by  a  fifty-year  tenure  of  continuous  medical 
service  to  our  community, 

I  want  to  recognize  each  of  these  gentlemen 
as  they  stand  in  front  of  me. 

[Applause] 

CHAIRMAN  FULLER:  Thank  you.  Dr.  Ker- 
nodle, and  hearty  congratulations  for  being  recip- 
pients  of  this  Fifty-Year  Award.  It  is  something 
that,  as  all  of  us  get  a  year  older,  as  we  come 
and  witness  the  recipients  of  these  awards,  we 
feel  more  and  more  indebted  to  them  for  the 
fine  work  they  have  done  in  the  profession  of 


292 


medicine,   and   our   heartiest    congratulations    to 
each  and  every  one  of  them. 

We  now  come  to  our  Scientific  Papers  for  the 
day,  and  I  would  hke  at  this  time — it  gives  me  a 
great  deal  of  pleasure  to  present  our  first  speak- 
er, Dr.  Roger  Black.  Dr.  Roger  Black  is  Assistant 
Chief  of  Arthritis  and  Rheumatism  at  the  Na- 
tional Institute  of  Arthritis  and  Metabolic  Dis- 
ease in  Bethesda,  Maryland.  .Just  a  bit  about  him. 
if  I  may  give  you  this. 

He  received  his  M.D.  degree  from  Syracuse 
University  in  1946.  He  receievd  his  Internship 
and  residency  training  in  the  United  States  Pub- 
lic Health  Service  Hospital  in  Baltimore.  His 
postgraduate  training,  rheumatic  disease,  was  re- 
ceived from  .Johns  Jlopkins  Hospital  and  the 
Massachusetts  General  Hospital. 

He  is  a  member  of  the  American  Board  of  In- 
ternal Medicine.  While  at  Johns  Hopkins.  Dr. 
Black  served  as  Assistant  in  Medicine  for  three 
years  and  then  moved  to  the  Washington  area 
where  he  is  now  located. 

In  addition  to  his  present  assignment  with  the 
National  Institute,  he  serves  as  Clinical  Assistant 
Professor  of  Medicine  at  Georgetown  University 
and  Co-Director  of  Rheumatology  Service  at 
Georgetown  Division  of  the  District  of  Columbia 
General  Hospital  in  Washington,  D.  C. 

We  welcome  Dr.  Black  as  our  speaker  for  this 
morning,  and  I  am  very  happy  to  ha^•e  him  here 
in  Asheville  with  us  at  this  time. 

DR.  ROGER  L.  BLACK:  In  a  number  of  infor- 
mal conversations  within  the  last  twelve  hours 
with  various  members  of  this  group.  I  have 
gathered  the  distinct  impression  that  there  are  a 
number  of  taxpayers  among  the  group  here  to- 
day. To  those  who  may  not  be  taxpayers,  I  ex- 
tend my  aprlo.gies  at  this  time. 

It  occurred  to  me  that  it  might  be  of  interest 
to  those  of  you  who  do  pay  taxes  to  know  how 
much  of  your  federal  tax  dollar  is  being  plowed 
into  medical  research  today  and  how  this  money 
is  iDeing  spent.  For  that  reason,  it  is  my  pleasant 
task  this  morning  to  be  here  in  Asheville  and 
talk  about  the  role  of  the  National  Institute  of 
Health,  the  National  Institutes  of  Health  and 
Medical  Research. 

[Dr.  Black  presented  a  paper  which  will  be 
published  in  the  N.  C.  Sredical  .lournal.l 

[Applause! 

CHAIRMAN  FULLER:  I  want  to  thank  you 
most  sincerely.  Dr.  Black,  for  a  most  informative, 
very  instructive,  and  frankly  a  very  entertainin.g 
talk.  I  think  we  all  got  a  great  deal  out  of  this. 
The  boys  now  know  just  what  a  wonderful  pro- 
gram we  have  there  in  the  National  Institutes 
of  Health. 

It  is  with  particular  pleasure  and  a  real  privi- 
lege that  I  have  to  present  our  next  speaker, 
our  own  lovely  lady,  from  North  Carolina  and 
Washington,  and  may  I,  though  she  certainly 
needs  no  introduction  to  this  group  here,  say 
just  a  word  about  her. 


Dr.  Ellen  was  born  in  North  Carolina  in  Swain 
County.  She  received  her  Ph.D.  degree  from  the 
University  of  Chicago,  and  she  was  awarded  an 
honorary  degree  of  Doctor  of  Humanities  at 
Women's  College  at  the  University  of  North 
Carolina  in  1948.  She  was  also  awarded  Honorary 
Degree  of  Law  by  Converse  College,  her  Alma 
Mater,  in  1952.  She  hold.s  an  hi:inorarj'  degree 
from  the  LTni\'ersity  of  North  Carolina  in  Chapel 
Hill. 

She  is  an  author,  a  lecturer,  and  has  held  va- 
rious research  positions  with  a  number  of  fed- 
eral agencies,  the  National  Economics  and  Social 
Planning  Association,  and  the  Carnegie  Corpora- 
tion of  New  York.  Prior  to  her  position  as  Com- 
missioner of  the  Noi'th  Carolina  Board  of  Public 
Welfare,  which  she  held  for  19  years,  she  was 
head  of  the  Department  of  Sociology  and  Eco- 
nomics at  Meredith  College  in  Raleigh. 

Dr.  Winston  has  held  top  leadership  positions 
in  numerous  social  service  and  welfare  planning 
groups  at  local,  state  and  national  levels,  as  well 
as  professional  associations.  Her  most  recent 
claim  is  the  ai:)pointment  of  being  the  first  Com- 
missioner of  Welfare  for  the  Federal  Department 
of  Health.  Education  and  Welfare  in  Washington, 
D.  C. 

It  is  a  real  privilege  to  present  to  you  this 
very  lovely,  wonderful  lady  from  North  Carolina. 
We  still  claim  her.  and  she  gets  back  on  week- 
ends, she  said,  but  Washington  is  utilizing  her 
wonderful  services.  Dr.  Ellen,  we  are  delighted 
and  privileged  to  have  you  speak  to  us  today. 
[Applause] 

DR.  ELLEN  WINSTON:  Thank  you  very 
much.  Mr.  Chairman,  and  Ladies  and  Gentlemen: 
I  am  delighted  to  be  back  in  North  Carolina,  that 
you  gave  me  this  opportunity  long  before  I 
knew  that  I  would  have  headquarters  in  Wash- 
ington. So  I  really  come  to  you  this  morning 
wearing  two  hats,  but  since  initially  I  was  in- 
vited to  speak  to  you,  to  talk  particularly  about 
public  welfare  programs  as  they  relate  to  the 
health  of  the  citizens  of  our  state,  it  is  that  hat 
that  primarily  I  am  wearing  today  as  I  talk  with 
you  about  a  number  of  matters,  but  with  a  spe- 
cial reference  to  medical  assistance  for  the  aged. 

It  has  been  my  pleasure  over  a  number  of 
years  to  work  closely  with  your  leadership.  I 
think  we  never  took  a  more  important  step  in  the 
State  Board  of  Public  Welfare  than  when  we 
asked  your  President  some  years  ago  to  appoint 
an  advisory  committee  from  the  State  Medical 
Society  to  the  State  Board  of  Public  Welfare,  and 
each  succeeding  President  has  done  so  and  given 
the  opportunity  for  closer  relationships  than 
have  been  the  good  fortune  of  many  other  states. 

As  we  look  back  over  the  past  decade,  we  can- 
not help  but  be  impressed  with  the  very  substan- 
tial progress  that  has  been  made  in  our  own 
state,  particularly  in  providing  for  hospitalization 
of  the  indigent  and  the  medically  indigent.  To- 
day, it  is  a  little  hard  to  realize  that  it  was  only 
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in  1955  that  the  General  Assembly  enacted  the 
legislature  which  made  possible  the  pooled  funds 
for  payment  for  hospitalization  for  the  needy 
aged,  needy  disabled,  and  needy  children.  We 
had  had  a  bad  start  in  1953,  but  retrieved  the 
measure  two  years  later. 

It  is  also  difficult  at  this  point  to  realize 
that  in  those  early  days  we  were  only  paying 
$4  per  day  for  the  cost  of  hospitalization  out  of 
this  pool,  and  as  a  result  of  action  at  the  last 
General  Assembly  we  have  been  paying  S16 
for  the  current  biennium.  I  understand  that  pros- 
pects are  very  good  to  move  this  up  to  $20  for 
the  coming  two-year  period. 

My  own  position  in  this  area  has  always  been 
very  clear.  I  believe  in  paying  full  costs  not 
only  of  hospitalization,  but  of  the  new  programs 
that  are  on  the  horizon,  and  I  hope  that  as  we 
move  into  new  areas  we  will  not  make  the  error 
that  we  did  in  terms  of  the  hospitalization  pro- 
gram of  starting  too  low.  I  think  it  only  fair 
to  say  to  you,  because  of  your  deep  interest  in 
this  entire  field,  that  we  do  have  one  substan- 
tive problem,  one  administration  problem  that  I 
think  deserves  considerable  attention. 

I  have  real  questions  as  we  move  ahead  in 
terms  of  more  nearly  meeting  the  reimbursable 
costs  for  hospitalization  as  to  whether  we  should 
continue  on  a  flat  reimbursement  basis,  because 
what  it  will  mean  in  essence,  if  we  move  to  $20 
per  day,  or  anj'  amount  above  that,  is  that  for 
many  of  the  small  hospitals  with  the  less  expen- 
sive facilities,  we  will  be  paying  the  full  cost 
of  care.  That  more  and  more,  the  deficit  between 
actual  cost  and  what  is  being  paid  will  be  borne 
by  our  large,  better  equipped,  more  effective 
over-all  medical  institutions.  Some  states  have 
solved  this  problem  by  making  payments  on  a 
percentage  reduction  basis  from  reimbursable 
costs,  and  I  think  it  is  worthy  of  our  very  care- 
ful consideration   in   this  state. 

And  then  of  course  on  July  1st  of  1961,  we 
took  that  other  very  forward-looking  step,  the 
extension  of  payment  of  hospitalization  to  what 
we  call  the  no  money  payment  cases.  You  all 
know  what  this  means.  Cases,  individuals,  fami- 
lies that  can  get  along  and  take  of  their  mini- 
mum needs  for  food,  clothing  and  shelter,  but 
they  cannot  face  the  cost  of  hospitalization  if 
it  is  more  than  for  a  day  or  two.  the  so-called 
medically  indigent. 

It  is  remarkable  to  me  that  only  five  states 
have  taken  advantage  of  this  progressive  pro- 
vision in  the  Federal  Act,  and  I  can  assure  you 
that  one  of  my  own  special  projects  is  to  see 
that  more  states  learn  about  the  opportunities 
and  what  this  can  mean  in  terms  of  medical 
practice  and  financial  advantage  to  their  own 
states. 

Now  there  are  a  good  many  liberal  features 
relatively  in  our  North  Carolina  provision.  The 
only  thing  we  really  lack,  you  know,  is  money. 
But  I  think  it  is  well,  as  we  look  at  the  deficit  in 


money,  to  also  look  at  those  areas  in  which  we 
have  been  able  to  move  substantially  in  terms 
of  any  one  scale  of  values. 

In  the  first  place,  the  programs,  such  as  they 
are,  have  always  extended  to  all  categories.  It 
is  tremendously  important,  too,  that  hospitaliza- 
tion needs  are  met  for  an  unlimited  number  of 
days.  As  we  look  at  other  states  with  limitations 
of  fifteen  days,  or  thirty  days,  we  realize  how 
much  it  means  to  be  able  to  say  to  the  patient,  to 
the  physician,  to  the  hospital.  "Whatever  the 
number  of  days  is  necessary,  this  amount  of  pay- 
ment will  continue." 

We  also  have  moved  ahead  in  terms  of  taking 
advantage  of  the  provision  for  retroactive  pay- 
ments, because  we  do  not  always  discover  early 
that  a  particular  individual  will  need  financial 
help:  and  in  all  of  the  policies  that  have  been 
adopted  up  to  the  present  time,  within  the  limi- 
tation of  funds,  they  have  been  so  geared  as  to 
give  all  possible  l:)enefit  to  the  hospitals  them- 
selves. 

Another  way  in  which  our  state  program  is 
liberal  in  taking  advantage  of  the  opportunity 
under  federal  matching  funds  is  to  provide  for 
payment  for  the  aged  medically  ill  and  tuber- 
cular in  general  hospitals  up  to  the  present  legal 
limit  of  42  days.  We  also  make  payments  for 
people  who  are  temporarily  out  of  the  state, 
who  have  been  accepted  as  the  responsibility  of 
the  state.  I  never  discovered  how  much  people 
travel  until  we  began  to  get  claims  from  hospi- 
tals all  across  the  country,  and  I  still  remember 
the  first  claim  that  came  in  from  Oregon. 

Now  it  is  exceptionally  important  that  all 
physicians  across  the  state  fully  understand  these 
programs.  I  did  have  the  privilege  in  the  last 
paper  that  I  wrote  before  I  left  the  state  of  de- 
tailing a  number  of  matters  in  this  respect  for  an 
article  in  your  own  medical  journal.  But  we  all 
have  to  understand  this,  in  order  that  appro- 
priate referrals  may  be  made,  that  the.v  may  be 
made  promptly,  and  so  that  the  poor  people  of 
North  Carolina  may  get  full  advantage. 

The  chances  are,  too,  that  most  older  people 
who  are  known  to  j^ou  would  be  eligible  for 
hospitalization  under  these  programs  if  they 
have  any  extended  hospital  stay.  We  have  fig- 
ured that  the  average  single  individual  with  a 
cash  income  of  less  than  $1200  \\'ould  be  eligible, 
and  if  it  is  a  couple,  if  their  cash  income  is  less 
than  $1500,  they  will  be  eligible. 

The  role  of  the  Welfare  Department  is  very 
clear,  to  make  the  best  estimates  it  can,  to  pre- 
sent them  to  the  General  Assembly  for  state 
money,  to  certify  that  the  person  meets  eligi- 
bility requirements,  and  to  pay  the  bills. 

Actually,  in  terms  of  doctor-patient  relation- 
ships, there  is  no  voice  whatsoever  for  the  Wel- 
fare Department,  of  course,  the  physician  deter- 
mining which  of  his  patients  go  to  the  hospital,  to 
which  hospital,  and  how  long  they  stay  there. 

To  indicate  the  size  of  these  programs  in  our 
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state,  we  have  only  to  look  at  the  statistics  for 
the  last  fiscal  j-ear.  For  1901-62,  under  the  pooled 
fund  for  needy  aged,  disabled  and  children,  we 
provided  for  approximately  312,000  days  of  care 
at  a  cost  of  almost  4-1/3  million  dollars.  The  no 
money  payment  program,  the  companion  pro- 
gram, was  slow  in  getting  under  way  and  ac- 
counted for  roughly  105,000  days  of  care,  and 
not  quite  a  million  and  a  half  dollars. 

The  former  program  having  been  in  effect  now 
for  some  eight  years  will  increase  slowly:  the 
latter  program,  the  new  one,  is  expected  to  more 
than  double  by  1964-65.  And  in  all  of  this  forward 
mox'ement.  the  state  has  taken  full  advantage  of 
the  federal  matching,  matching  which  at  the 
present  time  is  80  per  cent  federal  for  older 
people,  65  and  over,  10  per  cent  state  and  10  per 
cent  county.  For  those  under  65,  the  ratios  are 
65  per  cent  federal,  17.5  per  cent  state,  and  17.5 
per  cent  county.  And  perhaps  you  would  like 
to  know  that  these  are  the  maximum  federal 
participation  rates  for  any  state. 

The  time  has  come  however  for  North  Caro- 
lina to  join  the  29  states  which  already  have 
medical  assistance  for  the  aged  programs  in  oper- 
ation under  the  Kerr-Mills  provisions.  And  of 
course  it  sounds  much  more  familiar  to  talk 
about  this  legislation  as  Kerr-Mills  legislation 
than  it  does  under  its  really  proper  name  of 
Medical  Assistance  for  the  Aged. 

The  Department  of  Health,  Education  and 
Welfare,  through  its  various  units,  is  lending  its 
full  supiK)rt  to  the  enactment  of  this  type  of  leg- 
islation in  all  54  jurisdictions,  and  we  have  re- 
cently been  .giving  a  great  deal  of  time  in  con- 
sultation to  various  states  which,  like  North 
Carolina,  are  in  the  process  of  getting  legisla- 
tion at  this  time. 

We  have  had,  of  course,  many  discussions  with 
your  leadership  over  the  past  year  around  this, 
and  the  very  fine  support  of  Governor  Sanford. 
Like  j'ou,  1  was  thrilled  to  hear  the  report  that 
the  Senate  yesterday  passed  Senate  Bill  8  as 
amended,  with  probably  no  dissenting  votes. 
Now  this  bill.  Senate  Bill  8  as  amended,  should 
make  it  possible  to  take  such  advantage  of  the 
Kerr-Mills  legislation  as  the  state  deems  appro- 
priate from  time  to  time.  It  is  very  important  to 
have  built-in  flexibility,  so  that  together,  the 
medical  profession  and  public  welfare  do  not 
have  to  go  back  for  changes  in  substantive  legis- 
lation when,  on  the  basis  of  experience,  you  are 
ready  to  move  forward  in  terms  of  additional 
states. 

It  is  true  that  many  states  have  started  with 
very  small  programs,  and  we  are  pleased  that  a 
number  of  them  in  these  recent  legislative  ses- 
sions have  expanded  their  programs.  It  is  a  good 
deal  like  manj'  other  areas,  you  know;  if  you 
can  just  get  started,  then  you  can  keep  on  going. 

I  know  that  you  are  well  aware  of  the  scope 
of  the  ^ledical  Assistance  for  the  Aged  program 
as  developed  by  your  leadership,  that  it  includes 


not  only  a  continuation  of  the  hospitalization 
program,  and  it  is  really  fine  that  this  is  already 
under  way,  because  this  means  that  a  substantial 
portion  of  the  funds  have  already  been  appro- 
priated, but  also  to  include  out-patient  clinic 
service,  drugs,  dental  care,  and  hopefully  before 
long  provision  for  home  nursing. 

Actually,  the  states  have  wide  latitude  in  terms 
of  what  they  choose  to  put  into  these  progi'ams. 
Already,  too.  I  think  it  is  significant  that  the 
emphasis  on  the  MAA  provision  is  leading  to 
some  broadening  of  the  total  program  for  the 
indigent  and  medically  indigent  since  the 
new  amendments  do  provide  for  out-patient 
clinic  service  and  the  drugs  to  other  groups 
of  indigent  and  medically  indigent,  in  addi- 
tion to  those  persons  65  and  o\'er  who  would 
qualify  under  Kerr-Mills,  and  the  fact  that  the 
program  of  dental  aid  in  the  current  legis- 
lation is  being  extended  tt)  all  aged.  Certainly 
it  is  hoped  that  the  House  of  Representatives 
will  follow  the  fine  record  set  by  the  Senate. 

As  1  have  talked  since  1  came  in  last  night, 
there  is  one  problem  around  this  bill  that  I  think 
it  appropriate  to  call  to  your  attention.  It  may 
be  out  of  the  amended  bill.  We  do  not  have,  1 
think,  final  word  on  it.  But  it  would  provide  for 
taking  out  of  the  present  budgets  for  needy 
people  the  small  amount  of  money,  up  to  SIO 
per  month,  which  is  now  budgeted  for  medical 
care.  Of  course,  it  doesn't  meet  the  cost  of  medi- 
cal care,  but  it  is  a  little  money  which  is  avail- 
able to  help  pay  for  an  occasional  prescription,  to 
help  pay  for  some  special  medical  expense.  If 
this  were  mo\'ed  for  financial  reasons  purely 
out  of  the  budget.  I  think  there  would  be  very 
great  problems  that  might  arise,  because  of  ad- 
verse effects  across  the  state.  There  are  two  rea- 
sons for  this: 

All  of  us  who  can  remember  back  to  1959  know 
what  happened  when  you  cut  back  grants  to 
needy  people,  and  this  would  amount  to  a  sub- 
stantial reduction  in  grants,  particularly  to  old 
age  assistance  recipients,  but  also  to  a  substantial 
extent  in  the  other  two  programs.  In  the  second 
place,  to  ask  that  small  amounts  be  included 
under  vendor  payments  would  add  substantially 
to  administrative  costs.  In  other  words,  it  is  far 
simpler  to  put  the  money  for  an  occasional  pre- 
scription into  the  grant  than  it  is  to  build  up 
all  of  the  additional  paper  work  that  would  go 
into  paying  a  large  number  of  smaller  bills. 

Furthermore,  since  at  the  present  time  the 
money  can  be  used  for  anj'  medical  care  purpose, 
and  in  the  proposal  would  be  limited  to  drugs, 
we  would  be  introducing  a  degi-ee  of  inflexibility 
that  does  not  prevail  at  present. 

I  thought  you  would  be  interested  to  know 
where  the  other  states  are  in  terms  of  MAA 
legislation  at  the  present  time.  We  brought  this 
up  to  date  as  of  April  the  11th,  and  I  am  sure 
there  have  been  some  progressive  changes  since 
that  time.  But  an^'way,  as  of  a  month  ago,  ap- 
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proximately,  there  were  29  states  that  had  pro- 
grams in  operation,  as  I  have  indicated.  There 
were  two  states  which  were  gearing  to  set  the 
new  program  into  operation  as  of  July  1st  of 
this  year,  and  one  state  which  will  begin  opera- 
tion as  of  the  1st  of  January,  1964.  There  are  13 
states  which  have  been  in  various  stages  of  legis- 
lation, and  North  Carolina  is  one  in  this  group. 
And  then  there  are  two  states  which  have  the 
legislative  base  for  a  medical  assistance  to  the 
aged  program,  but  have  no  money  with  which  to 
implement  it. 

You  were  all  very  much  aware  of  the  strong 
stand  of  the  Federal  Administration,  the  present 
administration,  on  provision  of  hospital  insur- 
ance under  the  Social  Security  program.  Even  if 
this  iDrogram  should  be  enacted,  we  would  still 
need  a  strong  program  of  Medical  Assistance  for 
the  Aged  in  North  Carolina  and  in  every  state. 
The  hospital  insurance  proposal  is  not  an  in- 
clusive health  care  program;  it  covers  hospitali- 
zation, care  in  nursing  homes  with  hospital  af- 
filiation, out-patient  diagnostic  service,  and  home 
visits.  Such  items  as  drugs,  dental  care,  physician 
services,  and  so  on,  are  not  included. 

Also,  these  specified  services  are-time-limited 
hospitalization,  for  example,  under  one  of  the 
options  for  45  days.  Thus  we  need  a  Medical  As- 
sistance for  the  Aged  program  on  a  broad,  sound, 
continuing  basis  in  everj'  state. 

There  is  a  bill  now  before  both  Houses  of  Con- 
gress that  has  some  implications  for  health  care 
that  I  think  would  also  be  of  some  interest  to 
you.  This  is  in  connection  with  our  new  bill  pro- 
viding for  certain  strengthening  features  in  Old 
Age  Assistance.  It  would  require  in  one  provi- 
sion as  good  a  program  of  health  care  under  Old 
Age  Assistance  as  we  have  in  Medical  Assistance 
for  the  Aged.  There  are  about  five  or  six  states 
which  provide  a  better  program  of  health  care 
today  for  their  medically  indigent  than  they  do 
for  the  people  we  define  as  totally  indigent.  In 
fact,  there  was  a  little  danger  that  we  might  have 
done  that  in  North  Carolina,  but  the  present  bill 
has  eliminated  any  such  possibility. 

A  second  provision  in  this  bill  now  before  the 
Congress — and  it  is  in  the  Senate  Finance  Com- 
mittee, having  been  introduced  by  Senator 
Smathers,  and  in  the  House  Ways  and  Means 
Committee,  having  been  introduced  by  Chairman 
Mills —  was  eliminate  the  42-day  limitation  on 
hospitalization  in  general  hospitals  of  older 
people  who  have  been  diagnosed  as  mentally  ill 
or  tubercular. 

Now  this  limitation  should  really  never  have 
been  in  the  law  to  begin  with.  It  probably  costs 
more  administratively  than  we  save  by  putting 
a  terminal  date  on  the  length  of  time  that  Fed- 
eral participation  is  available  for  these  cases. 

Experience,  of  course,  with  all  programs  indi- 
cates that  they  need  strengthening.  For  example, 
the  Federal  matching  for  medical  care  under  Old 
Age  Assistance  and  Medical  Assistance  for  the 


Aged  needs  to  be  tjrought  into  conformitj^  so 
that  a  few  states,  including  North  Carolina,  will 
get  the  same  percentage  of  Federal  participation 
in  each  of  these  programs.  The  difference  is  due 
to  the  fact  that  the  Federal  funds  are  set  up  in 
terms  of  two  diverse  matching  formulas.  Hope- 
fully, we  can  bring  about  this  merging  within  a 
very  short  period  of  time,  and  any  change  in  it 
I  am  sure  could  only  result  in  a  benefit  to  this 
state. 

Now  there  is  another  bill  before  the  Congress 
that  I  should  like  to  call  to  your  attention  be- 
cause of  the  interest  of  many  of  you  particularly 
in  the  needs  of  children  and  families.  This  is  HR 
3386.  This  bill,  which  is  also  before  Chairman 
Mills'  Ways  and  Means  Committee,  would  in- 
crease the  Federal  authorization  for  funds  under 
maternal  and  infant  care  from  the  present  ceil- 
ing of  25  million  dollars  a  year  to  50  million 
dollars  by  1970.  It  would  also  provide  for  a  slight 
increase  in  the  Federal  authorization  for  the 
crippled  children's  programs. 

Since  our  own  state,  like  manj'  other  states, 
tends  to  run  out  of  money  or  is  unable  to  initiate 
new  and  important  programs  in  the  field  of  child 
health,  we  think  that  all  possible  support  should 
be  given  to  this  bill.  It  has  another  extremely  in- 
teresting pi'ovision  which  grew  out  of  the  report 
of  the  President's  special  commission  to  study 
mental  retardation.  The  bill  would  provide  for 
Federal  funds  for  prenatal  and  postnatal  care  of 
women  who  are  particularly  vulnerable  because 
they  are  in  the  low  income  groups.  It  is  antici- 
pated that  the  funds  would  be  very  largely  used 
in  the  large  cities  of  the  country,  where  we  have 
such  a  concentration  of  these  families  in  slum 
areas. 

The  measure  was  promoted  primarily  because 
it  was  concerned  over  the  number  of  mentallj' 
retarded  individuals  whose  mental  retardation 
could  have  been  prevented  with  proper  prenatal 
and  natal  care.  But  we  also  see  the  potentials 
for  bringing  about  substantial  reduction  in  other 
types  of  problems  that  arise  as  a  result  of  lack 
of  proper  care  of  mothers  and  their  babies.  The 
bill  would  further  provide  for  some  increased 
emphasis  on  research  in  the  child  health  field, 
and  for  more  cooperative  planning  with  regard 
to  mental  retardation. 

Another  area  of  special  interest  to  the  new  wel- 
fare administration  is  our  school  help  programs 
across  the  country.  There  is  an  interdepartmental 
committee  which  has  a  rotating  chairman  among 
the  Public  Health  Service,  the  Office  of  Educa- 
tion, and  the  United  States  Children's  Bureau. 
We  know  that  there  will  be  studies  in  this  area, 
and  hopefullj'  closer  working  relationships  with 
the  individual  states  in  this  important  health 
field.  Certainly  the  prospects  are  growing  bright- 
er for  meeting  the  health  needs  of  both  our 
young  and  older  citizens  in  the  low  income 
groups. 

Since  the  month  of  Maj'  has  been  designated  as 
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Senioi-  Citizens  Month  by  President  Kennedy,  it 
will  be  particularly  appropriate  for  North  Caro- 
lina to  enact  the  pending  MAA  legislation  within 
the  next  few  days,  and  we  all  hope  our  legisla- 
ture will.  At  the  same  time,  I  think  this  will  be 
further  evidence  of  the  effective  teamwork  which 
has  existed  over  the  years,  which  I  am  sure  will 
exist  and  be  strengthened  within  the  future  be- 
tween the  medical  and  pulilic  welfare  leadership 
of  our  state.   [Applause] 

CHAIRMAN  FULLER;  Dr.  Ellen,  we  do  sin- 
cerely thank  you,  and  as  I  think  back  over  the 
years,  there  have  been  times  when  there  has  not 
iDeen  100  per  cent  agreement  in  our  philosophy. 
I  can  always  say  that  we  have  found  in  you 
a  very  helpful  and  wonderful  cooperative  work- 
er, and  I  know  every  one  of  us  is  extremely 
proud  of  the  fact  that  she  is  representing  us  in 
Washington,  and  we  in  the  North  Carolina  Medi- 
cal Society  appreciate  so  much  your  being  here 
today  and  presenting  this  very  fine,  very  infor- 
mative talk  to  us. 

At  this  time,  the  hour  has  arrived  when  your 
new  President,  Dr.  .John  S.  Rhodes  will  speak. 
Ladies  and  gentlemen,  we  now  have  the  privilege 
of  hearing  our  new  President,  Dr.  .John  S. 
Rhodes. 

[The  audience  rose  and  applauded.] 

PRESIDENT  JOHN  S.  RHODES:  Dr.  Fuller, 
Dr.  Kernodle,  Members  of  the  Medical  Society 
and  Guests:  You  know  my  feelings  just  then 
when  I  was  between  these  two  big  men — it  was 
like  the  story  about  John  Glenn  when  they  put 
him  in  the  capsule  and  strapped  him  down,  and 
about  the  only  thing  he  could  move  was  his  eye- 
balls, and  one  of  his  buddies  came  up  and  said, 
"John,  are  you  scared?"  And  John  looked  at  him, 
just  turning  his  eyeballs  and  he  said,  "Here  I 
am.  strapped  in  this  thing  with  14,000  com- 
ponents all  supplied  by  the  lowest  bidder  and  you 
ask  me  if  I  am  scared." 

That  I  should  have  the  honor  to  serve  as 
President  of  your  Society  gives  me  a  feeling  of 
great  gratitude  and  pride,  tempered  however 
by  an  acute  sense  of  responsibility  and  an 
awareness  of  personal  limitation. 


CHAIRMAN  FULLER:  President  John,  we  en- 
joyed this  very  fine  address  of  j-our.  and  with 
the  deep  feeling  of  security,  confidence  and  ex- 
pectation, 1  think  we  can  say  for  what  we  plan, 
what  we  hope  and  what  we  feel,  we  will  be  sure 
there  will  be  accomplishments  in  the  foi'ward 
motion  of  oiu-  Medical  Societ>'  for  next  year. 
We  thank  you  and  are  proud  of  you  and  happy 
to  be  part  of  the  group  that  you  will  lead  next 
year. 

I  now  call  upon  Dr.  .lohn  R.  Kernodle  to  take 
charge  of  the  next  order  of  business. 

DR.  KERNODLE:  We  have  on  the  agenda  this 
morning  the  election  of  two  men  to  serve  four 
years  for  the  Medical  .lournal  of  North  Carolina, 
men  whose  terms  expired  were  Dr.  William  M. 
Nicholson,  and  Dr.  Charles  W.  Styron.  I  will 
entertain  a  motion  for  nominations  for  these  two 
offices.  Membership  on  the  North  Carolina  Jour- 
nal Board  of  Editors. 

DR.  FERGUSON:  In  view  of  the  very  excellent 
contribution  that  these  two  men  have  made  to 
our  Society,  I  would  like  to  renominate  them  for 
re-election,  both  of  them. 

DR.  KERNODLE:  You  have  heard  the  nomi- 
nation. Is  there  a  second  to  the  nomination? 

[The  motion  was  duly  seconded.] 

DR.  PASCHAL:  Mr.  Chairman,  I  move  nomina- 
tions be  closed. 

[Motion  seconded.] 

DR.  KERNODLE:  All  in  favor  of  closing 
nominations  let  it  be  known  by  saying  "aye"; 
all   opposed?   The  "ayes"  have  it. 

All  in  favor  of  nominating  Dr.  Nicholson  and 
Dr.  Styron  for  a  four-year  term  on  the  Journal 
Board  let  it  be  known  by  saying  "aye";  opposed, 
likewise.  The  "ayes"  Rave  it. 

The  next  thing  on  the  agenda  is  the  installation 
of  officers  and  the  giving  out  of  prizes. 

[Installation  of  Officers.] 

[Presentation  of  Prizes.] 

[The  meeting  adjourned  sine  die  at  twelve 
o'clock  noon.] 
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PRESIDENT'S    DINNER 


TUESDAY    EVENING    SESSION 
May   7,    1963 

The  President's  Dinner  was  held  in  the  Ashe- 
ville  City  Auditorium,  Asheville,  North  Carolina, 
convening  at  seven-thirty  p.m.,  Dr.  H.  Fleming 
Fuller,  Toastmaster. 

TOASTMASTER  FULLER:  At  this  time,  I 
would  like  to  ask  Reverend  A.  Allen  Gardner, 
Jr.,  of  the  First  Presibyterian  Church  of  Ashe- 
ville to  offer  the  invocation. 

THE  REVEREND  A.  ALLEN  GARDNER:  Al- 
mighty Eternal  God,  who  hast  set  before  us  the 
glory  of  the  new  heaven  and  the  challenge  of 
new  earths,  we  are  Thy  people  and  we  ask  Thy 
blessing  upon  us  now  as  we  meet  together  on 
this  happy  occasion.  We  thank  Thee  for  all  of 
the  ties  of  faith  and  friendship  and  service  that 
bind  us  together,  and  for  those  stronger  bonds 
that  unite  us  with  Thee. 

Make  us  always  sensitive  to  the  needs  of  Thy 
people,  and  keep  us  from  weariness  and  well  do- 
ing. Make  our  work  always  be  the  answer  to  a 
prayer,  and  may  our  prayer  be  always  to  serve 
Thee  by  serving  people. 

And,  Our  Father,  we  thank  Thee  for  these 
blessings  that  we  are  about  to  receive  and  for 
every  gift  from  the  hand  of  love  we  give  Thee 
our  thanks  in  Jesus  Name.  Amen. 

[Presentation  of  guests] 

[Presentation   of   President's   Jewel.] 

[Installation  of  President-Elect,  John  S. 
Rhodes.] 

PRESIDENT  JOHN  S.  RHODES:  My  anxiety 
to  this  moment  brings  me  back  a  good  manj* 
years  to  the  time  when,  as  a  third-j'ear  medical 
student,  with  my  little  handbook  on  obstetrics  in 
one  hand  and  a  little  black  bag  in  the  other,  I 
hastened  over  to  an  East  Boston  tenement  on 
my  first  maternity  case. 

As  I  was  busily  trying  to  make  preparation 
for  what  seemed  an  urgent  situation,  the  young 
woman  said  to  me,  Doctor,  I  hope  I  don't  behave 
too  badly.  You  see,  this  is  my  first  baby."  I 
thought  to  myself  "Sister,  you  don't  know  it, 
but  this  is  the  first  baby  I  have  ever  seen  born." 
Those  were  anxious  moments. 

As  I  attended  a  luncheon  j-esterday  honoring 
Mrs.  John  Reese,  who  regrettably  is  absent  to- 
day, I  was  impressed  by  the  large  crowd  of 
ladies  there  who  commended,  I  am  sure,  the 
fine  jrear  that  Mrs.  "Wilkinson  has  had  as  Presi- 
dent of  the  Auxiliary,  and  who  gave  assurance 
that  the  next  year  will  also  represent  a  fine 
year  under  the  guidance  of  Mrs.  Reece. 

I  think  of  no  greater  privilege  or  pleasure  than 
to  have  the  opportunity  to  work  with  such  a 
fine  lady,  and  all  •  those  wonderful  members  of 
the  Auxiliary.  

One  is  impelled  at  a  moment  like  this -to  remi- 
nisce personally  about  some  of  the  people  who 


I  feel  were  responsible  for  bringing  me  to  this 
point.  The  first  of  those  is  my  mother,  of  whom 
I  have  no  recollection,  because  of  her  death  in 
childbirth,  and  who  I  am  sure  was  responsible  for 
the  spark  that  led  me  to  choose  medicine. 

My  father,  whose  great  vicissitudes  in  the  days 
of  panic  of  1915  and  of  1920  made  great  struggles 
to  secure  for  me  an  education. 

Lester  Crowell,  Jr.,  with  whom  I  grew  up, 
whose  overcoming  of  an  enormous  handicap  was 
a  great  inspiration. 

And  then  that  inimitable  Donald  Koontz,  under 
whom  I  served  as  First  Vice  President,  and  for 
whom  I  have  the  greatest  esteem. 

And  then  there  were  four  Presidents  of  this 
Society  under  whom  I  served,  and  whose  pa- 
tience and  guidance  were  a  tremendous  inspira- 
tion to  me:  Lenox  Baker,  Amos  Johnson,  Claude 
Squires,  John  Reece,  men  who  gave  greatly  of 
themselves  to  this  organization  and  continue  to 
do  so. 

And  finally  two  other  individuals,  John  Robert 
Kernodle,  whose  enormous  activity  in  this  past 
year  has  contributed  immensely  to  medicine  in 
this  state  and  throughout  this  nation,  and  to 
whom  I  am  deeply  indebted  for  his  inspiration, 
and  to  Jim  Barnes,  whose  inexplicable  knowl- 
edge and  command  of  the  affairs  of  this  Society 
are  a  continuous  miracle  to  me. 

And  last  but  not  least,  my  wife,  Eleanor,  who 
for  more  years  than  I  dare  mention  has  stood 
by  my  side  and  supported  me  in  all  I  have  done. 
[Applause] 

As  I  face  this  next  j'ear  with  you,  I  face  it 
with  a  natural  pride  in  the  honor  you  have  done 
me  and  with  a  somewhat  ea.sy  heart  in  the 
knowledge  that  there  are  many  challenges.  I 
know,  however,  I  can  depend  on  members  of  this 
Society  for  their  support  and  good  will.  I  will 
do  the  best  that  I  know  how. 

I  hope  that  all  of  you  will  plan  to  come  to 
Greensboro  next  year  and  bring  many  other 
friends  with  you.  Thank  you.    [Applause] 

TOASTMASTER  FULLER:  I  am  sure  I  speak 
for  the  entire  group  when  we  say  we  are  happj' 
and  grateful  3'ou  are  our  leader  for  the  next 
year,  and  we  feel  sure  that  >-ou  will  carry  on  in 
a  manner  of  which  you  will  be  very  proud. 

Now  comes  a  verj^  happj'  privilege  to  your 
Master  of  Ceremonies  to  present  our  speaker 
for  the  evening.  You  have  already  seen  what 
his  topic  is  going  to  be.  but  let  me  tell  a  wee  bit 
about  him,  if  I  maj'. 

He  is  a  graduate  of  both  Michigan  State  Uni- 
versity and  the  LIniversity  of  Michigan,  where 
he  received  his  degree.  From  then  until  1951,  he 
remained  at  the  Universitj'  Hospital  for  training 
as  a  specialist  in  internal  medicine  serving  as 
an  instructor  of  internal  medicine  in  the  medical 
school   in    1950.   Except   for   two   years   as   com- 
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mander  in  the  Navy  Medical  Corps,  he  has  been 
in  private  practice  as  a  heart  specialist  in  Lan- 
sing since  1951. 

His  professional  associations  include  member- 
ship in  the  AMA,  Heart  and  Diabetic  Associa- 
tions, the  American  College  of  Physicians.  Diplo- 
mate  of  the  American  Board  of  Internal  Medi- 
cine. I  have  at  least  three  other  pages  which  1 
am  going  to  skip  and  just  say  that  Dr.  Bates 
makes  over  a  hundred  speeches  a  year  in  the 
United  States  on  his  topics  of  -'How  To  Have  a 
Heart  Attack,"  "How  To  Live  To  Be  a  Hundred" 
and  "Alcoholism." 

I  don't  know  how  you  chose  this  topic  tonight. 

Dr.  Bates,  it  is  a  real  privilege  to  have  you 
as  our  speaker  for  the  evening  and  on  behalf 
of  the  entire  Society,  we  thank  you  very  much. 
[Applause] 

DR.  RICHARD  C.  BATES:  If  this  talk  seems 
a  little  elemental  to  some  of  you,  you  will  have 
to  realize  that  it  was  originally  designed  to  be  a 
talk  for  lay  audiences,  and  I  recognize  also 
that  it  is  bad  to  start  off  with  an  apology  of 
that  sort. 

Actually,  there  is  a  good  precedent  in  medicine 
for  making  excuses.  It  occurs  to  me,  as  it  has  to 
you,  that  we  have  gotten  to  the  point  where 
every  separate  group  in  medicine  has  its  own 
excuse.  The  Surgeon  says  "I  don't  know  what 
happened.  It  must  have  been  unusual  reaction 
to  the  anesthetic."  The  anesthetist  says  "The  sur- 
geon must  have  pulled  down  the  mesentery." 

The  orthopod  says  "Well,  they  all  look  stiff 
when  the  cast  comes  off,  we  will  send  you  up  to 
physiotherapy." 

The  internist  says  "Well,  if  she  had  pulled 
through,  she  would  have  been  a  bedridden 
invalid." 

The  psychiatrist  says  "I  don't  know  what  hap- 
pened. It  must  have  been  a  sudden  impulse.  He 
was  doing  very  well." 

The  .general  practitioner  says  "We  called  in  a 
specialist." 

The  obstetrician  says  "This  is  nature's  way 
of  getting  rid  of  defective  babies." 

The  gynecologist  says  "Well,  they  weren't 
functioning  anyway." 

The  urologist  says  "You  weren't  supposed  to 
think  about  those  things  at  your  age." 

The  only  group  I  have  yet  to  find  making  an 
excuse  is  the  dermatologist,  and  that  is  because 
nobody  expects  anything  of  them  in  the  first 
place. 

But  it  is  good  to  get  back  on  the  banquet 
circuit  again.  I  have  been  off  with  a  friend  of 
mine  trying  to  develop  a  new  pill.  I  don't  have  it 
far  enough  along  to  give  a  paper  on  it  at  j^our 
scientific  session,  but  if  there  is  enough  interest 
in  it  I  would  like  to  tell  you  a  little  bit  about  it. 

It  has  occurred  to  us  that  the  modern  tran- 
quilizers and  psjxhic  energizers  are  not  flexible 
enough  to  meet  a  person's  needs  throughout  the 
whole  day.  so  this  fellow  and  I  are-  working  on  a 


pill  that  is  built  up  in  layers  something  like  the 
old-fashioned  jawbreaker,  and  the  idea  is  that  the 
patient  swallows  this  pill  whole  first  thing  in  the 
morning,  and  then  each  layer  has  a  different 
pharmacologic  effect,  so  that  as  each  pill  dis- 
soh'es,  he  gets  a  different  effect  to  match  his 
needs  the  whole  day. 

The  first  outer  layer,  of  course,  gets  him  up 
with  a  bang  and  down  to  breakfast  with  a  smile 
on  his  face.  Then  there  is  a  layer  that  kicks  in  as 
soon  as  he  gets  to  the  office  to  promote  the  right 
mood  of  optimism  and  cheer.  Another  layer 
comes  in  about  noon  to  cut  down  his  appetite,  so 
that  he  doesn't  get  fat.  There  is  another  layer  to 
counteract  the  1  p.m.  slump;  and  about  five 
o'clock  a  layer  kicks  in  that  has  the  effect  of 
two  martinis.  Right  behind  that  at  five-thirty, 
there  is  a  layer  that  enaljles  hhii  to  greet  his  wife 
at  the  door  with  compassion — I  said  compassion, 
it  is  only  five-thirty.  Half-hour  behind  that, 
there  is  a  layer  that  makes  his  wife's  cooking 
taste  good.  The  next  layer  makes  him  a  sparkling 
conversationalist  throughout  the  evening,  which 
brings  us  up  to  bedtime. 

We  will  skip  over  the  next  layer,  although 
it  is  going  to  be  the  most  popular  feature  of  the 
whole  pill.  And.  of  course,  the  dead  center  is 
a  barbiturate  that  puts  him  off  to  eight  hours 
of  sound  sleep. 

We  would  have  this  on  the  market  by  now  but 
we  are  having  a  little  trouble  with  the  Food  and 
Drug  Administration  getting  approval.  We 
haven't  found  any  volunteers  that  will  come 
forward  and  help  us  to  answer  their  question. 
They  want  to  know  what  happens  if  the  patient 
makes  a  mistake  and  chews  the  pill  up  instead 
of  swallowing  it  whole. 

Well,  I  suppose  I  had  better  begin  bj'  warning 
you  that  the  opinions  to  be  expressed  do  not 
necessarily  represent  official  attitudes  of  any 
of  the  organizations  of  which  I  might  be  a  mem- 
ber, including  the  American  Heart  Association, 
and,  in  fact,  as  far  as  I  can  determine,  they  don't 
represent  official  attitudes  of  any  of  the  organi- 
zations I  am  trying  to  get  into,  including  the  Soil 
Bank.  But  you  can  relax.  This  isn't  going  to  be 
the  usual  medical  talk.  You  know  the  kind  I 
mean,  the  long,  dry  tirade  filled  with  facts  and 
figures  designed  to  scare  you  into  giving  up  the 
few  pleasures  you  can  still  enjoy  in  life  in  ex- 
change for  a  few  extra  years  at  the  end  of  your 
life  when  you  are  too  old  to  enjoy  anything. 

Naturally,  physicians  all  over  the  country  are 
concerned  about  the  effect  of  these  medical  talks 
and  television  shows  on  our  patient's  peace  of 
mind.  Here  is  what  a  doctor  in  New  York  State 
said  in  a  medical  convention  there  a  few  years 
ago  on  this  point.  He  said  "We  are  paying  a 
special  price  for  fear  instilled  into  the  minds  of 
millions  under  the  guise  of  medical  education." 
Fear  itself  has  become  a  disease.  Many  patients 
avoid  doctors'  offices  for  months  and  months 
because  thev  are  afraid  to  find  out  if  we  will 
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.substantiate  their  fears  of  a  disease  they  prob- 
ably never  will  have. 

In  ten  years,  if  we  were  to  believe  all  the 
distorted  statistics  spoon  fed  to  us  through  all 
media  of  communications,  one  of  every  five 
would  be  dying  of  cancer;  one  of  twenty  of  us 
would  be  in  a  mental  institution;  we  probably 
would  be  visited  fro  mtime  to  time  in  the  hospi- 
tal or  asylum  by  one  of  our  children,  a  victim 
of  cerebral  palsy  or  polio,  while  our  second 
child  would  be  home  ill  with  rheumatic  fever; 
and  then  the  third  child  would  be  forced  to  go 
to  his  psychiatrist  all  by  himself. 

Mind  you,  this  is  only  if  we  were  luckj'  enough 
to  have  escaped  the  ever-compounding  effects 
of  heart  disease,  tuberculosis,  arthritis,  smoking 
cigareetes,  and  if  we  hadn't  been  previously 
killed  in  Fourth  of  July  accidents. 

This  doctor  went  on  to  say — this  sounds  face- 
tious, but  it  isn't.  We  have  all  seen  the  patient 
who  at  his  eyes  for  conjunctivitis,  looks  at  the 
color  o  fthe  tongue,  feels  the  breast  for  lumps, 
rubs  his  teeth  to  see  if  there  is  blood,  examines 
his  stool  and  urine,  and  then  reads  the  obituary 
column.  If  his  name  isn't  in  it,  "Anothei'  day,  I 
am  alive." 

As  you  all  know,  from  having  given  them 
yourselves,  the  usual  doctor  when  he  starts  to 
discuss  his  subject  is  expected  to  start  off  with 
some  statistics  that  brings  his  topic  right  down 
to  the  listener's  individual  level.  For  example, 
if  we  were  going  to  talk  about  cancer  tonight, 
traditionally  I  would  be  expected  to  start  right 
off  and  say  that  one  person  in  eight  in  this  room 
is  going  to  die  of  cancer,  which  is  true.  But  our 
topic  tonight,  I  could  be  be  even  more  alarming 
and  announce  that  half  the  people  in  this  room 
are  going  to  die  of  heart  disease,  which  is  also 
true.  But  then  these  speakers  never  go  on  and 
point  out  the  rest  of  you  are  going  to  die  of 
something  else.  And,  as  a  matter  of  fact,  if  you 
escape  dying  of  heart  disease,  you  enormously 
increase  your  chances  of  dying  of  cancer.  And  if 
you  are  somewhat  fortunate  as  to  escape  both 
heart  disease  and  cancer,  you  run  great  risks  of 
dying  of  the  most  lingering  malady  of  all,  the 
one  that  takes  ninety  years  to  kill,  natural 
causes. 

Everybody  agrees  that  a  heart  attack  is  the 
best  way  to  die.  If  you  doubt  that  statement, 
recall  how  many  times  you  have  heard  a  con- 
^•ersation  that  goes  something  like  this.  Two 
people  meet  on  the  street,  and  one  says  to  the 
other  "Say,  did  you  hear  about  poor  old  Bill?" 
The  other  fellow  says  "Yes,  poor  devil,  dropped 
dead  of  a  heart  attack  last  night."  You  can  just 
wait.  You  won't  have  to  wait  very  long.  One  or 
the  other,  or  both  of  them  in  unison,  will  say 
"Still  if  I  have  to  die,  that's  the  way  I  want  to 
go,  like  that." 

They  never  sa.v  "when  I  die."  they  say  "if  I 
have  to  die." 

Naturally,  the  thing  about  a  heart  attack  that 


makes  it  so  attractive  as  means  of  doing  is  its 
speed.  For  all  we  know,  dying  may  be  the  most 
wonderful,  blissful,  ecstatic  moment  in  all  ex- 
istence. It  doesn't  matter.  Americans  are  al- 
ways in  a  hurry.  They  want  to  get  it  over  with 
and  get  on  to  something  else.  But,  of  course,  I 
don't  mean  to  suggest  a  coronary  is  the  only 
way  to  die  ciuickly.  Naturally,  you  can  commit 
suicide,  but  it  takes  courage.  You  can  ruin  a 
few  fine  automobiles  sooner  or  later.  Sign  up  for 
the  next  Cuban  invasion  force.  Have  a  couple  of 
dates  with  a  jealous  man's  wife. 

No,  all  things  considered,  the  best  way  to  die 
suddenly  is  to  have  a  nice,  clean,  unexpected 
coronary,  and  this  is  the  age  of  the  positive  ap- 
proach, the  era  of  do-it-yourself,  so  I  am  going 
to  tell  you  tonight  what  to  do  to  manufacture 
your  own  little  coronary  right  in  your  own  base- 
ment workshop. 

We  all  must  know  enough  about  it  that  I  can 
guarantee  you  a  result.  I  do  have  to  hedge  a  little 
bit,  because  it  takes  time.  There  is  always  a 
chance  something  else  will  get  to  you  first.  But, 
on  the  other  hand,  you  have  a  fifty-fifty  chance 
to  begin  with,  so  tonight  we  are  going  to  try  and 
straighten  out  that  other  half  of  the  room.  And 
before  I  tell  you  what  you  have  to  do  to  bring 
on  a  coronary,  I  would  like  to  discuss  for  the 
wife  particularly  a  little  of  what  we  know  about 
this  disease,  and,  naturally,  we  don't  have  all 
the  answers  yet,  partly  because,  surprisingly, 
while  this  is  no  wthe  leading  cause  of  death 
in  the  United  States,  heart  attacks  as  such  were 
unknown  to  the  medical  profession  before  1912. 
The  first  report  came  from  a  pathologist  in  Chi- 
cago just  fiftj'-one  years  ago.  We  think  people 
were  having  heart  attacks  long  before  1912.  As  a 
matter  of  fact,  Egyptian  mummies  have  been 
resurrected  and  bisected  after  5,000  years  in  a 
sarcophagus  and  their  coronaries  have  been 
found  to  be  in  a  remarkable  state  of  hardness. 

Hippocrates,  the  great  Greek  physician  who 
lived  three  centuries  before  Christ,  left  us  an 
excellent  description  of  patients  who  came  to 
him  complaining  of  severe  pains  in  the  upper 
chest,  and  the  old  boy  noted  in  his  memoirs  that 
it  was  a  pretty  good  idea  to  get  cash  before 
they  left  the  office. 

In  the  time  of  Shakespeare,  the  Elizabethan 
poems  and  plays  are  full  of  references  to  broken 
hearts,  and  fluttering  hearts,  and  we  feel  sure 
some  of  these  phrases  must  have  arisen  from  in- 
stances of  aging  lovers  who  Avere  pursuing  their 
amours  too  vigorously  and  dropped  dead  as  a 
result. 

What  is  a  heart  attack?  Well,  the  heart  is  a 
large  muscular  organ  that  pumps  gallons  and 
gallons,  tank  cars  full  of  blood  every  few  clays. 
Naturally,  we  don't  possess  tank  cars  full  of 
blood.  We  each  have  about  five  quarts,  and  our 
hearts  circulate  these  same  five  quarts  around 
and  around,  over  and  aver.  That  is  how  you  get 
tired  blood. 


300 


In  order  to  perform  this  tremendous  amount 
of  work,  the  heart  itself  needs  a  constant  supply 
of  blood  that  comes  to  it  through  tiny  arteries 
that  encircle  the  top  of  the  heart  something  like 
a  crown.  The  Latin  word  for  crown  is  corona, 
and  so  we  speak  of  these  encircling  arteries  on 
top  of  the  heart  as  coronary  arteries.  Almost 
from  the  time  we  are  born,  these  arteries  begin 
to  fill  in  with  deposits  of  fatty  sludge  known  as 
cholesterol.  Almost  from  the  time  we  are  born, 
new  arteries  begin  to  grow  into  the  heart  that 
provide  new  channels  for  the  flow  of  blood  as 
these  old  arteries  fill  in. 

By  now  it  is  possible  that  a  third  of  the  men 
in  this  room  have  plugged  off  at  least  one  of 
their  coronaries,  but  generally  when  that  hap- 
pens no  disease  results,  because  adequate  de- 
tours for  the  flow  of  blood  are  already  present. 
If  they  are  not  there,  the  first  symptom  is  gen- 
erally pain.  The  heart  is  capable  of  only  one  sen- 
sation, pain,  when  it  is  not  getting  enough  blood; 
and  so  it  is  first  pain  when  it  is  working  the 
hardest  with  excitement  after  a  heavy  meal, 
after  some  hard  exercise,  and  as  soon  as  rest  is 
provided,  it  goes  away. 

A  little  late,  as  the  artery  plugs  a  little  more, 
the  pain  isn't  so  clearly  related  to  exercise  and 
may  come  on  during  rest  at  night,  and  finally  a 
little  blood  clot  forms  because  the  blood  can 
no  longer  squeeze  through.  The  medical  term 
for  a  clot  is  a  thrombus,  and  so  we  speak  of 
this  final  plug  is  a  coronary  thrombosis.  Cor- 
onary occlusion,  coronary  thrombosis,  heart  at- 
tack—they all  mean  the  same  thing.  Actually,  of 
course,  doctors  no  longer  use  any  of  these  terms 
of  their  patients  would  know  what  they  are 
talking  about.  We  all  now  carefully  refer  to  this 
as  a  myocardial  infarction. 

How  will  you  know  if  you  are  having  this 
trouble?  Well,  the  chances  are  j'ou  will  know. 
First  off,  it  is  not  that  little  pain  ycu  have  been 
noticing  over  here  on  the  left  side  while  I  have 
been  talking.  The  pain  of  a  heart  attack  gen- 
erally isn't  over  the  heart,  taut  over  the  upper 
center  chest,  and  it  hurts.  It  hurts  as  badly  as  a 
broken  leg.  One  of  my  patients  told  me  it  felt  as 
though  somebody  had  parked  a  truck  on  his 
chest  and  gone  in  for  a  cup  of  coffee.  You  under- 
stand, of  course,  that  the  medical  profession 
is  under  a  great  handicap  here.  As  yet,  nobody 
has  come  forth  with  a  reliable  description  of 
the  symptoms  experienced  by  those  whose  heart 
attacks  are  immediately  fatal. 

Well,  how  is  it  that  half  of  us  are  going  to  go 
in  this  fashion  and  the  other  half  will  have  to 
find  some  less  satisfactory  means?  We  think  now 
that  no  one  factor  is  responsible,  but  then  it 
takes,  to  coin  a  phrase,  a  combination  of  medical- 
ly proven  ingredients.  So  far.  some  seven  or 
eight  different  things  have  been  identified, 
some  of  major  importance,  some  of  minor  ,each 
modifying  the  other. 

First  off.  having  a  coronary  is  not  strictly  a 


process  of  aging,  as  was  originally  believed,  be- 
cause the  peak  age  for  having  a  heart  attack 
is  reached  bj-  males  at  forty-five,  by  women  at 
fifty-five.  After  these  ages,  your  chances  of  dying 
of  this  disease  begin  to  decrease.  This  is  partly 
because  after  these  ages,  your  chances  of  dying 
of  other  diseases  begin  to  increase. 

Heredity  is  very  important,  but  looking  around 
the  room  I  can  see  it  is  a  little  late  for  most  of 
you  to  do  much  about  it.  But  the  more  people 
unexpectedly,  the  better  your  chances  are  of  go- 
>ou  have  in  your  family  who  have  toppled  over 
ing  in  precisel3-  the  same  way.  And  then  there  is 
the  matter  of  sex,  because  men  have  six  times 
as  many  heart  attacks  as  women.  This  one  statis- 
tic in  this  disease  alone  accounts  for  the  pre- 
ponderance o  fwidows  hanging  around  St.  Peter's 
every  week.  There  is  such  a  surprising  difference 
the  sexes,  si  xmen  to  one  woman,  that  it  de- 
manded a  rational  scientific  explanation  and  it 
wasn't  too  difficult  to  find. 

It  was  shown  that  there  is  something  in  the 
hormones  that  makes  women  less  susceptible. 
It  slows  down  the  rate  at  which  they  deposit 
cholesterol  in  the  walls  of  their  arteries.  And  im- 
mediately thereafter  it  was  shown  that  we  could 
gi\'e  these  female  hormones  or  estrogens  to  males 
and  slow  down  the  rate  at  which  their  arteries 
hardened. 

For  a  while,  this  gave  promise  for  control  of 
coronary  artery  disease,  but  then  aruptly  and 
most  unexpectedly,  we  ran  out  of  males  willing 
to  take  the  hormone. 

I  have  to  be  a  little  l3it  vague  at  this  point. 
There  is  something  in  these  female  hormones 
that  when  you  give  them  to  a  man,  changes — 
well,  the  plain  truth  of  the  matter  is  most  men 
are  so  stubborn  that  they  would  rather  drop 
dead  of  a  heart  attack  than  to  wear  a  brassiere. 

Of  course,  as  we  look  back  over  this  whole 
series  of  scientific  papers,  we  shouldn't  have 
been  as  astonished  at  that  turn  of  events  as  we 
were.  Surely  it  is  not  the  first  occasion  when 
medical  scientists  have  been  guilty  of  making 
mountains  out  of  molehills. 

It  is  good  if  you  live  in  the  city.  City  people 
have  more  heart  attacks  than  country  folk.  This 
is  probably  related  to  the  matter  of  exercise.  As 
you  know,  we  have  made  180  degree  turns  on 
this  business  of  exercise.  We  used  to  teach  that 
exercise  caused  heart  attacks.  Now  we  believe 
it  is  the  factor  that  stimulates  the  growth  of 
new  Ijlood  vessels  into  the  heart,  so  that  it  pre- 
vents heart  attack. 

The  heart  is  a  muscle  like  any  other  muscle 
that  apparently  grows  a  getter  blood  supply  for 
itself  the  more  that  is  used.  This  change  I  think 
began  with  a  study  done  over  in  Great  Britain. 
Over  there,  you  know  they  have  these  two-tiered 
busses.  This  requires  them  to  have  two  men  to 
the  bus,  one  sits  and  drives  all  day  while  the 
other  man  is  on  his  feet  to  the  upper  deck  and 
down  punching  tickets  as  a  conductor  all  day. 
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The  very  observant  physician  for  the  British 
bus  company  noticed  that  the  bus  drivers  were 
having  twice  as  many  heart  attaclis  as  tire  con- 
ductors. This  was  checlted  with  mailmen.  Mail- 
men who  are  on  their  feet  delivering  mail  from 
house  to  hovise  all  day  long  almost  never  have  a 
heart  attack  until  they  retire,  while  mailmen  who 
sit  in  the  station  sorting  mail  all  day  long  have  a 
rather  high  rate. 

Our  studies  show  that  your  chances  of  having 
a  heart  attack  are  just  as  good  when  you  are  at 
home  in  bed  at  night  as  when  you  are  out  mow- 
ing the  lawn.  Just  as  many  coronaries  begin  at 
one  a.m.  as  at  one  p.m.,  or  any  other  hour 
through  the  twenty-four.  Just  as  many  heart  at- 
tacks occur  on  Saturday  and  Sunday  as  on  any 
day  during  the  work  week.  After  all,  if  it  takes 
45  years  to  bring  on  this  disease,  what  you  are 
doing  in  the  last  15  minutes  is  really  of  very  little 
importance.  The  important  thing  is  to  be  as 
sedentary  as  possible  through  those  45  years,  so 
that  you  don't  encourage  a  better  blood  supplj' 
for  your  heart. 

Of  the  factors  that  you  can  control,  the  most 
important  is  probably  that  of  diet.  This  is  rather 
complicated  and  still  a  little  controversial.  I  will 
try  and  hit  a  few  of  the  high  spots  with  you. 

This  cholesterol  that  we  find  in  the  wall  of  the 
coronary  arteries  occurs  in  much  of  our  food. 
Our  meal  tonight  was  particularly  high  in  it,  I 
was  happy  to  notice.  But  even  if  that  were  not 
amounts  of  cholesterol  from  certain  fats  in  the 
true,  the  body  is  capable  of  manufacturing  large 
diet.  As  j-ou  know,  we  can  take  samples  of  blood 
from  the  individual  and  analyze  them  for  the 
amount  of  cholesterol  circulating  there,  and  we 
get  reports  that  vary  a  great  deal  from  one 
person  to  another,  but  also  from  the  people  of 
one  country  to  those  of  the  other.  Americans 
have  more  fat  in  their  diet  than  any  people  in 
the  world.  Americans  have  more  cholesterol  in 
their  blood  than  any  people  in  the  world,  and 
Americans  have  more  heart  attacks  than  any 
people  in  the  world. 

By  now  these  three  relatiships  have  been  in- 
vestigated in  many  population  groups,  and  some 
very  interesting  papers  have  come  out.  One  of 
the  good  studies  that  was  done  was  carried  out 
on  a  little  fellow  running  around  South  Africa 
without  many  clothes  on  known  as  the  Bantu. 
Bantus  are  just  the  opposite  of  people  in  the 
United  States.  They  lead  a  perfectly'  miserable 
existence.  It  is  a  red  letter  day  in  Bantu  land 
when  somebody  catches  a  lizard  and  they  all 
have  a  mouthful  of  meat  on  the  table.  Mostly, 
Bantus  live  on  roots,  berries  and  air.  Sure 
enough,  Bantus  have  the  lowest  blood  choles- 
terols  j'et  found.  But  then  there  was  some 
trouble  with  the  Swedes  because  over  in  Sweden 
they  stand  next  to  us  in  the  amount  of  fat  in 
their  diet,  and  the  Swedes  stand  next  to  us  in 
the  amount  of  cholesterol  in  their  blood,  but  they 
have  only  half  as  many  heart  attacks  as  we  do. 


Now  we  explain  that  awaj-  by  pointing  out 
that  Swedes  have  fewer  automobiles,  golf  carts, 
power  lawn  mowers,  self-winding  wirst  watches. 
They  get  more  exercise  and  modify  their  high 
cholesterol  and  this  fat.  But  at  least  it  showed 
that  you  couldn't  always  look  at  the  diet  and 
directly  predict  the  incidence  of  heart  attacks  in 
a  population. 

So  somebody  raised  a  ftu'ther  Cjuestion  about 
those  Bantus  and  asked,  even  with  their  low 
blood  cholesterols,  in  some  of  the  Bantus  they 
still  go  ahead  and  have  heart  attacks.  There  was 
nothing  for  it  but  the  team  had  to  back  down 
to  Bantu  land  and  come  out  with  a  second  report, 
which  they  did.  No,  Bantus  never  have  heart 
attacks,  but  the  reason  is  they  all  die  of  malnu- 
trition in  their  30's. 

Well  so  it  goes,  and  l)y  now  there  is  pretty 
general  agreement  on  a  few  basic  relationships. 
The  amount  of  cholesterol  in  the  group  is  di- 
rectlj'  in  proportion  to  the  amount  of  fat  in  that 
group's  diet.  People  with  heart  attacks  are  almost 
always  found  to  have  a  high  blood  cholesterol. 
People  with  low  blood  cholesterols  are  rather 
free  of  this  disease,  but  some  people  with  high 
blod  cholesterols,  like  the  Swedes,  escape  having 
heart  attacks  because  of  the  influence  of  other 
factors. 

Then  there  was  difficulty  with  the  Eskimo, 
because  Eskimos,  as  you  know,  live  on  nothing 
but  fat  for  long  periods  of  time,  and  j-et  Eskimos 
blood  cholesterol  run  a  little  below  the  interna- 
tional average. 

This  and  some  other  work  lead  to  the  discovery 
that  there  is  a  difference  in  the  ability  of  fat 
to  raise  the  blood  cholesterol.  Eskimo  fats  come 
from  animals  that  swim  in  the  ocean,  and  these 
fats  are  invariably  liquid  at  room  temperature. 
Chemically,  they  are  unsaturated  for  hydrogen. 
Such  liquid  or  unsaturated  fats  not  only  do  not 
raise  the  blood  cholesterol,  but  some  of  them,  the 
most  unsaturated  or  polyunsaturated  fats  may 
actually  lower  it. 

In  our  diet,  such  liquid  fats  are  represented 
by  safflower  oil,  corn  oil,  which  is  Mazola,  Wes- 
son Oil,  which  is  the  cottonseed  oil,  soybean  oil 
and  various  fish  oils.  The  fats  that  raise  blood 
cholesterol  are  solid  oil  and  semi-solid  at  room 
temperature.  Chemically,  they  are  the  saturated 
for  hydrogen  and  in  our  diet  such  fats  are  repre- 
sented by  mutton  tallow,  pork  lard,  beef  suet, 
the  more  expensive  spread.  You  will  recognize 
that  thej'  are  all  fats  of  animal  origin,  but  also 
by  vegetable  fats  that  ha\"e  been  artificially  hj^- 
drogenated,  such  as  the  less  expensive  spreads, 
and  the  various  hydrogenated  vegetable  short- 
enings. 

So  the  thing  to  do  is  to  get  as  many  of  these 
solid  fats  into  your  diet  as  possible,  and  this  is 
rather  pleasant  work.  One  of  the  good  things  you 
can  do  is  to  get  in  the  habit  of  drinking  15  or 
20  cups  of  coffee  well  laced  with  cream  a  day. 
You  will  be  surprised  how  much  better  fat  you 
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can  get  into  your  diet  in  tiiis  fashion.  And  then 
drink  a  lot  of  wlrole  milk,  because  there  are  two 
pats  of  butter  dissolved  in  every  glass  of  whole 
milk.  So  if  you  can  drink  two  quarts  a  day,  there 
are  16  pats  of  butter  fat  for  your  diet  right  there. 

And  eat  a  lot  of  ice  cream.  When  we  were 
youngsters,  we  had  it  about  twice  a  year  when 
someone  could  get  the  old  freezer  out  and  crank 
it  up.  But  you  can  probably  have  ice  cream  now 
two  or  three  times  a  day.  In  fact,  in  general  we 
might  say  that  with  the  exceptions  of  skim  milk 
and  cottage  cheese,  what  is  good  for  the  dairy 
business  is  good  for  my  business. 

Eat  a  lot  of  thick,  juicy  steaks  well  marbled 
with  fat.  Don't  trim  the  fat  off  around  the  edge. 
You  paid  for  it;  eat  it. 

Then  too,  this  kind  of  a  diet  will  make  you  fat, 
and  that  is  a  youthful  thing.  Thin  people  have 
just  as  many  heart  attacks  as  fat  people,  but  the 
fat  people  are  more  inclined  to  have  the  fatal 
varietj-. 

How  do  you  know  if  you  are  fat?  Well  of 
course,  you  are  not  fat.  All  of  your  friends  are 
fat.  All  of  your  friends  think  you  could  stand  to 
take  off  a  few  pounds  here  or  there,  but  you 
know  very  well  that  it  is  just  that  you  have  the 
l.iig  frame. 

Well  there  are  a  few  good  ways  to  tell.  The 
first  thing  to  do  is  to  pitch  out  the  standard 
Metropolitan  Insurance  Company  height  and 
weight  table,  because  they  are  far  too  easy  to 
manipulate.  Some  day  when  there  is  no  one 
home  to  catch  you  at  it,  get  hold  of  a  tape  meas- 
ure and  slip  it  around  your  waist.  Just  put  it 
around  your  waist  as  you  ordinarily  stand.  For 
a  man,  the  normal  weight  measurement  is  32 
inches.  For  a  woman,  it  is  26.  For  every  inch 
your  weight  measure  is  more  than  32  or  26,  you 
are  five  younds  overweight.  I  will  pause  a  little 
bit  there.  Anybody  need  pencil  and  paper? 

You  see  the  beauty  of  this  method  is  you  don't 
have  any  frame  around  your  middle. 

Now  if  you  want  to  check  that,  recall  what 
you  weighed  on  your  wedding  day.  It  is  a  very 
peculiar  thing,  but  most  people  weigh  what  they 
should  on  their  wedding  day,  and  most  people 
remember  what  they  weighed  when  they  were 
married.  Well  if  you  stop  to  think  about,  you 
are  no  taller  now  than  you  were  then.  You  cer- 
tainly haven't  put  on  any  muscle.  You  may  have 
learned  a  thing  or  two,  but  this  does  not  increase 
the  weight  of  the  brain.  So  if  you  weigh  more 
no  wthan  you  did  \\-hen  you  were  married,  it  is 
fat. 

It  is  good  if  you  are  wealthy,  and  I  am  sure 
j-ou  are  all  working  day  and  night  toward  this 
end.  Rich  people  have  far  more  heart  attacks 
than  poor  people,  presumably  because  they  hire 
more  o  ftheir  yard  work  done  for  them,  and 
they  can  afford  to  eat  more  of  those  thick  juicy 
study  yet  done  around  the  world  is  the  higher 
steaks.  The  one  statistic  that  stands  up  in  every 
the  standard  of  living,  the  greater  the  incidence 


of  coronary  artery  disease. 

It  is  very  good  if  you  have  diabetes,  gallbladder 
u-ciulile  or  high  blood  pressure,  but  I  don't  know 
enough  tonight  to  tell  you  how  to  go  about  get- 
ting them  if  you  haven't  acquired  them  already. 

One  of  the  good  positive  things  you  can  do  is 
to  smoke  cigarettes.  Pipes  and  cigars  have  no 
effect,  but  two-packs-a-day  cigarette  smokers 
have  twice  as  many  heart  attacks  as  non-smok- 
ers. Furthermore,  smokers  have  seven  times  as 
great  a  chance  dying  of  a  coronary  than  non- 
smokers. 

This  is  a  rather  recent  discovery.  No  one  as  yet 
is  certain  why  it  should  be  so.  No  one  as  yet 
is  willing  to  say  there  is  anything  in  cigarette 
smoke  that  makes  cholesterol  get  out  of  the  walls 
of  the  nearest  coronary  artery.  One  of  the  handi- 
caps is  that  we  don't  know  enough  about  the 
other  habits  of  living  of  the  sort  of  person  who 
sinokes  two  packs  of  cigarettes  a  day.  One  thing 
1  know.  A  man  who  puts  40  cigareetes  daj'  in  and 
out  of  his  mouth  doesn't  earn  his  living  with  his 
hands. 

And  what  about  alcohol?  Here  we  have  a  sur- 
prise, because  we  try  as  we  may,  we  are  unable 
to  show  that  alcoholics  have  any  more  or  any 
fewer  heart  attacks  than  teetotalers.  Alcohol 
neither  promotes  nor  prevents  coronary  artery 
disease.  I  am  sorry  to  disappoint  you  whichever 
side  you  are  working  for. 

And  of  course  we  have  to  end  up  with  this 
matter  of  stress.  People  say  "Don't  have  so  many 
office  hours.  Don't  get  on  so  many  committees 
and  boards.  Don't  get  excited.  Don't  get  nervous. 
You  will  have  a  heart  attack.'' 

Here  too  we  draw  a  blank,  because  as  yet 
scientists  have  found  no  way  to  measure  nervous 
tension  and  express  it  in  units,  and  in  science 
when  you  cannot  put  something  intij  units,  you 
cannot  measure  its  effect. 

Another  handicap  is  that  much  of  the  experi- 
mental work  with  cholesterol  has  been  done  with 
chickens.  About  the  only  laboratory  animal  with 
the  ability  to  deposit  cholesterol  in  the  walls  of 
the  coronary  arteries  as  men  does  is  an  old 
fat  hen.  But  it  is  very  difficult  to  keep  old  fat 
hens  nervous  for  any  period  of  time. 

So  far  the  only  reliable  way  that  has  been 
found  to  accomplish  this  is  change,  to  put  a  dif- 
ferent roster  with  the  flock  each  day.  And  it 
may  surprise  you  to  hear  that  the  old  fat  hens 
that  have  been  kept  under  this  constant  exqui- 
site form  of  nervous  tension  have  less  hardening 
of  the  arteries. 

It  only  serves  to  fortify  our  growing  suspicion 
that  the  stress  and  strain  of  hard  work  in  rela- 
tion to  coronary  disease  has  been  greatly  over- 
played: that  if  hard  work  has  anything  to  do  with 
bringing  on  heart  attacks,  it  may  because  hard 
workers  make  more  money  and  they  then  hire 
more  of  their  physical  labor  done  for  them  and  a 
live  on  a  much  richer  diet  and  acquire  their 
coronary  in  the  secondary  fashion. 
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Still  it  is  a  notion  that  has  been  around  for  a 
long  time,  and  we  are  having  a  lot  of  trouble 
getting  rid  of  it,  particularly  in  the  compensation 
courts.  We  have  an  explanation  for  that  trouble 
too.  Here  is  what  a  doctor  in  Great  Britain  said 
on  this  point,  as  only  a  doctor  in  Great  Britain 
would  say  it.  He  said  "The  ready  acceptance  of 
the  stress  and  strain  concept  is  understandable. 
It  nourishes  the  ego  of  the  believer,  and  it  is 
readily  acceptable  to  the  unfortunate  victim  and 
his  relatives.  It  places  coronary  disease  in  the 
position  of  being  an  unjust  reward  for  virtue. 
How  much  nicer  it  is  when  stricken  with  a  cor- 
onary thrombosis  to  be  told  is  all  due  to  hard 
work,  laudable  ambition,  and  selfless  devotion  to 
duty,  than  to  be  told  it  is  due  to  gluttony  and 
physical  indolence?" 

Another  popular  notion  is  that  the  very  real 
and  tremendous  increase  in  this  disease  we  have 
all  seen  in  the  last  two  generations,  what  Dr. 
Paul  White  calls  the  greatest  epidemic  in  medi- 
cal history,  is  somehow  related  to  what  we  glibly 
speak  of  as  the  increased  pace  and  tensions  of 
hour  week  and  cradle-to-the-grave  security,  it  is 
modern  time.  Actually,  in  these  days  of  the  40- 
doubtful  if  mankind  ever  had  such  a  soft  relaxed 
existence  in  the  history  of  the  world. 

Recall,  if  you  will,  that  our  brother  physicians 


with  them  when  they  went  on  house  calls  to  be 
of  a  couple  of  centuries  ago  to  take  their  rifle 
sure  that  they  would  get  back  home  with  their 
scalps  on.  That  is  tension. 

Well,  in  summary,  pick  your  ancestor,  be  a 
man,  live  in  a  city  in  the  United  States,  make 
a  lot  of  money  sitting  behind  a  desk,  eat  a  lot 
of  meat  and  dairy  products,  be  fat,  smoke  two 
packs  of  cigarettes  a  day,  and  never  exercise. 
This  is  probably  the  nicest  advice  you  ever  got 
from  a  ph^'sician.  Most  of  you  won't  have  to 
make  any  changes;  just  keep  on  doing  what  have 
been  doing. 

Unfortunately,  it  may  not  work  at  least  the 
first  time.  It  is  regrettal)le  that  four  ou  of  five 
people  botch  the  job  on  the  first  attempt  and 
survive  and  return  to  their  former  occupation. 
But  if  it  doesn't  work  that  first  time,  keep  on 
trying.  The  statistics  improve  a  great  deal  with 
second  and  third  heart  attacks,  and  almost  no 
one  pulls  through  a  fourth  one.  And  above  all, 
after  that  first  heart  attack,  don't  follow  your 
internist's  order.  He  is  just  trying  to  keep  you 
alive  as  long  as  possible  to  get  more  Christmas 
presents  out  of  you.  Thank  you.    [Applause] 

[The  meeting  adjourned  at  nine-twenty 
o'clock.] 
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•Missing  Data  Not  to  be  Found   in  Record 


Date 

Place  of  .Meeting 

President 

Vice  Presidents 

Secretary 

Treasurer 

CO 

11. 

=  c 

as 

Mi 

?1 

1SS6 
18S7 
I8SS 
I88P 
W.'a 
1S91 
1892 
1893 
1894 
1895 
1896 
1887 
1893 
1899 
1900 
1901 
1902 
1903 
1904 
1905 
1906 
1907 
1908 
1909 
1910 
1911 
1912 
1913 
1914 
1915 
1916 
1917 
1918 

1919 
1920 
1921 

1922 
1923 
1924 
1925 
1926 
1927 
1928 
1929 
1930 

New  Bern 

113 

112 
133 
50 
160 
135 
162 
221 
166 

Joseph  Graham 

H  T.  Bah:ison 

T.  D.  Haigh 

W.  T.  Ennett 

G.  G.  Thomas 

R.H.Lewis 

W.  T.  Cheatliam 

J.  W.  McNeill 

W.  H.H.Cobb 

J.  H.  Tucker 

R.  L.  Payne 

P.  L-  Murphy 

rancis  Duffy 

1,.  J.  Pi-ot 

George  W.  Lonjr 

Julian  M.  Baker 

Robert  S.  Young 

A.  AV.  Knox 

H.B.  Weaver 

David  T.  Tayloe 

E.G.  Register 

Samuel  D.  Booth 

J,  Howell  Way 

.1.  r.  Highsm-th 

J.  .\   Burroughst 

E.  J.  Wood 

CM.  Van  Poole.... 

A.  A.  Kent 

J.  P.  Munroe 

J.  M.Parrott 

L.  E.  McBraycr 

M.H.  Fletcher 

Charles  O'H. 

I.aughinghouse 

1.  W.  Faison 

Cyrus  Thompson.   .. 

C.V.Reynolds 

T.  E.Anderson    

H.  A.Royster 

J.  W.  Long 

J.  V.  McGougan 

.\lbert  Anderson 

Wm.  deB.  MacNider. 

John  Q.  Myers 

JohnT.  Burrus 

Thurman  D.  Kitchin. 
L.A.Crowell 

H.  T.  Bahnson,  L.  J.  Picot.  J.  L.  McMillan, 
W.  W.  Faison.... 

G.  G.  Smith,  J.  L   Nicholson,  C.  M.  Van 
Poole,  H,  B.  Ferguson 

W.  T  Ennett,  J.  A.  Dunn,  T.  E.  Anderson 

W.  J.  Jones,  S.  W.  Stevenson,  G.  W,  Long 

R,  L,  Payne.  Jr.,  Richard  DiUard,  S.  D, 
Booth 

S,  W,  Battle,  J.  L,  Nicholson,  W.  H,  Lilly 

T.  S,  Burbank,  J,  W,  Lode,  W.  H.  H,  Cobb, 

w.D.H.Uiard ; ;  ;  ;. 

W.  C.  Gallowav.  H,  H  Harris,  J   M,  Had- 
ley,  Thomas  Hill ; . 

J.  A.  Hodges.  R.  W.  Tate.  Willis  Alston, 
M,  H.Fletcher 

J,  Howell  Way,  W.  H.  Harrcll,  0.  McMul- 
lan.  C.  A   Misenlicimer... 

S,   D    Booth,  J    P.    M.inroe.    I    A.   Bur- 
roughs, J   E.  Griraslrv 

J,  C.  Walton.  A.  A.  Konl.  M.  R    Adams, 
B,  L  Long 

E    C,   Register,   A    T    Co'ton,    I.   H    B 
Knicht,  F,  U   ll-..ssell 

L  W,  Faison.  J,  W.  White,  H.  H.  Dodson, 

J,  M.Baker 

J.  M.Baker 

J.  M,  Baker 

J.  M.Baker.    

J.M.Hays... 

J.  M.Hays.. 

J.M.Hays. 

R,  D,  Jewett 

R.  D.  Jewett 

R.  D.  Jewett 

R.  D  Jewett.- 

R.  D.  Jewett 

R    D   Jewett 

Geo   W.  Presley.   ... 

Geo.  W.  Presley 

Geo,  W.  Presley 

Geo,  W,  Presley 

J.  Howell  Way 

R.  L,  Payne,  Jr 

R.  L,  Payne.  Jr..  ... 
CM.  Van  Poole... 

C,  M.  Van  Poole.... 

C  M,  Van  Poole... 
CM,  Van  Poole.... 

C  .\l    Van  Poole... 

M.  P.  Perry 

M    P  Perry 

.MP.  Per-y 

M.P.Perry 

M    P   Perry 

.M.  P   Perry 

G   T.  Sikea 

G.  T.  Sikes       . 

438 

452 
306 

410 

414 

422 

431 
447 
454 

436 
432 
406 
437 
489 
482 
513 
546 
530 

1,033 

1 ,  175 

1,234 

888 
908 

1,067 
1.080 

sso 

950 
1,133 

1,228 
1,221 
1,228 
1,271 
1,087 

1,306 
1,497 
1,491 

1,571 
1,392 

1,604 
1,657 

1,063 
1,691 

1.738 
1,666 
1,711 

7 

6 
6 

6 
6 

6 
5 
5 

6 

6 

B 

6 

5 

5 

6 

8 
8 

8 

7 
8 

S 
8 

8 

8 
9 
10 
11 
11 

11 
12 
12 

12 

9 

9 
10 

10 
10 

11 
11 
11 

34 
35 
36 
37 

Charlotte 

Fayetteville 

Eliz.'ibeth  City 

Oxford 

38 
39 
40 
41 
4' 

Asheville 

Wilmington 

Raleigh 

Greensboro 

3 
3 

43 
44 
45 
46 

Winston-Salem 

MoreLcad  City 

Charlotte 

Ashei-ille 

Tarboro 

138 
103 

152 
115 
186 
147 
155 
326 
361 
406 
217 
372 
337 
270 
412 
296 
232 
431 
443 
406 
280 
291 

333 
479 
404 

507 
356 
325 
350 
445 
633 
611 
671 
701 

3 
3 
3 
21 
16 

47 

C,  M.  Van  Poole,  .lames  M,  Parrott, 

T,  B.  Wllliam.s   W,  D.  Hilliard 

.M.  H.  Fletcher,  C.  A,  Julian,  D.  A   Stan- 

21 

4R 

G.  T,  Sikes 

IS 

4q 

A.  G  Carr,  E,  D,  Dixon-Carroll.  I   M,  Ta.v- 
lor  J   M   Parrott 

G,T.  Sikes. 

Hot  Springs 

Raleigh 

20 

50 

E,  G,  Moore    0.  A,  Julian.  W,  W,  Mc- 

G  T,  Sikes 

19 

61 

John  Hev  Williams  John  C,  Rodman.  S,  F. 
Pfohl  '  .                            

J,  Howell  Way 

J.  Howell  Way 

J.Howell  Way 

David  A,  Stanton. .. 
David  A.  Stanton 

David  A.  Stanton... 
Dax-id  A.  Stanton... 

David  A.Stanton... 
David  A.  Stanton... 

John  A.  Ferrell 

John  A.  Ferrell 

John  A.  Ferrell 

Benj.  K.  Haya 

Benj   Iv  Hays 

Benj-  K.  Hays 

Sec.-Treas, 
Benj.  K.  Hays 

Benj.  K.  Hays 

Beni.  K.  Hays 

G  T.Sikea 

17 

V> 

C,  A.  Julian,  John  T.  Burrus,  I.  W.  Faison 

L,  B,  NfjBra.ver.  W.  H.  Cobb,  Jr„  W,  0, 

Spencer 

C,  ^^    Strong,  J    E.  McLaughlin,  W.  F, 

G,T.Sikes 

G,T. Sikes 

17 

SH 

ChMlotte 

Morehead  City 

Winston-Salem 

Asheville 

Wrightsville  Beach.. 

Charlotte 

Hende^son^^lle 

Morehead  City 

Raleigh 

Greensboro 

Durham.. 

Asheville 

16 

54 

H.  McK.  Tucker.... 
H.McK.  Tucker.   .. 

H.  McK,  Tucker... 
H.D.Walker 

H.  D.Walker 

H.  D   Walker 

H   D.Walker. 

H.  D,  Walker 

H.D,  Walker 

W.  M,  Jones 

W^  M.  Jones.  

W.iL  Jones.. 

Acting  Sec.-Treas 
L.  B   McBrayer 

L.B.  McBrayer 

L.  B.  McBrayer 

16 

55 
56 
67 
58 

J   E,  Stokes,  J,  A,  Turner,  W.H,  Dixon.... 

C,  M,  Van  Poole,  D.  A,  Garrison,  D,  0 
Decs 

E.  J,  Wood  John  Q,  Myers,  L.  D.  Wharton 

J.   V    McGougan,  W.  E,  Warren.  L.  N. 
Glenn 

28 

26 
35 

45 

69 
60 
61 

J.  P.  Monroe,  W,  P.  Horton  J.  G,  Murphy 
F,  R.  Harris,  E.  S,  Bullock,  L,  B,  Morse.. 
E.  T    Dickinson,  J.  T    J    Battle,  D.  E, 

44 

40 

47 

62 

J.  J,  Phillips,  C,  W.  Moseley.  R.  M.  Crow- 
ell 

68 

63 

J.  L.  Nicholson,  L,  N,  Glenn,  W,  H,  Hardi- 

79 

64 
66 

D,  J,  Hill.  J.  L,  SpruiU,  J,  H.  Shuford 

Wm.  deB.  MacNider.  Jos   B    Greene,  Ben 
F,  Royal 

J,  W.  Halford,  T,  W,  Davis,  A,  McN 
Blair 

SI 

66 

Pinehurst 

81 

100 

67 

H,  D,  Walker.  F,  Stanley  Whitaker   Thos, 
I   Fox 

100 

68 

C.  S.  Lawrence,  W,  H   Ward,  J,  M    Man- 

Winston-Salem 

Ashe^nlle 

Raleigh. 

93 

W,   T    Parrott,  B    C.   Nalle,  J.   R     Mc- 

eg 

Sec.-Treas, 

L,B,  McBrayer 

L,  B.  McBrayer 

L.B,  McBraver 

L.  B.  McBrayer 

109 

70 
71 

F.  M,  Hanes,  T,  C,  Johnson,  B,  L.  Long... 
J.   L.  Spruill.t   Eugene  B    Glenn.   D,   A, 

101 

106 

7? 

W   L    Dunn    4   E   Bell    K   G   Averitt 

119 

7S 

Wrightsville  Beach. 

J,  P,  Mathcson.  W,  W.  Dawson.  H.  H. 

L.B,  McBrayer 

L,  B.  McBrayer 

L,  B   McBrayer 

L,  B.  McBrayer 

L.  B.  McBraver 

107 

74 

J,  W,  Carroll.  A.  Y,  Linville,  C.  H,  Cocke.. 
G,   H.   Macon,  R.   F.   Leinbach,  W.   R, 

121 

7« 

Greensboro 

Pinehurst  . 

143 

76 
77 

W.  L,  Dunn,S  Ashex-ille,  D.  T.  Tayloe,  Jr„ 
Washington    W    D    James    Hamlet 

146 

W.  B,  Murphy,  Wm.  E.  Warren.  N.  B. 
Adams 

165 

306 
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Date 

Place  of  Meeting 

2< 

President 

President-Elect 

Vice  Presidents 

Sec.-Treas. 

E»0 

c  — 

5  3 
IS 

s 

ijS 

7H 

1931 
1932 
1933 
1934 
1935 

1936 
1937 
1938 
1939 
1940 
1041 
1942 
1043 
t!)44 
194.'i 

1946 

1947 

1948 

1949 

1950 

1951 

1952 

1953 

19.i4 

1955 

1956 

1957 

1958 

1959 

1960 

1961 

1062 

Durham 

Winston-Salem 

Raleigh 

Pinehurst... 

Pinehurst - 

Asheville 

Winston-Salem 

Pinehurst 

Cruise  to  Bermuda, 
Pinehurst 

714 
740 
714 
728 
706 

5S3 
767 
802 
319 
815 
755 
710 
736 
760 

444 
920 
998 
947 
938 
969 
1016 
1077 
991 
1022 
867 
781 
651 
S4S 
636 
745 
714 

J.  G.  Murphy 

M   L.Stevens 

Jno.  B.Wright 

L  H.  Manning 

P.  P.  McCain 

Paul  H.  Ringer. 

C.  F.  Strosnider 

Wingate  M.  Johnson. 

J.  Buren  Sidbury 

William  Allan 

Hubert  B.  Haywood. 

F.Webb  Griffith 

Donnell  B.  Cobb  _.. 
James  W   Vernon  .  .  . 

Paul  F    Wlrt.lker.... 

M.  L.  Stevens 

C.  A.  Julian,  Greensboro 

J .  W .  Davis .  Statesville 

C.  W.  Banner.  Greensboro 

W   W.  Sawyer.  Eliiabeth  City.... 
J.  R.  McCracken,  Waynes ville 

W.G.  Suiter,  Weldon 

L.B.  McBrayer 

L.B.  McBrayer 

L.B.  McBrayer.-.. 

L.B.  McBrayer 

L.  B.  McBrayer 

L.B.  McBrayer 

L.  B.  McBrayer 

T.  W.  M.  Long 

T.  W.  M.Long 

T.  W.  M.Long   .. 
T.  W.  M.  Long  (1) 
L  H.  Manning 

Roscoe  D.  McMillan 

Roscoe  D  McMillan 

Roscoe  D.  McMillan 

1  oscoo  D.  McMillan 
Roscoe  D.  McMillan 
Roscoe  D.  McMillan 
Roscoe  D.  McMillan 
Roscoe  D.  McMillan 

Millard  D.  Hill 

Millard  D.  Hill. 

MUlard  D.  HiU 

MiUard  D.  HiU 

MiUard  D  HiU 

Millard  D.  HiU 

MiUard  D.  HiU 

MilkrdD.  HiU 

MiUard  D.  HiU 

John  S.Rhodes 

John  S.  Rhodes 

John  S.  Rhodra 

1,600 

1.559 
1,363 

1,863 

1,«19 
1,462 
1,603 
1,715 
1,605 
1,661 
1.700 
1.837 
1.919 
1,982 

I.81I 
1,939 
2,191 
2.298 
2.318 
2,283 
2.341 
2,326 
2.673 
2.801 
2.896 
3,058 
i.127 
3.171 
3.211 
3,247 
3,248 

10 

10 
10 

10 

10 
10 

7 
7 
8 
7 
7 
8 
8 
8 

7 
6 
7 
8 

e 

5 
5 

s 

5 
6 
6 
7 
8 
0 
10 
12 
12 
9 
9 

70 

Jno.  B.  Wright 

164 

80 
81 

I.  H.  Manning 

P.  P.  McCain 

Paul  H   Ringer 

166 
181 

210 

B' 

H    D.  Walker,  Eliiabeth  City 

J.  F   McKay,  Buie's  Creek 
William  Allan.  Charlotte 

J.  K.  Pepper.  Winston-Salem 

E-S.  Bullurk,  Wilmington 

C.  A.  Woodard,  Wiboii 
Jno.  F.  Brownsberger,  F'letcher... 

R.  B.McKnight,  Charlotte 
J.  F,  Abel,  Wavnesville 

C.  B.  Williams,  Elizabeth  City 
M.D,  Hill.  Raleigh 

F   Webb  Griffith,. Asheville 

Frank  C.  Smith.  Cnarlotte 

D.  W.  Holt.  Qreensboro 

T.  C.  Kerna.  Durham... 

Thos.  DeL  Sparrow.  Charlotte 
T.  L.  Carter.  Gatesvillo 

83 
84 
8S 

C.  F.  Strosnider. 

Wingate  M.Johnson 

215 
235 
253 

811 

284 

87 
88 

Hubert  B.  Haywood 

F.Webb  Griffith 

Donnel  B.  Cobb. 

313 
311 

R<> 

Charlotte 

30« 

Raleigh 

James  W.  Vernon  ..   

3S0 

9(1 

George  S.  Coleman,  Raleigh 

Paul  F.  Whilaker 

361 

<I1 

Fred  C.  Hubbard.  North  Wilkesboro 
George  L.  Carrington.  Burlington.. 

Wm.  H.  Smith  Goldsboro 

Zack  D.  Owens,  Elizabeth  City. . 
Wm.  H.  Smith  Goldshorot 

Zack  D.  Owens.  Elizat)eth  City.. 
G   E.  Bell.  Wilson 

J  B.  Bullitt.  Chapel  Hill 

V.  K.  Hart,  Charlotte 

J.  G   Raby,  Tarboro 

Joseph  J.  Combs.  Raleigh 

Joseph  A.  Elliott.  Charlotte 

Ben  F.  Rnvnl 

Jnseph  A.  Fllinit 

Joseph  A   Elliott 

No  mertinp  because 
of  O.D.T.  rpstrirtions 

363 

gi 

383 

fit 

Virg  nia  Beach   Va... 

W'ra    M.  Coppridge 
Frank  A   Sharpe  (2). 
James  F.  Robertson. 
G.Weslhrook  Murphy 
Roscoe  D.  McMillan 
Frederic  C.  Hubbard 

J.  Street  Brewer 

Joseph  A.  Elliott 

Zack  D.  Owens 

James  P.  Rousseau. . 
Donald  B.  Koonce.. 
Edw.  W.  Seboenheit . 

Lenox  D.  Baker 

John  C.  Reece 

.\mos  N.  Johnson 

Claude  B.  Squires... 
John  R.  Kernodle. . . 

397 

04 

James  F.  Robertson . 

G.  Westbrook  Murphy 

Roscoe  D.  McMillan 

Frederic  C.  Hubbard 

404 

IS 

407 

tn 

Pineburst 

405 

97 

456 

460 

48 

Forest  .M.  Houser 

Joseph  A.  Elliott. 

476 

Ofl 

George  W.  Paschal 

Zack  D.  Owens 

486 

inn 

John  F.  Foster 

Julian  \.  Moore 

Georce  W.  Paschal.  Jr. 

Elias  S  Faison 

E.  W.  Seboenheit 

Milton  S.  Clark 

ini 

J.  P.  Rousseau 

486 

in' 

Donald  B.  Koonce 

Edward  W.  Seboenheit 

Lenox  D.  Baker  . 

507 

561 

in'! 

John  S.  Rhodes 
0   Norris  Smith           

Asbeville 

Asheville 

Raleigh 

522 

in4 

George  W.  Holmes 

542 

in'i 

Amos  N  Johnson 
Kenneth  B.  Geddie 

.Amos  N.  Johnson 

251 

infi 

Charles  M.  Norfleet,  Jr. 

Claude  B.  Squires 

472 

in? 

Theodore  S.  tiaiford 

438 

ins 

John  .A.  IXvue,  III 

John  S.  Rhodes 

Charles  W.  Stvron.. 

3,339 
3,401 

Asheville 

John  S.  Rhodes 

425 

HW 

H.  Fleminc  Fuller 
Jacob  H.  Shuford 

431 

tDied  during  his  term  of  office;  succeeded  by  E.  J.  Wood,  first  vice  presideot.       JDied  during  term  of  office 
(2)  Died  during  term  of  o  flee:  S'lcceeJe"!  by  James  F   RobertsoQ.  presideot-elect. 


(l)  Died  durine  tprm  of  office;  succeeded  by  I.  H.  Manning 
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ROSTER  OF  MEMBERS  OF  NORTH  CAROLINA  STATE  BOARD  OF  HEALTH 
FROM  ORGANIZATION  IN   1877  TO   1961 


Name 
3.  S.  Satchwell,  M.D.,  President  ___ 
Thomas  F.  Wood,  M.D.,  Secretary  _ 

Joseph   Graham,  M.D.    

Charles  Duffy,  Jr.,  M.D.  

Peter  E.  Hines,   M.D.   

George  A.  Foote,  M.D.   

S.  S.  Satchwell,  M.D.,  President  ..- 
Thomas  F.  Wood,  M.D.,  Secretary  _ 
Charles  J.  O'Hagan,  M.D.,  President 

George  A.  Foote,  M.D.   

Marceilus  Whitehead,  M.D.   

R.  L.  Payne,  M.D.   

H.  G.  Woodfin,  M.D.  

A.  R.  Ledeux,  Chemist  

William  Cain,  Civil  Engineer 

R.  L.  Payne,  M.D. 

M.  Whitehead,  M.D.,  President 

3.  H.  Lyle,  M.D. 

William  Cain,  Civil  Engineer 

W.  G.  Simmons,  Chemist  

J.  W.  Jones,  M.D.,  President 

John   McDonald,  M.D.   

3.  H.  Lyle,  M.D. 

W.  G.  Simmons,  Chemist  

Arthur  Winslow,  Civil  Engineer 

R.  H.  Lewis,  M.D. 

Thomas  P.  Wood,  M.D.,  Secretary  _ 

William  D.  HiUiard,  M.D.  

Arthur  Winslow,  Civil  Engineer 

W.  G.  Simmons,  Chemist  

J.  H.  Tucker,  M.D.  

R.  H.  Lewis,  M.D.,  Secretary 

H.  T.  Bahnson,  M.D.,  President 

Arthur  Winslow,  Civil  Engineer 

W.  G.  Simmons,  Chemist  

J.  H.  Tucker,  M.D. 

J.  L.  Ludlow,  Civil  Engineer 

J.  H.  Tucker,  M.D.  

P.  P.  Venable,  Ph.D.  Chemist  

J.  L.  Ludlow,  Civil  Engineer 

J.  A.  Hodges,  M.D.  

J.  M.  Baker,  M.D. 

J.  H.  Tucker,  M.D.  

P.  P.  Venable,  Ph.D.,  Chemist 

J.  L.  Ludlow,  Civil  Engineer 

Thomas  F.  Wood,  M.D.,  Secretaryt  . 
George  G.  Thomas,  M.D.,  President 

S.  Westray  Battle,  M.D.   

W.  H.  Harrell,  M.D.  

John  Whitehead,  M.D.  _ 

W.  H.  G.  Lucas 

F.  P.  Venable,  Ph.D.,  Chemist  

John  C.  Chase,  Civil  Engineer 

R.  H.  Lewis,  M.D.,  Secretary 

W.  P.  Beall,  M.D.  

W.  J.  Lumsden,  M.D. 

John  Whitehead,  M.D.  

W.  H.   Harrell,  M.D.   

W.  P.  Beall,  M.D.  

R.  H.  Lewis,  M.D.,  Secretary  

F.  P.  Venable,  Ph.D.,  Chemist  

John  C.  Chase,  Civil  Engineer  

Charles  J.  O'Hagan,  M.D.   

John  D.   Spicer,  M.D.   

J.  L.  Nicholson,  M.D.   

R.  H.  Lewis,  M.D.,  Secretary  

A.  W.  Shaffer,  Civil  Engineer  

Charles   J.  O'Hagan,  M.D.   

J.  L.  Nicholson,  M.D.   

Albert  Anderson,  M.D.  

George  G.  Thomas,  M.D.,  President  . 


Add7-ess 


Rocky  Point  _. 
Wilmington    .. 

Charlotte     

New  Bern 

Raleigh     

Warrenton    

Rocky  Point  __ 
Wilmington    __ 

Greenville     

Warrenton    

Salisbury     

Lexington     

Franklin    

Chapel   Hill    __ 

Charlotte     

Lexington    

Salisbury     

Franklin    

Charlotte     

Wake  Forest  _, 
Wake  Forest  . 
Washington    .. 

Franklin     

Wake   Forest    _ 

Raleigh    

Raleigh     

Wilmington    __ 

Asheville    

Saleigh    

Wake   Forest   _, 

Henderson    

Raleigh    

Winston    

Raleigh    

Wake   Forest   . 

Henderson    

Winston    

Henderson     

Chapel   Hill   ._, 

Winston     

Fayetteville     __ 

Tarboro    

Henderson    

Chapel   Hill    .. 

Winston     

Wilmington  __ 
Wilmington    __ 

Asheville    

Williamston    .. 

Salisbury     

White  Hall  ___. 
Chapel  Hill  ._. 
Wilmington    -_ 

Raleigh     

Greensboro  _  _ 
Elizabeth    City 

Salisbury     

Williamston  _. 
Greensboro     __. 

Raleigh     

Chapel  Hill  ... 
Wilmington    ._. 

Greenville     

Goldsboro    

Richlands    

Raleigh    

Raleigh     

Greenville     

Richlands    

Wilson    

Wilmington    ... 


Appointed   by 


State  Society  

State  Society  

State  Society  

State  Society  

State  Society  

State  Society  

State  Society  

State  Society  

State  Society  

State  Society  

State  Society  

State  Society  

Gov.  Z.  B.  Vance  

Gov.  Z.  B.  Vance 

Gov.  Z.  B.  Vance 

State  Society  

State  Society  

Gov.  T.  J.  Jarvls  

Gov.  T.  J.  Jarvis  

Gov.  T.  J.  Jarvis 

State  Society  

State  Society  

Gov.  T.  J.  Jarvis  

Gov.  T.  J.  Jarvis  

Gov.  T.  J.  Jarvis  

State  Board  of  Health  ... 

State  Society  

State  Society  

Gov.  A.  M.  Scales 

Gov.  A.  M.  Scales 

Gov.  A.  M.  Scales 

State  Society  

State  Society  

Gov.  A.  M.  Scales   

Gov.  A.  M.  Scales  

Gov.  A.  M.  Scales 

Gov.  A.  M.  Scales 

Gov.  D.  G.  Fowle 

Gov.  D.  G.  Fowle 

Gov.  D.  G.  Fowle 

State  Society  

State  Society  

Gov.  T.  M.  Holt 

Gov.  T.  M.  Holt 

Gov.  T,  M.  Holt 

State  Society 

State  Board  of  Health 

State  Society  

State  Society  

State  Board  of  Health   ... 

Gov.  Elias  Carr  

Gov.  Elias  Carr  

Gov.  Elias  Carr  

Gov.  Elias  Carr  

Gov.   Elias  Carr   

Gov.  Elias  Carr  

State  Society  

State  Society  

Gov.  Elias  Carr  

Gov.  Elias  Carr  

Gov.  Elias  Carr  

Gov.   Elias   Carr   

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell  

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

State  Society  


Term 


1877 

to 

1878 

1877 

to 

1878 

1877 

to 

1878 

1877 

to 

1878 

1877 

to 

1878 

1877 

to 

1878 

1878 

to 

1884 

1878 

to 

1884 

1878 

to 

1882 

1878 

to 

1882 

1878 

to 

1880 

1878 

to 

1880 

1878 

to 

1880 

1878 

to 

1880 

1878 

to 

1880 

1881 

to 

1887 

1881 

to 

1884 

1881 

to 

1883 

1881 

to 

1883 

1881 

to 

1883 

1883 

to 

1889 

1883 

to 

1889 

1883 

to 

1885 

1883 

to 

1885 

1884 

to 

1886 

1884 

to 

1886 

1885 

to 

1887 

1885 

to 

1891 

1885 

to 

1891 

1885 

to 

1887 

1885 

to 

1887 

1887 

to 

1888 

1887 

to 

1888 

1887 

to 

1889 

1887 

to 

1889 

1888 

to 

1891 

1888 

to 

1891 

1888 

to 

1891 

1889 

to 

1893 

1889 

to 

1892 

1889 

to 

1893 

1891 

to 

1893 

1891 

to 

1893 

1891 

to 

1892 

1892 

to 

1897 

1891 

to 

1895 

1892 

to 

1895 

1893 

to 

1895 

1893 

to 

1895 

1893 

to 

1895 

1893 

to 

1895 

1893 

to 

1895 

1894 

to 

1897 

1895 

to 

1897 

1895 

to 

1897 

1895 

to 

1897 

1895 

to 

1897 

1895 

to 

1897 

1895 

to 

1897 

1897 

to 

1899 

1897 

to 

1899 

1897 

to 

1899 

1897 

to 

1899 

1897 

to 

1899 

1899 

to 

1901 

1899 

to 

1901 

1899 

to 

1901 

1899 

to 

1901 

1899 

to 

1901 

1899 

to 

1901 

1899 

to 

1901 

t  Died  in   1892,    leaving   a   five-year   unexpired   term,  which  was   filled  by  the  Board 
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.Xante 


5.  Westray   Battle,  M.D.   

H.  W.  Lewis.  M.D.   

H.   H.   Dodson.   M.D.    

R.  H.  Lewis.  M.D.,  Secretary 

W.  P.  Ivey.  M.D.  

George  G.  Tliomas.  M.D..  President 

F^-ancis  Duffy.  M.D.    

J.  L.  Ludlow,  Civil  Engineer  

S.   Westray  Battle.   M.D.   

H,  W.  Lewis,  M.D.   

W.  H.  Whitehead,  M.D.  

J.  L.  Nicholson,  M.D 

J.  L.  Ludlow,  Civil  Engineer  

J.  Howell  Way.  M.D. 

W.  O.  Spencer,  M.D.  

George  G.  Thomas,  M.D.,  President 

Thomas  E.  Anderson,  M.D.   

R.  H.  Lewis,  M.D.  

E.   C.  Register,  M.D.   

David  T.  Tayloe.  M.D.  

James  A.  Burroughs.  M.D.i   

J.  E.  Ashcraft.  M.D.  

J.  L.  Ludlow.  Civil  Engineer 

J.  Howell  Way.  M.D..  President 

W.  O.  Spencer,  M.D.   

Thomas  E.  Anderson.   M.D.   

Charles  O'H.  Laughinghouse.  M.D.  . 

R.  H.  Lewis.  M.D.   

Edw.  J.  Wood,  M.D. 

A.  A.  Kent.  M.D.2  

Cyrus   Thompson.   M.D.   

Fletcher  R.  Harris,  M.D.   

J.  L.  Ludlow,  Civil  Engineer 

J.  Howell  Way,  M.D..  President 

E.  C.  Register,  M.D.'  

Thomas  E.  Anderson.  M.D.   

Charles  O'H.  Laughinghouse,  M.D.  _ 

Fletcher  R.   Harris.  M.D.'   

A.   J.   Crowell,   M.D.   

Chas.  E.  Waddell.  C.  E.'  

Cyrus   Thompson.   M.D.    

R.  H.  Lewis.  M.D.  

E.   J.  Tucker,   D.D.S.   

J.  Howell  Way.  M.D.,  President 

A.  J.  Crower,  M.D.  

James  P.  Stowe.  Ph.G.  

D.  A.  Stanton.   M.D.   

Thomas  E.  Anderson.  M.D.   

Charles   O'H.   Laughinghouse.   M.D. 3 

Cyrus   Thompson.    M.D.i    

d".  a.  Stanton.  M.D.   

R.  H.  Lewis.  M.D.I  

Jno.  B.  Wright.  M.D."  

E.  J.  Tucker.  D.D.S."  

W.  S.  Rankin.  M.D.*  

L.  E.  McDaniel.  M.D.   

Chas.  C.  Orr.  M.D.  

Thomas  E.   Anderson.   M.D.°   

L.  E.  McDaniel.  M.D.g   

James  P.  Stowe.  Ph.G.6  

A.   J.   Crowell.   M.D.«   

J.  M.  Parrott,   M.D.«  

Chas.  C.  Orr,  M.D.°  

J.  M.  Parrott.  M.D.5   

C.   V.  Rej'nolds.  M.D.  

L.  B.   Evans.   M.D.    

3.  D.  Craig,  M.D.  

John  T.  Burrus.  M.D.  

J.  N.  Johnson.  D.D.S.   

J.  A.  Goode.  Ph.G.  

H.  L.  Large,  M.D.  

H.   G.  Baity,   C.E.   


Address 


Asheville    

Jackson    

Milton     

Raleigh    

Lenoir     

Wilmington     

New  Bern   

Winston     

Asheville    

Jackson    

Rocky   Mount    .. 

Richlands    

Winston     

Waynesville    

Winston     

Wilmington    

Statesville    

Raleigh    

Charlotte     

Washington    

Asheville    

Monroe     

Winston-Salem 

Waynesville    

Winston-Salem 

Statesville     

Greenville     

Raleigh    

Wilmington    

Lenoir     

Jacksonville     ._ 

Henderson    

Winston-Salem 
Waynesville    ..- 

Charlotte     

Statesville     

Greenville     

Henderson    

Charlotte    

Asheville    

Jacksonville    

Raleigh    

Roxtxjro     

Waynesville    -._ 

Charlotte     

Charlotte     

High  Point 

Statesville    

Greenville    

Jacksonville    

High  Point 

Raleigh    

Raleigh    

Roxboro     

Charlotte     

Jackson     

Asheville    

Statesville    

Jackson    

Charlotte     

Charlotte     

ECinston    

Asheville    

Kinston    

Asheville    

Windsor     

Winston-Salem 

High  Point 

Goldsboro    

Asheville    

Rocky   Mount    - 
Chapel   Hill   .__ 


State  Society  1899    to    1901 


Appointed   by 


Term 


State  Society 

State  Society  

Gov.  C.  B.  Aycock  

Gov.  C.  B.  Aycock  

Gov.  C.  B.  Aycock  

Gov.  C.  B.  Aycock  

Gov.  C.  B.  Aycock  

State  Society  

State  Society  

State  Society  

State  Society  

Gov.  C.  B.  Aycock 

Gov.  R.  B.  Glenn 

Gov.  R.  B.  Glenn 

State  Society  

State  Society  

Gov.  R.  B.  Glenn 

Gov.  R.  B.  Glenn 

State  Society  

State  Society  

State  Board  of  Health   . 

Gov.  W.  W.  Kitchin 

Gov.  W.  W.  Kitchin 

Gov.  W.  W.  Kitchin 

State  Society  

State  Society  

jov.  Locke  Craig 

jov.  Locke  Craig 

State  Society  

State  Society  

State  Board  of  Health  . 

Gov.  Locke  Craig 

Gov.  T.  W.  Bickett 

Gov.  T.  W.  Bickett 

State  Society  

State  Society  

State  Society  

Gov.  T.  W.  Bickett 

Gov.  C.  Morrison 

State  Society  

Gov.  T.  W.  Bickett 

Gov.  T.  W.  Bickett 

Gov.  C.  Morrison 

Gov.  C.  Morrison 

Gov.  C.  Morrison 

State  Board  of  Health  _ 

State  Society  

State  Society  

State  Society  

State  Society  

Gov.  A.  W.  McLean 

Gov.  A.  W.  McLean 

Gov.  A.  W.  McLean 

State  Board  of  Health  . 
State  Board  of  Health  . 

Gov.  A.  W.  McLean 

State  Society  

state  Society  

Gov.  A.  W.  McLean 

ov.  O.  Max  Gardner  __ 
5tate  Board  of  Health  _ 
Gov.  O.  Max  Gardner  ._ 

State  Society  

State  Society  

State  Society  

State  Society  

Gov.  O.  Max  Gardner  __ 
Gov,  O.  Max  Gardner  __ 
Gov.  O.  Max  Gardner  -_ 
Gov.  O.  Max  Gardner  __ 
Gov.  O.  Max  Gardner  .. 


1899  to  1901 
1901  to  1907 
1901  to  1907 
1901  to  1907 
1901  to  1905 
1901  to  1905 
1901  to  1905 
1901  to  1907 
1901  to  1907 
1901  to  1905 
1901  to  1905 
1903  to  1909 
1905  to  1911 
1905  to  1911 
1905  to  1911 
1907  to  1913 
1907  to  1913 
1907  to  1909 
1907  to  1913 
1909  to  1913 
1909  to  1913 
1911  to  1917 
1911  to  1917 
1911  to  1917 
1911  to  1917 
1913  to  1919 
1913  to  1919 
1913  to  1915 
1913  to  1919 
1913  to  1919 
1915  to  1921 
1917  to  1923 
1917  to  1923 
1917  to  1923 
1917  to  1923 
1919  to  1923 
1919  to  1923 
1921  to  1923 
1919  to  1925 
1919  to  1925 
1923  to  1925 
1923  to  1929 
1923  to  1929 
1923  to  1927 
1923  to  1925 
1923  to  1929 
1923  to  1926 
1925  to  1931 
1925  to  1931 

1925  to  1931 

1926  to  1931 

1925  to  1931 

1926  to  1927 

1927  to  1929 
1927  to  1929 
1929  to  1935 
1929  to  1935 
1927  to  1933 

1929  to  1935 

1930  to  1931 
1929  to  1935 

1931  to  1935 
1931  to  1935 
1931  to  1933 
1931  to  1933 
1931  to  1933 
1931  to  1933 
1931  to  1933 
1931  to  1933 
1931  to  1935 
1931  to  1935 


1  Died  lea\'ing  unexpired  term. 

2  Resigned  to  become  member  of  General  Assembly. 

3  Resigned  to  become   Health   Officer  Vance  County. 

4  Resigned. 


5  Resigned  to  become  Secretary  of  State  Board  of  Health 
G  Term  terminated  on  account  of  the  reorganization  of  the 
State  Board  of  Health  by  General  Assembly. 
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Grady  G.   Dixon,   M.D.' 

Grady  G.  Dixon,  M.D." 

S.  D.  Craig,  M.D. 

W.  T.   Rainey,  M.D.   

J.  N.  Johnson,  D.D.S. 

Hubert  B.   Haywood,   M.D.   .._ 

James  P.  Stowe,  Ph.G. 

Grady  G.  Dixon,  M.D. 

J.  LaBruce  Ward,  M.D.   

H.  Lee  Large,  M.D.  

H.    G.   Baity,   C.E.   

J.  N.  Johnson,  D.D.S.  

Hubert  B.  Haywood,  M.D. 

James  P.  Stowe,  Ph.G. 

S.  D.  Craig,  M.D.  

W.  T.  Rainey,  M.D.  

Grady  G.  Dixon,  M.D.   

J.  LaBruce  Ward,  M.D.   

H.  Lee  Large,  M.D.   

H.  G.  Baity,  Sc.D.   

C.  C.  Fordham,  Jr.,  Ph.G.'  ___ 

S.  D.   Craig,  M.D.   

W.  T.  Rainey,  M.D.  

Hubert  B.  Haywood,  M.D.   ___ 

J.  N.  Johnson,  D.D.S.   

James  O.  Nolan,  M.D. 

Grady  G.  Dixon,  M.D. 

J.  LaBruce  Ward,  M.D. 

H.  Lee  Large,  M.D. 

Larry  I.  Moore,  Jr. 

S.  D.  Craig,  M.D.,  Pres. 

W.  T.  Rainey,  M.D.  

Hubert  B.  Haywood,  M.D. 

James  O.  Nolan,  M.D.   

Paul  Jones,  D.D.S.''   

Jasper  C.  Jackson,  Ph.G.io  ___ 
Grady  G.  Dixon,  M.D.,  Pres.   _ 

H.  Lee  Large,  M.D.   

J.  LaBruce  Ward,  M.D. 

Hubert  B.  Hayw-ood,  M.D.   ... 

Mrs.  James  B.  Hunt  

A.  C.  Current,  D.D.S. 

John  R.  Bender,  M.D.  

Benjamin  J.  Lawrence,  M.D.  _ 

G.  Grady  Dixon,  M.D.   

George  Curtis  Crump,  M.D.  __ 
John  P.  Henderson,  Jr.,  M.D.n 

H.  C.  Lutz,  Phg.  

Hubert  B.  Haywood,  M.D. 12  .. 

Mrs.  J.  E.  Latta   

A.  C.  Current,  D.D.S.   

John  R.  Bender,  M.D. 

Benjamin  J.  Lawrence,  M.D.  . 

G.  Grady  Dixon,  M.D. is 

George  Curtis  Crump,  M.D.12 
Roger  W.  Morrison,  M.D.i-*   ._ 
John  P.  Henderson,  Jr.,  M.D.  . 

H.  C.  Lutz,  Phg. 

Lenox  D.  Baker,   M.D.is   

Earl  W.  Brain,  M.D. 10   

Mrs.  J.  E.   Latta  

Roger  W.  Morrison,  M.D. 

John  R.  Bender,  M.  D.   

Z.  L.  Edwards,  D.D.S. 

Chas.  R.  Bugg,  M.D.,  Pres.  — . 
Lenox  D.  Baker,  M.D. 


Address 

Ayden    

Ayden    

Winston-Salem 
Fayetteville     _.. 

Goldsboro      

Raleigh    

Charlotte     

Ayden     

Asheville    

Rocky   Mount   _ 
Chapel   Hill   ___ 

Goldsboro    

Raleigh    

Charlotte    

Winston-Salem 
Fayetteville     __. 

Ayden    

Asheville    

Rocky    Mount    _ 
Chapel   Hill    __. 

Greensboro     

Winston-Salem 
Fayetteville    ___ 

Raleigh    

Goldsboro    

Kanna  polls    ._. 

Ayden     

Asheville    

Rocky   Mount    _ 

Wilson    

Winston-Salem 
Fayetteville     ___ 

Raleigh    

Kannapolis    

Farmville     

Lumberton    

Ayden    

Rocky   Mount    . 

Asheville    

Raleigh    

Lucama    

Gastonia    

Winston-Salem 

Raleigh    

Ayden    

Asheville    

Sneads   Ferry    _ 

Hickory    

Raleigh    

HiUsboro    

Gastonia    

Winston-Salem 

Raleigh    

Ayden    

Asheville    

Asheville 
3neads   Perry    _ 

Hickory    

Durham     

Raleigh    

Hillsboro    

Asheville    

Winston-Salem 
Washington     _  _ 

Raleigh    

Durham     


Appointed    by 

Ex.  Com.  State  Soci3ty  _ 

State  Society  

State  Society  

State  Society  

Gov.  J.  C.  B.  Ehringhaus 
Gov.  J.  C.  B.  Ehringhaus 
Gov.  J.  C.  B.  Ehringhaus 

State  Society  

State  Society  

Gov.  J.  C.  B.  Ehringhaus 
Gov.  J.  C.  B.  Ehringhaus 

Gov.  Clyde  R.  Hoey 

Gov.  Clyde  R.  Hoey 

Gov.  Clyde  R.  Hoey 

State  Society  

State  Society  

State  Society  

State  Society  

Gov.  Clyde  R.  Hoey 

Gov.  Clyde  R.  Hoey 

Gov.  Clyde  R.  Hoey 

State  Society  

State  Society  

Gov.  J.  Melville  Broughton 
Gov.  J.  Melville  Broughton 
Gov.  J.  Melville  Broughton 

State  Society  

State  Society  

Gov.  J.  Melville  Broughton 
Gov.  J.  Melville  Broughton 

State  Society  

State  Society  

Gov.  R.  Gregg  Cherry  ___ 
Gov.  R.  Gregg  Cherry  ___ 
Gov.  R.  Gregg  Cherry  ___ 
Gov.  R.  Gregg  Cherry  ._. 

State  Society  

Gov.  R.  Gregg  Cherry  __. 

State  Society  

Gov.  W.  Kerr  Scott 

Gov.  W.  Kerr  Scott 

Gov.  W.  Kerr  Scott 

State  Society  

State  Society  

Medical   Society   

Medical   Society   

Gov.  Wm.  B.  Umstead   __ 

Gov.  W.  Kerr  Scott 

Gov.  Wm.   Umstead   

Gov.  Wm.   Umstead   

Gov.  Wm.  Umstead   

Medical  Society   

Medical  Society   

Medical  Society   

Medical  Society   

Medical  Society   

Gov.  Luther  H.  Hodges  . 
Gov.  Luther  H.  Hodges  _ 
Gov.   Luther  H.  Hodges   _ 

Medical   Society    

Gov.   Luther  H.  Hodges   . 

Medical  Society   

Medical   Society    

Gov.  Luther  H.  Hodges   _ 

Medical  Society    

Gov.  Luther  H.  Hodges   _ 


Term 


1931 

to 

1932 

1932 

to 

1935 

1933 

to 

1937 

1933 

to 

1937 

1933 

to 

1937 

1933 

to 

1937 

1933 

to 

1937 

1935 

to 

1939 

1935 

to 

1939 

1935 

to 

1939 

1935 

to 

1939 

1937 

to 

1941 

1937 

to 

1941 

1937 

to 

1941 

1937 

to 

1941 

1937 

to 

1941 

1939 

to 

1943 

1939 

to 

1943 

1939 

to 

1943 

1939 

to 

1943 

1940 

to 

1943 

1941 

to 

1945 

1941 

to 

1945 

1941 

to 

1945 

1941 

to 

1945 

1941 

to 

1945 

1943 

to 

1947 

1943 

to 

1947 

1943 

to 

1947 

1943 

to 

1947 

1945 

to 

1949 

1945 

to 

1949 

1945 

to 

1949 

1945 

to 

1949 

1946 

to 

1949 

1945 

to 

1947 

1947 

to 

1951 

1947 

to 

1951 

1947 

to 

1951 

1949 

to 

1953 

1949 

to 

1953 

1949 

to 

1953 

1949 

to 

1953 

1949 

to 

1953 

1951 

to 

1955 

1951 

to 

1955 

1954 

to 

1955 

1951 

to 

1955 

1953 

to 

1957 

1953 

to 

1957 

1953 

to 

1957 

1953 

to 

1957 

1953 

to 

1957 

1955 

to 

1959 

1955 

to 

1959 

1957 

to 

1957 

1955 

to 

1959 

1955 

to 

1959 

1956 

to 

1957 

1958 

to 

1959 

1957 

to 

1961 

1957 

to 

1959 

1957 

to 

1961 

1957 

to 

1961 

1957 

to 

1961 

1957 

to 

1961 

7  To  fill   vacancy   caused   bv    resignation   of  Dr.   J.   M. 
Parrott. 

s  To   fill    vacancy   caused   bv    the   death   of   James    P. 
Stowe,  Ph.G. 

9  To  fill  vacancy  caused  bv  resignation  of  J.  N.  John- 
son, D.D.S. 
10  To   fill    vacancy    caused    by    resignation    of    Larry    I. 
Moore,  Jr. 


11  To    fill    vacancy    caused    by    the    death    of    Dr.    H.    Lee 
Large. 

12  Resigned 

13  To   fill    vacancy    caused    by    resignation    of    Dr.    Hubert 
B.  Havwood. 

14.  To   fill   vacancj*    caused   by    resignation    of    Dr.    George 
Curtis  Crump 

15  Died   leaving    unexpired    term. 

16  To   fill   vacancy   caused   by   the    death    of   Dr.    G.    Grady 
Dixon.  ';~ 
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Name 

Atlclrcss 

Ai>itoinlcd    by 

'I'crni 

Ben  W.  Dawsey,  D.V.M.     

Rogert  W.  Morrison.  M  D. 

Gasionia      

Asheville 

Lumberton 

Apex 

Raleigh 

Durham 

Wadesboro 

Dunn 

Gov.  Lurher  i-i.  tiodges    _ 

Medical  Society 

Gov.  Luther  H.  Hodges 

Medical  Society 

Medical  Society 

1959  to  1963 
1959  to  1963 

1959  to  1963 

Oscar  S.  Goodwin.  M.D.      

Chas.  R.  Bugg,  M.D..  Pres. 

Lenox  D.  Baker.  M.D. 

D.  T.  Redfern 

Glenn  L.  Hooper,  D.D.S. 

1959  to  1963 
1961  to   1965 

Gov.  Terry  Sanford 

Gov.  Terry  Sanford 

Gov.  Terry  Sanford 

1961  to  1965 
1961  to  1965 
1961  to  1965 

ROSTER    OF   MEMBERS   OF    THE    VARIOUS 

BOARDS    OF  MEDICAL   EXAMINERS   OF 

THE    STATE    OF   NORTH    CAROLINA 


FIRST  BOARD 

James  H.  Dickson.  Wilmington  1859-1866 

Charles   E.   Johnson.  Raleigh   1859-1866 

Caleb  Winslow,   Hertford    1859-1866 

Otis  F.   Manson.   Townsville   1859-1866 

William   H.  McKee.   Raleigh   1859-1866 

Christopher  Happoldt,  Morganton  1859-1866 

J.  Graham  Tull,  New  Bern  1859-1866 

Samuel  T.   Iredell.   Secretary    1859-1866 

SECOND  BOARD 

N.   J.   Pittman,   Tarboro    1866-1872 

E.  Burke  Haywood,  Raleigh   1866-1872 

R.   H.   Winborne,   Edenton  1866-1872 

S.  S.  Satehwell,  Rocky  Point 1866-1872 

J.   J.   Summerell,   Salisbury   1866-1872 

R.   B.   Havwood,   Raleigh    1866-1872 

M.   Whitehead.  Salisbury   1866-1872 

J.  F.  Shaffner,  Salem   1866-1872 

William   Little,    Secretary    1866-1872 

Thomas  F.  Wood,  Secretary,  Wilmington  ...1867-1872 

THIRD  BOARD 

Charles   J.   O'Hagan.  Greenville    1872-1878 

W.  A.  B.  Norcom,  Edenton  1872-1878 

C.    Tate  Murphy,    Clinton    1872-1878 

George  A.  Foote,  Warrenton   1872-1878 

J.   W.   Jones,   Tarboro    1872-1878 

R.  L.   Payne,   Lexington   1872-1878 

Charles  Duffy,  Jr.,  Secretary,  New  Bern 1872-1878 

FOURTH  BOARD 

Peter  E.  Hines,  Raleigh  1878-1884 

Thomas  D.  Haigh,  Payetteville   1878-1884 

George  L.  Kirby,   Goldsboro   1878-1884 

Thomas  P.  Wood.  Wilmington  1878-1884 

Joseph    Graham.    Charlotte    1878-1884 

Robert  I.  Hicks,  Williamstoni   1878-1880 

Richard  H.   Lewis,   Raleigh^   1880-1884 

Henry  T.  Bahnson.  Secretary,  Salem  1878-1884 

FIFTH  BOARD 

William  R.  Wood,  Scotland  Neck  1884-1890 

Augustus  W.  Knox,  Raleigh   1884-1890 

Francis  Duffy,  New  Bern 1884-1890 

Patrick  L.  Murphy,  Morganton  1884-1890 

Willis    Alston,    Littleton    1884-1890 

J.  A.  Reagan,  Weaverville  1884-1890 

W.  J.  H.  Bellamy,  Secretary,  Wilmington   ._1884-1890 

SIXTH  AND  SEVENTH  BOARDS3 

R.  L.  Payne,  Jr..  Lexington   1890-1892 

George  W.   Purefoy,   Asheville   1890-1892 

George  G.  Thomas.  Wilmington  1890-1894 

Robert  S.  Young,  Concord  1890-1894 

Wilham  H.  Whitehead.  Rocky  Mount  1890-1896 

George  W.   Long,   Graham   1890-1896 


L.   J.  Picot,  Secretary,  Littleton   1890-1896 

Julian   M.   Baker,  Tarboro  1892-1898 

H.  B.  Weaver.  Secretary,  Asheville 1892-1898 

J.   M.  Hays.   Greensboro-i    1894-1897 

Kemp  P.  Battle,  Jr.,  Raleighs  1897-1900 

Thomas   S.    Burbank.   Wilmingtoni    1894-1898 

Richard   H.  Whitehead,  Chapel   Hill<   1896-1898 

William  H.  H.  Cobb.  Goldsboro''  1898-1900 

J.  Howell  Way,  Secretary.  Waynesville"    1898-1902 

David  T.  Tayloe,   Washington   1896-1902 

Thomas  E.  Anderson,  Sec,  Statesville     -         1896-1902 

Albert   Anderson.  Wilsons   _.     1896-1902 

Edward   C.  Register.  Charlottes   1898-1902 

Thomas   S.   McMullan.   Hertfords 1900-1902 

John    C.    Waltons    1900-1902 

EIGHTH  BOARD 

A.  A.  Kent,  Lenoir   1902-1908 

Charles   O'H.   Laughinghouse,   Greenville   __.  1902-1908 

M.   H.   Fletcher,   Asheville    1902-1908 

James   M.   Parrott,   Kinston    1902-1908 

J.  T.  J.  Battle,  Greensboro   1902-1908 

Frank  H.  Russell,  Wilmington  1902-1908 

George  W.  Pressly,  Secretary,  Charlottei   ...1902-1906 
G.  T.  Sikes,  Secretary.   Grissomu   1906-1908 

NINTH  BOARD 

Lewis   B.  McBrayer,   Asheville  1908-1914 

John  C.   Rodman,  Washington   1908-1914 

William  W.   McKenzie,  Salisbury  1908-1914 

Henry  H.  Dodson,  Greensboro  1908-1914 

John  Bynum,   Winston-Salem   1908-1914 

J.   L.   Nicholson,   Richlands   1908-1914 

Benj.  K.  Hays,  Secretary.  Oxford 1908-1914 

TENTH   BOARD 

Isaac  M.  Taylor,  Morganton 1914-1920 

John  Q.   Myers,  Charlotte   1914-1920 

Jacob  F.  Highsmith,  Fayetteville   1914-1920 

Martin  L.  Stevens,  Asheville   1914-1920 

Charles  T.   Harper,   Wilmington-*   1914-1915 

Edwin  G.  Moore,  Elm  Cityio  1915-1920 

John  G.  Blount,  Washingtonii    1914-1920 

Hubert  A.   Royster,   Secretary,   Raleigh 1914-1920 

ELEVENTH  BOARD 

Lester  A.   Crowell,   Lincolnton   1920-1926 

William  P.   Holt,   Duke   1920-1926 

J.   Gerald   Murphy,   Wilmington    1920-1926 

Lucius  N.  Glenn,  Gastonia   1920-1926 

Clarence   A.   Shore,   Raleigh   1920-1926 

William  M.  Jones,  Greensboro  1920-1926 

Kemp  P.  B.  Bonner,  Sec,  Morehead  City  ...1920-1926 

TWELFTH  BOARD 

Paul  H.  Ringer,   Asheville   1926-1932 

W.  Houston  Moore.  Wilmington   1926-1932 

T.  W.  M.  Long,  Roanoke  Rapids  1926-1932 

W.   W.  Dawson,  Grifton-s    1926-1930 

J.  K.   Pepper,   Winston-Salem    1926-1932 

Foy   Roberson,   Durham    1926-1932 

John  W.  McConnell.  Secretary,  Davidson  ...1926-1932 
David  T.  Tayloe,  Jr..  Washingtoni2   1930-1932 


313 


THIRTEENTH  BOARD 

Ben  F.  Royal,  Morehead  City   1932-1938 

Benj.  J.  Lawrence,  Secretary,  Raleigh  1932-1938 

F.  Webb  Griffith,   Asheville  1932-1938 

Hamilton  W.  McKay,   Charlotte   1932-1938 

J.  W.  Vernon,  Morganton   1932-1938 

W.  H.   Smith,   Goldsboro    1932-1938 

K.  G.  Averitt,  Cedar  Creek* 1932-1936 

Roscoe  D.  McMillan,  Red  Springsi^!   1936-1938 

FOURTEENTH    BOARD 
Karl  B.  Pace,  Greenville  1938-1944 

William  M.  Coppridge,  Diu-ham  1938-1944 

Prank.  A.  Sharpe,  Greensboro  1938-1944 

Lewis  W.  Ellas,  Asheville*   1938-1943 

J.   Street   Brewer,  Roseboro   1938-1944 

W.  D.  James,  Secretary,  Hamlet  1938-1944 

L.  A.   Crowell,  Jr.,  Lincolnton   1938-1944 

John  LaBruce  Ward,  Ashevillei*  1943-1944 

FTFTEENTH  BOARD 

C.  W.  Armstrong,  Salisbury  1944-1950 

Paul  G.  Parker,  Erwin   1944-1950 

M.  D.  Bonner,  Jamestown  1944-1950 

T.  Leslie  Lee,   Kinston  1944-1950 

Roy  B.  McKnight,  Charlotte  1944-1950 

M.  A.  Pittman,  Wilson   1944-1950 

Ivan  M.  Procter,   Secretary,  Raleigh   1944-1950 

James  B.  Bullitt,  Chapel  HilUS 1949-1950 

Paul  F.  Whitaker,  Kinstonic  1950 

SIXTEENTH  BOARD 

Amos   N.   Johnson,   Garland    _ .    1950-1956 

Heyward  C.  Thompson,  Shelby   1950-1956 

James  P.  Rousseau,  Winston-Salem  1950-1956 

Newsom  P.  Battle,  Rocky  Mount 1950-1956 

Clyde   R.  Hedrick,   Lenoir   1950-1956 

L.  Randolph  Doffermyre,  Dmm  1950-1956 

G.  Westbrook  Murphy,  Ashevillei^  1955 

Joseph  J.  Combs,  Secretary,  Raleigh 1950-1956 

SEVENTEENTH   BOARD 

Carl  Vann  Tyner,  M.D.,  Leaksville  1956-1962 

Joseph  John  Combs,  M.D.,  Raleigh   _-. 1956-1962 

John  Bascom  Anderson,  M.  D.,  Asheville  _  1956-1962 
Thomas  Williams  Baker,  M.D.,  Charlotte  .1956-1962 
Edwin  Albert  Rasberry,  Jr.,  M.D.,  Wilson  _._1956-1962 

Thomas  G.  Thurston,  M.D.,  Salisbury  1956-1962 

Luther  Randolph  Doffermyre,  M.D.,  Dunn       1956-1962 

EIGHTEENTH  BOARD 
Frank  Edmondson,  Jr.,  Asheboro,  President  -1962-1964 

Ralph  G.  Templeton,  Lenoir  1962-1964 

Joseph  John  Combs.  Secretary,  Raleigh  _       1962-1966 

H.  Lee  Large,  Jr.,  Charlotte  1962-1966 

James  E.  Davis,  Durham 1962-1968 

W.  Boyd  Owen,  Waynesville 1962-1968 

Clark  Rodman,  Washington  .1962-1968 


13  Elected  to  serve  une.xpired  term  of  Dr.  Averitt. 

14  Elected  to  serve  unexpired  term  of  Dr.  Elias. 

15  Elected  to  serve  unexpired  term  of  Dr.  T.  Leslie  Lee. 

16  Elected  to  serve  unexpired  term  of  Dr.  Paul  G.  Parker. 

17  Elected     to    serve     unexpired    term     of    Dr.    James    P. 

Rousseau. 


MEDICAL  AWARDS 


1  Resigned   before   expiration  of   term. 

2  Elected  for  unexpired  term  of  Dr.  Hiclis. 

3  In  1890  the  Medical  Society  of  tlie  State  of  North 
Carolina  adopted  the  plan  of  e'lecting  members  of  the 
Board  in  such  a  manner  that  the  terms  would  expire  at 
different  intervals  of  two  years.  This  practice  was  follow- 
ed for  twelve  years,  or  until  1902,  when  the  plan  was 
abandoned;  an  equivalent  of  two  terms  of  six  years  eacli. 
It  is  evident  that  the  Society  arranged  to  aliandon  the 
policy  as  early  as  1898,  as  two  members  were  elected  for 
short  terms,  and  two  years  later  two  other  members  were 
elected  for  still  shorter  terms.  It  is  therefore  impossible 
to  separate  the  sLxth  and  seven  Boards,  since  the  member- 
ship was   overlapping. 

4  Died  before  the   expiration   of  his  term 

5  Elected  to  serve  imexpired  term  of  Dr    Hays. 

6  Elected  to  serve  the  unexpired  term  of  Dr.  Burbank. 

7  Elected  to  serve  the  unexpired  term  of  Dr.  Whithead. 

8  Elected  for  short  term  expiring  in  1902. 

9  Elected  to  serve   the   unexpired   term  of  Dr.    Pressly. 

10  Elected  to  serve  the  unexpired  term  of  Dr.  Harper. 

11  Died  a  few  months  before  the  expiration  of  his  terra; 
such  a  short  time  that  the  vacancv  was  not  filled. 

12  Elected    to    serve    unexpired    term    of    Dr.    W.    W. 
Dawson. 


MOORE  COUNTY  MEDICAL  SOCIETY  MEDAL 

In  1927  the  Moore  County  Medical  Society  establish- 
ed a  fund,  the  interest  from  which  is  used  to  pay  for 
a  medal  to  be  given  for  the  best  paper  read  at  the 
State  Society  meeting  each  year.  No  one  is  eligible  to 
receive  this  medal  except  Fellows  of  the  Medical 
Society  of  the  State  of  North  Carolina  in  good  stand- 
ing;  no  invited  guest  is  allowed  to  compete. 

Each  Section  Chairman  selects  a  committee  of  three 
to  decide  on  the  best  paper  written  in  their  section. 
The  winning  papers  are  then  turned  over  to  the  State 
Committee,  who  select  the  one  to  receive  the  medal. 
The  following  Fellows  have  been  awarded  this  medal: 

1928— Paul  Pressly   McCain,   M.D Sanatorium 

"The    Diagnosis    and    Significance    of    Juvenile 

Tuberculosis" 
(Prom  Section  on  Pediatrics) 

1929— A.   B.   Holmes,   MD Fairmont 

"ITie  Treatment  oi   Uremia' 
(From   Section    on    Chemistry.    Materia    Meun-a 
and  Therapeutics; 
1930— C.  T.  Smith,  M.D.,  and  W.  Bernard 

Kinlaw,    M.D Rocky   Mount 

"The    Clinical    Consideration    of    Anaemia    of 

Pregnancy  and  of  Puerperium" 
(F^om  Section  on  Practice  of  Medicine) 

1931— P.   C.   Smith,   M.D Charlotte 

"Practical   Value   of    Perimetry   in    Intracranial 
Conditions;    Case   Reports"    (tumors,   vascular 
disease,  toxemia,  syphillis  and  trauma.) 
Prom  Section  on  Eye,  Ear,  Nose  and  Throat) 

1932— Charles  I.  Allen,  M.D Wadesboro 

"An  Im.proved  Splint  for  Treating  Fractures  of 
the  Lower  Extremity  Showing  Reduction  and 
Skeletal  Distraction  Attachments" 
(From  Section  on  Surgery) 

1933— H.  L.  Sloan,  M.D Charlotte 

"Some   General   Remarks   about   Cataract   Sur- 
gery,   With    Report   of    100    Consecutive    Un- 
complicated Cataract  Operations" 
(From    Section    on    Ophthalmology    and    Oto- 
laryngology) 

J.  R.  Adams,  M.D Charlotte 

"Hypo-glycaemia  in  Children" 
(From  Section  on  Pediatrics) 

1934^Fred   E.  Motley,  M.D Charlotte 

"Complications  of  Mastoiditis  with  Special  Re- 
ference to  Septicemia" 

(From    Section    on    Ophtalmology    and    Oto- 
laryngology) 

1935 — Arthur  H.  London,  M.D Durham 

"The    Composition    of    an    Average    Pediatrics 

Practice" 

(From  Section  on  Pediatrics) 

1936— V.  K.  Hart,  M.D.  Charlotte 

"Etiological   and  Therapeutic   Aspects  of  Bron- 
chiectasis with  Clinical  Observations  on  Bron- 
chial Lavage  by  the  Stitt  Method" 
(Prom    Section    on    Ophthalmology    and    Oto- 
laryngology) 
1937 — No  award  made. 

1938— O.  Hiinter  Jones,  M.D Charlotte 

"Pelvic    Architecture    and    Classification    with 

its  Practical  Application" 
(Fi-om  Section  on  Gynecology  and  Obstetrics) 

1939— Donnell  B.  Cobb,  M.D Goldsboro 

"Vaginal  Ureterolithotomy" 
(Prom  Section  on  Surgery) 
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1940— C.  R.   Monroe,   M.D.,  C.  D.   Thomas.  M.D.,   and 
C.   L.   Gray,   M.D.  Pinehurst 

"Thoracoplasty  and  Apicolysis" 
(F:-om  Section  on  Sm-gery) 
1941_Walter  R.  Johnson.   M.D.  AsheviUe 

"Is  DiverticuUtis  of   the  Colon   a  Surgical  Dis- 
ease?" 
(From  Section  on  Practice  of  Medicine) 
1942— E.   P.   Alyea,   M.D.  Durham 

"Castration     for     Carcinoma     of     the    Prostate 

Gland" 
(F^-om  Section  on  Surgery) 
1943 — No  award  made. 

1944_D.  P.  Milam,  M.D.  Chapel  Hill 

"Vitamin   C    Content   of    Some    North   Carolina 

Cooked  Foods" 
(F^om   Section    on   Public    Helath    and    Educa- 
tion) 
1945 — No  Meeting. 

1946— E.  C.  Hamblen,  M.D.  Durham 

"Some   Aspects  of   Sex  Endocrinology   in   Gen- 
eral Practice" 
(Prom  Section  on  General  Pi-actice  of 
Medicine  and  Surgery  i 

1947_W.  L.   Thomas,   M.D _  _  Durham 

"Some  Psychosomatic  Problems  in  Gyne- 
cology" 
(FYom  Section   on   Gynecology   and   Obstetrics! 

1948_Felda   Hightower,  M.D.     Winston-Salem 

"The   Control  of   Electrolyte  and   Water 

Balance  in  Sm-gical  Patients" 
(From  Section  on  Surgei-yi 

1949— George  J.  Baylin,  M.D. Durham 

"The  Roentgen  Aspect  of  Non-Opaque 

Pulmonary  Foreign  Bodies" 
(Prom  Section  on  Radiology) 
1950— Parker   R.  Beamer,   M.D.  Winston-Salem 

"Studies   on    Experimental    Leptospirosis" 
(Prom  Section  on  Pathology) 
1951— John   P.   U.   McLeod,   M.D.  Marshville 

"A  Simplified  Modification  for  Staining  of  the 
Vaginal    Smear    for    Immediate    Appraisal    of 
Endocrine  Activity" 
(Prom   Section   on  Gynecology   and   Obstetrics) 

1952— Samuel  F.  Ravenel,  M.D.  Greensboro 

"Humidification  in   Pediatrics" 
(From  Section  on  Pediatrics) 
1953— Harrie  R.  Chamberlin,  M.D.  Chapel  Hill 

"Diagnosis  and  Management  of   Poisoning  Due 

to  Organic  Phosphate  Insecticides" 
(Pi'om  Section  on  Pediatrics) 

1954 — Paul   Kimmelstiel,    M.D Charlotte 

Roland  T.  Pixley,  M.D. Charlotte 

John    Crawford.    M.D.  Charlotte 

"Statistical    Review    of    Twenty-two    Thousand 

Cases  Examined  by  Cervical  Smears" 
(From  Section  on  Pathology) 

1955— H.  Hugh  Bryan.  M.D Chapel  Hill 

"Obesity  and  the  Public  Health" 
(Prom  Section  on  Public  Health) 
1956— Wm.  M.  Peck,  M.D.  McCain 

"The  Changing  Pattern  of  Tuberculosis" 
(Section  PH&E 

1957— John  R.  Ashe,  Jr.,  M.D Concord 

John  V.   Arey,   M.D Concord 

"The  Use  of  Diamox  in  Obstetrics  and 

Gynecology" 
(From  Section   on   Obstetrics   and   Gynecology) 
1958— John  O.  Lafferty,  M.D. 

"Peptic  Ulcers  in  Children" 
(From  Section  on  Radiology) 
1959— Robert  E.  Coker,  Jr.,  MD.  _   Chapel  Hill 

"The  Medical  Student  and  Specialization" 
(From  Section  on  Public  Health  &  Education) 

I960— William  J.  A.  DeMaria.  M.D Durham 

"Management  of  Childhood  Nephrosis" 
(Prom  Section  on  Pediatrics) 


1961— William  W.  Shingleton,  M.D.  Durham 

"Some    Recent   Clinical    and    Experimental    Ad- 
vances   Relative    to    Diseases    of    the    Biliary 
Tracts  and  Pancreas." 
(From  Section  on  Surgery i 
1962— Frank  C.  Greiss,  Jr.,  M.D.  Winston-Salem 

"Inevitable,  Incomplete  and   Septic  Abortions" 
(from  Section  on  Obstetrics  &  Gynecology) 


THE    GEORGE   MARION    COOPER   AWARD 

The  Fellows  of  the  Wake  County  Medical  Society 
present  this  George  Marion 

Cooper  Aw^ard  established   in  honor  of  George   Mar- 
ion Cooper,  physician  and  health  benefactor. 

This  medal  is  awarded  by  the  Fellows  of  the  Wake 
County  Medical  Society  as  a  token  of  appreciation 
and  esteem  in  recognition  of  the  eminence  of  an  essay 
contributing  to  the  knowledge  and  advancement  of 
the  science  of  medicine  in  the  field  of  Preventive 
Medicine,  Public  Health,  or  Maternal  and  Infant 
Health  Care,  presented  before  the  Medical  Society  of 
the  State  of  North  Carolina.  The  following  Fellows 
have  been  awarded  this  medal: 

1951— Donald  L.  Whitener,  M.D.  ._         Wlnston-Salem 
"The    Management   of    Labor    and    Delivery    in 

the  Interest  of  the  Premature  Infant" 
(From  Section  on  Gynecology  and  Obstetrics) 
1952 — Ronald   Stephen,  M.D.   Senior   Author: 

Duke     University  Durham 

"The    Evaluation    of    Methods    of    Pain    Relief 
During    Labor    and    Delivery    with    Reference 
to  Mother  and  Child." 
(From  Section  on  Gynecology  and   Obstetrics) 

1953— Ernest  Craige,  M.D. Chapel  Hill 

"The  Prevention  of  Recurrences   of   Rheumatic 

Fever" 
(From  the  Section  on  Practice  of  Medicine) 
1954— Richard   L.    Pearse,    M.D.  Durham 

Eleanor  Easley,   M.D Durham 

Kenneth   Podger,   M.D Durham 

"Obstetric  Analgesia  and  Anesthesia" 

(From  Section  on  Obstetrics  and  Gynecology) 

1955— Dirk  Verhoeff,  M.D.     .  -  Huntersville 

William  M.  Peck,  M.D __  McCain 

"The    Trends    in    Management    of   Tuberculosis 

in  Children" 
(From  Section  on  Pediatrics) 
.956— Benjamin  A.  Johnson,  M.D.  Durham 

Susan   C.  Dees,   M.D.  Durham 

"Immunization   of   Allergic   Children   with   Par- 
ticular  Reference   to  Eczema   Vaccinatum" 
(Section  on  Pediatrics) 

1957— Walter  A.  Sikes,  M.D .Raleigh 

John  D.   Patton,  M.D Ashevllle 

Robert  L.  Craig,  M.D AsheviUe 

Marie   Baldwin,   M.D AsheviUe 

Anne    Sagberg,    M.D AsheviUe 

R.    Charman   CarroU,   M.D.  AshevUle 

"Trends  in   the  Development  of  an  Open   Psy- 
chiatric Hospital" 
(Pi'om   Section   on   Neurology   and   Psychiatry) 

1958— Madison  S.  Spach,  M.D. 
Jerome  S.  Harris,  M.D. 
"Congential  Heart  Disease  in  Infancy" 
(From  Section  on  Pediatrics) 

1959— Roy  T.  Parker,  M.D _--     Durham 

Harry  W.  Johnson,  M.D Durham 

F.  Bayard  Carter,  M.D Durham 

"Obstetric  Shock" 

(From  Section  on  General  Practice  of  Medicine) 

1350— Courtney,  D.  Egerton.  M.D Raleigh 

Robert  J.  Ruark,  M.D Raleigh 

"Continuous  Caudal  Analgesia  in  Private  Prac- 
tice" 
(From  Section  on  Obstetrics  &  Gynecology) 
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1961— Kenneth  D.  Hall.  M.D.  Durham 

"POST— ANESTHETIC  CARE  OF  THE  GERIA- 
TRIC   PATIENT" 
(From  Section  on  Anesthesiology! 

1962— Jesse  P.  Chapman,  Jr.,  M.D.  Asheville 

"Thoracic  Trauma  and  Its  Treatment" 
Urom  Section  en  Orthopaedics  &  Traumatology! 


GASTON   COUNTY  MEDICAL    SOCIETY    AWARD 

By  autliority  of  the  House  of  Delegates  an  award 
IS  established  by  the  Gaston  County  Medical  Society 
for  the  best  presentation  of  audio-visual  material  In 
scientific  treatise  and  will  be  awarded  to  the  best 
presentation  annually  at  the  Annual  Session  of  tlie 
State  Society.  Competition  will  be  restricted  to  au- 
dio-visual material  as  provided  by  the  rules.  Pro- 
gram Chairmen  of  the  eleven  scientific  sections  should 
take  note  of  tliis  in  the  preparation  of  the  1956  pro- 
gram and  in  judging  of  presentations  at  the  Annual 
Session  in  1956.  The  following  Fellows  have  been 
awarded  this  medal: 

1952 — Kenneth  L.  Pickrell,  M.D Durham 

"Tattooing  the  Cornea" 
(FYom.  Scientific  Exhibits) 

1953 — Joseph  E.  Markee,  M.D Durham 

"Autonomic  Nervous  System" 
(Film  from  Audio-Visual  Postgraduate 
Instructional  Program") 

1954 — William  H.  Boyce,  M.D Winston-Salem 

Fred  K.  Garvey,  M.D. Winston-Salem 

Charles  M.  Norfleet,  M.  D Winston-Salem 

"Biocolloids  of  Urine  in  Health  and  in  Calculous 

Disease" 
(From  Scientific  Exhibits) 


1955 — Caleb  Young,  M.D Winston-Salem 

"Congenital  Dislocation  of  the  Hip" 

(A  motion  picture) 

(Prom    Postgraduate    Audio-Visual    Program) 
1956— C.  R.  Stephen,  M.D Durham 

R.  C.  Martin,  M.D.  Durham 

Bourgeois-Gavardin.  Durham 

"Prophylaxis     of     Non-Hemolytic     Transfusion 
Reactions;   Value  of  Pyribenzamine" 

(Section  on  Anesthesia) 
1957 — J.   Leonard  Goldner,   M.D Durham 

Mr.  Bert  Titus   Durham 

"The  Juvenile  Amputee-Upper  Extremity" 

(From  Section  on  (General  Practice  of  Medicine) 
1958— T.   Franklin   Williams,   M.D. 

J.  L.  DeWalt,  M.D. 

R.  W.  Winter,  M.D. 

Charles  H.  Burnett,  M.D. 

"Newer    Diagnostic    Criteria    In    Hyperparathy- 
roidism" 

(From  1958  Scientific  Exhibits) 
1959— Albert  G.  Smith.  M.D Durham 

"Automation  in  the  Clinical  Chemistry 
Laboratory" 

(From  Section  on  Pathology) 
1960— Paul  W.  Sanger,  M.D Charlotte 

"Surgical    Management    of    Deformities    of    the 

Anterior  Chest" 

(Prom  1960  Scientific  Exhibits) 
1961 — Robert  Page  Morehead,  M.D. Winston-Salem 

"TUMOR  FORMATION" 

(1961  Scientific  Exhibits) 

1962— Paul  W.  Sanger,  M.D.       Charlotte 

"Closure  of  Ventricular  Septal  Effects — Presenta- 
tion of  New  Methods" 

(1962  Scientific  Exhibits) 
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PRICE  OF  SUPPLEMENT  $3.00 
(Plus  N.  C.  Silas  Tax) 

Extra  CoplM  May  Be  Obtained  from  Jame*  T.  Barnes,  Business  Manaeer, 
203  Capital  Club  Building,  Raleigh,  N.  C. 
TE  4-2547 
ITME  USE  OF  THIS  ROSTER  AS  A  GENERAL  MAILING  LIST  IS   PROHIBITED  EXCEPT  BY  SPECIFIC  AUTHORITY 


INTERNIST      •      ALLERGIST      •      CARDIOLOGIST      •      NEUROLOGICAL 
SURGEON   •   ORTHOPEDIC  SURGEON   •   OPTHALMOLOGIST  •   OBSTETRl/ 
CIAN-GYNECOLOGIST  •   NEUROLOGIST  •  PATHOLOGIST  •  RADI0L0GIS1 


Whatever  your  specialty,  you'd  be  wise  to  make  use  of  our  specialty  —  Income  Protection 
Insurance.  By  owning  our  Professional  Men's  Plan,  you  can  have  a  regular  monthly  income 
when  covered  sickness  or  accident  makes  it  impossible  for  you  to  continue  your  practice. 
Mutual  of  Omaha  Income  Protection  has  the  unique  Lifetime  Benefits  feature  which  means 
you'll  have  a  monthly  income  for  as  long  as  you  are  so  disabled  .  .  .  EVEN  FOR  LIFE. 
Get  in  touch  with  your  good  neighbor,  the  nearest  Mutual  of  Omaha  man,  for  details 
on  low-cost  Income  Protection  Insurance  with  the  Lifetime  Benefits  feature. 


G.  A.  RICHARDSON,  General  Agent 
Winston-Saiem,  N.  C 

J.  A.  MORAN,  General  Agent 
Wilmington,  N.  C 

J.  P.  GILES,  General  Agent 

ABheville,  N.  C. 


MutudlM 

OFOMAHA^ 
INSURANCE  COMPANY 


Supplement  to  tne 

NORTH  CAROLINA  MEDICAL  JOURNAL 

December,  19o4 


Tke  Medical  Society  of  the  State 

of 
Nortn  Carolina 


OFFICERS,  COMMITTEES,  COMMISSIONS 

AND 
ROSTER  OF  MEMBERS 


Alpnatetical    Listings 

ana 
Roster   ty    Counties 


The  roster  information  of  the  members  of  the  State  Medical  Society  contained  in  this  publication 
may  not  be  used  as  a  general  mailing  list  without  specific  authority  from  the  Executive  Director 
of  the  State  Society,  who  is  Business  Manager  of  the  North  Carolina  Medical  Joru-nal.  Such  author- 
ity may  not  be  granted  without  the  requirement  of  the  review  and  approval  by  the  Business  Man- 
ager of  any  material  to  be  mailed  in  a  general  mailing  list  to  the  members  of  the  State  Society. 
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The  New  Enlarged  Program  of 

DISABILITY  INSURANCE 


AVAILABLE  TO   MEMBERS  OF 


The  Medical  Society  of  the  State  of  North  Carolina 


DESIGNED  TO  MEET   PRESENT   DAY   NEEDS 


PLANS  UP  TO 


•  $250.00  WEEKLY  DISABILITY  INCOME  BENEFITS  ($1,080.00  monthly) 

•  $20.00  PER  DAY  EXTRA  HOSPITAL  BENEFIT  (Optional) 


PLAN   A      (Basic) 


Lifetime  Accident 

and 
7  years  Sickness 


SEMI-ANNUAL   PREMIUMS 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum  For 

Accidental 

Death 

Premium  Age 
40  and  Over 

tReduced  Premium 
To  Age  40 

$250.00 

Up  to  $50,000.00 

$5,000.00 

$244.50 

$183.50 

$200.00 

Up  to  $40,000.00 

$5,000.00 

$196.50 

$147.50 

$150.00 

Up  to  $30,000.00 

$5,000.00 

$148.50 

$111.50 

$100.00 

Up  to  $20,000.00 

$5,000.00 

$100.50 

$   75.50 

PLAN    AA      (Long  Term) 


SEMI-ANNUAL   PREMIUMS 


Lifetime  Accident 

and 
For  Sickness,  from 

Inception  of 

Disability  to  Your 

Attainment  of 

Age  65 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum  For 

Accidental 

Death 

Premium  Age 
40  and  Over 

tReduced  Premium 
To  Age  40 

$250.00 

Up  to  $50,000.00 

$5,000.00 

$292.00 

$219.25 

$200.00 

Up  to  $40,000.00 

$5,000.00 

$234.50 

$176.00 

$150.00 

Up  to  $30,000.00 

$5,000.00 

$177.00 

$133.00 

$100.00      Up  to  $20,000.00 

$5,000.00 

$119.50 

$   89.75 

The  premiums  for  Plan  AA  will  be  reduced  to  the  same  premium  as  for  Plan  A  at  age  58. | 

Note:  The  above  rates  do  not  increase  at  age  50,  or  even  at  age  60' 
tOn  attaining  age  40,  age  40  rates  opply  on   renewal. 


J.  L.  CRUMPTON, 

State  Mgr. 


Professional    Group    Disability    Division 

COMMERCIAL   INSURANCE  COMPANY   OF   NEWARK,   N.   J. 

Box    147,    Durham,    N.    C. 

J.   Slade   Crumpton,    Field    Representative 

It  more  information  is  needed  or  help  desired  in  completing  your  enrollment, 
please  call  us  collect: 

Area   Code   919 — Phone   682-5497. 


OFFICERS  —  1964-1965 

President — Theodore  S.  Raiford,  M.D.,  301  Doctors  Bldg.,  Asheville 
President-Elect — George  W.   Paschal,  Jr.,   M.D.,   1110   Wake   Forest    Rcl.,   Raleigh 
First  Vice-President — Hubert  McN.  Poteat,  Jr..  M.D.,  713  Wilkins  St.,  Smithfield 
Second  Vice-Pres. — Wayne  J.  Benton,  M.D.,  2320  Battleground  Ave.,  Greensboro 
Secretary — Charles  W.  Styron,  M.D.,  615  St.  Mary's  St.,  Raleigh 
Speaker — John  C.  Reece,  M.D.,  Grace  Hospital,  Morganton 
Vice-Speaker— D.  E.  Ward,  Jr..  M.D.,  2604  N.  Elm  St..  Lumberton 
Past  President — John  S.  Rhodes,  M.D.,  700  W.  Morgan  St.,  Raleigh 

COUNCILORS  — 1964-1967 

First  District— Thomas  P.  Brink.  M.D.,  118  W.  Market  St.,  Hertford 
Vice  Councilor — William  H.  Romm,  M.D.,  Box  26,  Moyock 

Seco7id  District — Lynwood  E.  Williams,  M.D.,  400  Glenwood  Ave.,  Kinston 

Vice  Councilor — Ernest  W.  Larkins,  Jr.,  M.D.,  211  N.  Market  St.,  Washington 

Third.  District — Dewey  H.  Bridgee,  M.D.,  Bladenboro 

Vice  Councilor— Frank  R.  Reynolds,  M.D.,  1613  Dock  St.,  Wilmington 

Fourth  District — Edgae  T.  Beddingfield.  Jr.,  M.D.,  Community  Clinic,  Stantonsburg 
Vice  Councilor — Harry  H.  Weathers,  M.D.,  Central  Med.  Clin.,  Roanoke  Rapids 

Fifth  District — Harry  H.  Summerlin,  M.D.,  313  Atkinson  St.,  Laurinburg 

Vice  Councilor — Charles  A.  Speas  Phillips,  M.D.,  Pinehurst  Surgical  Clinic, 
Pinehurst 

Sixth  District— John  Glasson.  M.D.,  306  S.  Gregson  St.,  Durham 

Vice  Councilor— Fred  G.  Patterson,  M.D.,  1001  S.  Hamilton  Rd.,  Chapel  Hill 

Seventh  District— T)anis  G.  Welton,  M,D.,  1012  Kings  Drive.  Charlotte 

Vice  Councilor — Charles  L.  Stuckey,  M.D.,  1515  Elizabeth  Ave.,  Charlotte 

Eighth  District — Louis  deS.  Shaffner,  M.D.,  300  S.  Hawthorne  Rd.,  Winston-Salem 
Vice  Councilor — Claude  A.  McNeill,  Jr.,  M.D.,  121  Church  St.,  Elkin 

Ninth  District— Thomas  L.  Murphy,  M.D.,  116  Rutherford  St.,  Salisbury 
Vice  Councilor — Paul  McN.  Deaton,  M.D.,  766  Hartness  Rd.,  Statesville 

Tenth  District— James  S.  Raper.  M.D..  103  Doctors  Bldg.,  Asheville 
Vice  Councilor — W.  Otis  Duck,  M.D.,  Drawer  517,  Mars  Hill 


SECTION  CHAIRMEN  —  1964-1965 

General  Practice  of  Medicine — James  B.  Greenwood,  Jr.,  M.D.,  4101  Central  Ave., 

Charlotte 

Internal  Medicine — William  B.  Young,  M.D.,  103  N.  Pine  St.,  Wilson 

Ophthalmology  &  Otolaryngology — Ruth  Leonard,  M.D.,  106  W.  7th  St..  Charlotte  2 

Surgery — James  R.  Dunn,  Jr.,  M.D.,  Tarboro  Clinic,  Tarboro 

Pediatrics — George  E.  Prince,  M.  D.,  318  South  St.,  Gastonia 

Obstetrics  &  Gynecology — R.  Pinkney  Rankin,  Jr.,  M.D.,  225  Hawthorne  Lane, 

Charlotte  4 

Public  Health  &  Education — William  L.  Wilson,  M.D.,  State  Bd.  of  Health,  Raleigh 

Neurology  &  Psychiatry — Thomas  H.  Wright,  Jr.,  M.D.,  207  Doctors  Bldg.,  Charlotte 

Radiology — Simmons  L  Patrick,  M.D.,  400  Glenwood  Ave..  Kinston 

Pathology — Kenneth  M.  Brinkhous,  M.D.,  University  of  N.  C,  Chapel  Hill 

Anesthesiology — Michel  Bourgeois-Gavardin,  M.D.,  Watts  Hospital.  Durham 

Orthopaedics  &  Traumatology — Ch.'vrles  Highsmith,  M.D.,  Montgomery  Memorial 

Hospital,  Troy 

Student  AMA  Chapters — Mk.  E.  J.  Hocutt,  UNC  School  of  Medicine,  Chapel  Hill 


SUPPLEMENT  TO  THE  NORTH  CAROLINA  MEDICAL  JOURNAL 

DELEGATES  TO  THE  AMERICAN  MEDICAL  ASSOCIATION 

For  2  year  term  l^eginning  January  1,  19G4; 

Elias  S.  Faison,  M.D.,  1012  Kings  Drive,  Cliarlotte 
Alternate:   Edward  W.  Schoenheit.  M.D.,  46  Haywood   St..  Asheville 

Aa[Os  N.  Johnson,  M.D.,  Box  1.58,  Garland 

Alternate:  William  F.  Hollister.  M.D.,  Pineliurst  Surgical  Clinic,  Pinehurst 

For  2  vear  term  beginning  .lanuarv  1,  1965: 

Donald  B.  Koonce,  M.D.,  408  N.  11th  St.,  Wilmington 
Alternate:   Eben  Alexander,  Jr.,  M.D.,  Bowman  Gray,  Winston-Salem 

John  R.  Kernodle,  M.D.,  Kernodle  Clinic,  Burlington 

Alternate:  George  T.  Wolff.  M.D.,  1311  N.  Elm  St.,  Greensboro 


STAFF  OF  HEADQUARTERS  OFFICE 

Executive  Director — Mr.  James  T.  Barnes,  Raleigh 

Assistant  Executive  Director — Mr.  William   N.  Hilliard,   Raleigh 

AssistaiU  and  Education  Consultant — Miss  Kay  K.  Zeigler,  Raleigh 

Bookkeeper-Operations  Accountant — Mr.  Oakland  R.  Pace,  Raleigh 

Director,  Office  Operations — Mrs.  LaRue  King,  Raleigh 

Membership  Secretary — Mrs.  Dollie  G.  Stuart,  Raleigh 

Advertisiyig  Secretary — Mrs.  Etta  Gray  B.  Arrington,  Raleigh 

Headquarters  Secretarij — Miss  Mary  Susan  Edwards,  Raleigh 

Public  Relations  Secretari/ — Miss  Katherine  Langdon,  Raleigh 

Physician  Placement  and  Rural  Health  Secretari/ — Miss  Deanna  Massey,  Raleigh 


4:02  am  4:08  am 

The  meaningful  .pause.  The  energy  it    gives.  The    bright    httle    lift.  Coca-Cola  with  its 
never  too  sweet  taste,  refreshes  best.  Helps  people  'meet  the  stress  of  the  busy  hours. 


4:17  am 

ihinRigO 

better,! 

Coke 


READ  THE  MESSAGE  SOME  OF  YOUR  NEIGHBORS 
RECENTLY  RECEIVED  FROM  NEW  ENGLAND  LIFE 


IMPORTANT  ANNOUNCEMENT: 

New  England  Life  has  revised  and  broadened  its  life  insurance  policies 
in  a  new  edition.  Effective  November  1,  1963,  many  new  benefits  hove 
been  extended  retroactively  to  existing  policyholders  by  action  of  our 
Board  of  Directors.  Where  appropriate,  these  liberalizations  will  apply 
to  your  policies  automatically  and  no  action  is  necessary  on  your  part. 
Should  you  desire  additional  information  on  any  of  these  points,  your 
local   representative  will  be  glad  to  help  you. 

(signed)  O.  Kelley  Anderson 
President 


Our  present  policyholders  got  the  message  — •  now  we  hope  you  do.  It's  the  message  of  true 
mutuality  at  ivork.  It's  the  reason  millions  of  people  have  considered  New  England  Life  to 
be  "the  ])olicyholders'  company." 

****** 

We  are  proud  to  list  below  the  roster  of  our  North  Carolina  associates.  \Ye  commend  them 
to  you  for  their  educational  attainments,  sales  and  service  records,  and  professional  com- 
petence. They  comprise  our  Company's  "LEADING  SOUTHERN  AGENCY." 


Asheville: 

Henry  Colton,   CLU 

Charlotte: 
Jack   Beall 
Rich  Cowhig,   CLU 
Alan  Crowley 
Ed  Erb 
Gresh   Northcott 

Durham: 

Ken  Taylor,  CLU 

Greenville: 

Carl   L.    Kinlaw 


Hickory: 

Reid   Lineberger 
Ken  Zahner 


High  Point; 

George  Clark,   CLU 
Ed  Lyon 


Raleigh: 

Carlyle  Morris 
Reid  Towler,  CLU 


Rocky  Mount: 

George  Valentine 

Stafesville: 
Tom  White 


Wilmington: 

Meares   Harriss,  CLU 
Alex  Urquhart,  CLU 


Wilson; 


3.    Plyler,  Jr.,   CLU 


ARCHIE  CARROLL,  CLU 

General  Agent 

NEW  ENGLAND  LIFE 

NEW  ENGLAND  MUTUAL  LIFE  INSURANCE  COMPANY;  FOUNDER  OF  MUTUAL 
LIFE  INSURANCE  IN  AM  ERICA  IN  1835  ALL  FORMS  OF  INDIVIDUAL  AND  GROUP 
LIFE   INSURANCE,  ANNUITIES  AND  PENSIONS.  GROUP   HEALTH    COVERAGES. 


SUPPLEMENT  TO  THE  NORTH  CAROLINA  MEDICAL  JOURNAL 


Business  Expense  Policy 


Covers  your  office  overhead  while  you 
are  disabled,  up  t-o  $1,000.00   Per  month 

AMOUNT  OF  MONTHLY  ANNUAL   PREMIUMS* 

OVERHEAD    EXPENSE               Under   Age   55                  55-59                      60-64  65-69 

$1,000.00 n  $200.00       n  $250.00        :  $300.00  [;  $400.00 

900.00 n    180.00       n    225.00       n    270.00  n  360.00 

800.00 n    '60.00      n    200.00      n    240.00  n  320.00 

700.00 D      140.00          D      175.00          -J      210.00  n  280.00 

600.00 n    120.00       n    150.00       n    iso.oo  n  240.00 

500.00 n    100.00      D    125.00      n    150.00  n  200.00 

400.00 □     80.00       n    100.00       1 :    120.00  n  160.00 

300.00 n     60.00       n     75.00       ::     90.00  n  120.00 

200.00 n     40.00       n     50.00       g     60.00  u  so. 00 

The    premiums    ore    tax    deductible!       *  Premiums   apply   at   age  of   entry   and   do  not  increase 

with    attained    age.    Semi-annual    premiums  are  one-half 
above  amounts. 


approved   by 

The  Medical  Society  of  North  Carolina 
for  Its  Members 

Write  or  Call 
for   information 

Ralph  J.  Golden  Insurance  Agency 

Ralph  J.  Golden  Associates 
Harry  L.  Smith  J.  Meredith   Moore  Henry  Maclin,   IV 

108   East  Northwood  Street 

Across  Street  from  Cone   Hospital 

GREENSBORO,  N.  C. 

Phones:   BRoadway  5-3400        BRoadway  5-5035 


Major  Hospital  Policy 

Pays  up  to  $10,000  for  each  member  of  your  family, 
subjecf  to  deductible  you  choose 

ANNUAL   PREMIUMS* 

MEMBER  50-59  60-69 

A— $100    DEDUCTIBLE  Under  Age    50 

Member D  $  40.50  D  $  58.50  n  $  96.50 

Member  and  Spouse    D  81.00  n  118.50  n  192.50 

Member,  Spouse  and  all  children    D  112.00  n  148.50  n  217.50 

B— $300  DEDUCTIBLE 

Member D  30.00  n  44.50  n  73.00 

Member  and  Spouse    D  62.50  q  90.00  n  147.00 

Member,  Spouse  and  ail  children D  86.00  n  113.50  n  164.00 

C— $500  DEDUCTIBLE 

Member D  21.00  n  30.00  n  51.00 

Member  and   Spouse    D  43.00  □  62.50  n  100.50 

Member,  Spouse  and  all  children D  60.00  n  78.00  n  112.00 

'Premiums  apply  at  age  of  entry  and  do  not  increase 
with  attained  age.  Semi-annual  premiums  are  one-half 
above  amounts. 


approved  by 

The  Medical  Society  of  North  Carolina 
for  Its  Members 

Write  or  Call 
for   information 

Ralph  J.  Golden  Insurance  Agency 

Ralph  J.  Golden  Associates 
Harry  L.  Smith  J.   Meredith  Moore  Henry  Maclin,   IV 

108   East  Northwood  Street 

Across  Street  from  Cone   Hospital 

GREENSBORO,  N.  C. 

Phones:   BRoadway  5-3400        BRoadway  5-5035 


Committees  &  Organizations 

Schedule  of  Coiiuuittee  and  Coniniission  Appointments,  1964-65 

NOTE:  The  Committees  listed  herein  have  been  authorized  by  President  Theodore  S.  Raiford,  and/or 
are  required  under  the  Constitution  and  By-Laws. 

Particular  note  should  be  taken  of  the  authorization  of  the  House  of  Delegates  of  a  Com- 
mission form  of  organizational  activity  and  that  all  Committees,  excepting  Committee  on 
Nomination,  Committee  on  Negotiation,  and  Committee  on  Grie\'ances,  are  segregated  under 
the  resjiective  Commission  in  which  the  function  of  the  committee  logically  rests.  This  will 
tend  to  eliminate  overlapping  and  duplication  in  activity  programs  and  result  in  coordina- 
tion of  the  worlc  of  the  Society  in  a  manner  to  lessen  the  work  of  the  delegates  in  the  Annual 
Meeting  of  the  House  of  Delegates 

(The  President,  Secretary  and  Executive  Director  of  the  Societj'  are  ex-officio  members 
of  all  Committees  and,  along  with  the  Ci  mmission  Chairman,  should  receive  notice  of  meet- 
ings, agenda  and  minutes  of  committee  meetings  during  the  activity  year.) 


L  ADMINISTRATION  COMMISSION 

Wayne  J.  Benton,  M.D.,  Chairman 
2320  Battleground  Road,  Committee 

Greensljoro,  North  Carolina.  Listing 

1.        Finance,  Committee  on  (I-l)  #18 

Wayne  J.  Benton,  Al.D.,  CJxiiniiun 
2320  Battleground  Road, 
Greensboro. 
11.        ADVISOHY  AND  STUDY  COMMISSION 
W.  Howard  Wilson,  M.D.,  Chairman 
403  Professional  Building 
Raleigh,  North  Carolina 

1.  Auxiliary  Advisory  and  Archives  of 
IMedical   Society   History,   Conimittee 

on    (IM)  #1 

Roscoe  D.  McMillan,  M.D..  Ci>ain)it,ii 
Box  232,   Red  Springs. 

2.  Aniei'ican  Medical  Education  &  Re- 
search Foundation,  ("onuniltee  on 
(II-2)  #2 

H.  B.  Underwood,  M.D.,  Chairman 
709  West  End  Avenue.  Statesville. 

3.  Blue  Shield,  Conimittee  on  (II-.3)  #8 
W.  Z.  Bradford,  M.D.,  Chairman 

1.509  Elizabeth  Avenue,  Charlotte. 

4.  Constiludon    &    By-Laws,   Committee 

on  (Ii-4)  #13 

Roscoe  D.  McMillan,  M.D.,  Ciiairman 
Box  232.  Red  Springs. 

3.        Industrial   Commission   of   North   Caro- 
lina, Committee  to  Work  with  (II-5)       #21 
Ralph  W.  Coonrad.  M.D.,  Chairman 
Broad  &  Englewood  Sts.,   Durham. 

G.  Medical  Care  of  Dependents  of  Mem- 
bers of  Armed  Forces,  Committee  on 
(MEDICARE)    (II-6)  #26 

David  M.  Cogdell,  M.D.,  Chairman 
911   Hay  Street,  Fayetteville. 

7.  Student    A.M.A.,    Chapters,    Commit- 
tee Advisory   to    (II-7)  #37 
Wni.  P.  .T.  Peele.  M.D..  Cliah-man 

Duke  Hospital,   Durham. 

8.  Relative  Value  Schedule,  Committee  on 
(II-8)  #39 
Alfred  T.  Hamilton,  M.D.,  Chairman 

223  Bryan  Bldg.,  Raleigh 

9.  Marriage  Counselling.  Committee 
Advisory  to  (II-9)  #44 


Rachel  D.  Davis,  M.D.,  Chairman 
111  E.  Gordon  Street,  Kinston 

III,  ANNUAL  CONVENTION  COMMISSION 

Paul  F.  Maness,  M.D.,  Chairman 
328  W.  Davis  Street 
Burlington,  North  Carolina 

1.  Arrangements,  Conimittee  on   (III-l)        #4 
Charles  W.  Styron,  M.D.,  Ciiairman 
61.5  St.   Mary's  St..  Raleigh. 

2.  Audio-Visual  Scientific  Postgraduate 
Instruction,  Committee  on  (III-2)  #5 
John  C.  Grier,  .Jr.,  M.D.,  Chairman 
Carthage   Rd.,   Pinehurst. 

3.  Award.s,  Committee  on  (III-3)  #C 
Lester  A.  Crowell,  Jr..  iVI.D..  Chairman 
South  Asjjen   St.,  Lincolnton. 

4.  Delegates,  Committee  on  Credentials  to 
House  of  Delegates  (III-4)  #1 
Charles  B.  Wilkerson,  Jr.,  M.D.,  Chairmar 
100  S.  Boylan  Avenue,  Raleigh. 

5.  Exhibits,  Coiiiinittee  on  Scientific 
(III-5)  #« 
Fred  H.  Taylor.  M.D.,  Chairman 
1012  Kings  Dr..  Charlotte 

6.  Scientific  Works,  Committee  on 
(III-6)  #' 
Leonard  Palumbo,  M.D.,  Chairman 
N.  C.  Memorial  Hospital 
Chapel  Hill,  North  Carolina 

IV.  PROFESSIONAL  SERVICE  COMMIS- 
SION 

Mark  McD.  Lindsey,  M.  D.,  Chairman 
Hamlet  Hospital 
Hamlet,  North  Carolina 

1.  Disaster  Medical  Care,  Conimittee 
on    (IV-1)  #1 
George  W.  Paschal,  Jr.,  M.D.,  Chairman 
1110  Wake  Forest  Rd. 
Raleigh 

2.  Eye  Care  and  Eye  Bank,  Committee  on 
(IV-2)  #i 
L.  B.  Holt,  M.D.,  Chairman 
2210  Cloverdale  Ave.,  Winston-Sa!em. 

3.  Professional   Insurance,    Committee 
on  (IV-3)  #2 
Joseph  W.  Hooper,  Jr.,  M.D..  Chairman 
410  N.  11th  Street,  Wilmington. 
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Necrology,  Committee  on   (IV-4)  #28 

Charles  H.  Pugh,  M.D.,  Chairynan 

Box  1478,  Gastonia 

Nursing,  Committee  of  Physicians  on 

(IV-5)  #31 

Fred  C.  Hubbard,  M.D.,  Chairman 

408  8th  Street,  N.  Wilkesboro. 

Retirement  Savings  Plan  Committee 

(IV-6)  #45 

Jesse  Caldwell,  M.D.,  Chairman 

114  W.  Third  Ave.,  Gastonia. 

PUBLIC  RELATIONS  COMMISSION 

David  G.  Walton,  M.D.,  Chairman 

1012  Kings  Drive,  Charlotte 

Hospital  and  Professional  Relations  and 

Liaison  to  North  Carolina  Hospital 

Association,  Committee  on   (V-1)  #20 

James  S.  Raper,  M.D.,  Chairman 

Doctors  Bldg.,  Asheville 

Legislation,  Committee  on  (V-2)  #23 

Edgar  T.  Beddingfield,  Jr.,  M.D.,  Chairman 

Community  Clinic,  Stantonsburg 

Medical-Legal   Committee    (V-3)  #25 

Julius  A.  Howell,  M.D.,  Chairman 

Bowman  Gray,  Winston-Salem. 

Public  Relations,  Committee  on  (V-4)     #33 

Philip  Naumoff,  M.D.,  Chairman 

1012  Kings  Drive,  Charlotte. 

Rural  Health,   Committee   on    (V-5)        #35 

Edward  L.  Boyette,  M.D.,  Chairman 

P.  0.  Box  65,  Chinquapin 

Insurance  Industry  Liaison  Committee 

(V-6)  #38 

Frank  W.  Jones,  M.D.,  Cliairman 

Catawba  Hospital,  Newton. 

N.  C.  Pharmacy  Association, 

Committee  Liaison  to   (V-7)  #40 

John  T.  Dees,  M.D.,  Chairman 

Box  248,  Burgaw 

Advisory  Coniniittee  to  the  Uepartnient 

of    Motor    Vehicles     (V-8)  #41 

Simmons  I.  Patrick,  M.D.,  Chairman 

400  Glenwood  Ave.,  Kinston. 

Association  of  Professions,  Committee 

on  (V-9)  #43 

John  R.  Kernodle,  M.D..  CItairman 

Kernodle  Clinic,   Burlington. 

PUBLIC  SERVICE  COMMISSION 

Thomas  G.  Thurston,  M.D.,  Chairman 

512  Mocksville  Avenue, 

Salisbury,  North  Carolina. 

Ane.sthesia  Study,  Committee  on  (VI-1)   #3 

Luther  C.  HoUandsworth,  M.D., 

Sherwood  Forest,  Chapel  Hill 

Board   of  Public   Welfare   of  North 

Carolina,  Committee  Advisory  to, 

(VI-2)  #9 

Amos  N.  Johnson,  M.D.,  Chairman 

Garland. 

Cancer,  Committee  on  (V^I-3)  #10 

D.  E.  Ward,  Jr.,  M.D.,  Chairman 

2604  North  Elm  St.,  Lumberton. 


9. 


Child   Health   &   Poliomyelitis,   Com- 
mittee on,  (VI-4)  #11 

Rieharil  S.  Kelly,  M.D.,  Cliairman 

1606  Morganton  Rd.,   Fayetteville. 

Chronic  Illness,  Tuberculo.sis  and  Heart 

Disease,  Committee  on    (VI-5)  #12 

Thomas  R.  Nichols,  M.D.,  Chairman 

107  Queen  Street,  Morganton. 

Maternal   Health,    Committee    on 

(VIIO)  #24 

W.  Joseph  May,  M.D.,  Chairmaii 

(and  Secretary) 
121   Professional   Bldg.,  Winston-Salem. 
Mental  Health  and  :Medic!ne  and  Religion 
Committee  on,  (VI-7)  #27 

John  L.  McCain,  M.D.,  Chairnum 
Wilson  Clinic,  Wilson. 
Occupational  Health,  Committee  on 
(VI-8)  #32 

Benjamin  W.  Goodman,  M.D.,  Chairman 
24  Second  Avenue,  N.  E.,  Hickory 
Rehabilitation  Physical,  Committee  on. 
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(VI-9)  #34 

Walter  S.  Hunt,  Jr.,  M.D.,  Chairman 

600  Wade  Avenue,   Raleigh. 

School  Health,  Committee  on,  (VI-10)      #36 

D.  A.  McLaurin,  M.D.,  Chairman 

P.  O.  Box  36.  Garner 

Venereal  Disease,  Committee  on 

(VI-11)  #42 

Howard  Paul  Steiger,  M.D.,  Chair)nan 

1600  E.  5th  Street,  Charlotte 

VII.  NOMINATIONS,  COMMITTEE  ON  (Not 
a  commission  constitutionally 
provided)  #30 
William  F.  Hollister,  M.D.,  Chairman 
Pinehurst  Surgical  Clinic,  Pinehurst 

VIII.  GRIEVANCES,  CO.MMITTEE  ON  (Not  a 


commission  By-Law  provided) 

John  C.  Reese,  M.D.,  Chairman 
Grace  Hospital,  Morganton 
IX.       NEGOTIATIONS,   COMMITTEE   ON 
a   commission   By-Law   provided) 

Wiliam  F.  Hollister,  M.D.,  Chairman 
Pinehurst  Surgical  Clinic,  Pinehurst 
1.        Committee  Advisory  to  the  Auxiliary 
Archives   of  >Iedical  Society   History 
(11)   II-l 
Roscoe  D.  McMillan,  M.D.,  Chairman.  Box 

2.32,  Red   Springs. 
C.    T.    Wilkinson,    M.D.,    Co-Chairman.    209 

Wilkinson  Bldg.,  Wake  Forest. 
George    M.    Cooper,    Jr.,    M.D.,    201    Bryan 

Bldg.,   Raleigh. 
Doris    B.    Hammett,    M.D.,    104    Broadview 

Road,  Waynesville. 
Amos   N.  Johnson,   M.D.,  Garland. 
Ruth    Leonard,    M.D.,    106    W.    7th    Street, 

Charlotte  2. 
Harvey  C.  May,  M.D.,  1524  Elizabeth  Ave- 
nue, Charlotte  4. 
Rose  Pully,  M.D.,  1007 V,  N.  College  Street, 

Kinston. 


#19 


(Not 

#29 


and 
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John  C.  Reece,  M.D.,  Grace  Hospital,  Mor- 

ganton. 
Ben  F.  Royal,  M.D.,  900  Shepherd  Street, 

Morehead  City- 
Warner  Wells,  M.D.,  N.  C.  Memorial  Hos- 
pital, Chapel  Hill. 

2.  Committee  on  Ameiieaii  Medical  Education 
.and  Research  Foundation  (5)  II-2 

Harry  B.  Underwood,  M.D.,  Chcunnan,  700 
West  End  Avenue,  Statesville. 

William  L.  Fleming,  M.D.,  Univ.  of  N.  C, 
Chapel  Hill. 

John  R.  Hoskins,  III,  M.D.,  203  Doctors 
Bldg.,  Asheville. 

Benjamin  F.  Huntley,  M.D.,  207  S.  Haw- 
thorne Road,  Winston-Salem. 

Wm.  P.  J.  Peete,  M.D..  Duke  Hospital,  Dur- 
ham. 

3.  Committee  on  Anesthesia  Study   (11)   VI-1 
Luther  C.  Hollandsworth,  M.D.,  CliairDian. 

Sherwood  Forest,  Chapel  Hill 
Beverly  W.  Armstrong,   M.D.,   106  W.   7th 

Street,  Charlotte  2. 
Howard   M.   Ausherman,   M.D.,   Box   10157, 

Charlotte. 
Horace  M.  Baker,  Jr.,  M.D.,  Medical  Arts 

Bldg.,   Lumberton. 
D.  LeRoy   Crandell,   M.D.,   Bowman   Gray, 

Winston-Salem. 
Helen  E.  Hall,  M.D.,  Box   10502,   Cameron 

Village,  Raleigh. 
Joseph  S.  Hiatt,  Jr.,  M.D.,  208  S.  W.  Broad 

Street,  Southern  Pines. 
John    R.    Hoskins,    III,    M.D.,   20.3    Doctors 

Bldg.,  Asheville. 
Will  Camp  Sealy,  M.D.,  Duke  Hospital,  Dur- 
ham. 
Charles  R.  Stephen.  M.D.,  Box  3535,  Duke 

Hospital,   Durham. 
Thomas    B.    Wilson.    M.D.,    Rex    Hospital, 

Ralei.gh. 

4.  Committee    on     Arrangements     (3)     (plus 
consultants)  III-l 

Charles    W.    Styron,    M.D.,    Chainuan.    615 

St.  Mary's  Street,  Raleigh. 
Chalmers  R.  Carr,  M.D.,  Co-Chairman,  1822 

Brunswick  Avenue,  Charlotte 
Marvin    N.    Lymberis,    M.D., 

106  W.  7th  Street,  Charlotte  2. 
John    C.    Burwell,    M.D.,    Consultant,    1026 

Professional  Village,  Greensboro 
CONSULTANTS:  (Standing  Committees) 
Leonard  Palumbo,  M.D.,  Chrmn.,  Com.  on 

Scientific  Works,  N.  C.  Memorial  Hospi- 
tal, Chapel  Hill 
Fred    H.    Taylor,    M.D.,    Chrmn.,    Com.    on 

Scientific     Exhibits.      1012     Kings     Dr.. 

Charlotte 
John  C.  Grier,  Jr.,  M.D.,  Chnnn.,  Com.  on 

Audio-Visual  PG  Instr.,   Carthage  Road, 

Pinehurst 
Lester  A.  Crowell,  Jr.,  M.D.,  Chrmn.,  Com. 


6. 


on  Awards,  South  Aspen  St.,  Linrolnton 
Charles   B.   Wilkerson,   Jr.,   M.D.,  Chrmn., 
on  Credential^  100  S.  Boylan  Ave.,  Ral- 
eigh 

CONSULTANTS:  (ad  hoc  local  committees) 

L.  K.  Boggs,  M.D.,  Chrmn.,  Com.  on  Pub- 
licity, 1012  Kings  Drive,  Charlotte 

B.  M.  Boyd,  Jr.,  M.D.,  Chrmn.,  Com.  on 
Housing,  1822  Brunswick  Avenue,  Char- 
lotte 

Mrs.  A.  Ledyard  DeCamp,  Chrmn.,  Com.  on 
Aux.  Activities,  1830  Cassimia  Place, 
Charlotte 

John  A.  Brabson,  M.D.,  Chrmn.,  Com.  on 
Athletic  Contests,  225  Hawthorne  Lane, 
Charlotte 

G.  Aubrey  Hawes,  M.D.,  Chrm.,  Com.  on 
Entertainment,  1333  Romany  Road,  Char- 
lotte 

Committee  on  Scientific  Audio-Visual  Post- 
graduate Instruction    (7)    III-2 

.loini  C.  Grier,  Jr.,  M.D.,  ChaiDiiaii.  Carth- 
age Road,   Pinehurst. 

Paul  McB.  Abernethy,  i\I.D.,  Medical  Vil 
lage,  Burlington. 

John  R.  Ashe,  Jr.,  M.D..  624-A  Church 
Street.   Concord. 

William  W.  Forrest,  M.D.,  501  N.  Elam  Ave- 
nue, Greensboro 

William  W.  Shingleton,  M.D.,  Duke  Hos- 
pital, Durham. 

Frederick  H.  Taylor,  M.D.,  1012  Kings 
Drive,  Charlotte. 

J.  O.  Williams,  M.D.,  Cabarrus  Memorial 
Hospital.  Concord. 

Committee  on  Scientific  Awards   (9)    (plus 

1  Consultant)  IIT-3 

Lester    A.    Crowell.    Jr..    M.D.,    Chairmm  ' 
(1967),  South  Aspen  Street,  Lincolnton 

William  H.  Boyce,  M.D.,  (1966),  Bowmar 
Gray,   Winston-Salem. 

J.  Desmond  Coughlin,  M.D..  (1966),  30! 
Doctors  Bldg.,  Asheville. 

Alton  J.  Coppridge,  M.  D.,  (1967),  12(H 
Broad   Street.   Durham. 

Harry  L.  Johnson,  Jr.,  M.D.,  (1965),  East 
ern  Rowan  Medical  Center,  Granite  Quar 
ry. 

Livingston  Johnson,  M.D.,  (1967),  404  W 
Warren  Street,  Shelby 

Joseph  M.  Hitch,  M.D..  (1965),  Professions 
Bldg.,   Raleigh. 

Luther  M.  Tallaert.  M.D.,  (1965),  N.  C.  Me 
morial  Hospital.  Chapel  Hill. 

John  K.  Williford,  M.D.,  (1966),  900  9tl 
Street,  Lillington. 

Mr.    Emory    S.    Hunt,     (consultant),    Un: 
\-ersity  of  North  Carolina.  Chapel  Hill- 
Committee  on  Scientific  Works  (5)  III-6 

(plus  Section  Chairmen  as  Consultants) 

Leonard  Palumbo,  Jr.,  M.D.,   Chairman 
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N.  C.  Memorial  Hospital 

Chapel  Hill 

William  J.  Cromartie,  M.D.,  Univ.  of  North 
Carolina,  Chapel  Hill. 

John  F.  Lynch,  Jr.,  M.D.,  624  Quaker  Lane, 
High  Point. 

William  McN.  Nicholson,  M.D.,  Duke  Hos- 
pital, Durham 

Ernest  H.  Yount,  Jr.,  M.D.,  Bowman  Gray, 
Winston-Salem. 

Consultants: 

(GPM)  James  B.  Greenwood,  Jr.,  M.D.,  4101 
Central  Avenue,  Charlotte 

(IM)  William  B.  Young,  M.D.,  103  N.  Pine 
Street,  Wilson 

(O&O)    Ruth    Leonard,    M.D.,    106    W.    7th 
Street,  Charlotte  2 

(Surg)  James  R.  Dunn,  Jr.,  M.D.,  Tarboro 
Clinic,  Tarboro 

(Ped)    George  E.  Prince,  M.D.,  318  South 
Street,  Gastonia 

(Ob-Gyn)  R.  Pinkney  Rankin,  Jr.,  M.D.,  225 
Hawthorne  Lane,  Charlotte  4 

(PH&E)    William    L.    Wilson,    M.D.,    State 
Board  of  Health,  Raleigh 

(N&P)    Thomas   H.   Wright,  Jr.,   M.D.,   207 
Doctors  Bldg.,  Charlotte 

(Rad)  Simmons  I.  Patrick,  M.D.,  400  Glen- 
wood  Avenue,  Kinston 

(Path)   Kenneth  M.  Brinkhous,  M.D.,  Uni- 
versity of  North  Carolina,  Chapel  Hill 

(Anes.)    Michel   Bourgeois-Gavardin,   M.D., 
Watts  Hospital,  Durham 

(OiSiT)     Charles    Highsmith,    M.D.,    Mont- 
gomery Memorial  Hospital,  Troy 

(SAMA)  Mr.  E.  J.  Hocutt,  129  Mason  Farm 
Rd.,  Chapel  Hill 

Committee  on  Blue  Shield  (9)  II-3 

W.  Z.  Bradford,   M.  D.,   Chairman   (1967), 
1509  Elizabeth  Avenue,  Charlotte. 

Roy  S.  Bigham,  Jr.,  M.D.,  (1966),  1709  East 
Fourth  Street,  Charlotte. 

Robert  Perry  Crouch  (1967),  Central  Med- 
ical Bldg.,  Asheville 

Willard  C.  Goley,  M.D.,  (1965),  214  N.  Mar- 
ket Street,  Graham. 

Frederick  C.  Hubbard,  M.D.,  (1967),  408  8th 
Street,  N.  Wilkesboro. 

William    A.    Hoggard,    M.D.,    (1966),    1502 
Carolina  Avenue,  Elizabeth   City. 

George    W.    Holmes,    M.D.,     (1966),    2240 
Cloverdale  Ave.,  Winston-Salem. 

Max  P.   Rogers,   M.D.,    (1965),  624   Quaker 
Lane,  High  Point. 

C.    Ronald    Stephens.    M.D.     (1965),    Duke 
Hospital,  Durham 

Consultants: 
Howard    M.    Ausherman,    M.D.    (Anes.), 

Box  10157,  Charlotte 
George    M.    Cooper,    Jr.,    M.D.,    (OALR), 
201  Bryan  Bldg.,  Raleigh. 


Samuel  L.  Elfmon,  M.D.,  (IM),  225  Green 
Street.   Raleigh. 

Richard  S.  Kelly,  M.D.,  (Ped.),  1606  Mor- 
ganton  Rd.,  Fayetteville 

Louis  L.  Klostermyer,  M.D.,    (Rad),  103 

Doctors  Bldg.,  Asheville 

9.        Committee     Advisory    to     North     Carolina 

Board  of  Public  Welfare  (9)  VI-2 

Amos  N.  Johnson,  M.D.,  Chairman,  Garland. 

Bruce    B.    Blackmon,    M.D.,    P.    0.    Box   8, 

Buies  Creek. 
John  L.  Bond,  Jr.,  M.D.,  Doctors  Bldg.,  N. 

Wilkesboro. 
J.  Street  Brewer,  M.D.,  P.  0.  Box  98,  Rose- 

boz'o. 
Walter   T.    Tice,    M.D.,    624    Quaker   Lane, 

High  Point 
Hal   B.   Hawkins,  M.D.,  Box  68,  Moravian 

Falls. 
John  G.  Kerr,  M.D.,  Box  35,  Leicester 
Ralph  V.  Kidd,  Jr.,  M.D.,  1320  Scott  Avenue, 

Charlotte 
Charles  B.  Wilkerson,  Jr.,  M.D.,  100  S.  Boy- 

Ir.n  Avenue,  Raleigh. 

10.  Committee  on  Cancer   (11)    (Legal — 1  each 
Congressional  District)    VI-3 

D.  E.  Ward,  Jr.,  M.D.,  Chairman  (7th)  2604 
North  Elm  Street,  Lumberton 

Charles  I.  Harris,  Jr.,  M.D.,  (1st),  Martin 
General  Hospital,  WiUiamston. 

Samuel  L.  Parker,  ^I.D.,  (2nd),  Kinston 
Clinic,  Kinston. 

Cornelius  T.  McDonald,  M.D.,  (3rd),  810  E. 
Ash  Street,  Goldsboro. 

Lewis  S.  Thorpe,  M.D.,  (4th),  404  Peach- 
tree  Street,  Rocky  Mount 

Felda  High  tower,  M.D.,  (5th),  Bowman 
Gray,  Winston-Salem. 

Charles  E.  Flowers,  M.D.,  (6th),  N.  C.  Me- 
morial Hospital,  Chapel  Hill. 

Mark  McD.  Lindsey,  M.D.,  (8th),  Hamlet 
Hospital,  Hamlet. 

David  L.  Pressly,  M.D,,  (9th),  1025  Davie 
Street,  Statesville. 

W.  G.  Byerly,  Jr.,  M.D.,  (10th),  24  2nd 
Avenue,  N.  E.,  Hickory 

Joshua  F.  B.  Camblos,  M.D.,  (11th),  208 
Doctors  Bldg.,  Asheville. 

11.  Committee  on  Child  Health  and  Poliomyel- 
itis  (13)  VI-4 

Richard  S.  Kelly,  M.D.,  Chairman,  1606  Mor- 
ganton  Road,  Fayetteville. 

Katherine  Anderson,  M.D.,  138  N.  Haw- 
thorne Road,  Winston-Salem. 

Frederick  A.  Blount,  M.D.,  2240  Cloverdale 
Ave.,  Winston-Salem 

Dan  P.  Boyette,  Jr.,  M.D.,  217  W.  Main 
Street,  Ahoskie. 

Harrie  R.  Chamberlin,  M.D.,  UNC  School 
of  Medicine,  Chapel  Hill. 

Floyd  W.  Denny,  Jr.,  M.D.,  University  of 
North  Carolina,  Chapel  Hill 
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Jacob     Koomen,     M.D.,     State     Board     of 

Health,  Raleigh. 
Arthur  H.  London,  Jr.,  M.D.,  306  S.  Greg- 
son  Street,  Durham. 
Angus  M.  McBryde,  M.D.,  809  W.   Chapel 

Hill  Street,   Durham. 
Mary  Helen  McConnell,  M.D.,  675  Biltmore 

Ave.,  Asheville 
P.  J.   McElrath,   M.D.,   500  St.   Mary's   St., 

Raleigh 
John   W.   Nance,   M.D.,    101    Cooper   Drive. 

Clinton. 
Robert    F.    Young,    M.D.,    Halifax    County 

Health  Dept.,  Halifax. 
Subcommittee    on    Immunization    and    In- 

noculation  (10) 
Richard    S.    Kelly,    M.D.,    Chairman,    1606 

Morganton  Road,  Fayetteville 
Roy  D.  Daniels,  M.D.,  Eastgate,  Sylva 
E.  H.  Ellinwood,  M.D.,  300  E.  Northwood 

St.,  Greensboro 
Samuel  E.  Forbis,  M.D.,  Ninth  Street,  Lil- 

lington 
Alexander  F.  Goley,  M.D.,  1509  Vaughn  Rd., 

Burlington 
L.   W.  Hamrick,   M.D.,   194   Lake   Concord 

Rd.,  Concord 
J.  D.  Larson,  Jr.,  M.D.,  410  East  Main  Street, 

Sanford 
Frank  H.  Longino,  M.D.,  1800  W.  5th  Street, 

Greenville 
Angus  M.   McBryde,  M.D.,  809  W.   Chapel 

Hill  St.,  Durham 
George  A.  Watson,  M.D.,  306  S.  Gregson  St., 

Durham 
12.        roniiiiittce    <m    diionic    Illness,    Includins 
Tuberculosis   and   Heart   Disease    (17)     (10 
consultants)   VI-5 
Thomas    R.    Nichols.    M.D.,    Chairman.    107 

Queen  Street,   Morganton. 
Thomas    P.    Brinn,    M.D..    118    W.    Market 
Street,  Hertford. 

Robert  H.  Dovenmuehle,  M.D.,  Duke  Hos- 
pital,  Durham. 
0.  David  Garvin,  M.D.,  Health  Department, 

Chapel  Hill. 
Emery  T.  Kraycirik,  M.D.,  Box  1153,  Burl- 
ington. 
Thomas  D.  Long,  M.D.,  Box  77,  Roxboro. 
Daniel  A.  McLaurin,  M.D.,  Box  36,  Garner. 
John    M.    Mewborn,    M.D.,    108    S.    Green 

Street,   Farmville. 
Forrest    E.    Peeler,    M.D.,    P.    O.    Box    187, 

Maiden. 
John    L.    Shirey,    M.D.,    1    Battle    Square, 

Asheville. 
Waldemar   C.    A.    Sternberger,    1400    Scott 

Ave.,  Charlotte 
George  F.  Verdone,  M.D.,  1012  Kings  Drive, 

Charlotte. 


Frank  P.  Ward,  M.D.,  500  W.  27th  Street, 

Lumberton. 
Donald  D.  Weir,  M.D.,  N.  C.  Memorial  Hos- 
pital, Chapel   Hill. 
Consultants: 

Edward  G.  Bond,  M.D.,  Chowan  Medical 
Center,  Edenton 

George  W.  Brown,  M.D.,  102  Brown  Ave- 
nue, Hazelwood. 

John  Dewey  Dorsett,  Jr.,  M.D.,  211  Haw- 
thorne Lane,  Charlotte 

Isa   C.   Grant,   M.D.,   Box  651,   Elizabeth 
City 

William    H.    Gentry,    M.D.,    N.    C.    Sana- 
torium, McCain 

Paul    Edward    Hill,    M.D.,    Wells    Bldg., 
Murphy. 

D.  F.  Milam,  M.D.,  State  Board  of  Health, 
Raleigh 

Ralph   S.   Morgan,  M.D.,  Box  668,  Sylva. 

Florian  J.  Ragaz,  M.D.,  S.   Main  Street, 
Marion. 

Lynwood    E.    Williams,    M.D.,    Kinston 
Clinic,   Kinston. 

l;$.        Committee  on  Constitution  &  By-Laws  (5) 
II-4 

Roscoe  D.  McMillan,  M.D.,  Chairman,  Box 
232,   Red  Springs. 

H.    J.    Carr,   Jr.,    M.D.,    405    Cooper    Drive, 
Clinton. 

William  F.  Hollister,  M.D.,  Pinehurst  Surg- 
ical Clinic,  Pinehurst 

Edward  W.  Schoenheit,  M.D.,  46  Haywood 
Street,  Asheville. 

Louis    deS.    Shaffner,    M.D.,    300    S.    Haw- 
thorne Road,  Winston-Salem. 
14.        Committee  on   Credentials  of  Delegates  to 

House  of  Delegates  CJ)  III-4 

Charles  B.  Wilkerson,  M.D.,  Chairman,  100 
S.  Boylan  Avenue,  Raleigh. 

Horace  W.  Miller,  Jr.,  M.D.,  907  Hay  Street, 
Fayetteville. 

Robert  W.  Whitley,   M.D.,  144  Coast  Line 
Street.   Rocky  Mount. 
1.5.        Committee   on   Disaster  Medical   Care    (8) 

IV-4 

George   W.    Paschal,   Jr.,   M.D.,    Chairman, 
1110  Wake  Forest  Road,  Raleigh. 

William    G.    Anlyan,    M.D.,    Co-Chairman, 
Duke  Hospital,  Durham. 

Jesse  P.  Chapman,  Jr.,  M.D.,  Medical  Cen- 
ter Bldg.,  Asheville 

Charles    E.    Cloninger,    M.D.,    305    E.    1st 
Street.  Conover. 

Robert    E.    Miller,    M.D.,    1822    Brunswick 
Avenue,  Charlotte. 

H.  Mack  Pickard,  M.D.,  7  N.   17th   Street, 
Wilmington. 

W.    D.    Rippy,    M.D.,    1610    Vaughn    Road, 
Burlington. 

George  A.   Watson,   M.D.,   306   S.   Gregson 
Street,  Durham. 
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li.        Committee  on  Scientific  Exhibits   (8)   III-5 

Fred  H.  Taylor,  M.D.,  Chairman,  1012  Kings 

Dr.,  Charlotte 
William  Thomas  Berkeley,  Jr.,  M.D.,  1012  S. 

Kings  Drive,  Charlotte 
John     C.     Glenn,     M.D.,     Mercy     Hospital, 

Charlotte 
Jack  B.  Hobson,  M.D.,  1351  Durwood  Dr., 

Charlotte 
Robert    E.    Miller,    M.D.,    1S22    Brunswick 

Ave.,  Charlotte 
James  F.  Newsome,  M.D.,  N.  C.  Memorial 

Hospital,  Chapel  HiU 
Robert  B.  Payne,  M.D.,  309  S.  Laurel  Ave., 

Charlotte 
Max   P.    Rogers,    M.D.,   624    Quaker   Lane, 

High  Point 

Committee    on    Eye    Care    and    Eye    Bank 
(8)  IV-2 

L.  B.  Holt,  M.D.,  Chairman,  2240  Cloverdale 

Avenue,  Winston-Salem 
Lloyd  W.  Bailey,  M.D.,  147  N.  E.  Main  St., 

Rocky  Mount. 
Daniel   S.  Currie,  Jr.,  M.D.,   111   Bradford 

Avenue,   Fayetteville 
Wm.   D.   Farmer,   M.D.,    1014   Professional 

Village,  Greensboro. 
E.  W.  Larkin,  Jr.,  M.D.,  211  N.  Market  St., 

Washington 
George  A.  Levi,  M.D.,  P.  O.  Box  3364,  Fay- 
etteville. 
Marvin    N.    Lymberis,    M.D.,    106    W.    7th 

Street,  Charlotte  2. 
Edward  E.  Moore,  M.D.,  706  Flatiron  Bldg., 

Bldg.,  Asheville. 

J.       Committee  on  Finance  (3)  I-l 

Wayne   J.    Benton,    M.D.,    Chairman,    2320 
Battleground  Road,  Greensboro. 

Ellas    S.   Faison,   M.D.,    1012   Kings    Drive, 
Charlotte. 

T.  Tilghman  Herring,  M.D.,  Wilson  CUnic, 
Wilson. 
]i.        Committee    on    Grievances    (5)     (1st    Five 

Past  Presidents)   VIII-0 

John  C.  Reece,  M.D.,  Chairman,  Grace  Hos- 
pital, Morganton 

John    S.   Rhodes,   M.D.,   Secretary,   700   W. 
Morgan  Street,  Raleigh 

John  R.  Kernodle,  M.D.,  Kernodle  Clinic, 
Burlington 

Claude    B.    Squires,    M.D.,   225    Hawthorne 
Lane,  Charlotte. 

Amos  N.  Johnson,  M.D.,  Garland. 
>.       Committee    on   Hospital   and   Professional 

Relations   and    Liaison   to    North    Carolina 

Hospital  Assn.   (10)  V-1 

James   S.   Raper,  M.D.,   Chairman,    (10th), 
Doctors  Bldg.,  Asheville 

Jack    W.    Wilkerson,    M.D.,    Co-Chairman 
(4th),   Community  Clinic,   Stantonsburg. 

Luther  C.  Hollandsworth,  M.D.,  (5th),  Sher- 
wood Forest,  Chapel  Hill 


Fred  C.  Hubbard,  M.D.  (8th),  408  8th 
Street,  N.  Wilkesboro. 

Frank  W.  Jones,  M.D.  (9th),  Catawba 
Hospital,  Newton. 

H.  Lee  Large,  Jr.,  M.D.  (7th),  Presby- 
terian Hospital,  Charlotte. 

Glenn  C.  Newman,  M.D.  (3rd),  Cooper 
Drive,  Clinton. 

W.  T.  Parrott,  Jr.,  M.D.  (2nd),  109  East 
Gordon  Street,  Kinston. 

Thomas  C.  Worth,  M.D.  (6th),  Rex  Hospi- 
tal, Raleigh. 

Charles  N.  Wright,  M.D.,  (1st),  Box  126, 
Jarvisburg 

21.  Committee  to  Work  with  North  Carolina 
Industrial  Commission   (9)  II-6 

Ralph  W.  Coonrad,  M.D.,  Chairman,  Broad 

&  Englewood  Sts.,  Durham. 
William  T.  Berkeley,  Jr.,  M.D.,  1012  Kings 

Drive,  Charlotte. 
Thomas  B.  Dameron,  Jr.,  M.D.,  600  Wade 

Avenue,  Raleigh. 
Hubert  B.  Haywood,  Jr.,  M.D.,  201  Bryan 

Bldg.,  Raleigh. 
Felda    Hightower,     M.D.,    Bowman    Gray, 

Winston-Salem 
James   S.   Mitchener,   Jr.,   M.D.,   Box   1599, 

Laurinburg. 
Guy  L.   Odom,   M.D.,   Duke   Hospital,  Dur- 
ham. 
Jack  Powell,  M.D.,  190  W.  Doctors  Bldg,, 

Asheville 
Thomas  G.  Thurston,  M.D.,  512  Mocksville 

Ave.,  Salisbury 
Jesse  A.  White,  Jr.,  M.D.,  Box  345,  Newton 

22.  Coniiuittee  on  Professional  Insurance  (10) 
IV-3 

Joseph  W.  Hooper,  Jr.,  M.D.,  Chairman, 
410  N.  nth  Street,  Wilmington. 

E.  H.  Alderman,  M.D.,  Drawer  P,  Four 
Oaks. 

H.  Robert  Brashear,  Jr.,  M.D.,  N.  C.  Me- 
morial Hospital,  Chapel  Hill. 

John  C.  Burwell,  Jr.,  M.D.,  1026  Profes- 
sional Village,  Greensboro. 

John  T.  Codnere,  M.D.,  675  Biltmore  Ave., 
Asheville 

James  Franklin  Martin,  M.D.,  Box  578, 
Carolina  Beach 

Kenneth  A.  Rodger,  M.D.,  1200  Broad 
Street,  Durham. 

L.  Harvey  Robertson,  M.D.,  101  N.  Main 
Street,  Salisbury. 

S.  Glenn  Wilson,  M.D.,  Box  158,  Angler. 

W.  Howard  Wilson,  M.D.,  403  Professional 
Bldg.,  Raleigh. 

23.  Committee  on  Legislation  (3)  plus  Presi- 
dent and  Secretary  (State  and  National 
consultants)   V-2 

Edgar  T.  Beddingfield,  Jr.,  M.D.,  Chairman, 
Community  Clinic,  Stantonsburg. 

Hubert  McN.  Poteat,  M.D.,  713  Wilkins 
Street,  Smithfield. 
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James  E.  Hemphill,  M.D.,  (R),  Richmond 
Co.  Memorial  Hospital,  Rockingham 

Charles  Highsmith,  M.D.,  (S),  Montgomery 
Memorial  Hospital,  Troy 

Tliomas  G.  Hurdle,  M.D.,  (U),  903  Hay  St., 
Fayetteville 

Donald  B.  Koonce,  M.D.,  408  N.  11th  Street, 
Wilmington. 

Theodore  S.  Raiford,  M.D.,  (PRESIDENT) 
(ex  officio),  301  Doctors  Bldg.,  Asheville 

Charles  W.  Styron,  M.D.,  (SECRETARY) 
(ex  officio),  615  St.  Mary's  Street, 
Raleigh. 

DIVISION  on  State  Legislation: 

Edgar  T.  Beddingfield,  Jr.,  M.D.,  Chairman, 
Community  Clinic,  Stantonsburg. 

Lenox  D.  Baker,  M.D.,  Duke  Hospital,  Dur- 
ham. 

Thomas  B.  Dameron,  Jr.,  M.D.,  600  Wade 
Avenue,  Raleigh. 

A.  Ledyard  DeCamp,  M.D.,  1505  Elizabeth 
Avenue,  Charlotte 

Henderson  D.  Mabe,  Jr.,  M.D.,  Erwin 

DIVISION    of    National    L,egi.slation    (with 

Keymen  consullant.s) 

Donald  B.  Koonce,  M.D.,  Chairman,  408  N. 
11th   Street,   Wilmington. 

Clark  Rodman,  M.D.,  120  Washington 
Street,  Washington. 

Edgar  T.  Beddingfield,  Jr.,  M.D.,  Commu- 
nity Cilnic,  Stantonsburg. 

Amos  N.  Johnson,  M.D.,  P.  O.  Box  158, 
Garland. 

Alfred  T.  Hamilton,  M.D.,  233  Bryan  Bldg., 
Raleigh. 

Louis  deS.  Shaffner,  M.D.,  Bowman  Gray, 
Winston-Salem. 

John  R.  Kernodle,  M.D.,  Kernodle  Clinic, 
Burlington. 

Frank  R.  Reynolds,  M.D.,  1613  Dock 
Street,  Wilmington. 

Mark  McD.  Lindsey,  M.D.,  Hamlet  Hospi- 
tal, Hamlet. 

J.  0.  Williams,  M.D.,  Cabarrus  County 
Hospital,  Concord. 

A.  Ledyard  DeCamp,  M.D.,  1505  Elizabeth 
Ave.,  Charlotte. 

Jesse  Caldwell,  M.D.,  114  W.  Third  Avenue, 
Gastonia. 

Kenneth  E.  Cosgrove,  M.D.,  510  7th  Ave- 
nue, W.  Hendersonville. 

DIVISION  on  Documentary  Presentations: 

Hubert  McN.  Poteat,  Jr.,  M.D.,  713  Wilkins 
Street,  Smithfield. 
24.        Committee  on  Maternal  Health  (14)  VI-6 

W.  Joseph  May,  M.D.,  Chairman  &  Secre- 
tary, (8th),  (1970),  121  Professional  Bldg., 
Winston-Salem 

Wm.  A.  Hoggard,  Jr.,  M.D.,  (1st)  (1965), 
1502  Carolina  Avenue,  Elizabeth  City. 

H.  Fleming  Fuller,  M.D.  (2nd)  (1969), 
Kinston  Clinic,  Kinston. 


Id. 


Glenn   E.    Best,    M.D.    (3rd)    (1966),    Main 

Street,  Clinton. 
William  G.  Spencer,  Jr.,  M.D.  (4th)   (1967), 

Wilson  Clinic,  Wilson. 
Hugh  A.  McAllister,  M.D.  (.5th)  (1965),  27th 

at  Barker  Street,  Lumberton. 
P.  J.  McElrath,  M.D.   (6th)    (1967),  500  St. 

Mary's  Street,  Raleigh. 
Jesse  Caldwell,  M.D.  (7th)  (1967),  114  West 

Third  Ave.,  Gastonia. 
Wm.  R.  Wellborn,  Jr.,  M.D.,   (9th),   (1970), 

222  W.  Union  Street,  Morganton 
Fletcher    Sluder,    JM.D.    (10th)    (1969),    406 

Flatiron  Bldg.,  Asheville. 
James    F.    Donnelly,    M.D.     (1966),    State 

Board  of  Health,  Raleigh. 
Frank  R.  Lock,  M.D.    (BG)    (1965),  300  S. 

Hawthorne  Rd.,  Winston-Salem. 
Roy  T.   Parker,   M.D.    (Duke)    (1966),   Box 

3517,  Duke  Hospital,  Durham. 
Robert  A.  Ross,  M.D.   (UNC)    (1969),  N.  C. 

Memorial    Hospital,    Chapel   Hill. 

Medical-Ijegal   Committee    (8)    V-.3 

Julius  A.  Howell,  M.D.,  Chairman,  Bowman 
Gray,  Winston-Salem 

Allan  B.  Coggeshall,  M.D.,  1025  Madison 
Avenue,  Greensboro 

John  W.  Foster,  M.D.,  Veterans  Adminis- 
tration Hospital,  Winston-Salem 

Connell  G.  Garrenton,  M.D.,  Bethel  Clinic, 
Bethel 

June  U.  Gunter,  M.D.,  Watts  Hospital, 
Durham 

John  P.  Harloe,  M.D.,  225  Hawthorne  Lane, 
Charlotte 

James  Franklin  Martin,  i\I.D.,  Box  578, 
Carolina  Beach 

Henry  D.  Severn,  M.D.,  283  Biltmore  Ave- 
nue, Asheville 

Committee  on  Medical  Care  Armed  Forces 
l>ei)endonts    (".MEDICARE")     (3:j)    II-6 

David  M.  Cogdell,  M.D.,  Chairman    (ObG), 

911  Hay  Street,  Fayetteville 
Trogler    F.    Adkins,    M.D.,    (ObG),    306    S. 

Gregson  St.,  Durham 
Frank    Edward    Altany,    M.D.,     (PI),    1012 

Kings  Drive,  Charlotte 
Howard  M.  Ausherman,  M.D.,    (Anes),  200 

Hawthorne  Lane,  Charlotte 
Glenn    E.    Best,    M.D.,    (GP),    Main   Street, 

Clinton 
Dan    P.    Boyette,   Jr.,   M.D.,    (Pd),   217   W. 

Main  Street,  Ahoskie 
Everett  I.  Bugg.  Jr.,  M.D.,    (Or.),  Broad  & 

Englewood,   Durham 
John    C.    Burwell,    Jr.,    M.D.,    (ObG),    1026 

Professional  Village,  Greensboro 
Jesse   Caldwell,   Jr.,    M.D.,    (ObG),    114   W. 

Third  Avenue,  Gastonia 
Daniel  S.  Currie,  Jr.,  M.D.,  (Oph),  111  Brad- 
ford Street,  Fayetteville 
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27. 


A.  Ledyard  DeCamp,  M.D.,  (ObG),  1505 
Elizabeth  Avenue,  Charlotte 

Samuel  L.  Elfmon,  M.D.,  (I),  225  Green  St., 
Fayetteville 

WilUam  A.  Farmer,  M.D.,  (S),  1617  Owen 
Drive,  Fayetteville 

Powell  G.  Fox,  Sr.,  M.D.,  (U),  1110  Wake 
Forest  Road,   Raleigh 

Joe  Lee  Frank,  Jr.,  M.D.,  (R),  Roanoke- 
Chowan  Hospital,  Ahoskie 

Donald  B.  Koonce,  M.D.,  (S),  408  N.  11th 
Street,  Wilmington 

William  L.  London,  M.D.,  (Pd),  306  S. 
Gregson   St.,   Durham 

Robert  B.  McQueen,  M.D.,  (GP),  214  Mar- 
shall St.,  Graham 

J.  Douglas  McRee,  M.D.,  (P),  2109  Clark 
Avenue,  Raleigli 

George  R.  Miller,  M.D.,  (Or),  412  Realty 
Bldg.,  Gastonia 

Guy  L.  Odom,  M.D.,  (NS),  Duke  Hospital, 
Durham 

Erie  E.  Peacock,  Jr.,  M.D.,  (S),  N.  C.  Me- 
morial Hospital,  Chapel  Hill 

Kenneth  L.  Pickrell,  M.D.,  (PI),  Duke  Hos- 
pital, Durham 

Edwin  L.  Pierce,  M.D.,  (I),  1110  Wake 
Forest  Rd.,  Raleigh 

Robert  F.  Poole,  Jr.,  M.D.,  (Pd),  S17  Hills- 
boro  St.,  Raleigh 

C.  F.  Siewers,  M.D.,  (Or),  1609  Owen  Dr., 
Fayetteville 

W.  R.  Stafford,  Jr.,  M.D.,  (GP),  948  Walker 
Avenue,  Greensboro 

Wayne  H.  Stockdale,  M.D.,  (S),  703  North 
Street,  Smithfleld 

Larry  Turner,  M.D.,  (OALR),  1110  W.  Main 
St.,  Durham 

George  A.  Watson,  M.D.,  (Pd),  306  S.  Greg- 
son  St.,  Durham 

Committee  on  Mental  Health  and  Medicine 

and  Religion  (18)  VI-7 

John  L.  McCain,  M.D.,  Chairman,  Wilson 
CUnic,  Wilson. 

William  E.  Bellamy,  Jr.,  M.D.,  State  Hos- 
pital, Raleigh. 

Allyn  B.  Choate,  M.D.,  1012  Kings  Drive, 
Charlotte. 

Joseph  J.  Cutri,  M.D.,  Bowman  Gray,  Win- 
ston-Salem. 

Eugene  A.  Hargrove,  M.D.,  2100  Hillsboro 
Street,  Raleigh 

R.  D.  Higgins,  M.D.,  State  Board  of  Health, 
Raleigh. 

Hans  Lowenbach,  M.D.,  Duke  Hospital, 
Durham. 

H.  H.  McArn,  Jr.,  M.D.,  112  Main  Street, 
Laurinburg. 

Mary  Margaret  McLeod,  M.D.,  114  South 
Gulf  Street,  Sanford. 

Philip  G.  Nelson,  M.D.,  Medical  Pavilion, 
Greenville. 


W.  T.  Parrott,  Jr.,  M.D.,  109  E.  Gordon  St., 
Kinston. 

Walter  A.  Sikes,  M.D.,  State  Hospital, 
Raleigh. 

David  A.  Young,  M.D.,  714  St.  Mary's 
Street,  Raleigh. 

Thomas  T.  Jones,  M.D.,  Chrmn. — Alcohol- 
ism, 904  Broad  St.,  Durham 

Lloyd  J.  Thompson,  M.D.,  Chrmn.— Chil- 
dren's Services,  Kings  Mill  Rd.,  Chapel 
Hill 

A.  H.  Zealy,  Jr.,  M.D.,  Chrmn.— Public  Edu- 
cation, 206  N.  Herman  St.,  Goldsboro 

Chas.  R.  Vernon,  M.D.,  Chrmn. — Physician 
Education,  2100  Hillsboro  St.,  Raleigh 

Dan  A.  Martin,  M.D.,  Chrmn. — Medicine  in 
Religion,  N.  C.  Memo.  Hosp.,  Chapel  Hill 

28.  Committee  on  Necrology  (4)  IV-4 

Charles  H.  Pugh,  M.D.,  Chairman,  Box  1478, 
Gastonia. 

Ben  F.  Royal,  M.D.,  Box  628,  Morehead  City. 

J.   Street  Brewer,  M.D.,  Box  98,  Roseboro 

William  A.  Sams,  M.D.,  Main  Street,  Mar- 
shall 

29.  Committee  on  Negotiations  (3)  IX-0 
William     F.     Hollister,     M.D.,     Chairman, 

(1967),  Pinehurst  Surgical  Clinic,  Pine- 
hurst 

Thomas  B.  Dameron,  Jr.,  M.D.  (1969),  600 
Wade  Avenue,  Raleigh. 

Hubert  McN.  Poteat,  Jr.,  M.D.  (1965),  713 
Wilkins  Street,  Smithfleld. 

30.  Nominating  Committee 

William  F.  Hollister,  M.D.,  (5th),  Chairman, 
Pinehurst  Surgical  Clinic,  Pinehurst 

Vernon  L.  Andrews,  M.D.,  (7th),  Box  407, 
Mt.  Gilead 

Edward  G.  Bond,  M.D.  (1st),  Chowan  Medi- 
cal Center,  Edenton. 

John  C.  Burwell,  Jr.,  M.D.,  (8th),  1026  Pro- 
fessional Village,  Greensboro 

H.  Fleming  Fuller,  M.D.  (2nd),  Kinston 
Clinic,  Kinston. 

George  G.  Gilbert,  M.D.  (10th),  309  Doctors 
Bldg.,  Asheville. 

Joseph  W.  Hooper,  Jr.,  M.D.  (3rd),  410  N. 
nth  Street,  Wilmington. 

L.  Harvey  Robertson,  M.D.,  (9th),  Box  519, 
Salisbury 

Robert  M.  Whitley,  M.D.,  (4th),  144  Coast 
Line  Street,  Rocky  Mount 

Charles  T.  Wilkinson,  M.D.  (6th),  209  Wil- 
kinson Bldg.,  Wake  Forest. 

31.  Committee   of  Physicians   on   Nursing    (8) 
IV-5 

Frederick    C.    Hubbard,    M.    D.,    408    8th 

Street,  N.  Wilkesboro 
Harry    L.    Brockman,    M.D.,    624    Quaker 

Lane,  High  Point. 
Robert  R.   Cadmus,  M.D.,  N.   C.  Memorial 

Hospital,  Chapel  Hill. 
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Elizabeth  J.  Dotterer,  M.D.,  118  Hawkins 
Avenue,  Sanford. 

J.  Samuel  Holbrook,  M.D.,  Davis  Hospital, 
Statesville. 

W.  D,  James,  M.D.,  Hamlet  Hospital,  Ham- 
let. 

John  L.  McCain,  M.D.,  Wilson  Clinic,  Wil- 
son. 

Claiborne  T.  Smith,  M.D.,  lUO  Peachtree 
St.,  Rocky  Mount. 

Thomas  J.  Taylor,  M.D.,  613  Roanoke  Ave- 
nue, Roanoke  Rapids. 

Coiiiinittee  on  Nursing  &  Patient  Care- 
subcommittee: 

John  L.  McCain,  M.D.,  Secretary,  Wilson 
Clinic,  Wilson. 

32.  Committee    on    Occupational    Health    (12) 
VI-8 

Benjamin  ^\^  Goodman,  M.D.,  Chairman.  21 

Second  Avenue,  N.  E.,  Hickory 
William  E.  Adair,  M.D.,  Erwin 
Wm.  R.  Bosien,  M.D.,  100  Jervey  Rd.,  Tryon 
B.    Joseph    Christian,    M.D.,    948    Walker 

Avenue,  Greensboro. 
J.  L.  Fritz,  M.D.,  Box  990,  Asheboro. 
Harry  L.  Johnson,  M.D.,  Box  530,  Elkin. 
Clifton  G.  Payne,  M.D.,  American  Tobacco 

Co.,  Reidsville. 
James  Kent  Rhodes,  M.D..  .307  Woodburn 

Road,  Raleigh. 
William  P.  Richardson.  M.D.,  Box  758,  N.  C 

Memorial  Ho.sp.,  Chapel  Hill. 
Leonidas  Polk  Williams,  Jr.,  M.D..  Chowan 

Medical  Center,  Edenton 
W.  L.  Wilson.  M.D.,  State  Board  of  Health, 

Raleigh. 

33.  Committee  on  Public  Relations  (4)    (6  con- 
sultants) V-4 

Philip  Naumoff,  M.D..  Chairman  (7th) 
(1966),   1012  Kings  Drive,  Charlotte. 

Ralph  B,  Garrison,  M.D.,  (5th),  (1967),  Box 
1169,  Hamlet 

Ernest  B.  Page,  M.D.  (6th)  (1966),  2005 
Clark  Avenue,   Raleigh, 

Lewis  S.  Thorpe,  M.D.  (4th)  (1065),  404 
Peachtree  Street,  Rocky  Mount. 

Consultants: 

Glenn  E.  Best,  M.D.  (3rd).  Main  Street. 
Clinton. 

John  R.  Bender,  M.D.  (Sth).  1401  S,  Haw- 
thorne Rd.,  Winston-Salem. 

Paul  McN.  Deaton,  M.D.  (9th),  766  Hart- 
ness  Road,  Statesville. 

George  G.  Gilbert,  M.D.,  (10th),  309  Doctors 
Bldg.,  Asheville 

William  A.  Hoggard,  M.D.  (1st),  1.502  Caro- 
lina Avenue.  Elizabeth   City. 

David  T.  Tayloe,  M.D.,  (2nd),  60S  E.  12th 
St.,  Washington 

34.  Committee  on  Physic<il  Rehabilitation    (8) 
VI-10 

Walter  S.  Hunt.  Jr.,  M.D..  Chairman,  600 
Wade  Avenue,  Raleigh. 


Stanley  S.  Atkins,  M.D.,  283  Biltmore  Ave- 
nue. Asheville. 

H.  Robert  Brashear,  Jr..  M.D.,  N  .C.  Me- 
morial Hospital.  Chapel  Hill 

J.  Leonard  Goldner,  M.D.,  Duke  Hospital, 
Durham. 

George  W.  Holmes,  M.D.,  2240  Cloverdale 
Avenue,  Winston-Salem. 

Charles  E.  Llewellyn,  Jr.,  M.D.,  Duke  Hos- 
pital, Durham 

Thomas  P.  Nash,  III,  M.D.,  Medical  Bldg., 
Elizabeth  City 

Jacob  H.  Shuford,  M.D.,  1007  14th  Ave.  Dr., 
N.W.,   Hickory 

35.  Committee   on   Rural  Health    (10)    V-5 
Edward  L.  Boyette,  jNI.D..  Chairman,  P.  O. 

Box  65,  Chinquapin. 

Francis  M.  Carroll.  M.D..  722  North  Brown 
Street,  Chadbourn. 

Philip  E.  Dewees,  M.D.,  Box  217,  Sylva. 

William  F.  Eckbert,  M.D..  Box  317,  Cramer- 
ton. 

Lillard  F.  Hart,  M.D.,  Martin  Bldg..  Apex. 

John  G.  Kerr,  M.D.,  Box  35,  Leicester. 

John  W.  Neal,  M.D.,  Main  Street,  Gibson. 

Eugene  V.  Maynard,  M.D.,  Box  155,  Elm 
City. 

William  Donald  Moore,  M.D.,  Box  337,  Coats 

H.  C.  Whims,  M.D.,  1.39  N.  Cox  Street, 
Asheboro. 

36.  Committee    on    School    Health    and    State 
Coordinatinii;  Scivicc   (8)    \I-1I 

D.  A.  McLaurin,  M.D.,  Chairman.  P.  O.  Box 

36,  Garner 
Michael    F.    Keleher,    M.D..    Co-Chairman, 

311  Doctors  Bldg.,  Asheville 
Millard  B.  Bethel,  M.D.,  Box  949,  Raleigh 
Bruce  B.  Blackmon,  M.D.,  Buies  Creek. 
Thomas  L.  Gwynn,  M.D.,  Yanceyville 
Wayne  S.   Montgomery,   M.D.,  108  Doctors 

Bldg.,  Asheville 
Robert   A.    Pascal,    M.D.,    Valdese   General 

Hospital,  Valdese 
Theodore  D.  Scurletis,  M.D..  State  Board  of 

Health,  Raleigh 

37.  Committee     Advisory    to    Student     A.M..1. 
Chapters  in   North  Carolina    (11)    II-8 
William     P.     J.     Peete,     M.D.,     Chairman 

(Duke),  Duke  Hospital.  Durham. 
Robert  A.  Ross,  IM.D.,  Co-Chairman  (UNO, 

N.  C.  Memorial  Hospital,  Chapel  Hill. 
William     H.     Boyce,     M.D.,     Cn-Chnirmnn 

(BG),  Bowman  Gray,  Winston-Salem. 
John    P.    Davis,    M.D.,    821    Nissen    Bldg., 

Winston-Salem. 
Robert  L.   Garrard,   M.D..   800   North   Elm 

Street,  Greensboro. 
Arthur  H.  London,  Jr..  M.D..  306  S.  Greg- 
son  Street,  Durham. 
Robt.    L.   McMillan,    M.D.,    Bowman    Gray, 

Winston-Salem. 


COMMITTEE  AND   COMMISSION  APPOINTMENTS 
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Louis  C.  Roberts,  M.D.,  1200  Broad  Street, 

Durham. 
Frederick  A.  Blount,  M.D.,  2240  Cloverdale 

Avenue,  Winston-Salem. 
Thomas  F.  Williams,  M.D.,  N.  C.  Memorial 

Hospital,  Chapel  Hill. 
Thomas    C.    Worth,    M.D.,    Rex    Hospital, 
Raleigh. 

Insurance  Industry  Liaison  Committee  (IC) 
V-6 

Frank  W.  Jones,  M.D.,  Chairman,  Catawba 

Hospital,  Newton. 
Marcus  L.  Aderholdt,  M.D.  (Pd),  624  Quak- 
er Lane,  High  Point. 
E.  D.  Apple,  M.D.,   (R),  1013  Professional 

Professional  Village,  Greensboro 
H.    Haynes    Baird.    M.D.    (U),    1012    Kings 

Drive,  Charlotte. 
Gilbert  M.   Billings,   M.D.    (OALR),  405   S. 

Sterling  Street,  Morganton. 
John  C.  Burwell,  Jr.,  M.D.  (ObG),  1026  Pro- 
fessional Village,  Greensboro 
J.   H.   Cutchins,   Jr.,   M.D.,   Sherrills   Furd. 
Andrew   J.    Dickerson,    M.D.    (S),    1600   N. 

Main  Street,  Waynesville. 
Charles    H.    Duckett,    M.D.    (GP),   Midway 

Medical  Center,  Canton. 
Barry  F.  Hawkins,  Jr.,  M.D.    (1),  Ardsley 

Road,  Concord 
Hubert  B.   Haywood,  Jr.,   M.D.    (Oph)   201 

Bryan  Bldg.,  Raleigh. 
R.  E.  Lewis,  M.D.  (S),  Box  870,  N.  Wilkes- 

boro 
Lockert  B.  Mason,  M.D.  (S),  James  Walker 

Memo.  Hosp.,  Wilmington 
Jack  E.  Mohr,   M.D.    (OtaG),   Medical   Arts 

Bldg.,  Lumberton. 
E.  E.  Menefee,  Jr.,  M.D.  (I),  Duke  Hospital, 

Durham. 
Leon  W.  Robertson,  M.D.,    (GP),  224  Rose 

Street,  Rocky  Mount. 
Committee  on  Relative  Value  Schedule  (6) 
II-8 
Alfred  T.  Hamilton,  M.  D.,  Chairman,  233 

Bryan  Bldg.,  Raleigh 
Everett  I.  Bugg,  Jr.,  M.D.,  Broad  &  Engle- 

wood,  Durham. 
Edward   H.   Camp,   M.D.,   Midway   Medical 

Center,  Canton 
Charles  A.  Speas  Phillips,  M.D.,  Pinehurst 

Surgical  Clinic,  Pinehurst. 
H.  Frank  Starr,  M.D.,  Pilot  Life  Insurance 

Co.,  Greensboro. 
Walter    T.    Tice,    M.D.,    621    Quaker    Lane, 

High  Point. 
Committee  Liaison  to  N.  C.  Pharmacy  As- 
sociation (4)  V-7 
John  T.  Dees,  M.D.,  Chairvian,  P.  O.  Box 

248,  Burgaw 
James   P.    Hendrix,  M.D.,  Box  3408,   Duke 

Hospital,  Durham 


John  R.   Kernodle,   M.D.,   Kernodle   Clinic, 

Burlington 
Ralph  G.  Templeton,  M.D.,  P.  O.  Box  431, 

Lenoir. 

41.  Committee    Advisory    to    North    Carolina 
Highway  Patrol  on  Traffic  Safety  (5)  V-8 
Simmons   I.   Patrick,   M.D.,   Chairman,  400 

Glenwood  Ave.,  Kinston. 

Thomas  E.  Castelloe,  M.D.,  600  Wade  Ave- 
nue, Raleigh 

John  W.  Morris,  M.D.,  1707  Arendell  Street, 
Morehead  City. 

Richard  T.  Myers,  M.D.,  Bowman  Gray, 
Winston-Salem 

James  F.  Newsome,  M.D.,  N.  C.  Memoi'ial 
Hospital,  Chapel  Hill 

42.  Connuittce   on   Venereal   Disease    (5)    VI-11 
Howard  Paul  Steiger,  M.D.,  Chairman,  1600 

E.  5th  Street,  Charlotte. 
Sherwood  W.  Barefoot,  M.D.,  co-chairman, 

1030  Professional  Village,  Greensboro. 
William  L.  Fleming,  M.D.,  UNC  School  of 

Medicine,  Chapel  Hill 
Jacob  Koomen,  M.D.,  State  Board  of  Health, 

Raleigh 
Charles  M.  Norflcet,  M.D.,  Bowman  Gray, 

Winston-Salem. 

43.  ConiniUtee   Association  of  Professions    (6) 
V-9 

John    R.    Kernodle,    M.D.,    Chairman,   Ker- 
nodle Clinic,  Burlington. 
George  G.  Gilbert,  M.D.,  309  Doctors  Bldg., 

Asheville. 
Alfred  T.  Hamilton,  M.D.,  233  Bryan  Bldg., 

Raleigh. 
J.  C.  Hamrick,  M.D..  P.  0.  Box  28,  Shelby. 
John    S.    Rhodes,    M.D.,    700    W.    Morgan 

Street,  Raleigh 
Thomas  G.  Thurston,  M.D.,  512  Mocksville 

Avenue,  Salisbury. 
Consultants: 

Dewey  H.  Bridger,  M.D.,  Bladenboro 

H.  Fleming  Fuller,  M.D..  Kinston  Clinic, 

Kinston 
Jack  E.  Mc.hr,  M.D..  Medical  Arts  Bldg., 

Lumberton 
Thomas  P.  Nash,  ill,  M.D.,  Medical  Bldg., 

Elizabeth  City 
Fred  Wm.  Payne,  Jr.,  M.D.,  404  Falls  Rd., 

Rocky  Mount 
Walter  T.   Tice,  M.D.,  624  Quaker  Lane, 

High  Point 
David  G.  Welton,  M.D.,  1012  Kings  Drive, 
Charlotte 

44.  Committee  Advisory  to  Marriage  Counsel- 
ling (7)  II-9 

Rachel  D.   Davis,   M.D.,   Chairman,   111   E. 

Gordon  St.,  Kinston 
Eleanor  B.  Easley,  M.D.,  604  W.  Chapel  Hill 

Street,  Durham. 
Charles  E.  Flowers,  M.D.,  N.  C.  Memorial 

Hospital,  Chapel  Hill 
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45. 


Elizabeth  J.  Gurganus,  M.D.,  202  Warlick 

Street,  Jacksonville. 
Marianne  S.  Breslin,  M.D.,  UiNC  School  of 

Medicine.  Chapel   Hill 
Eugene    B.    Linton.    M.D..    Bowman    Gray, 

Winston-Salem 
William  Donald  Moore,  M.D.,  Box  337,  Coats 

Retirement    Saving    Plan    Committee     (7) 
IV-6 

Jesse  Caldwell,  M.D.  (19G6),  Chairman,  114 
W.  Third  Ave.,  Gastonia. 


Wayne  J.  Benton,  M.D.  (1965),  2320  Battle- 
ground Road,  Greensboro. 

Ellas  S.  Falson,  M.D.,  (1967),  1012  Kings 
Drive,  Charlotte 

Paul  W.  Johnson,  M.D.  (1966),  216  Profes- 
sional Bldg.,  Winston-Salem. 

Leonard  Palumbo,  Jr.,  M.D.  (1966),  N.  C 
Memorial  Hospital.  Chapel  Hill. 

A.  Hewitt  Rose,  M.D.,  (1967),  2009  Clark 
Avenue,  Raleigh 

Robert  W.  Williams,  M.D.  (1965),  Hanover 
Medical  Bldg.,  Wilmington. 
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NORTH   CAROLINA    BOARD    OF    MEDICAL. 
EXAMINERS 

(Nominated  and  elected  in  General  Session) 

President:   H.  Lee  Large,  Jr.,  M.D. 

Presbyterian    Hosp.,    Cliarlotte    (4    yr.    term) 

(1966) 
Secretary:  Joseph  Jolm  Combs,  M.D. 

127  Hargett  St.,  Raleigli   (-1  yr.  term)    (1966) 
Ralph  G.  Templeton,  M.D. 

Box  431,  Lenoir  (6  yr.  term)    (1970) 
James  E.  Davis,  M.D. 

1200  Broad  St.,  Durham   (6  yr.  term)    (1968) 
Claris  Rodman,  M.D. 

615  E.  12th  St.,  Washington  (6  yr.  term)   (1968) 
W.  Boyd  Owen,  M.D. 

Box  770,  Waynesville   (6  yr.  term)    (1968) 
Franlv  Edmondson,  Jr.,  M.D. 

167  McArthur  St.,  Asheboro  (6  yr.  term)  (1970) 

MEMBERS  OF  THE  NORTH  CAROLINA 
STATE  BOARD  OF  HEALTH 

President:    Lenox  D.  Balder,  M.D. 

(term  expires  1965)  Duke  Hospital,  Durham 
Vice  President:  John  R.  Bender,  M.D. 

(term  expires  1965)  820  Nissen  Bldg., 

Winston-Salem 
Secretary-Treasurer  and  State  Health  Director 

J.  W.  Roy  Norton,  M.D. 

N.  C.  State  Board  of  Health,  Raleigh 
Dscar  S.  Goodwin,  M.D. 

(term  expires  1967)   Raleigh  Rd.,  Apex 
T.  Redfern,  1966,  Wadesboro 
Jlenn  L.  Hooper,  D.D.S.,  1965,  Dunn 
rohn  S.  Rhodes,  M.D. 

(term  expires  1965)  700  W.  Morgan  St.,  Raleigh 

G.  Koonce,  Phg.,  1967,  Chadbourn 
fames  S.  Raper,  M.D. 

(term   expires   1967)    103  Doctors  Bldg.,   Ashe- 

ville 
Jen  W.  Dawsey,  D.V.M.,    (1967)  3012  Wilkinson 

Blvd.,  Gastonia 

PHYSICIAN   MEMBERS   OP   THE   NORTH 
CAROLINA    MEDICAL    CARE    COMMISSION 

(Elected  in  the  House  of  Delegates  by  nomina- 
ion  on  the  floor  of  the  Medical  Society  for  nom- 
lation  to  Governor)    (4-yr.  terms) 

Street  Brewer,  M.D. 

(term  expires  June  30,   1965),  Roseboro 
■owell  G.  Fox,  M.D. 
(term  expires  June  30,  1967), 
1110  Wake  Forest  Rd.,  Raleigh 
[arry  L.  Johnson,  M.D. 
(term  expires  June  30,  1966), 
Box  530,  Elkin 

ieceased 


BOARD    OF   TRUSTEES 

HOSPITAL    SAVING    ASSOCIATION 

OF  NORTH  CAROLINA 

(Nominated  from  floor  of  House  of  Delegates) 
Medical  Society  Jlembers   (4  year  terms) 

H.  Fleming  Fuller,  M.D.,  (term  expiring  June  30, 
1967),  Kinston  Clinic,  Kinston 

Julius  A.  Howell,  M.D.,  (term  expiring  June  30, 
1966),  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 

Louis  L.  Klostermyer,  M.D.,  (term  expiring  June 
30,  1968),  103  Doctors  Bldgs.,  Asheville 

V.  K.  Hart,  M.D.,  (term  expiring  June  30,  1965), 
106  W.  Seventh  St.,  Charlotte  2 

George  W.  Paschal,  M.D.,  1110  Wake  Forest  Rd., 
Raleigh 

I  President-Elect  ex-officio  without  vote) 
Hospital  Association  Members 

Joseph  E.  Barnes,  Rex  Hospital,  Raleigh   (1968) 
W.  W.  Lowrance.  Mem.  Mission  Hosp.,  Asheville, 
(1965) 

J.  Minitree  Pyne,  Alamance  Co.  Hospital,  Bur- 
lington,  (1967) 

C.  D.  Ward,  Pitt  County  Memorial  Hospital 
Greenville,   (1966) 

Public    Members 

J.  C.  Eagles,  Jr.,  President,  Wilson   (1966) 
H.  H.  Ramm,  Winston-Salem,  (1967) 
T.  A.  Wilson,  Raleigh   (1965) 
Paul  Lucas,  Jr.,  Charlotte,   (1968) 

NORTH  CAROLINA  MEDICAL  JOURNAL 

Owned  and  Published  by 
The  Medical  Society  of  the  State  of  North  Caro- 
lina under  the  direction   of  its   Editorial   Board 

Editorial  Board 

(Nominated   and   elected   in   General   Session) 
(4  year  terms) 
William  AIcN.  Nicholson,  M.D.,  Chairman, 

Duke  Hospital,  Durham  (1967) 
Robert  W.  Prichard,  M.D.,  Editor,  Bowman  Gray 

School  of  Medicine,  Winston-Salem  (1966) 
John  S.  Rhodes,  M.D.,  Associate  Editor,  700  AV. 

Morgan  St.,  Raleigh   (1968) 
}iliss  Louise  MacMillan,  Assistant  Editor 

300  S.  Hawthorne  Rd.,  Winston-Salem 
James  T.  Barnes.  Business  Manager 

203  Capital  Club  Bldg.,  Raleigh 
Ernest  W.  Furgurson,  M.D. 

Plymouth  Clinic,  Plymouth  (1968) 
John  B.  Graham,  M.D.,  Box  1020,  Chapel  Hill 

(1966) 
Charles  W.   Styron,  M.D.,  615  St.  Mary's  St., 

Raleigh  (1967) 
T.  S.  Raiford,  M.D., 

301  Doctors  Bldg.,  Asheville  (1968) 
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Board   of   Directors 

THE  HOSPITAIi  CARE  ASSOCIATION,  INC. 

(Nomination  from  floor  of  House  of  Delegates) 

Medical  Society  Members 

Willard  C.  Goley,  M.D. 

Term  expiring  June  19C7 Graham 

Alfred  T.  Hamilton,  M.D. 

Term  expiring  June  1968 Raleigh 

Charles  T.  Wilkinson,  M.D. 

Term  expiring  June  1965  Wake  Forest 

J.  Street  Brewer,  M.D. 

Term  expiring  June  1900      Roseboro 

Hospital  Association  Members 

Edward  R.  Frye  Charlotte 

Robert  R.  Cadmus,  M.D. Chapel  Hill 

J.  P.  Richardson  Charlotte 

George  M.  Stockbridge Fayetteville 

Public   Members 

A.  S.  Brower  Durham 

George  Watts  Hill,  Sr.  Durham 

Thomas  W.  Steed   Raleigh 

COUNCII.ORS    DISTRICTS 

Constitution  and  By-Laws  of  tlie  Medical  Society 
of  the  State  of  North  Carolina 

Article  VI  Section  and  District  Societies 

The  House  of  Delegates  may  provide  for  a  divi- 
sion on  the  scientific  work  of  the  Society  into  ap- 
propriate sections,  and  for  the  organization  of 
such  councilor  district  societies  as  will  promote 
the  best  interests  of  the  profession,  such  societies 
to  be  composed  exclusively  of  members  of  com- 
ponent county  societies. 


Chapter  VII — Councilor  Districts 

Section  1.  To  faciliate  the  more  perfect  organi- 
zation of  the  medical  profession,  the  state  of 
North  Carolina  is  herebj'  divided  by  counties  into 
ten  councilor  districts  as  follows: 


First   District 
Gates,    Hertfoi'd, 
tuck-Dare. 


—   Bertie.   Chowan-Perquimans, 
and    Pasquotank-Camden-Curri- 


Second  District  —  Beaufort-Hyde-Martin-Wash- 
ington-Tyrrell, Carteret,  Craven-Pamlico,  Lenoir 
Greene-Jones,  and  Pitt. 


Third  District  ■ 
bus,  Duplin,  New 
Sampson. 


—  Bladen,   Brunswick,   Colum- 
Hanover,  Onslow,  Pender  and 


Fourth  District  —  Edgecombe-Nash,  Halifax, 
Johnston,  Northampton,  Warren,  Wayne,  and 
Wilson. 

Fifth  District  —  Cumberland,  Harnett,  Hoke, 
Lee,  Moore,  Richmond,  Robeson,  and  Scotland. 

Sixth  District  —  Alamance-Caswell,  Chatham, 
Durham-Orange,  Franklin,  Granville,  Person, 
Vance,  and  Wake. 

Seventh  District  —  Anson,  Cabarrus,  Cleveland, 
Gaston,  Lincoln,  Mecklenburg,  Montgomery, 
Rutherford,  Stanly,  and  Union. 

Eighth  District  —  Ashe-Alleghany,  Forsyth' 
Stokes,  Guilford,  Randolph,  Rockingham,  Surry- 
Yadkin,  and  Wilkes. 

Ninth  District — Alexander,  Avery,  Burke,  Cald- 
well, Catawba,  Davidson,  Iredell,  Rowan-Davie, 
and  Watauga. 

Tenth  District  —  Buncombe,  Cherokee,  Gra- 
ham, Haywood,  Henderson,  Jackson,  McDowell, 
Macon-Clay,  Madison,  Mitchell-Yancey,  Polk, 
Swain,  and  Transylvania. 
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TEEN-AGE  NUTRITION 


What  was  in  it  for  them? 


All  too  often  teen-age  diets  fail  to  meet 
the  Recommended  Dietary  Allowances  for 
calcium,  riboflavin,  vitamin  A  and  vitamin 
C.  Milk  and  milk  products  make  an  excel- 
lent base  on  which  to  build  nutritionally 
complete  teen-age  diets. 

More  than  40  different  chemical  ele- 
ments and  compounds  have  been  isolated 
and  identified  as  nutritional  essentials  for 
man.  No  one  food  alone  can  possibly  sup- 
ply all  these  nutrients  in  the  form  and 
quantity  required  by  the  teen-ager.  The 
extremely  heavy  nutritional  commitments 
of  this  age  group  are  best  fulfilled  when  the 
daily  diet  is  selected  judiciously  from  the 
milk,  meat,  fruit-vegetable  and  bread- 
cereal  food  groups  in  the  proper  balance 
consistent  with  individual  needs. 

Specifically,  the  milk  group  serves  as  a 
primary  source  of  calcium,  phosphorus, 


riboflavin,  high  quality  protein,  and  vita- 
mins A  and  D  in  the  teen-age  diet.  The 
group  also  contributes  generous  quantities 
of  thiamine,  lactose,  easily  digestible  fat, 
sodium,  sulphur,  magnesium  and  trace  to 
moderate  amounts  of  many  other  nutrients. 

This  wealth  of  nutrients  makes  milk  an 
excellent  base  on  which  to  build  nutri- 
tionally complete  and  appetizing  teen-age 
diets.  Available  in  many  different  palata- 
ble forms,  milk  and  other  dairy  products 
provide  flexibility  in  planning  the  balanced 
meals  needed  to  satisfy  the  exacting  nutri- 
tional requirements  of  adolescence. 

The  teen-ager  would  be  hard  put  indeed 
to  meet  the  recommended  allowances  for 
calcium  and  to  a  lesser  extent  for  ribofla- 
vin and  protein  without  including  at  least 
one  quart  of  milk— or  its  equivalent  in 
other  dairy  products— in  the  well-balanced 
daily  diet. 
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the  importance  of 
income  continuation  insurance 
in  time  ^ 


Problem:  How  long  will  you  continue  the 
salary  of  an  employee  who  is  temporarily 
or  permanently  disabled?  Three  months? 
One  year?  Two  years?  For  life?  If  you 
have  never  faced  this  problem  you  are 
indeed  fortunate,  because  most  busi- 
nesses will  many  times  over. 

Incidence  of  disability  many  times  greater 

than  death. 

What  are  the  chances  of  being  disabled? 
.From  a  recent  study  reported  in  the  C.L.U. 
Journal,  the  following  startling  facts  are  re- 
vealed. At  age  30,  the  chances  of  a  disabil- 
ity lasting  3  months  or  longer  are  2.7  times 
greater  than  death.  Of  1,000  people  now  age 
35,  approximately  330  will  suffer  a  long-term 
disability,  defined  as  three  months  or  longer, 
before  age  65.  One  out  of  three!  The  average 
length  of  disability  will  be  over  five  years.  Of 
this  group  nearly  30%  will  be  disabled  for 
life.  Three  out  of  ten! 

Why  does  the  employee  problem  become  your 

problem? 

Employees  and  the  community  look  to  man- 
agement for  help  when  adversity  strikes.  You 
recognize  a  moral  obligation  to  employees  as 
well  as  stockholders.  You  want  to  help  the  dis- 
abled man  and  his  family.  You  can't  afford  to 
continue  his  salary  indefinitely.  You  must  hire 
someone  to  replace  this  man  so  the  work  will 
be  done.  What  do  you  do? 

Here  is  the  logical  and  economical  answer. 
You  agree  to  pay  all  or  part  of  the  salary  of  a 
disabled  employee  for  a  stated  period,  perhaps 
three  months.   This  could  become  company 


policy  which,  once  set,  serves  as  a  definite 
statement  of  what  your  employees  can  ex- 
pect from  your  company  in  the  event  of  a 
long-term  disability.    Then,  you   help  your 
employees  help  themselves  after  that  per- 
I  iod,  at  no  cost  to  you.  This  is  accomplished 
by  allowing  Pilot  to  offer  your  employees  a 
low-cost  group  family  security  program, 
which  guarantees  a  continuing  income  to  the 
disabled  employees,  perhaps  even  providing 
an  income  for  life.  Your  employees  enroll  on 
a  voluntary  basis  at  substantial  savings  over 
the  cost  of  individual  plans. 

What  are  the  benefits  of  disability  income 
insurance? 

If  the  employee  pays  the  premium,  all  the 
benefits  are  tax-free  and  he  can  receive  up  to 
$600.00  per  month.  The  employee  is  protected 
against  loss  of  savings,  life  insurance,  install- 
ment purchases  and  other  obligations  for  which 
he  has  contracted  monthly  payments  to  meet. 
You  benefit  from  an  efficient,  easily  managed 
plan  that  fully  meets  employee  disability  income 
needs.  It  removes  a  potential  double  cost  hazard 
from  your  business.  Improved  morale  and  attitude 
are  reflected  in  improved  efficiency.  This  program 
solves  one  of  the  most  pressing  needs  of  both 
employees  and  employers.  Wouldn't 
you  like  complete  information,  with- 
out any  obligation?  Write  us  today,    [j 

Home  Office:  Greensboro,  North  Carolina    f  the-pIlot 
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HONORARY  MEMBERS 

Janet  Alexander,  M.D Erskine  College,  Due  West,  S.  C. 

J.  Grafton  Love,  M.D 102  2nd  Avenue,  S.W.,  Rochester,  Minnesota 

George  F.  Lull,  M.D 942  Lake  Shore  Drive,  Chicago  11,  Illinois 

R.  L.  Payne,  Jr.,  M.D.  Norfolk,  Virginia 

David  Jennings  Rose,  M.D. 1402  E.  Mulberry  St.,  Goldsboro,  N.  C. 

William  Sharpe,  M.D Le.xington,  Kentucky 

Charles  Gordon  Tabor,  M.D.  Baptist  Mission,  Box  76,  Pusan,  Korea 

Frank  E.  Wilson,  M.D.  1500  Massachusetts  Ave.,  N.W.,  Washington  5,  D.  C. 

MEMBERS  AND  LIFE  MEMBERS 

The  Member's  business  telephone  ninnber  immediately   precedes  his  address. 
Ph.  precedes  some  telephone  numbers  which  might  otherwise  be  confused  as  street  address. 


Abbott,  Robert  West,  Pes  RE  5-4121— Cherry   Hospital  Goldsboro 

Abele,  Donald  Carhsle,  D32    UNO  Sch.  of  Medicine     Chapel  Hill 

Abernethy,  Henry  Walter,   GPis  328-1205—1140  16th  St.,  N.  E. Hickory 

Abernethy   Joseph  Whitener,   HS   327-2921—343  2nd.  St.,  N.  W. Hickory 

*Abernethy,  Olivia,  GP4i    273-8467— Gove  Infirmary,  UNCG  Greensboro 

Abernethy,   Paul   McBee,   Ophi   226-1648—1610    Vaughan    Rd.    Burlington 

Abse,  David  Wilfred.  P32  Univ.  of  Va.       __   Charlottesville,  Va. 

Acklen,  Thomas  Robert,  Jr.,  R42  JE  7-2595 — Roanoke  Rapids  Hosp Roanoke   Rapids 

Acuff,   Calvin   Clifford,   GPi2    437-1931— Box   556       _    Glen   Alpine 

*Adair,  William  Edward,  Jr.,  GP-t3  892-2785— P.  O.   Box  578   Erwin 

Adams,  Anne  Stephenson,  GPi3 ST   2-1213 — 43   White   Lane    Concord 

Adams,  Carlisle  Pdeo     --    -- 333-2107—601  Independence  Blvd.,  E. _...  Charlotte 

Adams,  Carlton  Noble,  ObG34  722-6903— Stratford  Medical  Center  No.  2    Winston-Salem 

Adams,  Charles  Hubert,  GPi3  739-3682—103    Watterson    St.    Kings    Mountain 

•Adams,  Charles  Patrick,  GP74  752-7133—525   Evans  St.    Greenville 

*Adams,   Harvey,   ObG76    625-4014—167   MacArthur   .  ._  Asheboro 

Adams,  H.  Stewart.  K3-i PA  4-4421— City  Memorial  Hospital Winston-Salem 

Adams,  James  Robert,  Pd60 FR    6-7065—1350    S.    Kings    Drive    Charlotte 

Adams,  Rayford  Kennedy,  (Life),  Ret.,  PN12 ST  2-5174 — 7  Winecoff  Blvd.  Concord 

Adams,   Simeon    Huey,    S36    864-5111—318  South  Street Gastonia 

Adcock,  William  Lester,  N92 2005  Clark  Ave.         Raleigh 

Ader,  Ottis  Ladeau,  PH32  682-8176—300  E.  Main  St. Durham 

Aderholdt,  Marcus  Lafayette,  Pd4i 882-4187—624   Quaker   Lane   High   Point 

Adickes,  Henning   Frederick,  Jr.,  Pso   375-4405—2201    Randolph   Rd.    Charlotte 

Adkins,  Trogler  Francis,   ObG32   682-5515—306    S.   Gregson    St.    Durham 

Adolph,  Harold  Paul,   S6   HSAT  Station  Hosp. 

Box  25,  APO  63  San  Fi-ancisco.  Calif. 

Agner,  Marshall  Edward,  GP36 435-6058—107   S.   Oak   St.   Cherr.vville 

•Agner,  Roy  Augusta,  Jr.,  Iso  633-3822—701    Barker   St.   Salisbury 

Aiken,  Hovey  Eugene,  Pd23   637-4244—707    Prof.   Dr.        New    Bern 

Albergotti,  Julian  Sheppard,  Jr.,  GPSO 537-0020—4101  Central  Avenue Charlotte  5 

*Alderman,  Allison  M.,  Jr.,  GP92 TE  3-0853—224  Bryan  Bldg. Raleigh 

*Alderman,  Edward  Hatcher,  GPsi  963-3621— Box  278  ___   _   Four  Oaks 

Alexander,  Eben,  Jr.,  XS34  725-7251— Bowman  Gray Winston-Salem 

Alexander,  G.  T.,  S29   476-7478—400  Randolph  St.  Thomasville 

Alexander,  Henry  Clifford,  Jr.,  I60 333-3496—605    Doctors    Bldg.    Charlotte    7 

Alexander,  James  Moses,  I60  334-3024 — 309  S.  Laurel  Ave.   : Charlotte  7 

Alexander,  James  Porter,  I60  375-4578—1012  Kings  Drive   Charlotte  7 

Alexander,  Joseph  Black.  178 739-7551—500  West  27th  Street Lumberton 

Alexander,  Lawrence  Melton,  GP53  775-3518 — 409  Carthage  Street Sanford 

'Present  at  1964  meeting 
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'Alexander,  Sydenham  Benoni.  I   &   EAU  933-2108— South  Bldg.     Chapel  Hill 

•Alexander,   William   McKinley,   !«    693-3321— P.  O.   Box  627  Hendersonville 

Allen,  George  Calvin.  OALR78   RE  9-5161—2608  N.  Elm  Street   Lumberton 

Allen,  James  Norman,  N-«  966-8418— UNC  Sch.  of  Med.  _.     Chapel  Hill 

'Allen.  John  O.  Henry.  GP59 697-5251—31    State    St.      Marion 

Allen.  Joseph  Jethro.  GP'Ji  466-1— P.  O.  Box  707   Warrenton 

Allen.  LeRoy.  NS''i  828-5564—2005    Clark    Ave.    Raleigh 

Allen,  William  Walker.  ObG"-'  295-5211— Pinehurst  Surgical  Clinic Pinehurst 

Alley,  James  Thompson,  Oph^l   Jefferson  Bldg.  Greensboro 

"AUgood,  John  William,  Jr.,  I4i     274-2406—1025   Professional  Village  Greensboro 

AUgood,  Reese   Alexander,    (Life),   GP26   :878-9151— 707   West  Main   St ^ Pickens,  S.   C. 

Alsup,  William  B.,  ALR'-t  102  Professional  Bldg.  Winston-Salem 

Altany,  Franklin  Edward,  PI60  PR  7-3091—1012  Kings  Drive Charlotte 

Alyea,   Edwin   Pascal,   U«  -   681-0111— Duke    Hospital        Durham 

Amber,   Arthur   Chase,    (Life),   Anesii    252-6151—140   W.    Doctors   Bldg.   Asheville 

"Ames.  Richard  Haight.  NS4i       273-2895—1018  Professional  Village  Greensboro 

Anders.  McTyeire  Gallant.    (Life),  GP« UN  5-1373—416  W.  5th  Ave.   ._    Gastonia 

Anderson,  Charles  William,  GPn  AL    2-8156—506    Plat    Iron    Bldg.    Asheville 

Anderson.  David  Dixon.  Or"    725-7251 — Bowman    Gray  Winston-Salem 

Anderson.  Elbert  Carl.  Ophf>5   RO   3-6265—806   Murchison   Bldg.    Wilmington 

-Anderson.   John   Bascom.   Sn    253-5658—12    W.    Doctors    Bldg.    Asheville 

Anderson.  Katherine  H.,  Pd34  723-7440—138  N.  Hawthorne  Rd Winston-Salem 

iAnderson.  Norman  LaRue.  I"   AL  2-4591 — Medical  Center  Bldg. Asheville 

Anderson.  Robert  Allen,  S4f'         332-2884—405   Colony   Ave.  Ahoskie 

Anderson.  Walter  Thomas.  GP  &  Si'^       KI  2-4411—601   Sandford  Rd.  Pittsboro 

Anderson.  William  Banks.  (Lifei.  Oph«  681-0111— Box    3802.    Duke    Hospital      Durham 

'Anderson.  William  Banks.  Jr.,  Oph32  681-0111— Duke  Hosp.         Durham 

Andracchio,  Vincent  C.  Anes*.' Park  View  Hosp.  Rocky  Mount 

Andrew.   John   Montgomery,   R2'J    246-5237—3':,    North   Main   St.   Lexington 

Andrew.  Lacy  Allen,  Jr.,  U34  722-8075—629  Reynolds  Bldg.  Winston-Salem 

"Andrews.  Bob  Barcus,  Path's   739-3211— Box  1411  _.  Lumberton 

Andrews.  Robert  Jackson.   GP«   RO  3-8461—5221  Wrightsville  Ave.   Wilmington 

'Andrews.  Vernon  Liles,   GPW   4411— Box   407    Mt.   Gilead 

Angel.  Edgar,  S'^f'  524-2321 — Angel    Hospital,    Inc.    Franklin 

Angel.  Furman,  (Life),  S56 524-2612— Angel   Clinic    Hospital    Franklin 

Anlyan.  William  George,   S«    681-0111— Duke  Hospital  D(u-ham 

Ansell.    Burness    Ferdinand,   Jr.,    Indss    883-2150— P.  O.  Box  200   Pisgah  Forest 

Anthony.    James    Edward.    (Life),    GP23    739-3111—137  W.  Mountain  St.  ..__Kings  Mountain 

Anthony.  Luther  Leslie.  Jr.,  !«  UN  4-4386—312   N.   Highland    Street     Gastonia 

Anthony.  William  Augustus,  m  864-4386—312   N.   Highland   St.     ._ Gastonia 

'Antonakos.  Theodore.  Si4  593-7341— Box   8--_  Danbury 

'Apple.  Elbert  Dwight,  R-ti   BR  2-0636—1013  Professional  Village Greensboro 

Arena.  Jay  Morris,  Pd32  4S9-9158— 1410  Duke  University  Rd.     Durham 

Arey,  John  Vincent,  ObGis   ST  2-4151—197  Lake  Concord  Road    Concord 

'Armstrong.  Beverly  Weller.  Otol60  333-0131—106  W.  7th  Street  Charlotte  2 

'Armstrong.  Charles  Wallace.   (Life),  Ret.,  PHSO  ME    6-0606—629    Mitchell    Ave.    Salisbury 

Armstrong.  George  Herbert.   GP62   439-3441— Box   518  Mt.   Gilead 

Arney.  William  Charles.  GPi2  437-5011—402  S.  Sterling  St.  Morganton 

Arnold.  Jesse  Hoyt,  Jr..  Pd54   527-0563— Kinston    Clinic      Kinston 

♦Arnold,  John  Hampton,  Pd32  966-8756— UNC   Sch.   of  Med.   Chapel  Hill 

Arnold.  Mary  Bertucio,  Pd32     966-8524— N.  C.  Memorial  Hosp.  Chapel  Hill 

Arrendell.   Cad  Walder,   Jr..   Sf'O   334-2583—1322  Scott  Ave.  Charlotte 

'Arthur.  Robert  Key.  Jr..  ObG4i   883-1004—318  Westwood  Ave.   Hight  Point 

Ashe,  John  Raineyl   (Life),  Pd60  ED  2-4167—1505  Elizabeth  Ave. Charlotte 

»Ashe.  John  Rainey.  Jr..  ObGU   782-4151—197  Lake  Concord  Rd.  Concord 

Ashford,  Charles  Hall,  S25  ME   7-2231—603   Pollock   St.    New  Bern 

Ashley,  Gale  Jackson.  GPs  372-4644— Doctors  Office  Bldg.  Sparta 

Atkins,  Stanley  Sisco,  Orii    AL  3-7656—283   Biltmore  Ave.   Asheville 

Atkins.  WiUiam  Marshall,  GPS  PY  4-3419— Box  265  Windsor 

*Auman,  Edwin  Lewis,  m      -    882-2024—330   Locke   St.    High   Point 

*Ausband,  John  Rufus,  ALR34  722-5790— Bowman   Gray    Winston-Salem 

"Ausherman.    Howard    Milton,    Anesso    ..FR   7-4411—200   Hawthorne   Lane    Charlotte 

Austin,   Andrew   Campbell,   Pdii       675  Biltmore  Ave.  AshevUle 

Averett.  Leland  Stanley.  Jr.,  GP41    882-4149—307  Lindsay  St.  High  Point 

Aycock.   Edwin  Burtis.   GP74  PL    2-2269— Box    900    Greenville 

Aycock.  Francis  Marion.   (Life),  Ret.,  GPsi Box  56        Princeton 

Aycock,  James  Bernice,  R34  923-0502—2240  Cloverdale  Ave.  Winston-Salem 

'Aycock',  Wiiham  Glenn.'  GPi 563-9341—202  South  5th  St.  ____ Mebane 

Ayers,  James  Salisbury,  GP82  LY  2-2541— Main  Street Clinton 

Bacon,  Harold  Lyle,  GP87 4555— Branton   Building   Bryson   City 

Badrock.  Frank.  P54  527-0105— P.  O.   Box  909   Kinston 

Baggett.' John  R..  125   709  Prof.  Dr.         New   Bern 

Baggett.    Joseph    Woodrow,    ObG26    485-1191—911    Hay   St.    FayettevlUe 

'Bahnson.  Edward  Reid.  134  PA  4-6151—626  S.  Main  St.  Winston-Salem 

"Bailey.  Clarence   Almon,  Jr.,  32  633  Starmount  Dr.   Durham 

'Present  at  19(U  meeting 
tDeceased 
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Bailey,  Clarence  Whitfield,  OALR33 442-1172—147  N.  E.  Main  St.  Rocky   Mount 

Bailey,  Claude  Fletcher,  ObG'o 335-7535 — 1502  Carolina  Avenue   Ehzabeth  City 

Bailey,  Harmon  J.,  ObGii   AL  2-5684—180  Biltmore  Ave. Asheville 

Bailey,   Hilda   Hart,   Pdsn   ME   3-3727— Box    1156      Salisbury 

Bailey,  Joseph  Peden,  GP-t?  OX  3-4541—117   Fifth   Avenue,   W Hendersonville 

Bailey!  Lloyd  Whitfield.  Oph33  442-1172—147  N.  E.  Main  St. Rocky  Mount 

Bailey,  Mercer  H.,  GP  &   S^o  2793— Box  366  Elizabeth   City 

Bailey,  Robert  Carl,   Si3 WE  2-4352 — 204  Cabarrus  Bank  Bldg Kannapolis 

Bailey,  Sara  Lynn,  Pd«i  523-3772—4126  Park  Road   Charlotte 

Baird,  Harry  Haynes.  Uso     ED  4-6449 — 1012  Kings  Drive Charlotte 

Baker,  Barnwell  Rhett,  GPn    AL  2-2414—1089  Hendersonville  Rd. Asheville 

♦Baker,  Herbert  Marvin,  GPso      279-2381— P.   O.   Box    10   Faith 

Baker,   Horace  Mitchell,   Jr.,   S78   RE  9-3338— Medical  Arts  Bldg.  Lumberton 

Baker,  Larry  Duane,  GP36  865-4231—213    West    Main    St.    Gastonia 

*Baker,  Lenox  Dial,  Sr.,  Or32  681-0111 — Duke  Univ.  Medical  Center  Durham 

Baker,  Linny  Marshall,  Pdu  786-1144^11  Deveron  Dr.  Concord 

Baker,  Thomas  Williams,  Ret.,  Iso   334-2691—2029    Queens   Rd.    Charlotte    7 

Baldwin,  Marie,  Pn    ._  AL    3-2761 — 49    Zillicoa    St.     Asheville 

Baldwin,  William  Edwin,  Jr.,  GPzt MI  2-2230— Baldwin  Woods,  S.  W. Whiteville 

Ballenger,  Claude  Newton,  Jr.,  Pd84  982-1613—220  Yadkin   St.   Albemarle 

Ballew,   James   Robert,   OALR92   TE  2-5746—504  Professional   Bldg.   Raleigh 

Ballou,  James  Larkin,  Ret.,  OALR5 Grassy  Creek 

Balsley,  Robert  Eugene,  Pd79 DI  9-5211—234  Settle   Street  Reidsville 

Baluss,  John  William,  Jr.,  Or26  HE  2-7090—907  Hay  St.   Payetteville 

'Bandy,  William  Henry,  PHis   345-3883— Box  1448 Hickory 

1  Banner,  Charles  Whitlock,  (Life),  Ret.,  OALR41 808  N.  Elm  St.  Greensboro 

1  Barber,  John  P.,  ObGn  AL  3-7691—304  Doctors  Bldg.  Asheville 

;1  Barden,  Graham  Arthur,  Jr.,  Pd25  ME   7-4244—707   Prof.   Dr.   New   Bern 

Barefoot,  Graham  Ballard,   (Life),  Rss RO  2-4731— Box  1198  _   Wilmington 

Barefoot,  Julius  J.,   GP25   ME  7-2139—406  Broad  St.  New  Bern 

Barefoot,  Sherwood  W.,  D4i   273-3421—1030  Professional  Village Greensboro 

Barefoot,  Verna   Young,   GP25   ME  7-2139—406  Broad  St.  New  Bern 

Barefoot,   William   Frederick,    S24    MI   2-2336—7    N.   Thompson    St.    Whiteville 

•Barham,  Berlin  P.,   GP76   3117—530  S.  Cox  St.  Asheboro 

Barker,  Carolyn  E.  Culbreth,  P39  985-6511— John  Umstead  Hospital Butner 

Barker,  Julian,  ObG4i   272-3103—1014    N.    Elm    St.    Greensboro 

Barnard,   John   Wilham,   GPs   RE  4-2965— Cannon  Mem.  Hosp.  Banner  Elk 

ItBarnes,  Prank  Edward,  Jr.,  S'l   WE    4-4404—713    Hancock    Street    Smithfield 

Barnes,  Henry  Eugene,  Jr.,  GPis 322-6261—118  5th  Avenue,  N.  W. Hickory 

•Barnes,  Jesse  Thomas,  GP's  625-5321—135   McArthur   St.   Asheboro 

Barnes,  M.  Russell,  Jr.,   GP67   347-1642— New   River   Clinic    Jacksonville 

Barnes,  Margaret  Alford,  Pdeo  376-3524—930  East  Blvd.   Charlotte  3 

Barnes,  Tiffany  Nolan,  GP76  625-2408—200  Foust  St.  Asheboro 

Barnett,  Thomas  Buchanan,  132  966-8462— N.  C.  Memorial  Hospital  Chapel  Hill 

Barnhardt,  Albert  Earl,  GPi3  215   Professional  Building    Kannapolis 

Barnhardt,  Luther  Ernest,  Jr.,  Rn 252-5674—301   Doctors   Bldg.    Asheville 

iBarnhill,  Lamuel  Edgar,  Jr.,  GP46   3911— Pine   St.,   Box    126    Murfreesboro 

IBarnhill,  Otha  Allen,  GP9 UN  2-3150— Box  488       Elizabethtown 

Barr,  Prank  Woodworth,   GPso  JA  3-1414—4200  Park  Rd.  Charlotte 

'Barrick,  Harry  Welling,  Jr.,  GP92 828-2412-2025    Clark   Ave.    Raleigh 

'Barrier,  Cecil,  Sr.,  GP23  538-7891— Route  3       .    Lawndale 

'Barrier,   Henry   Webster,    (Life),   PN13   ST  2-6367—2  Ardsley   Rd.   Concord 

Barringer,   Archibald   Lipe,   GP13   HE   6-2711— Box    278    Mt.    Pleasant 

'Barringer,  Phil  Louis,   S90  283-3024— Box    472    Monroe 

'Barringer,  Thad  Jones,  P92  833-7347—800   St.   Mary's  St.   Raleigh 

;  Barron,  John  Isaac,  GPi2 437-5641—411    S.    King    St.    Morganton 

Barry,  William,  GP2«  __   484-7189—1643    Owen    Drive    Payetteville 

:  Barry,  William  Francis,  Jr.,  R32  681-0111— Duke  Hospital  Durham 

Bartels,  Kenneth  Garber,  S45  OX  3-4828—724  5th  Avenue,  W. Hendersonville 

.Barlett,   Stephen  Russell,  Jr.,   S74  PL  2-4131—1001  E.  4th  St.  Greenville 

Bass,  Beaty  Lee,  Ssi  3364— Rutherford  Hospital  Rutherfordton 

Bass,   Spencer    Pippen,    (Life),    GP33    TA  3-4416— 119  W.  St.  James  St. Tarboro 

jBass,  Spencer  Pippen,  Jr.,  Path33 119  w.  St.  James  St.         Tarboro 

.Bass,  Thomas  Rector,  GP5i WA  2-7158—221  S.  Barbour  St.  Clayton 

iBassett,  Prank   Houston,   III,   Or32   681-0111— Duke  Univ.  Med.  Center Durham 

jBassow,   Carlton  Francis,   GP84  982-8154—224  Yadkin  St.       Albemarle 

(Bates,  Harold  Bascom,  Ui 227-2761—1610    Vaughn    Rd.    Burlington 

Batten,  Hubert  Elmore,  R26 484-2121— Cape  Fear  Valley  Hosp.   Payetteville 

jBatten,  Woodrow,  I5i   934-8977— 601-B    N.    8th    St.    Smithfield 

jBattle,  Margaret  E.  White,  ObG33 GI  2-2414—521   Peachtree  St.   Rocky  Mount 

.Battle,  Newsom  Pittman,   S33 GI  2-6181—404  Falls  Rd. Rocky  Mount 

JBauer-Kahn,  Amelia,  P56 ^_ 524-2393—106  Harrison  Ave.  Franklin 

Baum,  Ralph  Etheridge,  13^ __2-2035— 212  W.  Main  St. Durham 

Baxley,  Raiford  Douglas,  S93 Warrenton   Gen.   Hosp.    : Warrenton 

J 

!  Present  at  19G4  meeting  ,     • 

Deceased 


: 


26  SUPPLEMENT  TO   THE   NORTH   CAROLINA   MEDICAL   JOURNAL 

Bayard,  Walter  Locke,  Oph75  852-1895—100  Jervey  Rd. Tryon 

Bavlin,  George  Jay,  R-'2  681-0111— Duke  Hospital Durham 

tBeach.   William   Roseboro,   GP79 548-6620— Box  471   Madison 

Beale.   Setli   McPherson,    GPss 835-2115— Box   588   Elkin 

Beall,  Lawrence   Lincoln.   S'ti 272-5595 — 1203   Fairview  Street   Greensboro 

Bear,  Sigmond  Aaron,  ObG65 763-1611—306   N.    11th  St.    Wilmington 

Beasley,  Edward  Bruce,   (Life),  GP74 SH  9-3156— P.  O.  Box   114    Fountain 

'Beavers,   Charles   L..   GPni BR   4-6393—1016   N.   Elm   St.   Greensboro; 

■Beavers,  James  Wallace,  GP-" BR   4-6393—1016  N.   Elm   St.   Greensboro: 

■Beavers,  Wm.   Olive,   GP^l  BR   4-6393—1016   N    Elm   St.   Greensboro^ 

Beck,  J.  Montgomery,  Ui  -    -     227-2761— Medical    Village    Burlingtonl  " 

Becknell,  George  Franklin,  Jr.,   GPsi 245-4838—407  S.  Broadway  Forest  Cityj 

Beckwith,  Robert  Payne,    (Life),  Ret.,   GP42 je  7-3703— Box  589  Roanoke  Rapids 

*Beddingfield,  Edgar  Theodore,  Jr.,  GP98 238-5691— Community    Clinic    Stantonsburg! 

Beesley,  Joseph  Ralph,  P2f.   HU  2-3801—101   Brookhill  Rd.   Shelby 

Belcher.  Cecil   Cullen,   Un AL  2-6321— Medical  Center  Bldg.  Ashevillej 

Belk,  George  W..  (Life),  GP36 403  W.  6th  Avenue  Gastonia^ 

Bell,  G.  Erick,  Jr.,  Or98 237-2151— Wilson  Clinic   Wilson  , 

Bell,  Ira  Eugene,  Ris 345-3868—18    13th    Ave.,   N.   E.    HickorV  Z 

Bell,  John  Cleveland,   (Life),  GP54 PI   3-2701—614  Main   St.   Maysville] 

Bell,  Orville  Earl,  GP33 GI  6-8124—224  Rose  St.  Rocky  Mount 

Belli  Ralph  Monroe,  I60 377-6569—1012  Kings  Drive  Charlotte  i, 

Bell,  Spencer  Alexander,  GP86 468-2550— Box   33       Hamptonville'  ^; 

Bell,  William  Harrison.  Jr.,  R:!'^ 637-3321— Box    1580    New    Berrt":''! 

Bellamy.  Wilham  Edward.  Jr..  192 834-8835—209   Bryan  Bldg.   Raleighf  ' 

Bellows,  Rowland  Tliompson,  NS60 332-2057— Box    484  Charlotte 

Benbow,  Edgar  Vernon,   (Life),  S34 PA  2-6712—1411  Reynolda  Rd.  Winston-Salem 

Benbow,  Edward  Perry,  Jr.,  Pd4i 272-4187—104  E.  Northwood  St.  Greensboro 

'Bender,  John  Joseph,  GP78 843-4521— P.  O.  Box  630  Red  Springs! 

■Bender,  John  Robert,  GP34 722-7002—1401   S,  Hawthorne  Road Winston-Salem; 

Bennett,  Ernest  Claxton,  (Lifei,  GPs UN    2-3071— Hospital    St.  Elizabethtown 

Bennett,  Hugh  Hammond,  Jr.,  Ri    CA  8-1371— Alamance  County  Hospital Burlington: 

Bennett,  John  Northwood,  R''"  838-3896— Route    1    .    Moravian    Fall^ 

Bennett,  Paul  CUfford,  Jr.,  GP96 735-1251—805  Simmons  St. Goldsbori* 

'Bensen.  Vladimir  Basil,  GPW 833-6223—422   St.   Mary's  St.      Raleigh 

Benson,  John  Fisher,  Ii4     888-4342—318  Westwood  Avenue   High  Point 

Benson,  Norman  Oliver,  U78     RE  9-5663—206  E.  5th  St.     Lumberton; 

Benson    Walter  Russell,  Path32 966-8276— UNC  Sch.  of  Med. Chapel  Hill 

Benton,  George  Ruffin,  Jr..  S96 RE  4-5501—816  E.   Ash   St.    Goldsbora 

-Benton    Wayne  Jefferson.   GP4i 272-4342—2320  Battleground  Ave.  GreensborC  , 

Berkeley,  Alfred  Rives,  Jr.,  Or60 ED  4-5531—412  N.  Church  St. Charlotte  ™: 

Berkeley,  Scott  Bruce,  Jr.,  S96 735-6021—712  Simmons  Street     Goldsborc  ";;* 

Berkeley,  William  Thomas,  Jr.,  P16o FR   5-5926—1012   S.    Kings   Drive    Charlotte  «"■ 

Berry,  Francis  X.,  ObG4i  BR   2-2155—309  E.   Wendover  Ave.   Greensborc  *"> 

Berry!  Roy  Venden,  PuH?  WI  4-2351— N.  C.  Sanatorium       McCain  •5i 

Berryiiii:,  Walter  Reece,  132  966-1259— Univ.  of  N.  C.  Med.  Sch. Chapel  HilJ  ®'J 

'Bertling.  Marion  Henry,  ObG4i BR  2-8740—1026  Professional  Village Greensborc 

Best,  De'leon  Edward,  (Life),  GP96 21—139    W.    Walnut    St.       Goldsboro 

•Best.  Glenn  Eben,  GP82 LY   2-2747— 104>i:    Main   Street   Clintor 

"Best.  James  Ernest,  Pd4i 299-8046—600    Pasteur    Dr.    Greensborc 

Best.  William  Ross,  On      226-7370— 1310   North   Church   St.   Burlingtoi^ 

Bethel.  Millard  Baimbridge,  PH92 833-1655— Box    949  Raleigh 

Bethune,  William  Murphy,  Jr.,  S92 TE  2-3702—309  Woodburn  Rd.   Raleigl: 

Betts    Wilmer  Conrad,  P92 828-5488—2109    Clark   Avenue   Raleigh 

"Bickley,  Samuel  Taylor,  GPse 679-5171— Box  352         Yadkinville 

Biggs    John  Irvin,  S  &  Or78 RE  9-5318—208  E.   14th  St.  Lumberton 

Bigha'm,  Roy  Stinson,  Jr.,  Iso   375-1408—1708  E.  4th  St.      Charlott^ 

Billings,  Gilbert  Miggins,   (Life),  OALRJ2 HE   7-3130—405   S.   Sterling  St.   Morganton  *! 

Billings,  Jack   Smith,   GPs RE  4-2545— Cannon  Mem.  Hosp.  Banner  Eli  »;U 

Bingham    William  Louis,   GP29 CH   6-2966—400   E.   Center  St.   Lexingtoi^  *E 

*Bird    Ignacio,  R4i 299-8315— Drawer    X-3  Greensborc^  *,■ 

Bishop,  John' Mason,  Jr.,  ObG92 828-2338—211    Bryan   Bldg.  Raleigh  TO, 

'Bittinger,  Charles  Lewis,  GP49 NO  2-1801—146  E.  McLelland  Ave.  Mooresvillf   mh 

Bittinger!   Isabel.   Or34 725-0656—118  S.  Cherry  St.    Winston-Saled*''''""- 

■■Bivens.  Edward  Shirley,  R84 YU  2-1121— Stanly  County  Hospital  AlbemarU 

Bizzell,  James  W..  Oph96  734-1964—314  Borden  Bldg.  Goldsborc 

Bizzell'  Marcus  Edward,   (Life),  OALR96 RE  5-3264— Wachovia  Bank  Bldg.  Goldsborc 

Black.'oeorge  William,   (Life),  GPso ED  4-4603—1516  Harding  Place  Charlott^ 

Black    John  Riley,  Jr.,  PH24 MI  2-4145— Columbus  Co.   Health   Dept.   Whiteville 

Black!  Kyle  E..  Sso  ME   6-5510—825   W.    Henderson    St.    Salisburj 

Black!  Oscar  Reid,   (Life).   GPso UL  7-7068— 119  Central  Ave. Landii 

Black    Paul  Adrian  Lawrence,   OALR65 762-2026—419  Chestnut  St.  Wilmmgtor 

Blackerby,  James  Nicholas,  S25 ME  7-4127—1402  Rhem  Ave.     New  Berr 

Blacklev,  Rov  Jackson,  P29   985-6511— John    Umstead    Hosp.    Butnei 


"Present  at  1964  meeting 
tDeceased 


attef 

iiin,! 
Sir.G 
Dir.I 
Sir,  J 
Sie,I 
DW, 
iinctn 
iindis 


F 
! 
Siiint, 

JlllDt, 

'Mi,  1 
'at.  Ji 
iM 

'niim 

fe  I 
»,( 
*,I 
aon,  I 

a,  Ci 

i)te,  1 
iind,! 
ki,l 
Hi 
iiid,  \ 
iimi 
inner, 
iiniitr, 
imr, 
bone, 
ione, 
lioth, 


wen, 
'jien, 
teer, 
iiles, 
tales, 
hliis 
'?arsk 
"ijce,  I 
tece, 


iiieite, 
iiyette 
Hti, 
isbsoii 
JJdfor 

ir 
It 


iidley 


■&. 
'is: 

•ti 
!S: 

Eij; 

la 

IE: 

: 
: 

; 
. 

: 

; 
■ 

: 


ALPHABETICAL  LIST   OF   MEMBERS  27 

Blackmon.  Bruce  Bernard,  GPti 893-3506— Box  8   Buies  Creek 

Blackwelder,  Verne  Hamilton,   SH PL  4-3023— Blackwelcler  Hosp.,  Inc.  Lenoir 

Blain,  Donald  Gray,  U-'-i 725-7251— Bowman  Gray Winston-Salem 

Blair,  G.  Walker,  Jr.,  II 226-9317—328    W.    Davis    St,    Burlington 

Blair,  James  Samuel,  OWe UN  5-4271—210  S.  York  St. Gastonia 

Blair,  James  Seaborn,  Jr.,  GPSi 285-2134—400  E.  Main  Street Wallace 

Blake,  Damon  Dalton,  R34 725-7251— N.  C.  Baptist  Hospital Winston-Salem 

Blalock,  Floyd  Easton,   Jr.,  GP2o 125 — Rodda-Van   Gorder   Clinic    Andrews 

Blanchard,  George  Carswell,  NS6o FR  6-1606—1012  Kings  Drive  Charlotte  7 

Blanchard,  Irvin  Thomas,  K7o 335-4381— Albemarle   Hospital   Elizabeth   City 

Bland,  Delmar  E.,  134 PA   2-4008—2240    Cloverdale    Ave.    Winston-Salem 

Bland,  Ralph  Wingate,  Sss  RE  4-6211—403  North   Herman  Goldsboro 

Bland,  William  Herbert,  GP92 467-3611—159  W.  Chatham  St.  Cary 

Bliss,  Forrest  Edgar,   GP23 538-7233— E.  Main  St.,  Box  248  Lawndale 

Block,  Milton  Edward,  GPm CH  6-5283—522  S.  State  St. Lexington 

Blount,  Frederick  A.,  Pd34 723-0555 — 2240  Cloverdale  Ave. Winston-Salem 

Blount,  John  Myers,  III,  GPI3 933-2388—1650   Eastwood   Dr.    Kannapolis 

Blowe,  Ralph  Boyd,  Sr.,  GP42 JE    6-3010—6    West    4th    St.    Weldon 

Blue.  John  Frederick,  GP53 775-4522—153  N.  Steele  Street   Sanford 

Blythe,  William  Brevard,  132 966-4131— N.  C.  Memorial  Hosp.   Chapel   Hill 

Boatwright,  Robert  S.,  Path44 456-7311— Haywood    County    Hospital Waynesville 

Bogdonoff,  Morton  David,  132 681-0111— Duke    Hospital      Durham 

Boggs,  Lawrence  Kennedy,  IJso 333-1339—1012  Kings  Drive  Charlotte  7 

:Boice,  Edmund  Simpson,   (Life),  S33 GI   2-6181— Park   View   Hospital   Rocky   Mount 

Bolin,  Grover  Cleveland,  Jr.,  R5i WE  4-3171— Box  178     Smithfield 

•Bolin.  Lewis  Bryant,  GPse ST  6-5114— Box  1053  Mt.  Airy 

[Bolon,  Charles  Gordon,  ObGso 333-8889—1012  Kings  Drive Charlotte  7 

;Bolt,  Conway  Anderson,  PHso 283-6124—300  S.  Haynes  Street Monroe 

^Bolus,  Michael,  D92 832-6453—800   St.  Mary's   St.    Raleigh 

-Bond,  Edward  Griffith,  I2i 482-2116— Chowan  Medical  Center  Edenton 

;-Bond,  John  Lawrence,  Jr.,  S97 838-5682— Doctors  Building  North  Wilkesboro 

;Bond,  John  Pennington,   S36 865-2340—155  S.  York  St.  Gastonia 

Bond,  Vernard  Franklin,  Jr.,  134 724-0181—2240  Cloverdale  Ave. Winston-Salem 

^Bonner,  John  Bryan,   (Life),  GP^ WE  8-3501— Main  St.   Aurora 

Bonner,  John  Bryan  Havens,  GP7o 2289 — 224  Carolina  Bldg.   Elizabeth  City 

Bonner,  Merle  Dumont,  Pul  &  A4i 275-7238—1023   N.   Elm    St.    Greensboro 

Bonner,  Octavius  Blanchard,   (Life),  OALR41 888-9052—2032  Westwood High  Point 

Boone,  John  Woodie,  Jr.,  GP42 jE  7-2581 — 442  Jackson  St.   Roanoke  Rapids 

Boone.  William  Waldo,   (Life),  GP32 682-3275—308  Cleveland  St. Durham 

Booth.  J.  H.  R.,  R70 Lemon    Springs 

Borden,  Richard  Winstead,  GP96 RE  4-2504— Box  386  Goldsboro 

-Bos,  John  Fremont,  Patheo FR    7-4411 — Presbyterian    Hospital    Charlotte 

jiBosien,  Marian  Kreider,  Anes75 852-1895 — Box  520  _. Ti-yon 

;Bosien,  William  Riley,  S75 852-1895—100  Jervey  Rd.  Tryon 

';Bosley,  Robert  Johnson,  ALR98 237-2151— Wilson    Clinic        Wilson 

-Bost,  Thomas  Creasy,   (Life),  Sm 375-1769—225  Hawthorne  Lane  Charlotte  4 

Boswell,  John  Iverson,  Jr.,  P32 966-4131— N.  C.  Mem.  Hosp. Chapel  Hill 

Bourgeois-Gavardin,  Michel,  Anes32 286-1231— Watts  Hospital    Durham 

Bowen,  Edwyn  Taylor,  Jr.,  Pd34 723-0555—2240   Cloverdale   Avenue Winston-Salem 

Bowen,  James  Poore,  GP  &   S63 WI  4-1225—117  W.  Main  St. Aberdeen 

Bower,  Joseph  Shelton,  154 568-4931 — Box  12   _   Pink  Hill 

.Bowles,  Francis  Norman,   (Life),  ObG32 682-5515 — Box   8676   Durham 

Bowles,  Richard  Morgan,  Pd23 482-1435—101    Grover    St.    Shelby 

Bowling,  Richard  Franklin,  S23 7-8591— Box  181       Shelby 

Boyarsky,  Saul,  U32 681-0111— Duke  Univ.  Med.  Center Durham 

!'Boyce,  Oren  Douglas,  136 865-3181—406   S.   Chester   St.    Gastonia 

■Boyce,   William   Henry,   S34 722-2943— Bowman  Gray Winston-Salem 

I.- Boyd,  Basil  Manly,  Jr.,  Or«o 376-5686—1822  Brunswick  Ave. Charlotte 

'Boyd,  Joseph  Alston,  Jr.,  R9i GE  8-4144 — 406  Chestnut  St.  Henderson 

Boyd,  Richard  Armistead,  ObG49 873-9086— Davis   Hospital    Statesville 

Boyer,  George  Norman,  Indss 1908  Rolling  Rd.  _   Chapel  Hill 

Boyes,  James  Gordon,  Orss 763-7344—315  N.   17th   St.   Wilmington 

j  Boyette,  Ben  Robert,  Jr.,  ObG96 735-0734—1008   E.   Ash   St.   Goldsboro 

-Boyette,  Dan  P.,  Jr.,  Pd46 332-2833—217   W.   Main  St.   Ahoskie 

j'Boyette,  Edward  Lee,  GP3i Chinquapin 

IBoyles,  Wayne  Francis,   GPis 327-4745— Route  3,  Box  113-B  Hickory 

'Brabson,  John  Anderson,   Sso 333-0611—225    Haw-thorne    Lane    Charlotte 

Bradford,  George  Edwin.  Otol34 PA  2-3542—104  Professional  Bldg Winston-Salem 

Bradford,  Wallace  Brown,  ObGso 332-8579—1509  Elizabeth  Ave. Charlotte  4 

Bradford,  Williamson  Ziegler,  ObG^o 332-8579—1509  Elizabeth  Ave. Charlotte  4 

Bradford,  Williamson  Ziegler,  Jr.,  ObGso 332-8579—1509     Elizabeth     Ave.     Charlotte 

Bradley,  Harold  John,  Jr.,  U4i 1018  N.  Elm  St.  Greensboro 

Bradley,  Harold  John,  Sr.,  U4i BR  4-1203—1018  N.  Elm   St.   Greensboro 

Bradley,  Jeter  Carroll,  OALRn 645-3031— Box  327  Weaverville 

Bradley,   John   David,   Pn AL  2-6381—675  Biltmore  Ave. Asheville 
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Bradshaw,  Howard  Holt,  S^-i PA  5-7251— Bowman  Gray Winston-Saleiri 

Bradshaw,  John  Schwab.  S75 UL  2-1895— Box  Q  Tryon, 

Bradsher,  Arthur  Brown,  S8 Bertie  Co.  Mem.  Hosp.   Windsor|», 

Bradsher,  James  Donald,   GP73 6841— Roxboro  Bldg.     Rcxboro 

Bradsher,  James  Sidney.  Jr.,  (Life),  GP39 2-2296— Box  83       Stovall 

Brady,  Charles  Eldon.  GP63 948-3364— Box  308 Robbins 

Brady.  Walter  Morris.  GPi'i       PA  6-3252— Medical  Arts  Bldg.   Morehead   City 

Brame.  Robert  Griffin.  ObG'-t 725-7581—301  Miller  St. Winston-Salem 

Branaman.  Guy  Hewitt.  Jr..  ObG92 TE   3-7021—1015   Cameron   St.   Raleigh 
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Brandon.  Wesley  Otis,  GPi3 ST    2-7621— South    Union    St.    Concert^  a, CI 

Brannon.  Loyd  Clarence.  P92 834-8666—1330  St.  Mary's  St. Raleigh     '" 

Brantley,  Julian  Chisholm,  Jr.,  ObG33 GI  6-9151—410  Peachtree  Street Rocky  Mount 

Brantley.  Julian  Chisholm.  Sr..  (Life),  GP33 gR  8-5631— Box  518       Spring  HopefiA 

*Brantley,  Juhan  Thweatt,  ObG4i 275-6132—1032  Professional  Village  Greensboro 

Brantley,  Thomas  H..   Ui3    97   North    Union   Street    Concord 

*Brashear.  Harry  Robert,  Jr.,  Or32 966-4131— N.    C.    Memorial    Hosp.    Chapel    Hill 

Brashear.  Ralph  Guy.  GPW  365-7366— South   Main   St.    Wendell 

Braxton.  Doris  Blackwell.  Pdi 227-5775—323   W.   Front   St.   Burlington 

Bray.  Thomas  Latham.    (Life),   GP7 SW   3-4311— Box   576      Plymouth 

*Bream,  Charles  Anthony,  Rn 966-8397— N.  C.  Memorial  Hosp.   Chapel  Hill 

Breeden.  William  Henry,  Pd26 HU  4-3121—1606  Morganton  Rd.  Fayetteville 

Breidenthal.  Ward  Brazelton.  GP  &  Pdfi 898-2545— C.  A.  Cannon  Mem.  Hosp. Banner  Elkfah, 

Brenizer.  Addison  Gorgas.  Jr.,  Sso  375-5005—504  Doctors  Bldg.  Charlotte  7 

Breslin,  Marianne   Sonnenbrodt,  P32 966-8622— N.   C.  Memorial  Hosp.   Chapel   HilJ 

Bressler,   Bernard.   P32 681-0111— Duke  Hospital Durham' 

Brewer,  James  Chester,  Jr.,  GP4i   299-5021—711   Dogwood   Lane    Guilford   Collegcl|;iu  j 

'Brewer,  James  Street.   (Lifei,  GPS2 525-2171 — Box   98  -.      Roseborff 

Brewton.  William   Allan.    (Lifei,  Indll MO  7-1311— P.  O.   Box   158  Enkaji-th  ' 

Brice.  Robert  Samuel.  Jr.,  134     2240   Cloverdale   Ave.   Winston-Salem' 

'Bridger.  Dewey  Herbert.  (Life).  GPs 863-3474     Bladenboro 

Bridgers.  John  David.  Sr..  Pd4i   882-4171—624  Quaker  Lane High  Point 

Bridges.  Dwight  Thomas.   (Life),  GP23 434-2296— Box  8         Lattimore 

Briggs.  Andrew    Gessner,   P32  985-6511— John   Umstead   Hosp.   Butner' 

Briggs,  Henry  Harrison,  Jr.,   Ophii AL   2-3471—416   Doctors   Bldg.      Asheville< 

Brigman,   Paul   Hamer,    GP4i       882-4149—307  Lindsay  St.  High  Point 

Brinkhous.   Kenneth   Merle,   Path32 966-1061— Univ.  of  N.  C.  Chapel  Hill 

'Brinn.  Thomas  Preston.   (Life),  GP2l 426-5524—118  W.  Market  St.   Hertford 

Bristow,  Charles  Oliver.  (Life),  GP77 3236—221  East  Washington  St. Rockingham' 

Britt.  Benjamin  Earl.  Pw  TE  2-7581— Dorthea  Dix  Hospital Raleigh| 

Britt.  Tilman  Carlisle.  Jr..  GP86 786-6153—130    Rawley   Ave.    Mt.    Airy 

'Brittain.  Lowell  Ellis.  GPf>(>   537-6952—1421   Eastway  Drive   Charlotte! 
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Briuks-Cannon.  'Velta  P..  Pd50 586-4031— P.   O.   Box   497    _  Sylva'  >^\ 

Brock.  Julian  Stanley.  R33 MI  4-23225— Western   Hills  Blvd.   Richmond,  'Va,    '"" 

■Brockmann.  Harry  Lyndon.    (Life),   S4i 888-7924—500  Lindsay  St.  High  Point 

-Brockmann.  John  Lyndon.  S4i   883-4315—624  Quaker  Lane  High  Point) 

Bronnen'oerg.  Neel  H..  ObGis 345-3815—1205   North  Center  St.  Hickoryi 

Brooks,  Ernest  Bruce,  134  722-4071—2733  Pilgrim  Ct.  Winston -Salem^ 

Brooks.  Frederick  Philips.  174 PL   2-7133—525   Evans  St.   Greenville; 

*Brooks.  James  Taylor,  m  273-8658—1100  N.  Elm  St.  Greensboroi 

Brooks,  Jean  Bailey,  ObG4l 273-8658—1100  N.  Elm  St.   Greensboroi 

Brooks.  John  Irving.  Jr..  133 212  Thrash  Ave.     Tarboroi 

Brooks.  Martin   Luther.  GP78 521-4221— P.  O.   Box  278   Pembroke' 

'■'Brooks,  Ralph  Edward,   (Life),   Ui  7471—1308  Rainey  St. Burlington 

Brooks.  Ralph  Elbert.  Jr..  U4i 624  Quaker  Lane  -    High  Point 

Brooks.  William  Lester.  Jr..  F*  ED  4-1649—211   Hawthorne  Lane   Charlotte   4 

Brosnan.  Dennis  William.  III.  Ophii 254-0585—86  "Victoria   Rd.   Asheville 

Broughton.  Arthur  Calvin.  Jr..  GP<.'2 832-2953—1110    Wake    Forest   Rd.    Raleigh 

•Broun.  Matthew  Singleton.  (Life),  OALR42 JE  7-4751—606  Roanoke  Ave.  Roanoke  Rapids 

Brown,  Alan  Reid.  R44  627-2211— Midway    Medical    Center    Canton 

Brown.  Charles  WiUiam.  ObG'>ii 333-9852—1530   Elizabeth   Ave.   Charlotte 

Brown,  Ernest  Hyde,  Jr.,  ObG78 739-2846— Box  431  Lumberton 

Brown,  Frank  Reid.  I4i 273-2582—1015    Professional    'Village    Greensboro 

*Brown,   George  W..   GP44 GL   6-6022—102   Brown   Ave.    Hazelwood 

Brown,   Gerald   Joseph.    GP34 377— 2228— Route  1  Rural  Hall 

Brown,  Ivan  Willard.  Jr..  S32 681-0111— Duke  Univ.  Medical  Center  Durham 

Brown.  James  Arthur.  GPso     BR  8-2181— Main  St.,  Box  156  Cleveland 

Brown.  James  Walter.  Jr..  ALRi3 Ardsley   Rd.    Concord 

Brown.    Kermit    English.    ObGn AL    2-8237—506    Platiron   Bldg.    Asheville 

*Brown.  Landis  Gold.  S«         457-2461— P.  O.  Box  428     Southport 

Brown.  William  Moye  Benjamin,  OALR74 pL  2-2061— Box  58  .     Greenville 

'*Brownsberger.  Ethel  May.   (Life),  GPn AL  2-8981—75  Hendersonville  Rd  Biltmore 

'■'Bruce,  James  Crawford.  I4i     BR  5-1045 — 1036  Professional  'Village Greensboro 

Bruce.  William  Henry,  Jr.,  ObG34 723-1005 — New  Walkertown   Rd.   Winston-Salem 
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Brunson,  Edward  Porcher,  S84 YU  2-52H— 120  North  St.  Albemarle 

Bruton,  Charles  Wilson,  GP62 2871— Box    287    Ti-oy 

Bryan,  A.  Hughes,  PH-" 966-1078— Sch.  of  Public  Health Chapel  Hill 

Bryan,  Thomas  Rhudy,  Jr.,  GP97 1444— P.  O.  Box   232   Wilkesboro 

^  —  Bryan.  William  Blair,  Pd60_   JA    3-7232—1630    Mockingbird    Lane    Charlotte 

"■fl Bryant,  William  Franklin,  Jr.,  Pd60 523-7232— 1630  Mockingbird  Lane   __     Charlotte 

'"''f'-Buchanan,  Luther  Thomas,    (Life),  Ret.,   GP77 1013  Lake  Jessie  Drive  Winter  Haven,  Pla. 

Buddington,  Weston  T..   U« 213   S.   Center   St.         Statesville 

Bugg,  Charles  Paulett.  Pd92   TE  2-0587—623  W.  Jones  St.  Raleigh 

'•■Bugg,  Charles  Richard,  (Life),  Pd92 TE  2-0587—627  W.  Jones  St.  Raleigh 

'*<    'Bugg,  Everett  Irving,  Jr.,  OrW 286-1249— Cor.   Broad   and   Englewood  Ave Durham 

*•     Buie,  Roderick  Mark,  Jr.,  141 BR   4-6986—1022    Professional    Village Greensboro 

'^^BBuIla,  Alexander   Chester,    (Life),  Ret.,  PH92 TE   2-5207—1709   Colonial   Rd.   Raleigh 

Bulla,  Jeffeison  Davis,  II,  GPi 115  S.  Maple  St. Graham 

Bullard,  Alton  Lane,  GP34     3075  Kernersville  Rd.  Winston-Salem 

Bullard,  George  Minson,  GPi 563-3161— Mebane  Clinic   Mebane 

Bullard.  Hoke  Vogler,  Jr.,  I9S  237-2151— Wilson  Clinic  Wilson 

■Bullitt.  James  Bell,  (Life),  Ret.,  Path-U 9-2951— Medical  Bldg. Chapel  Hill 

Bullock,  Thurman  Monroe,  Jr.,  GP24   654-2511—722  N.  Brown  St.  Chadbourn 

Bumgarner,  John  Reid,  C4i  BR  5-9586—344  N.  Elm  St.  Greensboro 

Bunce,  Paul  Leslie,  U-'^ 966-4131— N.  C.  Memorial  Hospital Chapel  Hill 

Bunch,  Mary  Elizabeth,  m 669-7276-1021::  Broadway Black  Mountain 

Bundy,  James  B.,  S26 484-1232—1677  Owen  Drive Fayetteville 

Bundy,  William  Lumsden,  197 387— Doctors  Building  N.  Wilkesboro 

Bunn,  David  Glenn,   GP24      642-2016— East  Main  St.  Whiteville 

Bunn,  Justus  J.,    (Life),   GPis HE  6-3703— Box  96     Mt.  Pleasant 

Bunn,   Richard   Wilmot,   Ind.'4 725-7222— Reynolds  Bldg.   Winston-Salem 

'Burch,  William  Hobart,  GP4^ MA  5-3771— Box  67     Bat   Cave 

■Sii     Burdette,  Fred  McPherson,  Jr.,  GP65    GL  7-2721— Box  398     Southport 

enta    'Burleson,  Robert  Joe,  Om 253-7656—283   Biltmore  Ave.   Asheville 

ifl     Burnett,  Charles  Hoyt,  132 966-8472— N.  C.  Memorial  Hospital Chapel  Hill 

*     Burnett,  Thomas  J.  M.,  R6o   377-5246—225    Hawthorne   Lane    Charlotte 

Bi!#Burnette,  Howard  Olsen,  GP76 3312—702  S.  Main  Street Randleman 

Burnev,  Frederic  Arlen,  GP4 217  Woodside  Dr.    Wadesboro 

rBurns^  Joseph  Eugene,   .Life),  GPn ST  2-7221— Cabarrus  Bank  Bldg.  Concord 

f'^Burns,  Margaret  Virginia,  P" AL  4-4249—203  Doctors  Bldg.  Asheville 

Burns,  Stanley  Sherman,  Jr.,  ALRSO 333-0131—106   West   7th   St.   Charlotte 

Burrus,  James  Henry,  ObG23  HU  7-5258—421  W.  Marion  St. Shelby 

Burt,  Richard  Lafayette.   ObG34 725-7251— Bowman    Gray    Winston-Salem 

Burwell,  John  Cole,  Jr.,  ObG4i 274-8740—1026  Professional  Village  Greensboro 

Burwell,  V/alter  Brodie,  I9i_    438-5619—317  Orange  St.   Henderson 

Busby,  George  Francis,  Sso ME  3-1581—901  W.  Henderson  St.  Salisbury 

Busby,   Julian.   GP13 933-2435— Professional  Bldg.  Kannapolis 

Busby,  Julian  Goode,  (Life),  Prso 1600—901  W.  Henderson  St.  Salisbury 

Busby,  Ti-ent,  ObGso ME  3-1581—901  W.  Henderson  St.  Salisbury 

Busse,  Ewald  William,  P32 681-0111— Duke  Univ.  Medical  Center  Durham 

*^#Butler,  Carey  Jones,  ALR26 485-1451—516    Owen   Dr.    Fayetteville 

H»'^    Butler,  Radford  Norman,  134 722-7178—2240  Cloverdale  Ave.   Winston-Salem 

k1»P  Butler,  Raymond  Kenneth,  Sr.,  PH44   456-3542— Haywood   Co.   Health   Dept Waynesville 

Byerly,   Claude  Henry,   GP19     __     SH  2-3222—107  S.  Chatham  Ave. Siler  City 

ail**  Byerly,  Frederick  Lee,  Pul34      PA  4-7431— Veterans  Admn.  Winston-Salem 

iW     Byerly,  James  Hampton,  GP53 775-5932—140  N.  Steele  St.  Sanford 

injlyByerly,  W.  Grimes,  Jr.,  Sis     328-2231—24  2nd  Ave.,  N.  E.  Hickory 

Byrd,   Charles  William,   GP43 892-2137—208  N.  Ellis  Ave.  Dunn 

Byrd,  William  Carey,  Pi2 Broughton  Hospital  Morganton 

Byrnes,  Thomas  Henderson,  Patheo ED  4-6831— Mercy  Hospital Charlotte 

•Byrum,  Clifford  Conwell,  ObG92 TE  3-0140—724  St.   Mary's  St.   Raleigh 

Byrum,  Graham  Vance,  GP42 VA  6-8931— 10th   St.   Prof.  Bldg.   Scotland   Neck 

Caddell,  Hubert  Morris,  GPfi3 WI  4-2514— Box  887   Aberdeen 

Caddell,  Tillie  Horkey,  GPm  4-2514 — Roseland   Rd.,   Box   887    Aberdeen 

Cadmus,  Robert  Randall,  Hosp.  Ad32 966-8773— N.  C.  Memorial  Hospital Chapel  Hill 

Cain,  Frank  Coral.  Jr.,   GP3f. UN    5-8241— New    Hope    Rd.    Gastonia 

Caldwell,  Eston  Robert,  Jr.,  149 TR  3-9086—709  W.  End  Ave. Statesville 

Caldwell,  Jesse,  Jr.,  ObG36 867-6378—114  W.  Tliird  Ave. Gastonia 

Caldwell,    Lawrence    McClure,    GPis 464-1760— East    1st   St.    Newton 

'Caldwell,  Robert  Manfred,  PH86 786-4163—113  Gilmer  St. Mt.  Airy 

Callaway,  Jasper  Lamar,  D32 681-OUl — Duke  Hospital  Durham 

'Callison,  Caroline  Hollingsworth,  PH82 592-6177— Sampson  Co.  Health  Dept.  Clinton 

'Callison,  William  Joseph,  Oni AL  4-2321—108  Doctors  Building   Asheville 

entiSlI  Calvert,  Samuel  James,  146 332-2532—422    Peacock    St.    Ahoskie 

Gambles,  Joshua  Fry  Bullitt,   S"  AL  2-2568—208  Doctors  Bldg. Asheville 

Cameron,  Charles  Metz.  Jr.,  Ed32 966-1185— UNC  Sch.  of  P.  H. Chapel  Hill 

Cameron,    Joseph    Harold,    GP36 865-8436—401   S.  Marietta  St.  Gastonia 
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Camp,  Edward  Hays,   S-m 627-2211— Midway  Med.  Center  Canton 

*Campano,  Manuel  Oswaldo,  Path4l 1600  W.  Cone  Blvd.  Greensboro 

Campbell,  Frank  Highsmith,  S26 485-3111— Highsmlth   Hospital  Fayetteville 

Campbell,  Joseph   Lester,   PH58  .    Wilson 

Campbell,  Paul  Curtis,  Jr.,  D26 485-2431—907    Hay    Street     Fayetteville 

Canaday,  Maurice  Lewis,  GP55 RE   5-5341—317   E.   Main  St.   Lincolnton 

Cannon,  Edward  Gaine,  GPSS 862-4252  Balsam  Grove 

"Cannon,  Eugene  Bolivia,  Pd76 MA  5-4229—143  McArthur  St.  Asheboro 

*CardweIl,  Willard,  m  BR  3-1166—1100  Olive  St. Greensboro 

Carlton,  Romulus  Lee,   (Life),  PH.m 788-6564— Reynolds  Park  Rd. Winston-Salem 

Carmichael,  Dennis  Dickenson,  Pso 333-4523—1850  E.  3rd  St. Charlotte 

Carpenter,  Coy   Cornelius,    (Life),  Ed34 725-7251 — Bowman   Gray   Winston-Salem 

Carpenter,  Harry  Mitten,  Path34 725-7251 — Bowman   Gray    Winston-Salem 

Carpenter,    Kenneth    Carrington,    GPh 754-7861— 104  North  Main  St.   Lenoir 

*Carr,  Chalmers  Rankin,  Or60 FR  6-5686—1822   Brunswick  Ave.   Charlotte 

Carr,  Edward   Sleight,   F» CY  9-5689—3210  Forsyth  Dr.   Greensboro 

Carr,  Henry  James,  Jr.,  isz 592-6114—405    Cooper    Drive    Clinton 

Carrington."  George  Lunsford,  (Life),  Si 228-7853—917   Hermitage   Rd.    Burlington 

"Carroll,  Charles  Fisher,  Jr.,  Pathis  ST  2-2191—126  Beverly  Dr.    Concord 

Carroll,  F.  Murray,  GP24     654-2751—722   N.   Brown   Street   Chadbourn 

Carson,  Jack  Oliver,  GP74  LA  4-4141— 301  West  McCrae  St. Griffon 

Carswell,   Jane   Triplett,    GPH 758-2541—131   W.  Harper   Lenoir 

Carter,  Frances  Bayard,  ObG32 681-0111— Duke    Hospital        ..     Durham 

Carter,  Needham  Battle,  I"  GI  2-6117—1605  W.  Thomas  St. Rocky  Mount 

Carter,  Numa  Richardson,  Jr.,  GP23 HU    7-7540—512    Dixon    Blvd.    Shelby 

*Carter,  Warren  Dallas.  P*''  985-6511 — John  Umstead  Hosp. Butner 

Carver,  Gordon  Malone,  Jr.,   S«  286-1245— 1202  Broad  St.  Durham 

Casstevens,  John  Claude,   (Life),  Hosp.  Ad.34 PA  2-9679—514  Stratford  Rd.,  S.  W.   Winston-Salem 

Castellanos,  Jose  O.,  GP4!  Bo.x  337  Coats 

Castelloe,  Cola,   (Lifei,  GPs PY  4-2149— Bo.x  396 Windsor 

Castelloe,  Thomas  Edison,  Or92 TE    4-2588—600    Wade    Avenue    Raleigh 

Castle,  Robert  Foster,  Pd:i2 209  S.  Hillcrest  Rd.     Chapel  Hill 

Cater,  Clinton  Duncan,   (Life),  ObG4l BR  2-2345—324  Jefferson  Bldg. Greensboro 

Cates,  Banks  Raleigh,  Jr.,  I60 FR   7-4578—1012  Kings   Drive   Charlotte 

Cathell,  Edwin   Jennings,   S29 CH  6-2379—16  West  1st  Ave.  Lexington 

*Cathell,  James  Luther.  PW .   Broughton  Hosp.       . Morganton 

Caughran,  John  Hamilton,  Oreo 344-4641—1500   Elizabeth  Avenue   -    Charlotte 

Causey,   Andrew   Jackson,  OALR4') TR  3-8337—310  N.  Center  St. Statesville 

Cavaliaro,   Joseph   William,   OALRis  464-3053— Catawba  Hosp.       Newton 

Cavener,  Jesse  Lee.  Anes'2  C.M.C.  Hosp.,  Anes.  Dept. 

Vellore,  N.  A.  Dist.       South  India 

Caviness,  Verne  Strudwick,   (Life),  I  &  C92 TE  2-2786—109  N.  Boylan  Ave.  Ra'eigh 

Cayer,  David,   GE34.     725-8326—2240    Cloverdale    Avenue Winston-Salem 

Cekada,  Emil  Bogomir,  1-32  Veterans  Admn.  Hosp.       Columbia,  S.  C. 

Cernugel,   Albert   Peter,   24  347-5270—417    College    St.    Jacksonville 

Chamberlin,   Harrie   Rogers,  Pd32 966-8417— UNC  Sch.  of  Med.  Chapel  Hill 

Chambers,  Robert  Edward,  Pd36 864-2961— New  Hope  Prof.  Bldg.  Gastonia 

Chambers,  Robert  Tillman,  129  3941—400   Randolph   St.    _.   Thomasville 

Chamblee,  Donald  Vance,  GP^o 200  Greenwich  Rd.   ... Charlotte 

Chamblee,    John    Sigma,    PH33 GL  9-3471— Nash  Co.  Health  Center  Nashville 

Chambliss,  John  Randolph,  133 GI  6915 — 404  Peachtree  Street  Rocky  Mount 

♦Chandler,  E.  T.,  GP54  Richlands 

Chandler,  Edgar  Ted.  GPis    328-2261—24  2nd  Ave.,  N.  E.  Hickory 

Chandler,  Weldon  Porter,  GPH 645-6542— Box    458    Weaverville 

•Chapin.  John   Harmon,   GP51 894-4531— Box   428   Benson 

Chaplin,  Charles  Hal.  Pl^ 1012  Kings  Dr.   Charlotte 

Chapman,  Charles  Granger,  Anesso ED  4-6831 — Mercy  Hospital   Charlotte  5 

Chapman,  Edwin  James,  ALRH AL   2-1651—46   Haywood   St.   Asheville 

Chapman,  Jesse  Pugh,  Jr.,  S"   252-7357— Medical  Center  Bldg,  Asheville  | 

Chappell,  James  Anderson,  Pd34 723-7440—138  N.  Hawthorne  Rd.. Winston-Salem  ( 

"Charlton,  John  David,  A4i  BR  5-0441—309  East  Wendover  Ave.   Greensboro  i 

"Chasson,  Albert  Leon,  Path92 828-6211— Rex   Hospital    Raleigh  [ 

Chastain,  Loren  Lee,  GP's     435-6243—106  W.  1st  St.   Cherryville  | 

Cheek,  George  Washington,  Jr.,  S' 228-7853—719  Hermitage  Rd.  Burlington  ' 

Cheek,  John  Merritt,  Jr.,   S32 286-4502—1011    Broad    St.      Durham 

"Cheek,  Kenneth  Maurice,   I4i 888-6929—624   Quaker   Lane   High   Point 

Cheek,  Thomas  Sidney,  pi WE  4-2310—713  Hancock  St. Smithfield 

Cherny,  Walter  Boris,  ObG32 3396- Duke  Hospital       Durham 

tChester,  Pinkey  Jones,   (Life),  OALR63 OX   5-5002— Box   720   Southern   Pines 

Chidester,  Augustus  Benj.,  G45 693-9658—630  5th  Ave..  W.   Hendersonville 

Childers,  Melvin  Davis,  Jr.,  Ophso 1012   Kings   Drive    Charlotte 

Chiles,   Noah  Hampton,   I4i 882-3911—527   North   Main   St.   High    Point 

Chipley,  Patrick  Lincoln,  GPn MO  7-2531— P.  O.  Box   127   Enka 

Chipman,  Sidney  Shaw,  PH32 966-1073— Box   229   Chapel   Hill 

"Present  at  1964  meeting 
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Choate,   Allyn   Blythe,   vo ED   2-5011—1012   Kings   Drive   Charlotte   7 

Choate,  James  Walter,   (Life),  GPSo 127^00  Wallace  Bldg.  Salisbury 

'Christian,  Bernie  Joseph,  GP« BR  5-7665—950  Walker  Ave.   Greensboro 

Chrysler,  Charles  Otis,  GP60 537-5424 — 3894  E.  Independence  Blvd. Charlotte 

Citron,   David   Sanford,   VO 375-1795 — 1900  Brunswick  Ave. Charlotte 

Clapp,  Hubert  Lee,  Gpii 686-3300 — Box    365    -  Swannanoa 

*Clarke,  Badie  Ti-avis,  S98 243-2111 — Carolina  General  Clinic Wilson 

Clark,  DeWitt  Duncan,   (Life),  GP9 2381— Box  725  Clarkton 

Clark,  Douglas  Hendon,  Sn 739-3338— Box    1171    Lumberton 

Clark,  Henry  Toole,  Jr.,  Ed32 933-2198- Box  1370   Chapel  Hill 

Clark,  Lee  Andrew,  Jr.,  Oph98 237-2121— Wilson  Clinic   Wilson 

Clark,  Milton  Stephen,  GP9« RE  4-2073—401  Wachovia  Bank  Bldg.  Goldsboro 

Clark,   Patrick   Francis,   Sn AL  2-5150—401  Doctors  Bldg.   Asheville 

Clarke,  L.  Gordon,  GP79 ME  5-5121—122   Mill  Avenue   Draper 

Clarke.   William   Lowe,   Jr.,    GP18 345-4145—912   Second  St.,   N.   E.    Hickory 

Clarkson,  William  David,  Pi    Alamance  Co.  Mental  Hth.  Clinic Burlington 

Clary,  William  Thomas.  ObG4i 272-5203 — 1029  Professional  Village  Greensboro 

Clay,  Earl   Lewis,  Ret.,   GP39 302  Henderson  St.   Oxford 

'■'Clay,  Thomas  Barger,  Jr.,  GP79 456—300   N.   3rd  Ave.   Mayodan 

'-Clayton,  Eugene  Cook,  GPii 253-7631—806   Public   Service   Bldg.   Asheville 

Clayton,  Milton  Burns,  ALR49 NA  8-4460— 15th  and  K  Sts.,  N.  W., Wash.  5,  D.  C. 

Cleary,  Jim  Ray,   GPse 961-5871— Box  146  East  Bend 

Cleaver.  H.  DeHaven,  S32 286-2191—1007  Broad  St. Durham 

'^Cleek,  Thornton  Ritenour,  GP^s 625-2135—379  S.  Cox  St. Asheboro 

Clement,  James  Edwin,  ObG74 752-4131—1001  E.  4th  St. Greenville 

Cline,  Robert  Seitz,  GP93 257-3661— Graham   St..  Box  707  Warrenton 

Cline,  Wayne  Allen,  Uso ME  3-9441—909  W.  Henderson  St.   Salisbury 

*Clippinger,  Frank  Warren,  Jr.,  Or32 681-0111— Duke    Hosp.    _.    Durham 

Cloninger,   Charles  Edgar,   GPis      464-3821—30  First  Ave.,  E.  Conover 

Cloninger,  Giles  Lathern,  Jr.,  GP77 582-1319— P.  O.  Box  151 Hamlet 

Cloninger,  Kenneth  Lee,  ALRis 464-3053— Box   188   Newton 

Cloninger,  Rowell  Connor,  S23 HU  7-8591— Shelby  Medical  Center Shelby 

'Clutts,  George  Robert,  S^i 275-9554—344  North  Elm  St. Greensboro 

Clyde,  Wallace  Alexander,  Jr.,  Pd32 966-8756— UNC  Sch.  of  Med.  Chapel  Hill 

Cobey,  William  Gray,  Pdeo 375-4453—1346   Durwood   Drive   Charlotte 

Cochcroft,  Roy  Leicester,   GP36 629-2551—115  W.  Penn.  Ave.     Bessemer  City 

•*Cochran.  John  L.,  Jr.,  GP/S  _     625-3152—149  McArthur  St.  Asheboro 

Cochrane,  Fred  Richard,  Jr.,  Pdso ED  4-3031—1012  Kings  Drive  Charlotte 

Codington,  John  Bonnell,  Sf' 763-6289—408  N.  11th  Street  Wilmington 

Codnere,  John  Thomas,  Un 253-4283—675  Biltmore  Ave.  Asheville 

*Coffee,  Archie  T.,  Jr.,  N60 FR  5-5663—1012  Kings  Drive Charlotte 

Coffey,  James  Cecil,  GPSo 270—130  N.  Main  St.  Sahsbury 

"Coffey,  Robert  Tuttle,  GP-ii    BR  2-7408—1601  Cornwallis  Drive Greensboro 

"Cogdell,  David  Melvin,  ObG26   485-1191—911   Hay  St.  Fayetteville 

•■'Coggeshall,  Allan  Bancroft,  Sti BR  4-0664—1025  Madison  Ave.     Greensboro 

Cohen,  Sanford  Irwin,  P32 681-0111— Duke  Univ.  Medical  Center   Durham 

•Coker,   Robert  Ervin,   Jr.,  PH32 966-1185— UNC  Sch.  of  Pubhc  Health Chapel  Hill 

Coker,  Tom  Phillip,   Or34 725-7251 — Bowman    Gray  .    Winston-Salem 

Cole,  Herman  Alphonso,  GPsi WA  2-6394— Main  Street  Clayton 

Cole,  Robert  Hickman,  Anesco  366-0405—1534    Coventry    Road    Charlotte 

Cole,  Walter  Francis,  (Lifei,  Ret.,  Or-ti  299-8084 — 201   E.  Avondale  Dr.   Greensboro 

Cole,  Walter  Franklin,  GP35  _     GY  6-3012— Box  6 Bunn 

Coleman,  Lester  Livingston,  Jr.,   GPis 397-5571— Box    76    Hildebran 

Coley,  Elwood   Brogden,   Pd78__    739-3318—103   W.  27th   Street   Lumberton 

Collawn,  Thomas  Herbert,  Anes^o PR  7-4411 — Presbyterian  Hospital Charlotte 

Collett,    James    Rountree,    Hz     HE  7-0121—222  W.  Union  St.   Morganton 

'^Collings,  Ruth  Mary,  (Life),  GP-ti 272-5791—202  S.  Fremont  Dr. Greensboro 

Collins,  David  Leonard,  Si3 786-1108— Ardsley    Road    Concord 

Collins,  Warren  James,  ObG23 482-2486—105  Grove  St.       Shelby 

*Combs,  Joseph  John,  (Life),  192 TE  2-6252—127  W.  Hargett  St.  Raleigh 

Compton,   John   Wallace,   R96 _   734-1866—500    N.    Herman    St.    Goldsboro 

Conard-Corkey,  Elizabeth  Moon,  PH60 PR  5-8861—1200  Blythe  Blvd. Charlotte 

Connell,  Hewlette  Collier,  GP43 Duke  Univ.  Medical  Center  Durham 

Conner,  Joel  Dewitt,  ObG36 864-6846— Akers  Center Gastonia 

Conrad,    Elizabeth,    Pd34 PA  3-9666—2240   Cloverdale   Ave. Winston-Salem 

'Cook,  Henry  Lillie,  Jr.,   (Life),  OALR41 273-0364—319  Jefferson  Bldg.  Greensboro 

Cook,  Joseph  Lindsay,   (Life),  Ins4i BR  3-9681— Drawer  F-2       Greensboro 

■'Cook,  William  Eugene.  I  &  T26 HE   2-5181— Veterans   Hospital   Fayetteville 

Cooke,  Hershell  Marcus,  GP9S AM  4-3974 — 302  E.  King  St. ..Boone 

Cooke,  Quinton  Edwin,  PH46 2851 — Box   96   Murfreesboro 

Cooke,  Ralph  M.,  GP86 835-3525—121  E.  Main  St.   Elkin 

Coonrad,   Evelyn   Vail,    132 286-4300—1011   Broad  Street  Durham 

Coonrad,  Ralph  W..  Or32 286-1249— Broad  and  Englewood  Sts. Durham 

Cooper,  A.  Derwin,  Pul  &  132 682-8176—300  East  Main  St.  Durham 

Cooper,   Frank  Benton,   OALRSO 633-0676—826  W.  Henderson  St. Sahsbury 
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Cooper.  George  Marion,  Jr.,  ALRW 832-9917—201    Bryan   Bldg.        Raleigh 

Coppedge,  Tliomas  Oliver,   Jr.,   R60 FR  6-5597—325  Hawthorne  Lane Charlotte  4 

Coppridge,  Alton  James,  U^i 286-1297—923    Broad    Street    Durham 

Corbett,  Clarence  Lee,   (Life),  GP^3 892-3434— Broad  St.   Dunn 

Corbett.  James  Patrick,  GPti? EA  6-4334— Box  8   Swansboro 

Corbin,  George  Wesle.v,  Jr..  GP92  EX  5-3018— Box  431   Wake   Forest 

Corcoran,  Edwin  Emmons,  m   252-6641—86   Victoria  Rd.   Asheville 

Cordell.  Alfred   Robert,   S-^^     725-7251— Bowman    Gray    Winston-Salem 

Cornwell.  Abner  Milton,   (Lifel,  S55 RE  5-7421— Box  507  Lincolnton 

Corpening,  Albert  Newton.  GP'i     395-3868— P.  O.  Box   158     Youngsville 

Corpening.  Joseph  Durham.  Pdsu 636-5576—720   Grove   St.     Salisbury 

Corpening.  Oscar  J.,   iLife),  GPn 396-4561—6  Park  Place   Granite  Falls 

Corpening,  William  Nye.  GPH -EX  6-4561—6  North  Main  Street  _  Granite  Falls 

Correll,  Earl  Eugene.  GPH        WE  3-8696— Kannapolis  Med.  Clinic Kannapolis 

-Cosgrove.  Kenneth  Edward,  I-t5___    942-1691—510  7th  Avenue.  W.  Hendersonville 

Costner.  Walter  Vance.   (Life),  GP55 735-5341— Box  408       Lincolnton 

Coughlin,  J.  Desmond,   Un     AL  3-5314—309  Doctors  Bldg.  Asheville 

Council.  Albert  Barbee.  Jr.,  GP??    MA  3-2657— Boulevard   Leaksville 

Couturier.  Maurice  George,  Sr..  ObGss Leaksville 

Covington,  Alpheus  McCullen,  S"  TW   5-5211—303   Leak   Street  Rockingham 

Covington.   Furman    Payne.   GP3_ 3028—2   Salem   St.  Thomasville 

Covington.  James  Madison,  Jr.,  H      -        .694-3500— 148  E.  Morgan  St. Wadesboro 

Covington.  John  Malloy  Clayton,  OALR12 JE  7-2045—201   Jackson  St.   Roanoke   Rapids 

Covington.  M.  Cade,  GP^^     " 776-1412—212  W.  Main  St.  Sanford 

Cox,  Alexander  McNeil,  GP79 548-2201—200  N.  Main  St.    Madison 

Cox,  Clair  E.,  II.  U-M Bowman  Gray  Winston-Salem 

Cox,  George  Franklin.  Jr..   GP24 Box  67  Pair  Bluff 

Cox,  Samuel  Clements.  G¥<7  346-3852—237  New  River  Drive Jacksonville 

Cox.  William  Poscue.  I  i^  PA    3-7181—2240    Cloverdale    Ave.    Winston-Salem 

Coxe.  Joseph  Wentworth.  Pn 254-0659—15  Greenleaf  Circle  Asheville 

Cozart.  Samuel  Rogers.   (Life),  GP-ii 272-4322—122  S.  Greene  St. Greensboro 

Cozart.  Wiley  Holt.   GP''2  MU  7-2266-112   Raleigh  St.   Fuquay   Springs 

Craig.  Robert  Lawrance,  PNn  253-2761— Highland    Hospital    Asheville 

Craig.  S.vlvester  Douglas,   (Life),  1^4 PA  4-8012— P.  O.  Box  1950  Winston-Salem 

-Craig.  WiUiam  Kenneth,  GP« 445-2921— Box   248  Enfield 

Craige.  Ernest,  d^ 966-4131— N.  C.  Memorial  Hospital  Chapel  Hill 

Cramblett,  Henry  Gaylord,  Pd34 17th  St.  at  Livingston  Park  Columbus.  Ohio 

Crandell.  Daniel  LeRoy.  Anes34 725-7251— N.  C.  Baptist  Hospital   Winston-Salem 

Crane.  George  Levering.  I«     286-9087—1200   Broad   St.    Durham 

Crane,  George  William,  Jr..  DJ2 286-7903—1200    Broad    Street    Durham 

Cranford.  Harold  Davis,  Oph29 CH  6-5734—21  West  Third  St.  Lexington 

Cranz.  Oscar  William.  S=i4  JA  3-2122— Kinston  Clinic   Kinston 

Craven.  Frederick  Thorns,  GPh   782-4811—11  Cannon  Building  Concord 

*Craven,  Jean  Davidson.  Pd» 246-2545—19  W.  3rd  Avenue  Lexington 

Craven.  Thomas.  Jr..  Or65 763-7345—315  N,  17th  St.  Wilmington 

Crawford.  Robert  Orr,  Jr.,  GPis      __  .. 459-7324— Main  Street  Claremont 

Crawford.  WiUiam  Jennings.    (Life),   GP96 RE  4-1968—1500  E.  Ash  St.  Goldsboro 

Crawley.  Sam  Jones.  Jr.,  GP23         HE  4-2281— Box  279     Boiling  Springs 

Creadick.  Robert  Nowell.  ObG'^     681-0111— Duke  Hospital  Durham 

Creech.   Lemuel   Underwood.    GP4i 888-5675—138  Church  St.   High  Point 

Creed.  Donald  Lamonte,  Path36 864-2661— Gaston   Mem.   Hosp.   Gastonia 

Creed.  George  Otis.  GP"       276-0421—420  Biggs  St.  Laurinburg 

Crescenzo.   Victor  Michael,   179 349-5536—403    W.    Harrison    St.    ReidsviUe 

*Crissman,  Clinton  Samuel,  GPl       227-7496— Route   3  Graham 

Cromartie,  Robert  Samuel,   (Life),  Ret.,  PH9 Health  Department  Elizabethtown 

Cromartie.  William  James.  I«        966-1202- UNC  Sch.  of  Medicine Chapel  Hill 

Cronland.  Murphy  Alan,  GP'5 RE  5-5341—317  E.  Main  St.  Lincolnton 

Crook,  John  Allen.  Jr.,  S"9 1108  Green  St.  ReidsviUe 

*Croom.  Arthur  Bascom.  R4i 882-4915—624  Quaker  Lane  High  Point 

*Croom,  Robert  DeVane,  Jr..  GP78 844-3121— Box    597    Maxton 

Crosby.  James  Foster,  Pd(io  Norfolk  Gen.  Hosp.   Norfolk,  Va. 

-Crosby.  Lewis  Pearce.  GP?''  349-9365— Box  210   ReidsviUe 

Crosland.  David   BaUey.   ObGis ST  2-4152—197  Lake  Concord  Rd.  Concord 

Cross.  Almon  Rufus.  dbG4l 888-5404—624  Quaker  Lane  High  Point 

Cross.  Robert  V..  ObG4i ---  -     888-5404—624  Quaker  Lane  High  Point 

Crouch.  Auley  McRae.  Sr..    (Lifei,  Ret.,  PdfiS ro  2-3619—520  Dock  St.     Wilmington 

Crouch.  Auley  McRae,  Jr..  Pd'^       -   RO  3-5147—1002  Grace  St. Wilmington 

-Crouch.  Robert   Perry.   S"    -  -   -252-7357— Center  Medical  Bldg.  Asheville 

Crouch.  Thomas  Daiton.    (Lifei.  Ret.,  GP2       -    JU  5-6512— Box  97  Stony  Point 

Crouch,  Walter  Lee.  Pdn^-  RO  3-5147—1002  Grace  St. Wilmington 

Crow.  John  Buren.  GPi'  487-7052— Box   25        Earl 

Crow.  Samuel  Leslie.  (Life).  I  &  CH 110  W.  Doctors  Bldg.  AsheviUe 

«CroweU.  Gordon  Cameron.   155 RE  5-7421—816  S.  Aspen  St.   Lincolnton 

"CroweU,   James   Allen.   ObG'.u ED  4-5531—1350  Kings  Drive     Charlotte  2 
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'-Crowell,  Lester  Avant,  Jr.,  155 RE  5-7421 — Crowell  Hosp.  Lincolnton 

Grumpier,  Amos  Gllmore,  GFM 687-4555 — Box  128  Fuquay  Springs 

Grumpier,  James  Fulton,  Pd33 442-1523—414   Peachtree    St.      Rocky   Mount 

Grumpier,  Paul,  (Life),  GP82 LY   2-2636—401   Lafayette   St.    Clinton 

Grumpier,  Warren  Harding.  GPcs OL  8-2513— Box  548  Mt.  Olive 

Grutchfield,  Andrew  Jackson,  Im  PA  5-5669—2240  Cloverdale  Avenue Winston-Salem 

Gubberley,  Gharles  Lamb,  Jr.,  GPss 243-2652— Gold    Professional    Bldg.    Wilson 

Gulbreth,   George   Gordon,   NSeo ED  3-9363—225  Hawthorne  Lane  Gharlotte 

Gulton,  Julian  G.,  Opheo ED  3-0131—106  W.  7th  St.   Gharlotte 

Cummings,   Charles  Emmett,  DU 252-5676—307  Doctors  Bldg.  Asheville 

Gurlee,  Lewis  E.,  Oru    ST  2-3525—103  Country  Club  Drive Concord 

Currie,  Daniel  Smith,  Sr.,  (Life),  GP26 UL  8-3475— Box   108   Parkton 

«Gurrie,  Daniel  Smith,  Jr.,  OALR26 485-4212—111    Bradford   Ave.   Fayetteville 

Currin,  Robert  Graves,  Pd9i GE  8-3733—519  Chestnut  St.  Hederson 

Curry,  Clayton  S.,  ObGso FR   6-5698—1309   Plaza     Gharlotte 

*Curtis,  Thomas  Edwin,  PJ2 966-8622— N.  C.  Memorial  Hospital Chapel  Hill 

Cushman,  Robert  Gale,  lis      _     328-1779—24   2nd  Avenue,  N.   E.  Hickory 

'Cutchin,  Joseph  Henry,  Sr.,   (Life),  GPa GE  7-4721— Box  105  Whitakers 

"Cutchin,  Joseph  Henry,  Jr.,  GPis CH  1-3401  SherriUs  Ford 

Cutri,  Joseph  John,  P3-i 725-7251— Bowman    Gray   Winston-Salem 

Dale,  Frederick  Payne,  S54  JA  3-2122— Kinston  Clinic  Kinston 

Dale,  Grover  Cleveland,   (Life),  GPse RE  4-1653— Wachovia  Bank  Bldg. Goldsboro 

Dalton,  Bennie  Booker,  GP'S MA  5-3152—149  McArthur  St. Asheboro 

Dalton,  Horace  Milton,   Oph54 JA  3-2649— Kinston  Clinic  Kinston 

tDalton,  William  B.,  Sii 4217  Henderson  Road Greensboro 

Daly,  Roswald  Bernard,  GP53 Box  108  Broadway 

Dame,  Robert  Lowell,  S-i? 873-9086—709  West  End  Avenue  Statesville 

Dameron,  Joseph  Thomas,  Sso    636-4936—302  Wallace  Bldg.   Salisbury 

*Dameron,  Thomas  Barker,  Jr.,  OrM TE  4-2588—600  Wade  Ave.  _    Raleigh 

Daniel,  Crowell  Turner,  Jr.,  ObGze HU   4-6474—1641    Owen   Drive    Fayetteville 

Daniel,  Louie  Samuel,   GP39   3020—1001   College  Street   _.     Oxford 

Daniel,  Louis  Broaddus,  Jr.,  Orfis 295-5211— Pinehurst    Surgical    Clinic    Pinehurst 

Daniel,  Roy  David,  Pd50 586-2912— Eastgate      Sylva 

Daniel,  Thomas  Brantley,  U92 834-4391—700  W.  Morgan  St.  Raleigh 

Daniel,  Thomas  Manning,  Pdsi 934-7123-501   Selma  Rd.  Smithfield 

Daniel,  Walter  Eugene,  U60  376-2767—803  Doctors  Building  Charlotte 

Daniels,   Robert   Edward,   GPn AL   2-8471—947   Haywood   Rd.    Asheville 

Darden,  James  Lee,  Jr.,  GP-w 332-3548—707  E.  Memorial  Drive  Ahoskie 

Darrow,  Daniel  Gady,  Pd65  ___   757  George  Ti-ask  Dr.   _       Wilmington 

Daughtridge,  Griffin  Caswell,  R43 892-7161— Betsy  Johnson  Mem.  Hosp.   Dunn 

Davant,  Charles,  Jr.,  GP95 295-2121— Blowing  Rock  Hosp.  Blowing  Rock 

Davenport,   Clifton,   GP63 520  S.  W.  Broad  St.      Southern  Pines 

Davidian,  Vartan  Ambar,  S5i WE   4-2105—713   Hancock   St.    Smithfield 

'Davidson,  Alan,  Oph25 ME  7-4183— Box  1313 New  Bern 

Davidson,   James   Hubert,  132 682-5341—604  W.  Chapel  Hill  St. Durham 

*Davis,  Arthur  E..  Jr..  Path92  Rex   Hosp.    Raleigh 

*Davis,  Courtland  Harwell,  Jr.,  NS34 725-7251— Bowman  Gray  Winston-Salem 

Davis,  Daniel  Whitaker,  GP4 .694-2129—508  Morven  Road  Wadesboro 

Davis,  David  A.,  Anes32 966-8703— N.  C.  Memorial  Hospital Chapel  Hill 

Davis,  Donald   Fales,   Pss    237-2239—505   Monticello    .  Wilson 

Davis,  Dwight  Groome.  Jr.,  S92  834-8272—1110  Wake  Forest  Rd.   Raleigh 

"Davis,  James  Evans,  S32 286-8331—1200    Broad    St.    Durham 

Davis,  Jefferson,  ALR36 867-6441— Medical  Bldg.  Gastonia 

Davis,  John  Preston,  134 724-0571— Box  3199      Winston-Salem 

Davis,  John  Woodrow,  GPis 328-2231—22   Second   Ave.,  N.  E.   Hickory 

Davis,  Philip  Bibb,   (Life),  S4i 888-5873—442  N.  Wrenn  St.       High  Point 

Davis,  Rachel  Darden,  G54  ___  JA  3-4342—111  E.  Gordon  St.  Kinston 

*Davis,  Richard  Boyd,  (Life),  S4i 272-4510—122  S.  Greene  St. Greensboro 

Davis,  Robert  Lee,  4  603  Camden  Rd.  Wadesboro 

Davis,   Rufus  Jackson,   GP36 VA  4-1321— Box  317  .    .  Cramerton 

Davis,  Wayne  Edward,  U34  PA  4-3647—98  Professional   Building Winston-Salem 

Davis,  William  Alexander,  Jr.,  GPso  892-3801— Box   146   Cornelius 

Davis,  William  Hersey,  Jr.,  Pd34     723-1686—301  Miller  St.  Winston-Salem 

Davison,   Wilburt   Cornell,    (Life),   Pd32 -681-0111— Duke  Univ.  Med.  Center Durham 

Dawson,  Jack   Alexander,   GP97 838-2241— 8th  St. N.  Wilkesboro 

'Dawson,  James  Nelson,  GP  &  Ind24 655-2534 — Box   68    Riegehvood 

Dawson,  William  Sidney,  Jr.,  GP96 242-7591— Box  708  Fremont 

Dayton,  John  Thomas,  GP60 537-5424—3894   E.  Independence  Blvd.   Charlotte    5 

Deaton,  Hugo  Leroy,  Sis 641   4th  St.,   N.   E.    Hickory 

*Deaton,   Paul  McNeely,   GP49 873-7253—766  Hartness  Rd.  _    Statesville 

'Deaton,   Pleasant  Paul,   S12  TR  4-2152— Vaidese  Gen.  Hosp.       Valdese 

'"Deaton,  W.  Ralph.   Jr.,   S4i   275-5318—1027   Professional  Village   Greensboro 

DeCamp,   Allen   Ledyard,   ObGfiO 375-8628— Box    4294    Charlotte 

Deeds,  Charles  Ross,  Pr45 OX  3-7335— 5th  at  Oak  Hendersonville 
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Dees.  John  Essary,  U32 681-0111— Duke  Hospital  Durham 

Dees,  John  T\-lei-.  GPfn     .259-2161— Box  815         Burgaw 

Dees,  Susan  Coons,  Pd« 681-0111— Duke  Hospital  Durham 

de  la  Torre.  Ernesto  Esteban,  NS34 PA  3-4412—1900  S.  Hawthorne  Rd. Winston-Salem 

Dellinger,  Clvde  James,  GPi2  Box    207    Drexel 

Denny,  Floyd  Wolfe,  Jr.,  Pd« 966-8427— UNC  Sch.  of  Med.   Chapel  Hill 

Dent,' Sara  Jamison.  AnesJ^      681-0111— Duke  Univ.  Med.  Center Durham 

Desrosiers,  Norman  Alfred,  GP39 985-6770—104  Westbrook  Dr.       Butner 

"DeStefano,  Neil  Michael,  8^9   349-8484—406  Piedmont   St,   Reidsville 

DeWalt,   Joseph    Leo,    I'^      Iris  Lane        Chapel  Hill 

Dewar,  William  Banks,    (Life),  192 TE   2-9883—930   Vance   Street   Raleigh 

Dewees,  Philip  Ernest,  GP^^"  JU    6-4116— Eastgate  Sylva 

DeWolfe,  Philip  William,  Sy>   MA  3-2178— P.  O.  Box  112  Leaksville 

Deyton,  Robert  G..  Jr..  ObG74 PL  2-4131—1001   E.  4th.   Greenville 

Diab,    Albert    Joseph,    V^     TE  3-4007—1919  Wade  Ave. Raleigh 

Dick,  Frederick  William,  1«  873-7792—760  Hartness  Rd.  Statesville 

Dick  Macdonald,  132 681-0111— Duke    Hospital    Durham 

Dickerson,  Andrew  Jackson,  S44 456-3301—1600  N.  Main  St.  Waynesville 

Dickie,  James  W.,  S«  762-2424—509    Princess   St.    _.-   Wilmington 

TDickin'son,  Kenneth  D.,  ObG«     TE  2-6560—1316  Canterbury  Rd.  Raleigh 

Dickson,  Albert  Pickett,  III.  GPS 733-4377— Mitchell  St..  Box  217 Newland 

Dickson,  Brice  Templeton,  Jr.,  136 UN  7-6196—1418  York  Rd.   Gastonia 

Dickson,  Griggs  Cameron.  Pd60 333-7501—1850  E.  3rd  St.   Charlotte 

^Dickson.  Malcolm  Shields.   (Life),  GPl CA   6-2152—132   Lexington  Ave.   Burlington 

Dillard    Sam  Booker,  D'>(i       333-8811-321   Doctors  Bldg,   Charlotte  7 

■DiRienzo,  Vincent  Lawrence,  S77 895-5213—232   E.   Franklin   St.   Rockingham 

Disosway,  Lulu  M.,  ObG^s 637-5194— Good  Shepherd  Hosp, New  Bern 

Dixon,  John  Elliott,  GP74     215  E.  2nd  St.  Ayden 

Dobias,  Stephen  Glenn,  GP59 668-4343— Route  2.  Box  60  Old  Fort 

Dodd    Patracia.   Sii   254-8166— 211  Doctors  Bldg.  AsheviUe 

=Doerr    John  Charles.  Anes,''2  834-5633—621  W.  Jones  St.         Raleigh 

■  Doff ermyre,  Luther  Randolph,  GP43 892-2137—208    North    Ellis    Ave.    Dunn 

Donald.  William  Blanton.  Jr.,  OphHl 882-1717—624  Quaker  Lane  High  Point 

■Donnelly    James  Ford,  ObG"2  829-7791— State    Board    of    Health    Raleigh 

Donner"  Paul  Garlrell,  P''"         .375-4405— 2201  Randolph  Rd.      Charlotte  7 

Dorenbusch,  Alfred  A..  ALR""  ED   3-0131—106   W.   7th   St.      Charlotte 

Dorman,  Bruce  Hugh,  OrM  RO  3-7344—315  N.  17th  St.     Wilmington 

Dorsett,  Fletcher  I.,  Ih  PA  3-5732—2020  Hollyrood  St Winston-Salem 

Dorsett    John  Dew(;y    Jr     I^i    334-1649—211  Hawthorne  Lane Charlotte  4 

■Dottere'r,  Elizabeth  James.   G53    775-4319—118  Hawkins  Ave.  Sanford 

Dotterer,  John  Emanuel,  ObG53 775-4319— 118  Hawkins  Ave.  Sanford 

Dougherty.  Raymond  Joseph,  GP63   OX  2-6021-Grove  Rd.,  Box  1003  Southern  Pines 

Douglas,  JohnMunroe,  If.o       ED  3-0125—1012  Kings  Drive  Charlotte 

Douglass,  Donald  Perry.   S4i   883-2217— 110  Church  St.     High  Point 

Dovenmuehle,  Robert  H.,  P32    .681-0111— Duke  Hospital  Durham 

Downie    Allan  Watson    Ni2       942-3336— N.  C.  Memorial  Hospital  Chapel  Hill 

Downs,  Kenneth  Ray,  GP'."         332-4412-1617  E.  5th  St.  Charlotte  4 

Downs    Posey  Edgar    Jr.,  ObGiiO 333-9852—1530  Elizabeth  Ave. Charlotte 

'Doyle  bwenWilliam   Pv4i  :?72-0636— 1013   Professional  Village  Greensboro 

DoVle'  Raymond  Thomas,  Vi       442-5121—144  Coast  Line  St. Rocky  Mount 

Drake    Benjamin   Michael,   PH36 864-4331—615    N.    Highland    St.    Gastonia 

Drake    David   Ewing.   GP2'.  485-3551—907    Hay    St.  Fayetteville 

Drew.  John   Edwin,  GP'*       -     .    TA  7-5231-P.  O.  Box   176         Macclesfield 

'Drummond.  Charles  Max,  Anes34 725-7261— N.  C.  Baptist  Hosp.       Wmston-Salem 

Drummond    Jack  N     GPW 689-2222 —Grantham  Medical  Clinic Goldsboro 

Duck,  Walter  Otis,  (GP57     2581— Drawer  517   Mars   Hill 

'Duckett,   Charles   Howard,   GP44     627-2211— Midway  Clinic   Canton 

Dudley,  Charles  Council,  GPSfi  835-2532-813   N.    Bridge    St.    Elkin 

Duffy"  Charles   12^  ME  7-2077—607   Pollock   St.   New   Bern 

Dugan    Michael  Joseph,  GPi9 742-2826—10  Beaver  St.     Siler  City 

Du°°er    Gordon  Shelton.  NS32 966-4131— N.  C.  Memorial  Hospital Chapel  Hill 

'Duhn    Thomas  Leroy    GP"ii       .     366-5002— 200  Greenwich  Road Charlotte 

Duncan    Margareta  "johnson.   GP43 892-2151—306    West    Edgerton    Street    Dunn 

Duncan,  Orville  J.,  GP^4  422-3665— Badin  Clinic  Badin 

Duncan   Stacy  Allen,  Jr..  GP43     892-2151—306    West    Edgerton    Street    Dunn 

Duncan,  Stacy  Allen,  Sr..   (Life),  GP51 894-3316— Box   336      Benson 

Dunlap    Jack'Erwvn,  Or78         .   .      739-3338— Medical  Arts  Bldg,  Lumberton 

Dunlap'  Lucius  Victor.    (Life),   GP84 128  West  Main  Street  Albemarle 

■»Dunn,  James  Ralph.  Jr..  S«  823-2105-Tarboro    Clinic    Tarboro 

Dunn   Presley  Zacharv.  Jr..  Pd49  872-2724-942  Davie  Ave. Statesville 

■Dunn   Richard  Berrv,'obG4i  272-3103-1014  North  Elm  St, Greensboro 

Dunning    Everett  Jackson.  S^n        334-7204-1012  Kings  Drive Charlotte  7 

Dunnin°     Preston   Markham.   Ind54 JA  7-0111— E.  I.  duPont  deNemours  Co..  Inc Kinston 

*Durhani,  Carey  Winston,  GP  &   S4i BR  2-6236—330  Southeastern  Bldg.        Greensboro 
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Durham,  Thomas  Garrison,  GP23 739-5456— Box  832  Kings  Mountain 

Durr,  Walter  J.,  S'O 586-4117— Ferguson  Bldg. Sylva 

Dyer,  David  Patterson,  Pd44 GL  6-9042— Medical  Bldg.  Waynesville 

Dyer,  John  Wesley,   (Life),  GPli 882-6636—134  Old  Mill  Rd.  High  Point 

Dyer,  Robert  Kent,  t^s 101  W.  27th  St.  __. Lumberton 

Dysart,  George  Barton,   GPss 883-3191—202  S.  Caldwell  St.   _.  Brevard 

Eagle,  Watt  Weems,  ALRj: 681-0111— Duke  Hospital  Durham 

Eagles,  Archie   Yelverton,   146 332-2286—407  Colony  Ave. Ahoskie 

Eaker,  Ralph   Gerald,   V^-i 482-1076— Box    21        Shelby 

tEarle,  Jesse  Burns,  GPis SH  2-2012—128  S.  Chatham  Ave.  Siler  City 

Early,  Ira  Gordon,  Ih 722-6010—2240    Cloverdale    Avenue    Winston-Salem 

Earp,  Raymond  Elmore,  Ret.,  S'l 2103 — Brookhill    Farms    Selma 

Easley,   Eleanor   Beamer,   ObG« 286-1258— 1821  Green  St. Durham 

Easom,  Herman  Franklin,   (Lifei,  Pul^s 237-1121— Eastern   N.   C.   Sanatorium.   .   Wilson 

Easterling,  William  Ewart,  Jr.,  ObG'^ UNC  Sch.  of  Med. Chapel  Hill 

Eastwood,  Frederick  Thomas,  Pdw 832-3760—2029  Clark  Ave.  Raleigh 

Eaves,  Rupert   Spencer,   GPsi AT  7-4233—501  N.  Main  St. Rutherfordton 

'Eckbert,   William   Fox,   GP'c  824-1321— Box    317  Cramerton 

Eckerson,  Charles  Neil,  GF62 3271— Bank    of    Montgomery    Bldg.    Troy 

*Eckley.  George  Morgan,  Jr.,  149 873-9086—709    W.   End    Ave.    -   Statesville 

Eddinger,  Charles  Frederick.  GPSO ME  6-1720—117  5th  Street  Spencer 

Eddins,  George  Edgar,  Jr.,  184    ... 982-3316—214    E.    North    St.    Albemarle 

Edgerton,   Glenn  Souders,   ObG60 376-6533—1012    Kings    Drive    Charlotte    7 

'Edmondson,  Frank,  Jr.,  GP'S  625-2425—167  McArthur  St.   Asheboro 

Edmondson,  Richard  Edward,  Anes36 864-1461—2549  Pinewood  Rd. Gastonia 

Edwards,  Charles  Daniel,  S? WH  6-4207—418  E.   12th   St.   Washington 

Edwards,   Eugene   A.,   ObG"5 9-6158— Box   778    Tryon 

tEdwards,  Forest  D.,   (Life),  Ret.,  Ob55 9561— Route  3   Lawndale 

Edwards,  George  Sadler,  Or"! Box  12032  Raleigh 

Edwards,  James  Ronald,  GP74 PL  6-9061—121   Power  St.  Ayden 

Edwards,  Vertie  Edward,   (Life),  GP4i MI  3-3746— Box  801   Stokesdale 

Egerton,  Courtney  David,  ObG92 834-7386—714  St.  Mary's  St.  Raleigh 

Eldridge,  Charles  Patterson,  (Life),  Ret.,  192  ^_     __     __  832-5382—1621    St.   Mary's    St.    Raleigh 

Eldridge,  Harvey  Allen,  OALR43 892-3421— Box  205   ,    -    Dunn 

Elesha,  William,   S34 724-2751—1900  S.  Hawthorne  Rd. Winston-Salem 

*Elfmon,  Samuel  Leon,  126 HE  2-3079—225  Green  St.  Payetteville 

*Eller,  Luke  Branson,  GP"6     .     665-2267— Box    8    -    Liberty 

*Ellington,  Amzi  Jefferson,  Jr.,  ObGi    .         _     _       .226-2423— Medical  Village  Burlington 

'■'Ellington,  Amzi  Jefferson,  Sr.,  (Life),  OALRi_ 226-1922— Box  108  Burlington 

Ellington,  Robert   Norwood,   ObGi 1610  'Vaughn  Rd.  __         -   --  Burlington 

*Ellinwood,  Everett  Hews,  PH-ti 273-9426—300  E.  Northwood  St. Greensboro 

Elliott,  Avon  Hall,  (Life),  Ret.,  PH65 .RO  2-2527—607  Colonial  Drive  Wilmington 

Elliott.  James  Francis.  Sr.,  P39 985-6581— Murdoch    Center    .   Butner 

Elliott,  John  Palmer,  GP"9  MA  3-8813—400  'Van  Buren  Rd.   Leaksville 

Elliott,  Joseph  Alexander,  Jr.,  Dso 334-4709—1012  Kings  Drive  Charlotte  7 

Elliott,  Julian  Carr,  (Life),  GP  &  S39 .3538— Box    315        _     _    Oxford 

Elliott,  William  McBrayer.  GPSl .245-4208—8   S.    Broadway         Forest    City 

Ellis,  Robert  Gardner,  S"9 MA  3-8151—1  Hoovan  Buren  Rd. Leaksville 

''Elrod,  Inez  Willoughby,  CP60 FR   6-1661—2425   Park   Rd.    Charlotte    3 

England,  Bobby  Flay,  GPsi Charlotte  Rd.        __   _    Forest   City 

•'Epple,  Kenneth  Hall,  P4i 1018  Prof.  'Village  Greensboro 

Erb,  Norris  Scribner,  U80 633-9441—909    W.   Henderson   St.    Salisbury 

Erdman,  Lawrence  Huntington,  S25 ME  7-4127—1402  Rhem  Ave.   New  Bern 

Ernst,  Henry  Edwin,  GPn_     782-7321—63    S.   Church    St.        Concord 

Ervin,   John   Witherspoon,    S12 HE  7-0221— Broughton  Hospital Morganton 

Erwin,  Evan  Alexander,  Jr.,  RS3 ,276-2121— Scotland    Co.    Mem.    Hosp.    Laurinburg 

Epsey,   Dan,   Jr.,   GPis 327-4453-24   2nd  Ave.,   N.   E.    -    Hickory 

''Estes,  Edward  Harvey,  Jr.,  132 681-0111— Duke  Hospital  _   Durham 

Etherington,   John  Lawrence,   OALR96 RE  5-3701—910  Wachovia  Bank  Bldg.  Goldsboro 

Eubanks,  William  Malcolm,  Jr.,   ObGeo JA  3-7768—4126  Park  Road   Charlotte 

Evans.  Otis  Druell,  Jr.,  ObG23 482-2486—105    Grover    St.    Shelby 

Everhart,  Carlton  Dhu,   GP86  786-6176—1301   W.  Pine  St.   Mount  Airy 

Ewers,  Edwin  Patterson,   GP31 432—105   E.   Hill   St.    _  Warsaw 

Ewing.  John  Alexander,  P32      966-8447— N.  C.  Memorial  Hospital Chapel  Hill 

•Eyerman,  Melvin  Frederick,  PH43 893-3425— Box    36     Lillington 

Fagan,  Harry,  Jr.,  192 TE  3-0833—2017  Clark  Ave.      Raleigh 

Fail,  Philip  Jackson,  i4 CY  5-2121— Chestnut  Drive        Blowing  Rock 

*Faison,  Elias  Samson,  Iso 376-4852—1012  Kings  Drive       Charlotte 

Faison,  Yates  Wellington,  (Life),  Pd60  1018    Queens    Rd.    Charlotte 

Fales,  Robert  Martin,  S65 RO  2-8490—913  Murchison  Bldg. Wilmington 

Falls,  Fred,   GP23 7-9561—809  N.  Lafayette  St.  Shelby 

Falvo,  Samuel  Catanzaro,  S45 OX  3-9566—511  6th  Ave.,  W. Hendersonville 

Farley,  William  Winfree,  Pd92 TE  3-3689—903  W.  Peace  St.  Raleigh 

Farmer,  John  Lovelace,  Jr.,  D92 828-0288—210  Bryan  Bldg. Raleigh 

Farmer,  Thomas  Albert,  Jr.,  198 237-2151— Wilson  Clinic  Wilson 

♦Present  at  1964  meeting 
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Farmer,  Thomas  Wohlsen,  N32 966-8466— UNC  Sch.  ot  Med. Chapel  Hill 

Farmer,  William  Anderson,   S26  HU  4-0101—1617  Owen  Drive Fayetteville 

"Farmer,  William  Dempsey,  OALR41 272-4724 — 1014  Professional  Village Greensboro 

Farmer,   Woodard   Eason!   in   752-7739—7    McGeachy    Bldg.    Biltmore 

tFassett,  Burton  Watson,   (Life),  OALR32 383-9861— N.   C.   National   Bank  Bldg.   Durham 

Faulk,  James  Grady,  S'm 283-6314— Box  496         Monroe 

Fearing,  Isaiah.   (Life),  Ret.,  GP7o 2384—203  W.  Main  St.  Elizabeth  City 

Fearrington,  Eric,  V*   752-3185 — 2    Medical    Pavilion    Greenville 

*Feezor,  Charles  Noel,  GPso 636-0827—729  Barker  St.  Salisbury 

Feichter,  Ralph  Norbert,  144 Box  923  Waynesville 

Feldman,  Leon  Henry,  m 252-7218—20  Battery  Park  Ave, Asheville 

Felton,  Robert  Lee,  Jr.,  GP63 947-2333— Box  176  Carthage 

Felts,  John  H..  I'4  .   725-7251— Bowman  Gray Wlnston-Salem 

Fender,  James  Earle,   GP^       456-3131—106  Broadview  Rd.  Waynesville 

-'Ferguson,  George  Burton,   ALR.'2 682-9341—1110  W.  Main  St.  ..Durham 

Ferguson,  Robert  Thrift,   (Life).  Ret.,  G^o   332-3452—237  Middleton  Drive Charlotte  7 

Fernevhough,  William  Todd,  (Life),  OALR79 349-4126— Box   1076  Reidsville 

Ferrell,  John  Atkinson,  (Life),  Ret.,  Hosp.  Ad.M 832-8811— Hotel    Carolina    Raleigh 

Fesperman,  Joseph  Claude,   GP"-. 263-2241— Box    517     Stanley 

Fetter,  Bernard  F.,  Path.52        681-0111— Duke    Medical    Center    Durham 

Feuer,  Abe   Lawrence,   ALR.!6 UN  4-5131—224  New  Hope  Rd.   Gastonia 

Fewell.  Richard  Alexander,  H     227-7263—1610  Vaughn  Rd.       Burlington 

Finklen,   Conway   Hamilton,   ObG65 763-1611—306  North  11th  Street Wilmington 

Field,  Bob  Lewis,  GPs"  ..         ME    3-9346— Professional    Building    Salisbury 

Fields,  James  Armstead,  Ret.,  PH46 332-3903— Box  366       Ahoskie 

"Fields,  Leonard  Earl,  GP!2    942-3251—137'::  E.  Franklin  Street Chapel  Hill 

Finch,  Charlie  Bryan,  GP^''  3068— Daniel-Finch  Clinic Oxford 

"Fincher,  Robert  Charles,  Jr.,   P^l   889-5511— 107  Spencer  Ave, High  Point 

Pink.  Emma  Sloop,  GPo 733-4318— Garrett  Memorial  Hospital Crossnore 

*Finklea.  Orion  To wnsend,  U60 FR  5-5526—1333  Romany  Rd.    Charlotte 

"Fischer,  Janet  Jordan,  132  966-8401— N.  C.  Memorial  Hosp.  Chapel  Hill 

Fischer,  Newton   D.,   ALR"  966-8420— N.  C.  Memorial  Hosp.  Chapel  Hill 

Fish,  Harry  Gustav,  Jr.,   Svi  GI  2-6181—404  Falls   Rd.  Rocky   Mount 

Fisher,  Ernest  Woodrow,  GP=if>     LA  4-2715— Bank  of  Franklin  Bldg. Franklin 

Fisher,  George  Walton.  Jr.,  Oph26 484-6141—1629   Owen   Drive    Fayetteville 

Fisher,  Marshall  Louis,  Pf-"     334-9703—1012  Kings  Drive Charlotte 

Fisscher.  Rolf  Hendrik,  P'''^ 4826   College   Dr.       .  _.        Wilmington 

Fitz,  Thomas  Edmunds,  Ii» 345-2129—11   13th  Avenue,  N.  E.   Hickory 

Fitzgerald,  Charles  Edmund,  GP74 SK  3-3673—125   North   Main   St.   Farmvllle 

Fitzgerald,  John  Dean,   S73    2351—409  Roxboro  Bldg.       Roxboro 

Fitzgerald,  John  Herbert,   (Life),  OALR51 WE  4-4313— Upchurch  Building  Smithfield 

Fitzgerald,  John  Hill,  Jr.,  Pd55     RE   5-7421— Crowell   Hospital   Lincolnton 

Fitzgerald,  Robert  Greeson,  GP73 6962— Box   256  Roxboro 

Fitzpatrick,  Hugh,  III.  GP76         MA  9-1661—125  E.  Taft  Ave.  Asheboro 

Fitzpatrick,  John  Francis,  Path76     _.   625-5151— Randolph   Hosp.   Asheboro 

Fleetwood,   Joseph  Anderton,   Sr.,    (Life),   GP66 JU  5-2881— P.  O.  Box  245  Conway 

"Fleetwood.  Joseph  Anderton.  Jr..  GP42 JU  5-2881— Box  408       Conway 

Fleishman    Malcolm,   W'  ..   HU  4-0144-2712  Fort  Bragg  Rd. Fayetteville 

Fleming,  Frank  Reavis,  OALR86    679-4611— Box   398       _         Yadkinville 

Fleming,  Laurence  Edwin,  Sco ED   3-2823—1531    Elizabeth    Ave,    Charlotte 

"Fleming!  Paul  Arthur,  ObGM 833-1720—221  Russ  St.         Raleigh 

"Fleming,  Ralph  Gibson,  I«     286-0101—1200  Broad  St.     Durham 

Fleming,  Robert  Henry,  Pdw  .   832-0587—623  W.  Jones  St.  Raleigh 

Fleming,   Samuel   Wallace,   GP'S CE  6-4444— Box  503   Elm  City 

"Fleming,  William  LeRoy,  ED32 966-8454— UNC  Sch.  of  Med.     Chapel  Hill 

Fletcher,  John  D.,  Pd74' 752-7141 — Medical   Pavilion         Greenville 

Flowe,  Benjamin  Hugh.  Si3 782-1460—206  Lake  Concord  Rd.  Concord 

Flowers.  Charles  Ely,  Jr..  ObG32 966-8504— N.  C.  Mem.  Hosp. Chapel  Hill 

Flovd,  Anderson  Gavle.  GP24 642-3317—605  S.  Madison  St.   Whiteville 

Flovd.  Hal  Stanfield.  GP78 628-5311—603  S.  Main  Street  Fairmont 

Floyd,    Lawrence    Dowe,    (Life),    GP24 9-7328— Box    154    Fair   Bluff 

Floyd.  Walter  Lawrence,  I  &  €32 681-0111— Duke  Hospital  Durham 

Flovd.  William  Russell,  Si3 ST  2-1196—1016  N.  Church  St. Concord 

"Flvthe,  William  Henry.  I4i   888-5929—624  Quaker  Lane  High  Point 

Foard,  Fred  T.,  Jr.,  PHW  829-3421— State    Board    of    Health    .Raleigh 

Fogleman.  Ross  Lee,  Jr..  GP54 527-0275— Kinston  Clinic     Kinston 

Folds,  WiUiam  Franklin.  GP-'4     595-2198— General    Delivery     Walkertown 

Folger,  John  Russell,  Jr.,  GPss 883-3191—202  S.  Caldwell   St.   Brevard 

Folio,    Paige    Bill,    Pd4i 273-2879—1209  Magnolia  St.  Greensboro 

Folso'm,  Theodore  Winslow,  GPn 686-3881— Box  619         -     Swannanoa 

Fondren,  Prank  Burkett,  Jr.,  GP42 JE   7-2581— Central  Medical   Clinic Roanoke  Rapids 

Forbes,  Gus  E.,  I»J  276-2643— Medical  Arts  Building  Laurinburg 

"Forbes.  Thomas  Earl,  GP79 DI  9-7114—307  W.  Morehead  St.  Reidsville 

Forbis.  Samuel  Earl,  GP43 883-3392— Box   578A    Lillington 
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Forbus,  Wiley  Davis,  Path32 9011— 3309  Devon   Rd.       Durham 

'Ford,  Charles  Phillip,  Jr.,  Ind54 JA  7-0111— E.  I.   duPont  Co.,  Inc.   Kinston 

Ford.  David  Emerson,  PH7  6-5121— Guardian  Manor       Washington 

'Fordham,    Christopher   Columbus,   III,   132 966-8472— UNC  Sch.  of  Med.  Chapel  Hill 

"Forrest,  William  Womble,  Path4i 299-6815—501  N.  Elam  St.  Greensboro 

Forrester,   James  Summers,   GP'« 263-4716— Box  565       Stanley 

Fortescue,  William  Nicholas,  GP  &  S45 OX  3-4094— Oakley  Medical  Bldg. Hendersonville 

Forsyth,    H.    Francis,    Or34   __  _ 725-7251— Bowman    Gray    Winston-Salem 

Portney,  Austin  Powell,  I4i_  ._   888-6986— Box     329  Jamestown 

Fortune,  Alexander  Fletcher,  (Life),  GP4i BR  2-8704— P.  O.  Box  256 Greensboro 

"Fortune,  Benjamin  Fletcher,  GP4i BR   4-8739—122   S.   Greene   St.   Greensboro 

'■Foster,  Bobby  Max\vell,  GPso       634-2108—717    Hospital    Drive        Mocksville 

Foster,  Clarence  Batchelder,  Oph63 692-6621—139  E.  Pennsylvania  Ave. So.  Pines 

"Foster.  Howitt  Hodge,   (Lite),  GP93 456-2496— Box  365   Norlina 

"Poster,  Jack  Edward,  Ob97 838-6182     Wllkesboro 

Foster,  John  Franklin,   (Life),  Ret.,  GP53 RE  4-0653—707  E.  Beech  St.   Goldsboro 

tFoster,  John   Wesley,   GE'4     PA  4-7431-310  W.  Fourth  St.   Winston-Salem 

Foster.  Malcolm  Tennyson,  PH26 HE  3-3136—515  Per.son  St.  Payetteville 

Foushee,  John  Caldwell,  S^3  775-4146—103    Hillcrest    Drive    Sanford 

"Foushee,   J.   Henry   Smith.   Jr.,   Path34 725-7251— Bowman  Gray     Winston-Salem 

Foust.  John  Worth.  Otolsn       334-5531—1350  S.  Kings  Dr.   Charlotte 

Fowle,  Willis  Happer,  III,  GP76 625-6372—200    Worth    St.    Asheboro 

Fowler,  Evan  Charles,  Pss     735-4121— Cherry   Hospital   Goldsboro 

"Fowler,  Henry  Jackson,  GP34 591-5911- Box  416 Walnut  Cove 

Fowler,  John  A.,  P32 681-0111— Duke  Univ.  Medical  Center  Durham 

Fowler,   William   Bright,   in 252-1830— 675  Biltmore  Ave.    Asheville 

Fowlkes,  William  Mortimer,  Jr.,  P39 985-6511— John  Umstead  Hosp.   Butner 

Fox,  Dennis  Bryan,  Sss 835-5594—232    Hawthorne    Rd.    Elkin 

Fox,  Francis  Hill,  132  Box   1769     Durham 

Fox,  Herbert  Junius,  Ret,  132  286-9116— Box   1769    Durham 

Fox,  Norman  Albright,  Jr.,   GP4i 299-5021— Rt.  3,  Box  184-A   Greensboro 

Fox,  Powell  Graham,  (Life),  U92 TE   3-6695—1110   Wake    Forest   Rd.    Raleigh 

Fox,  Powell  Graham,  Jr.,  ITO TE   3-6695—1110    Wake   Forest   Rd.    Raleigh 

Fox,  Robert  Eugene,   (Life),  PH84 PL  2-4141— Box  680   Greenville 

Fraasa,  Robert  Conrad,  GPeo 375-5800—2101   N.   Independence   Blvd.   Charlotte 

Frank.  Joe  Lee,  Jr.,  R46 332-3171— Roanoke-Chowan    Hosp.    Ahoskie 

Frankl,  George,  P34 PA  5-4433 — Child   Guidance   Clinic   Winston-Salem 

Franklin,  Ernest  Washington,  ObGso FR  5-1457—1324  Scott  Ave.   Charlotte  3 

"Franz,  Bruce  Johnston,  Sn  _   AL  3-4410—401  Doctors  Bldg.  Asheville 

Fraser,  Hugh  Erskine,  Jr.,  D4i    BR   3-3421—1030   Prof.   Village    Greensboro 

Prazer,  Joe  Walton,  Jr.,  S4i  275-1397—1016  Prof.  Village       Greensboro 

Frazier,  Claude  Albee,  An 254-1650—516   City   Hall   Bldg.   Asheville 

Frazier,  John  Wesley,   Jr.,    (Life),  U80 ME  3-9441—909  W.  Henderson  St. Salisbury 

"Freedman,  Arthur,   I4i 272-4136—1000   N.    Elm    St.    Greensboro 

Freeman,  David  Franklin,  P32  942-4867— Ashe    PI.        Chapel    Hill 

tFreeman.  Jere  David,  (Life),  OALR65 762-3528—1004    Murchison    Bldg.    Wilmington 

Freeman,   Percy  Lee,  U36 864-7764—406   N.   Highland   St.   Gastonia 

Freeman.  Roy  Oscar,  GP5 246-7161 Jefferson 

F:-eeman,  William  Harrison,  S84  982-2179—901  North  Third  St.  Albemarle 

Friedman,  Edna  Charney,  Ret.,  Pdis  5255  Collins  Ave.      _   Miami  Beach,  Fla. 

Fritz,  Jacob  Luther,  Ind76 625-2127— Box   990    Asheboro 

Fritz,  Olin   Grady,   GP34 595-2421— Box  109       Walkertown 

Fritz,  William  Abel,  GPis  345-3297—423  N.  Center  St.  Hickory 

Frizzelle,  Mark  Twain,   (Life),  GP74 PL  6-1871— Box  476       Ayden 

Frohbose.  William.  J..  U33       .     .  2-6181— Park  View  Hospital  Rocky  Mount 

Fi-ye.  Glenn  Raymer,   (Life),  Sis  322-6131—420  N.  Center  St.  Hickory 

Fulcher,  Luther,   GPis     _.    _     __   PA    8-3240—504    Front    Street    -   Beaufort 

"Fuller,  Corodon   Spaulding,  Jr.,  PH32 942-4053— Box  191         Chapel  Hill 

"Fuller,    Henry   Fleming,    ObG54 527-1527— Kinston  Clinic  Kinston 

Fullilove,  Rowland  Elder,  P32 682-7697—1005    Lamond    Ave.    Durham 

Fulp.   James  Francis,   GP??      573-3221— Box    19  Stoneville 

*Fulton,  James  Walker,  ObG4i    882-8163—132  Chuixh  St.    ._     High  Point 

*Furgurson.  Ernest  Whitmal.  GP7 SW  3-4155—211   Washington   St.   Plymouth 

Furman,  Lowell  Benjamin,  Ss?       264-2400 — Hospital    Ave.    Boone 

*Futch.  William  Alexander,  Anes96  Conyers,  Ga. 

tFutrell,  Lokie  Melton.   (Life),  GP46    2-391—106  W.  Main  St.  Murfreesboro 

Gadd,  Duwayne  Douglas,  U63 CY  5-5211— Pinehurst   Surgical   Clinic   Pinehurst 

Gaddy,  George  D.,   OALRi    226-6148—1610  Vaughn  Rd,  Burlington 

Gaddy,  Robert  Edwin,  Jr.,  192 State  Office  Bldg.  Montgomery.  Ala. 

Gage,  Lucius  Gaston,  Jr.,  Aso 334-5531—1350  S.  Kings  Drive  Charlotte  2 

Gage,   Lucius    Gaston,   Sr.,    (Life),   Ret.,   Iso 334-5531—1350  S.  Kings  Drive  Charlotte  2 

Gainey,  John  White,  Jr.,  lie 726-5722—1707  Arendell   St.   Morehead  City 

Gallant,  Robert  Miller,  (Life),  GPso ED  4-1214—8241:,  E.  Trade  St. Charlotte 

Galloway,  George  Washington,  Jr.,  GP77 582-3611— Hamlet   Hospital   Hamlet 

•Present  at  1964  meeting 
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Galloway,  James  Bruce.  Jr.,  Orli    252-6443 — Biltmore  Plaza Asheville 

Galloway.  James  Hervey.  GPw  834-2103—223  Bryan  Bldg.  Raleigh 

Galusha.  Bryant  LeRoy,  Pd6u   377-4461— Charlotte   Mem.   Hosp.      Charlotte 

■Gamble,  John  Reeves.  Jr..  S" RE  5-7560— Bo.x  250  Lincolnton 

Gambill.  John  Milton.   GP12     HE  7-0221— Box  121  Morganton 

Garber,   Edgar  Clyde.  Jr.,   ObG26 IIU  4-G474— 1641  Owen  Drive Fayetteville 

Gardner,  Clarence  Ellsworth,  Jr.,  S«     681-0111— Duke  Hospital  Durham 

Gardner,  Francis  Sidney,  Jr.,  ObG26    485-1191—911    Hay    St.    Fayetteville 

Gardner.  Joseph  Leland.  GP-f? OX  3-6244—1801  Asheville  Hwy. Hendersonville 

Garland.  W.  Scott,  GP«i         624-2525—109  N.  Elm  St.  Marshville 

'Garrard.  Robert  Lemley.  PN^I     274-1411—800   North  Elm  St.  Greensboro 

<'Garrenton,  Connell  George.  GP"^ 825-5301— Bethel    Clinic    Bethel 

"Garrett.   John    Bostian.   GP^^ 595-?751— Bo.x    229  .   Walkertown 

"Garrett,  Norman  H.,  Jr..  m 274-6738—1038  Professional  Village  Greensboro 

'Garrison.  Paul  Leslie,  I5^     723-0501—2240    Cloverdale    Ave.    Winston-Salem 

'Garrison.  Ralph  Bernard.  GP77 582-2140—220  North  Main  St.  Hamlet 

Garrison,   Robert   Lee,   S60  377-1349—225  Hawthorne  Lane  Charlotte 

Garvey,  Alfred  Hamilton,  U4i 275-6115—1309  N.  Elm  St. Greensboro 

Garvey,  Fred   Kesler,  U3-* 722-2943— Bowman  Gray Winston-Salem 

Garvin,  O.  David.  PH-« 942-4053— Old  Fort   Rd.   Chapel   Hill 

Gaskin.   E.   Reed.    Opheo ED  2-1156—1012  Kings  Drive Charlotte 

Gaskin,  John  Stover,  Jr.,  GPS4 982-7116—119   Yadkin  St.   Albemarle 

'Gaskin.   Lewis  James.   AnesW     832-0217—1330  St.  Mary's  St.  Raleigh 

Gaskin,  Madge  Baker,   GPS4 982-3315—165   North   Second   St.   Albemarle 

Gasque.  MacRoy.  Indss  572-2352—460  Park  Ave.  N.  Y.  22,  N.  Y. 

Gast,  Charlotte  Marie,  GPis  327-6001—353   First  Ave,,  N,  W.   Hickory 

Galling,  Hortense  Bee,  Pdn  136  S.  Union  Concord 

Gaul,   John   Stuart,   Jr.,    Or60  375-2551—225  Hawthorne  Lane  Charlotte  4 

Gaul,  John  Stuart,  Sr.,   (Life),  Oreo   __    375-2551—225  Hawthorne  Lane   Charlotte 

Gaul,  Rufus  Wharton,  Or6ii    375-2551—225  Hawthorne  Lane  Charlotte  4 

Gay,    Charles    Houston,    Pdf."  ED   4-0891—1012  Kings   Dr,    Charlotte   7 

Geddie,  Kenneth   Baxter,    (Life),   Pd^l 888-4074 — High  Point  Med.  Center  High   Point 

Gentry.  George  Wesley,  (Life>,GP73 4941— Box   146  Roxboro 

Gentry,  George  Wesley,  Jr.,  GP?* 2233— Roxboro  Bldg.  Roxboro 

Gentry.  William  Harold.  PuH7 WI  4-2351— N.   C.  Sanatorium   McCain 

George.  Lynn  Darcy.  GPw     Blowing  Rock  Hosp.  Blowing  Rock 

Georgiade.  Nicholas  G..  Pl'2   681-0111— Duke  Hospital  _    Durham 

Geratz.   Joachim    Dieter,    Path.«       _   966-8289— Dept.  of  Path.,  Sch.  of  Med Chapel  Hill 

'Germuth,  Frederick  George,  Jr.,  Pathso    377-4461— Charlotte    Mem.    Hosp.    Charlotte 

Ghent,  Thomas  Doyle,  Oph60   FR  6-5459—110  N.  Torrence  St.  Charlotte 

Gibbons,  Julius  Joyce,  Sh   PL  4-5321— Dula  Hospital  Lenoir 

Gibbs,  Stuart  Wynn,  Ria  865-0071— Medical  Building Gastonia 

Gibson,  James  Fi-anklin,  S65 763-0336—1909  College  Dr.   Wilmington 

Gibson.   Mack   Wilson.   GPi'  898-4644— Box    738        Goldston 

Gibson,  Thomas  Guthrie,  Jr.,  GPSi AM  8-2501— P.   O.   Box   54   Gibson 

Gift,  Jack  Donovan,  Rss  835-3729—136  Woodruff  St,  Elkin 

'Gilbert,  George   Gavlord,  Un AL  3-5314—309  Doctors  Bldg.  Asheville 

Gill.  Joseph  Armstrong.  GP^o       338-3818—1502  Carolina  Ave. Elizabeth  City 

'Gilliam.  Charles  Prankhn,   GP29    476-7398—400  Randolph  St. Thomasville 

Gilliam,  James  Sylvester,  Jr.,  U^l  883-1050—217  Gatewood  Ave.  High  Point 

Gilmer.  W.  Scott.  Path:!6       HU   4-2121— Cape   Fear   Valley    Hosp Fayetteville 

'Gilmore.  Brooks  Webster,  m     274-6373—342  N.  Elm  St.      _   __   Greensboro 

Gilmour.  Monroe  Tavlor,  Ifi"  ED  4-4616—1351   Durwood  Drive   Charlotte  3 

Givens.  George  Howard,  Jr..  GP: 632-2270— Box    308  .     Taylorsville 

Glasgow.  Douglas  McKay.  Vo   375-5674—924  Doctors  Bldg.   Charlotte  7 

'Glasson.   John.    Or-'2      383-3001—306    S.    Gregson    St.    Durham 

Glenn.  Channing.  GP?       UN  2-3640— Box   278  Elizabethtown 

Glenn.  Charles  Arthur.  S36 UN   7-7371—314   N.   Highland   St.     Gastonia 

Glenn.  Dorothy  Norman.  ObG36 6386—206    N.    Highland    St.    Gastonia 

'Glenn,  James  Francis,  U32  681-0111— Duke  Hosp.  Durham 

Glenn.  John  C.  Jr..  R6"  334-6831—2000  E.  5th  St. Charlotte  4 

Glenn.  Lucius  Newton.  (Lifet,  S36 UN    5-4993— Box    1144  _       ^       Gastonia 

Glenn,  Richard  Reece,  Pd34  723-8681— Stratford    Med.    Center Winston-Salem 

Glod.  Albert  Paul.  S-'-i  PA  5-3702—208  Professional  Bldg Winston-Salem 

Glover.  Fred  Weston.  Jr..  Pdso    334-9795—126  Cottage  Place   Charlotte 

Gobel.  William  Kenneth,  GP29       __     UN  9-3431— Box  98  Denton 

Goco,  Isaias  Ismael,  S34   _     723-2654 — 212  Forsyth  Med.  Park  Winston-Salem 

Godwin,  Harold  Lacv,  126       484-4100—206   Park  St.    Fayetteville 

Golbv.  Marv  Alice  Blue.  132     286-4900—904  Broad  Street  Durham 

Golby.   Robert   Louis.    CP-32      .__ 286-1231— Watts  Hosp.         Durham 

Gold,  Benjamin  Miller,  Jr.,  ObG33 442-9151 — 410  Peachtree  St,  Rocky  Mount 

Goldner,  J.   Leonard,   Or32       681-0111— Duke  Hospital  Durham 

Goley,  Alexander  Fairley,  H         ___.   — _    ... 228-6000—1509   Vaughn   Rd.      Burlington 

'Goley,  Willard  Coe.   (Life).   GPi  227-7467—214    N.    Marshall   St.    Graham 

Goode.  Thomas  Vance.  Ill,  S49 TR  3-7253— Box   1068  Statesville 

'Present  at  1964  meeting 
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'Goodman,  Benjamin  Warren,  GPis 328-2231—24  Second  Ave.,  N.  E. Hickory 

Goodwin,   Cleon   Walton,   S'S   237-4524—208  N.  Douglas  St. Wilson 

*Good\vin.  Oscar  Sexton.    iLife),   GP92 354-6622— Raleigh   Rd.    Apex 

Googe,  James  Turner,  PH'H- Box  176  Marshall.  Tex. 

Gordon.  Joseph  Grover,  R3^ 722-0383 — Reynolds  Mem.  Hosp. Winston-Salem 

Gore,  John  Pratt.  OP-':: 682-7041—2842   Roxboro   Rd.   Durham 

Goree,  John  Ashley,  K'^ 681-0111 — Duke    Univ.    Med.    Center    Durham 

Goswick,  Claude  Benjamin,  Jr.,  GP^5  OX  3-3271—726  5th  Avenue,  W. Hendersonville 

Gottschalk,  Carl  William,  132    ...   966-8567— N.  C.  Memorial  Hosp. Chapel  Hill 

Goudge,  Mabel  Ensworth.   (Life),  Ret.,  P32  West  Main  Street Wolfville,  Nova  Scotia,  Canada 

Gouge,  Arthur  Edward,   (Lifei,   GPsi    2331    Bakersville 

Grabeel,  William  Sims,  ^l         Forrest  Dr.,  Box  217  Pleasant   Garden 

Grace,  Eugene  Vernon,   GP32 Rt.  2 Chapel  Hill 

Gradis,  Howard  Henry,  S74   PL  2-3916—2010  W.  Sixth  St. Greenville 

Grady,  Edward   Stephen,  Pm   985-6511— John  Umstead  Hosp. Butner 

Grady,  Franklin  McLean,  GP25  ME    7-3624— Clark    Building    New    Bern 

Graham,  Charles  Pattison,  S65  RO  3-1691—304  N.   11th  St. Wilmington 

Graham,  David  Eric.  GP60 377-3276—466   Eastway   Dr.   Charlotte 

-■Graham,  Frederick  William,  Jr.,  GP76  625-4215—200  Worth  Street  Asheboro 

Graham,  John  Borden,  Path32  966-8318— Box  607  Chapel  Hill 

Graham,  Walter  Raleigh,  Opheii    375-7464— 1012  Kings  Drive Charlotte  7 

Graham,  William  Alexander,  ObG32  684-0449—620   Vickers   Ave.   Durham 

Grant,   Henry   Boone,   Pd33    GI  6-6211—416   Hickory  St.  Rocky  Mount 

'Grant,  Isa  Costen,  PH"u  335-5429— Box    651    .    Elizabeth    City 

Grant,  Willis  Jackson,  III,  P34 724-5533— Child    Guidance   Clinic   Winston-Salem 

Grantham,  Wilmer  Lloyd,  (Life),  Ret.,  Un  MO  6-0748—2657  Fleetwood  Ave. Cincinnati  11.  Ohio 

*Gray,   Cyrus  Leighton,   Kii   888-7926—225    Boulevard    High    Point 

Green,  Francis  Weatherly,  184 228    Yadkin    Albemarle 

Green,  Harold  D.,   €34 725-7251— Bowman  Gray Wins.on-Salem 

Green,  Juhus  Alpheus,  Jr.,  R92 227  Bryan  Bldg.  Raleigh 

Green.   Paul,   Jr.,   ObGso  636-3163—832  W.  Henderson  St.  Salisbury 

Green,  Philip  Palmer,  Path63  294-7411 — Moore   Memorial   Hosp.   Pinehurst 

Greene,  Joseph  Elmo,  GPso  624-2166— Marshville   Blvd.    Marshville 

'Greene,  Phares  Yates,  GPi   226-5691—1616  Memorial  Dr. Burlington 

Greene,  William  Alexander,  GP24 MI   2-3388—104    E.   Commerce   St.    Whiteville 

Greenwood.  Adolphus  Barte,   (Life),  Ret.,  Un AL  2-4080— Route  2,  Box  6  Asheville 

'Greenwood.  James  Brooks,  Jr..   GPeo  KE  7-0020—4101   Central  Avenue  Charlotte 

Greer,  Thomas  Bywater,   ObGw  TE  4-7386—714  St.  Marys  St.  Raleigh 

Gregg.  Robert  A.,  PMR32   681-0111— Duke  Medical  Center Durham 

Gregory.  John  Eugene,  Pathso 636-3311 — Rowan  Memorial  Hosp. Salisbury 

Gregory,  Miles  Cunningham,  Pd42 826  Monroe   St.  Roanoke   Rapids 

Gregory,  R.  D.,  Jr.,   Rn   AL  2-5674—103   Doctors   Bldg.   Asheville 

Gregory,  William  Lyon,  GP'f.    .      UN  5-8134—1518  Ozark  Ave.  Gastonia 

Greiss,  Frank  Christian,   Jr..  ObG34  723-5361- Bowman    Gray    Winston-Salem 

'Grier,  John  Calvin,  Jr.,  PN"   CY  4-5972— Carthage  Rd.  Pinehurst 

Griffin.  Ashton  Thomas,  III  Pd96  735-8601—810  E.  Ash  St. Goldsboro 

Griffin,   Harold   Walker,   OALRis   345-2145—27  13th  Ave.,  N.  E.  Hickory 

'Griffin.  Mark  Alexander.  Jr.,  Pu   253-5661— Appalachian   Hall,   Inc.   Asheville 

Griffin,   Mark  Alexander,   Sr.,    (Life),  Pn   _253-5661— Appalachian   Hall,   Inc.   Asheville 

Griffin,  Richard  Madison,  Ophis  345-2145— Box  1867       Hickory 

Griffin,  Robert  Ashley,  Pn   253-5661— Appalachian  Hall,  Inc.   Asheville 

Griffin,  Thomas  Ray,  GP49  528-2371— Box    328    Ti-outman 

Griffin,  William   Ray,  Jr.,  PNii    253-5661— Appalachian   Hall,  Inc.   Asheville 

Griffith,   Lewie   Muller.    (Life),   OALRii   252-4676— 65  Woodland  Road Asheville 

Griffith,  Mary  Irene,  ObG34  PA   4-7321—116   Lockland   Ave.   Wlnston-Salem 

Griggs,  Boyce  Powell,  GP55   735-5151—334  W.  Sycamore  St. Lincolnton 

Grim,  Kenneth  Boyd,  Path32  286-1231— Watts  Hosp.  Durham 

Grimmett,  Matthew  Hill,  Pdi3  ST  6-1144— Country  Club  Dr. Concord 

'Grimsley,  William.  Tull.  GP4i  MI    3-4622— P.    O.    Box   806    Stokesdale 

Grimson,  Keith  Santord,   S32   681-0111— Duke    Hospital    Durham 

'Groat,   Richard   Arnold,   Path4i    274-9005—1321    N.    Elm      Greensboro 

Groome,   James    Gordon,    (Life),    GP4i    888-7287—517  N.  Main  St.  High  Point 

Groover,  Edward  Larkin,  SS     1707  Arendell  St.  Morehead  City 

'Groseclose,   James   David,    GP"6   8145 — 124  Commerce  Place  Randleman 

Gross,  Francis  Warren,  OALR41 882-4024—110  Church  St. High  Point 

Grove,  Raymond  Fisk.  Oph65  RO  3-1532—905  Murchison  Bldg.  Wilmington 

Groves,  Robert  B..  Jr..  Ob36  867-63S6— 206    North    Highland    Street Gastonia 

Grymes.  Wilham  Lloyd.  GPse 786-8307—224  S.  Main  St.     Mt.  Airy 

GuUey,  Marcus  Marcellus,  P34  725-7251— Bowman    Gray    Winston-Salem 

Gumi,  Charles  Groshon,  Ind34 723-5511— P.  O.  Box   1413  Winston-Salem 

Gunter,  Arthur  Rhett,  I6o  332-8581—1205   E.    Morehead   St.    Charlotte 

'Gunter,   June   U..   Path32   286-1231— Watts    Hospital    Durham 

'Gunter.  Van  Wyke,  Ins4i   BR    3-6971— Jefferson    Life    Ins.    Co.    Greensboro 

Gurganus,  Elisabeth  Jane.  Pd<>"  .  _• 347-1474 — 202   Warlick   Street   --  -.-- Jacksonville 

Gurganus,  George  Elwood,  OALR67  347-1474—202   Warlick   Street   _!______ __.  Jacksonville 

tGwynn,  Houston  Lafayette,   (Life),  GPi  OW    4-2436— Box    338    ^ Yanceyville 

'Present  at  19U4  meeting 
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Gwynn,  Thomas  Lea.  GPi  OW  4-2436— Box  386   Yanceyville 

Haar.  Frederick  Behrend,  Pd47   PL  2-2039— State  Bank  Bldg.   Greenville 

Hackel.   Donald   B.,   PathJ2   681-0111— Duke   Univ.   Med.    Center    Durham 

Hagaman.  John  Bartlett,  Jr.,  GP95   264-3711—300   E.   King   St.   Boone 

Hagaman,  Len  Doughton,  GP95  AM  4-3923—233  E.  King  St.  Boone 

Hagna,  Lewis  William,  GP59  695-6251—10  S.  Logan  St. Marion 

Hahn,  Theodore  F.,  PHKi       Rutherford-Polk  Dist.  Hth.  Dept. Rutherfordton 

Haines,  Hilton   Drummond,   ObG"   895-3966—208  Leak  St.  Rockingham 

Haines,  Innes  Correll,  Or26  HU  4-3114— 1669— Owen  Drive Fayetteville 

Hairfield,  Beverly  Dew,  S12  HE   7-3362—116  S.  Sterling  St.   Morganton  ||Hilii 

Hairfield,   Theodore  Vincent,   GPM   754-3329—351    S.    Mulberry    St.    Lenoir 

Hall,  Helen  Elizabeth,  Anesi>2 TE    3-6100— Box    10502,    Cameron    Village Raleigh 

Hall,  James  Brownlee,  R60  PR   7-5246— Presbyterian   Hospital   Charlotte   4 

*Hall,  James  Grayson,  GP»s  386-2335— Box   158   Dobson 

Hall,  James  Samuel,  Pd26   484-8163—1609  Owen  Drive  Fayetteville 

Hall,  John  Moir,  GPSf. West  Main  Street  Elkin 

*Hall,  Joseph  Cullen,  ObGso 636-2728—500  Mocksville  Ave. Salisbury 

Hall,  Kenneth  Daland,  Anes32  681-0111— Duke  Univ.  Med.  Center Durham 

Hall,  Rowena  Sidbury,  Pd(.5  AL  6-2222—7225  Wrightsville  Ave.   Wilmington 

Hall,  William  Bruce,  Jr.,   820  HU  4-0682—520  Owen  Drive   Fayetteville 

tHall,  William  Dewey,  GP^2 JE  7-4466—643  Roanoke  Ave.  Roanoke  Rapids 

Hall,  William  Hugh,  Pdw  332-4167—1505   Elizabeth    Ave.    Charlotte   4 

Hallberg,  Rudolph  John,  P32  1004  Highland  Woods  Chapel  Hill 

Ham,   Clem,   PHsi    276-1411— Health  Dept.   Laurinburg 

Ham,  George  Caverno,  P'2  966-8739—203    Lennox    Bldg.    Chapel    Hill 

iHamblen,  Edwin  Crowell,  Endoc32 681-0111— Duke  Hospital  Durham 

Hambrick,  Robert  T.,    (Life),   GPIS   345-2206—3   Third   Ave.,   N.   W.    Hickory 

Hambright.  Rufus   Roberts,   ObG4i    273-2564—1309   N.   Elm   St.   Greensboro 

Hamer,  Alfred   Wilson,   GP12   437-2587—317  N.  Green  St. Morganton 

'-Hamer,  Douglas,  Jr.,  GPh  PL  4-5356— Box  658   Lenoir 

Hamer,  Eugene  Floyd,  GPao 283-3914— Box    476  Monroe 

Hamer,  Jerome  B.,   Sw  1521  Elizabeth   Avenue   Charlotte 

Hamer,  William  Alexander,  Anesso 366-4097—2414  Forest   Dr.   Charlotte 

Hamilton,  Alfred  T.,  S92  832-8331—233   Bryan   Bldg.   Raleigh 

Hamilton,  Frank  H.,  Jr.,  I60  EX  9-3749—3740  Freedom   Drive   Charlotte   8 

Hamilton,  John  Homer,   (Life),  Ret.,  PH92 832-3249—2124  Cowper  Drive  Raleigh 

Hamilton,   Joseph   Franklin,   Jr.,    Or"     273-7656— 283  Biltmore  Ave.  Asheville 

Hamman,  Louis,  Sis 327-0454— Hickory    Mem.    Hosp.    Hickory 

*Hammer,  Carl  W.,  PH96 RE  5-4331— Wayne  Co.  Hth.  Dept. Goldsboro 

Hanimett,  Doris  Bixby,  Pdw  456-3112—104  Broadview  Road Waynesville 

Hammett,  James  Frank,  Jr.,  GP«  456-3112—104  Broadview  Road Waynesville 

Hammond,  Alfred  Franklin,  Jr.,  GPM 637-3118—507  Pollock  Street New  Bern 

■Hampton,  James  Harris,  Jr.,  GP34 945-4545 — Shallowford    Road    Lewisville 

Hamrick,  John  Carl,  S2J  487-8591— P.  O.   Box   28   Shelby 

"Hamrick,  Ladd  Watts,  Jr.,  Ii3 ST  2-3135—194  Lake  Concord  Rd.  Concord 

"Hand.  LeRoy  Corbett,  Jr.,  GP-ks  2261— Gates    Clinic    Gatesville 

Hanes,  Gideon  Isaac,  Jr.,  ObG^ PA  5-7581—301  Miller  St Winston-Salem 

Hankins,  Joseph  Banks,  ObG29  246-2958—20    West    5th    Ave.    Lexington  j  Efavr 

Hansen-Pruss.  Oscar  Carl  Edward,  132  681-0111— Duke     Hospital     Durham  j  E* 

Happer,  William,  PHH PL    4-4241— Health    Department    Lenoir  I  Etta 

Harbison,  John  William,    (Life),   S23  HU    7-7276—911    N.    Washington    St.    Shelby 

'Hardaway.  John  Steger,  GV^'J     872-1156— 752  Hartness  Road  Statesville 

Hardee,  Walter  Person,    (Life),  OALB32  682-4891—123    West   Main   St.    Durham 

Harden,  Boyd,  ObGi     CA   6-6659— Box    1006  Burlington 

Harden,  Robert  Norman,  (Life),  S4i  BR   2-6230—222    Jefferson    Bldg.    Greensboro 

Hardin,  Eugene  D.,  PH25   ME   7-3121— Box   1598    ..   .    New   Bern 

Hardin,   Eugene   Ramsey,    (Life),  PH78   RE  9-3344— Robeson   Co.  Health  Dept.   Lumberton  iBse 

Hardin,   Richard   Henry'  GP21    2116— Chowan  Medical  Center Edenton 

Hardison,  Joseph  Hammond,  Jr.,  192 119   N.  Boylan  Ave.   Raleigh 

Hardison,  Lewis  B.,  GP26      433-0578— Box  4385       -       Fayetteville 

Hardman,   Edward   Francis,   ObG60   334-5531—1350   S.   Kings  Drive   Charlotte 

Hardv.  Thomas  Griffin,  Jr.,  S34  723-2750—301  Miller  St. Winston-Salem 

Hardy,  Winfield,  GPH   MU  4-6509— P.  O.  Box  8  Skyland 

Hare.  Ransom  Bryant,  U65 RO  3-6251—410  N.  11th  St. Wilmington 

Hare,  Rov  Allen,  132 286-2242—731   Broad   St.   Durham 

Harer,  Adolph  Eugene,  Orsz  834-3971— Bryan  Building  Raleigh 

"Hargrove,  Eugene  Alexander,  P92  829-7017— Box    10426      Raleigh 

*Harloe,  John  Pinckney,  GP«o 334-7833—1850  E.  3rd  St. Charlotte 

Harmon,  Doralea  Ryle,  GP56  __     2600— Box  297    Highlands 

Harmon.    Raymond    Harris,    OALR95    AM   4-3651—327   East   King   St.   Boone 

Harned,  Herbert  Spencer,  Jr.,  Pd32  966-8601— N.  C.  Memorial  Hosp. Chapel  Hil! 

Harper,  Matt  C,  Jr.,  GPs-i   JA   7-0105— Caswell   Center   Kinston 

Harper.  Robert  Normet,  P92 VA  8-5488—2109  Clark  Ave.  Raleigh 

Harrell,  Allen  Lamar,  !«  TR  3-9086— Davis  Hosp.  Statesville 
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Harrell,    William   Fletcher,   Jr.,   Pd^o    335-7792— Wachovia  Bank  Bldg. Elizabeth  City 

Harrill,  Henry  Clay,  LHi  273-2583—1012    Professional    Village Greensboro 

Harrill!  James  Albert,  OALK34 722-5790— Bowman    Gray    Winston-Salem 

tHarrill,  Lawson  Baxter,   (Life),  GPSl  OL   7-6350— Box    176      Caroleen 

Harrington,  Lee,  Jr.,  Ind34   723-9641— Reynolds   Tobacco    Co.    Winston-Salem 

Harris,   Anderson   Page,   Uso   333-7101 — 225  Hawthorne  Lane   Charlotte 

Harris!  Carlton  McKenzie,  m 272-7108—1011   Professional  Village  Greensboro 

♦Harris,  Charles  I.,  Jr.,  GP7 SW   2-2186- Martin   General   Hospital   Williamston 

Harris!   Harold   Joseph.  P32  681-0111— Duke    Univ.    Hosp.    Durham 

*Harris,   Isaac   Emeron,   Jr.,   S&Pr32   286-1261—1200  Broad  St.     Durham 

Harris,  Jerome  Sylvan,  Pd32  681-0111— Duke    Hospital    Durham 

♦Harris,  Julian  Lynn,  GP34 ST  8-0731—2126   Waughtown  St.   Winston-Salem 

Harris!  Lois  Thelma,  Path32  286-1231— Watts    Hosp.        Durham 

Harris,  Tliomas  Reginald,  GP23   434-7281— Royster  Mem.  Hosp.  Boiling  Sprmgs 

Harris,  Tyndall  Peacock,   GP32  9-428— Infirmary  Chapel  Hill 

Harris,  William  Rix,  Ophis  IN  4-0982—1260  6th  St.,  N.  W. Hickory 

Harry,  John  McKamie,  S26  485-3111-107  Bradford  Ave. Fayetteville 

Hart,  Deryl,   S32   681-OlU— Duke  Hospital  Durham 

♦Hart!  Lillard  Franklin,  GP92  EL    4-4821- Martin    Bldg.    Apex 

Hart,  Oliver  James,  Sr.,  U34  723-2901—301   Miller   St.   Winston-Salem 

Hart,  Oliver  James,  Jr..  U34  301  Miller  St. Winston-Salem 

♦Hart,  Verling  Kersey,  (Life),  ALR60 ED  3-0131—106  West  7th  St.   Charlotte  2 

Hartman,  Bernhard  Henry,  Pdii   254-8876— Orthopedic    Hosp.    Aslieville 

Hartness,  William  Rufus,  Jr.,  GP53  776-1632—207  E.  Main  St.  Sanford 

Hartsell,  Charles  Jacob,  Jr.,  Anes63 294-7411- Moore   Mem.   Hosp.    Pinehurst 

Hartzog,  Donald  Clifford,  Jr.,  134  725-8326—2240   Cloverdale   Ave.   Winston-Salem 

Harvey,   Wallace  Watson,   Jr.,   GP^o   473-2070— Memorial  Clinic  Manteo 

Hassell,  Charles  Matthews,  Jr.,  Path4i  Moses  H.   Cone  Mem.   Hosp.   Greensboro 

Hatcher,  Samuel  Westbrook,  GP16  PA  6-3127—102   South   21st  St.  Moreiiead   City 

Hathaway,  Joseph  Charles,  Jr.,  Path32  8E  Towne  House Chapel  Hill 

Hawes,  Cecil  Jennings,  U60  FR   5-5526—1333   Romany  Rd.    Charlotte 

Hawes,  Charles  Forest,   GP3i   3521— Box  G  -  _       Rose  Hill 

♦Hawes,  G.  Aubrey,  U60 FR  5-5526—1333  Romany  Rd. Charlotte 

Hawkins,  Barry  Fugh,  I13 ST    2-1101— Ardsley    Road    Concord 

Hawkins,  David  Rollo,  P32 966-8377— N.   C.  Memorial  Hosp.  Chapel   Hill 

Hawkins,  Hal  Burgess,  GPW  838-3491— Box  68   .     .  Moravian  Falls 

♦Hawkins,  James  Hubert,  GPi  CA  7-7496— 114";^    North  Main  St.  Graham 

Hayes,  Donald  M.,  134  725-7251— Bowman   Gray   Winston-Salem 

Hayes,  Hugh  Harrison,  Jr.,  Reo 375-5246— Box   10157     Charlotte 

Hayes,  James  Willard,  GP78  MA  8-6901—605  S.  Main  St. Fairmont 

Hayes,  James  William,  Ori  226-7370— Kernodle  Clinic  Burlington 

Hayes,  William  Clayton,  GPW 838-6871— Box  191  Wilkesboro 

Hayman,  Louis  DeMaro,  16? 346-4054—617  College  St. Jacksonville 

Haywood,  Hubert  B.,  Jr.,  Oph92  832-8337—201  Bryan  Bldg. Raleigh 

Head,  William  Thomas,   (Life),  GPSi  863-4878 -    _   -    Melvin  Hill 

♦Headley,  Robert  Nelson,  134  725-7251— Bowman   Gray   Winston-Salem 

Heafner,  Bobby  Oliver,  GP2  JU  5-2141— P.  O.  Box  8  _   __  .       Stony  Point 

Heavrin,  Lawrence  A.,  GP95 295-2121— Blowing  Rock  Med.  Clinic Blowing  Rock 

Hedgepeth,  Albert  Wilham,  GP33 TA  7-4125— P.  O.  Box  85  Pinetops 

Hedgepeth,  Emmett  Martin,  GP73   3501-415   Roxboro    Bldg.    -    Roxboro 

Hedgepeth,  Edward  McGowan,  132 966-1128— UNO   Student   Health  Service   Chapel   Hill 

Hedgepeth,  Louten  Rhodes,  OALR78  739-5244— Box    lOEl        Lumbsrton 

'Hedgepeth,  William  Carey,  ObG^s 739-4923— Box    1021        Lumberton 

♦Hedrick,  Clyde  Reitzel,   (Life),  GPH  754-7861—104  North  Main  St.  Lenoir 

Hedrick,  Richard  Eli,  ObG34  PA  4-5454—857  West  Fifth  St.  Winston-Salem 

♦Hedrick,  William  Weston,  GP92 TE   2-4111—3311    North   Boulevard    Raleigh 

Hege,  John  Roy,   (Life),  PH13   ST  2-6618—905   Martin   Drive  Concord 

Hein,  Peter  Leo,  Jr.,  P32   681-OlU— Duke   Univ.   Med.   Center    Durham 

Heinig,  Charles  Frederick,  Orso  FR  6-5686—1822  Brunswick  Ave.       Charlotte 

Heinitsh,  George,  OALR63   692-7921—125  E.  Penn  Ave.  Southern  Pines 

Helms,  Jefferson  Bivins,  GP12 HE   7-2222— Box   518    Morganton 

Helsabeck,  Belmont  Augustus,  Oph34  723-1041—324  Reynolds  Bldg.  _.         Winston-Salem 

Hemphill,  James  Eugene,  R77 895-5221— Richmond    Co.    Mem.    Hosp.    Rockingham 

♦Henderson,   Andrews  McKnitt,  Jr.,   GP49   NO  3-5341—252  W.  McLelland  Ave.    Mooresville 

Henderson,  John  Percy,   (Life),  GPW  3350—417   College   St.   Jacksonville 

Henderson,  John  Percy,  Jr.,  GP54 Kinston  Clinic         .-    Kinston 

Henderson-Smathers,  Irma  Carlene,  PHii   -AL  4-2927— Buncombe   Co.   Court   House         -     Asheville 

Hendrick,  Harry  Vance,  Ssi  AT    7-3364— Rutherford    Hospital  __  _Rutherfordton 

Hendricks,  Paul  Eugene,  GP23  739-5456— Box   832  Kings   Mountain 

♦Hendrix,  James  Paisley,  132   681-0111- Duke  Hospital  Durham 

♦Henley,  Ruth  Dixon,  ObG34  PA   2-4687—718   Nissen  Bldg.   Winston-Salem 

Henninger,   Joseph   Baylor,   149   873-7789—652  Davie  Ave.       _       Statesville 

Henry,  Hector  H.,  GPeu  392-1191—3000    Tuckaseegee    Rd.    Charlotte 

Henry,  Ozmer  Lucas,  Jr.,  134 NO  9-8411— Western  N.  C.  Sanatorium  __Black  Mountain 

♦Hensley,  Charles  Albert,  (Life),  GPU  AL  2-7411—208  Doctors  Building  Asheville 

♦Present  at  1964  meeting 
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*Henson,  Joseph  Bascom.  Jr.,  I^l   BR  4-4347 — 1029  Madison   Ave.       Greensboro 

Henson,  Thomas  Albert,  Pd-ti       BR    3-9494—1006    Professional    Village    Greensboro 

Herbert,  William  Pinkney,  (Life),  Sii  Cedar  Valley  Farms  Laurens,  S.  C. 

Herion,  John  Carroll,  U2   966-8684— N.  C.  Memorial  Hospital  Chapel  Hill 

Herman,  Bernard  Don,  Pdw  787-0266—4209   Six  Forks   Rd.   Raleigh 

Herrin,  Hermon  Keith,  OALR36  UN  5-3732—212  West   Second  St.   Gastonia 

Herring,  Charles  Leonidas,  I^'-t  523-3808—310   Glenwood   Avenue   Kinston 

Herring,  Edward  Humphi-ey,  S«  832-8935—1126    Harvey   St.    Raleigh 

Herring,  Theodore  Tilgman,   S^s   237-2151— Wilson  Clinic   Wilson 

Herring,  Victor  Gray,  III,  Pd'*  800  St.  Patrick  St.  Tarboro 

Herring.   William   Benjamin,  I-W   966-8691— N.  C.  Mem.  Hosp. Chapel  Hill 

*Hertle.  Xaver  Franz,  P4i 300  E.  Northwood  St.  Greensboro 

Hester,  Joseph  Robert,   (Life),  GF92  FO  5-3411— Box   157   Wendell 

Hester,  William  Shepherd,  S79  DI  9-4310— Box   1080   Reidsville 

Hewitt,  Willard  C,  H    227-3621— Kernodle  Clinic  Burlington 

Heyman,  Albert,  N32     681-0111— Duke  Hospital  Durham 

Hiatt.  Joseph  Spurgeon,  Jr.,  163   OX  2-8682— Box  85  Southern  Pines 

Hickman.  Harry  Stuart,  PdH  754-5051— Dula  Hospital   Lenoir 

Hicks.  J.  Robinson,  Or60  .    334-5531—1350  Kings  Drive  Charlotte 

Hicks.  Vonnie  Monroe.  Jr.,  Ophw TE   4-0741—201   Professional   Bldg.   Raleigh 

'Hicks,  Vonnie  Monroe,  Sr..   (Lifei,  Opb'JZ XE  4-0741—201   Professional  Bldg.   Raleigh 

Hiestand.  Fitz  Gerald,  Jr.,  GE6u  334-5531—1350  Kings  Drive     Charlotte 

Higbee.  Jane  Nash,  pso  633-3616— Community    Bldg.    Salisbury 

tHiggins,   Robert   Donald,   PH92 829-7277— N.  C.  State  Bd.  of  Hth. Raleigh 

High.  Larry  Allison,  GP33   459-5011—322  East  Elm  Street  Nashville 

Highsmith.  Charles.   S62   576-5511 — Montgomery  Memorial  Hosp.,  Inc.  __  .       Troy 

Highsmith,  George  Perry,  V  476-7897—400  Randolph  St.   Thomasville 

■-Highsmith,   William    Cochran,   126   485-3111—107    Braford   Ave.    Fayetteville 

Highsmith.  William  Jesse,  Jr.,  GP7  793-2447— Box    38     Plymouth 

'Hightower,  Felda,  S3-t  725-7251— Bowman    Gray    Winston-Salem 

Hijmans,  Jacqueline  Cato,  GE32  688-3811— N.  C.  Memorial  Hosp.  Chapel  Hill 

'Hilderman,  Walter  Carrington,  Jr.,  S60  334-5531—1350  S.  Kings  Drive  Charlotte 

Hill,  Arthur  Theodore,  Jr.,  in   AL  2-4591-86  Victoria  Rd.   Asheville 

"Hill.  Millard  Daniel.  GPW 832-7632—15  W.  Hargett  St.  Raleigh 

Hill,  Paul  Edward,  GPM     837-3120— Wells  Bldg.  Murphy 

'Hill.  William  Henry.  GPS4  YU   2-5812—310   Hill   Building   Albemarle 

Himmelwright,  Gable  G..  S7 SW  2-2186— Williamston  Clinic Williamston 

Hinnian.  Alanson,  Pd34       725-7251 — Bowman   Gray       Winston-Salem 

Hinman,  Havilah  E.,  Ob"    AL  3-6747—86  Victoria   Rd.   Asheville 

Hipp,  Edward  Reginald,  Jr.,  S^n    334-5531—1350  S.  Kings  Drive  Charlotte 

Hipp,  Edward  Reginald,  Sr.,    (Life),   S60  334-5531—1350  S.  Kings  Drive  Charlotte 

*Hitch.  Joseph  Martin,  Dw  TE  2-5588—415  Professional  Bldg.  Raleigh 

'Hobart,  Seth  Guilford,  Jr..  ALR32 286-1261—1200  Broad  St.  Durham 

Hobson.  Jack  Brown,  im   334-4616—1351    Durwood    Dr.    Charlotte 

Hodges.  Horace  Hayden,  I6o ED  4-4616—1351  Durwood  Drive Charlotte 

Hodgin,  Henry   Hiram,    (Lifei,   GP"8   Red  Springs 

Hoggard,  John  Thomas,   (Lifei,  Ret.,  GP65 rq  2-7702 — 504  Orange  St.  Wilmington 

Hoggard,  Wilham  Alden.  Jr.,  GP70 7397—1502   Carolina  Ave.  Elizabeth   City 

Hogshead.  Ralph.  Jr..  GP12  __   437-8121— Drawer  690   Morganton 

*Hohman.  Leslie  Benjamin.  PN-32  681-0111— Duke   Univ.   Med.   Center   Durham 

Hoke.  Harold  Reid.  ObG74  PL  8-1167—1800  W.   5th   St.   Greenville 

-Holbrook.  Joseph  Samuel.  I  &   049  TR  3-9086— Davis  Hospital Statesville 

Holbrook,  William.  Douglas.  P'm  333-7723—225  Hawthorne  Lane  Charlotte 

Holland.  George  Elmer,  GP<'(J    265-4125— Bex    3238        Waxhaw 

Hollander,  Walter,  Jr.,  13:  966-8735— UNC  Sch.  of  Med. Chapel  Hill 

■  HoUandsworth.  Luther  Clarence,   Anes32  966-4131— Sherwood  Forest    Chapel  Hill 

Hollingsworth,    Walter    Claudius,    ObG60    1530  Elizabeth  Ave.     Charlotte 

Hollister,  William.   GP2i   ME  7-3477— Box   1107  New  Bern 

'Hollister.  William  Fredwin.  S63  295-5211— Pinehurst    Surgical    Clinic    Pinehurst 

Hollowell,   Victor  Boyce,   S^'"         375-8281—1012  Kings  Drive  Charlotte  7 

-Holmes,  George  Washington.  Or34  PA  2-4860—2240   Cloverdale  Ave.   Winston-Salem 

Holmes.  Robert  P.,  Ill,  125  637-6121—709   Prof.  Dr.   New  Bern 

Holt,  D.  Waldo,  (Life),  m  BR  2-5019—1712  Madison  Ave.   Greensboro 

■Holt.  Lawrence  Byerly,  Oph34 724-2231—2240   Cloverdale   Avenue   Winston-Salem 

Holt.  Thomas.  OALR93  251-3746—110  Fairview  St.  Warrenton 

Holton.  Alford  J..  PH9-   __    _._. 838-5591— P.  O.   Box  30     Wilkesboro 

Hood,  Christopher  Kennedy,  ObGso      .    JA  3-7768—4200  Park  Road  Charlotte  9 

Hood.  Richard  Thornton.  Jr..  Pd  &  A54  jA  3-5461—1306  N.  Heritage  Kinston 

Hooks.  Richard  Eugene.  GP^s  865-4301—123   N.  2nd  St.   St.   Pauls 

Hooks,  William  Borden,  GP33  TA  3-2105— Tarboro  Clinic Tarboro 

Hoooer.  Clifford  Harold,   ALRn  254-3803—715  Flatiron  Bldg.  Asheville 

Hooper.  Delos  D..   (Lifei.  Ret..  GPSO  JU  6-2361— Box  206 Sylva 

Hooper.  Joseph  Ward.  Jr..  U*?  RO  3-6251—410  North  11th  St. Wilmington 

Hoot.  Melvin  Phillip.  OALR74 pL  2-2711—521  Evans  St.       Greenville 

♦Present  at   1964  meeting 
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Hoover,  William  Alonzo,  S20 837-3617— Box  158 Murphy 

Hope,  Alex  Chalmers,  GPm ED  3-4292—1057  E.  Morehead  St. Charlotte  3 

Hopper,  Clyde  Graham,  Jr.,  R90 283-8850 — Union    Memorial    Hosp.    Monroe 

•Horn,   Helen    Amelia,    Path-fi    882-2521—225  Boulevard   High   Point 

Home.  Harvey  Danner,  P63  695-8952— Box  1098   .    Southern  Pines 

Home,  Stephen  Francis,  D33  GI  6-4922—356  South  Main  St. Rocky  Mount 

Homer,  Jack  Chenowth,  Ssi   765-4261—119  Hospital  Drive Spruce  Pine 

Hornowski,  Marcel  Jerome,  Pn   AL  2-8045—306  Doctors  Bldg.  Asheville 

Hornstein,  Norman  M..  GP6^  GL   7-6169— Box  488   Southport 

Horsley,  Howard  Theodore,  Ret.  GP56  Box  521  Fi-anklin 

Horsley,  Thomas  Martin,  17"    335-7419—301  W.  Fearing  St.  Elizabeth  City 

Horsley,  William  Nolen,  GP?6  825-5376—28  E.  Woodrow  Ave.  Belmont 

*Hoskins,  John  Robinson,  III,  Anes"    AL  2-6151—140  W.  Doctors  Bldg.  Asheville 

Hoskins,  William  Hume,  1^4   MI  2-3720— E.  Main  Street  Whiteville 

Hough,  Mac  Johnson,  Ophso     FR  7-1304—1012  Kings  Drive  Charlotte  7 

Houghton,  Raymond  Curtis,  ObG25  ME  7-5447—323  Fleet  Street  New  Bern 

*Houser.   Forest   Melville.   GP36   435-6803—410   S.   Elm   St.   Cherryvills 

Howard,  Albert   Roberts.   Anesi    228-6005—1219  Warwick  Dr.  Burlington 

Howard.  Corbett  Etheridge,   (Life),  R56  734-1866—500  N.  Herman  St.  Goldsboro 

Howard.  Joseph  Cooper.  Jr.,  SS2   592-3232 — Sampson   County   Mem.   Hosp.    Clinton 

Howard.  Paul  Osmon.  GP5J  775-3518—409   Carthage   Street  Sanford 

Howell.   Charles  Maitland.  Jr.,  D34   725-7251— Bowman     Gray     Winston-Salem 

*Ho-well,  Julius  Ammons,  Flu      PA   5-7251— Bowman   Gray   Winston-Salem 

*Howell,  William  Lawrence,   (Life),  GP77  2261— Box  73  _   EUerbe 

Howerton,  James  Robert,  GP?  __     796-5471— Box  268         Columbia 

'Hubbard,  Frederick  Cecil,   (Life),  S?" 838-5662—408   8th   Street   N.   Wilkesboro 

Hubbard,  Robert  Thomas,  GPH  253-9365—86  Victoria   Rd.   Asheville 

Huckeriede.  Mark  Henry.   GP83  CR  6-1361—142  South  Main  Street  Laurinburg 

Hudnell.  Armstead  B.,  Jr.,  Oph-M 724-8227—1900  S.  Hawthorne  Rd.  Winston-Salem 

Hudson,  Miles  Hildebrand,  GP12  874-2152— Doctors    Clinic    Valdese 

Hudson,  Richard  Woodard,  GP25 745-4411    Bayboro 

Hudson,  William  Rucker,  ALR32 681-0111 — Duke  Univ.  Med.  Center Durham 

Hudspeth,   Allen   Sherrill.   Sh 725-7251— Bowman    Gray    Winston-Salem 

Huey.   Thomas   Walker,   Jr.,   ObGso  375-4261—1012  Kings  Drive  Charlotte 

Huffines,  William  Davis,  Path32   966-8265— P.  O.  Box  1020  Chapel  Hill 

*Huffman.  Stanton  Vance,  GPi   584-8727— RFD   =2  _   Elon   College 

Hughes,  Carlisle  Bee,  Jr.,  S86 679-4511— Lula   Conrad   Hoots  Mem.   Hosp Yadkinville 

•Hughes.  Jack,  U32 286-1297—923  Broad  St. Durham 

Hughes.  James  Richard,  GP54 SH  7-3710— Hines  Street  Snow   Hill 

Huizenga,  Ann  Harriet,  ObG74     829-7791— State  Bd.  of  Health   Raleigh 

Humphrey,  Edward  Cornelius,  PH84  982-4615 — Box   707    Albemarle 

Humphreys,  John  Leslie.  Jr..  Opheo 334-3739—1850  E.  3rd  St.  Charlotte 

Humphries.   Charles  Oliver,  132 286-2432—923  Broad  St. Durham 

Hundley.  Deane,  Jr.,  GP-'i  __     285-2404—219   E.   Main  St.   Wallace 

Huneycutt,   Joel   Broadus,   ObGS4   YU  2-1029—234  Yadkin  St.   Albemarle 

Hunt.  Jasper  Stewart.  Pd^o  ED  3-8145—1523  Elizabeth  Ave. Charlotte  4 

Hunt,  John  Franklin.   (Life),   GPsi   ME   1-3213—306   Maryland   Ave.   Spindale 

*Hunt.  Walter  Skellie.  Jr..   Or')2  TE  4-2588—600  Wade  Ave.  Raleigh 

Hunt.  William  Jack,  I4i   .._    888-6928—136  Church  St. High  Point 

Hunter.  Frank  Patterson,   (Life),   GP«   -2571— Box  647  Warrenton 

'Hunter,  John  B.,  S2.3    HU  7-6338—616  E.  Marion  St. Shelby 

Hunter,  John  Gray,  S4i  BR  4-7998—1016  Prof.  Village   Greensboro 

Hunter,  Shelton  Brinson,  Jr.,  GP'i   284-5251 — Box  128       Kenly 

Hunter,  William  Armstrong.  Ophi   _  227-3621— Kernodle  Clinic  Burlington 

Hunter.  William  Blair.   (Life).  Ret.,  PH43  893-3255—1007  Tenth  St.  Lillington 

Hunter,  William  Cooper,  GPss  243-6135—103   North   Pine   St.   Wilson 

Huntley,  Benjamin  Franklin,  ni,  134 723-0725—1900  S.  Hawthorne  Rd. Winston-Salem 

Huntley.  Carolyn  Coker.  A34  725-7251— Bowman    Gray    Winston-Salem 

Huntley.  Robert  Ross.  132 966-1258— N.  C.  Memorial  Hosp.  Chapel  Hill 

Hurdle,  Samuel  Walker.  (Life),  Ret.,  Ins34 PA  2-7826—2571  Country  Club  Rd. Winston-Salem 

Hurdle.  Thomas  Gray,  U26     485-3144—903  Hay  St.   Fayetteville 

Hussey,   Howard   Summerell,   Jr.,   GP33    TA  3-2105 — Tarboro  Clinic  Tarboro 

Hutaff,   Lucile    West,   134   725-7251 — Bowman    Gray    Winston-Salem 

Hutto,  Edith,  Dii   254-0717—160  Doctors  Bldg.  Asheville 

Hyde.  Austin  Taber,  Jr.,  I81     AT  7-3364— Rutherford  Hospital Rutherfordton 

Hyde,  Frank  Edward,   (Life),  Ret.,  GP16 PA  8-3425—212  Ann  St.  Beaufort 

Inabnet,   William   Barlow,   Otol4i   1208  Biarcliff  Rd.    Greensboro 

Ingram,  Charles  Hal,  S4i   888-6552—624  Quaker  Lane  High  Point 

Inman,  Charles  Ernest,  GP78 628-4011—208   lona   St.   Fairmont 

Irigaray,  Pedro  Jose,  P39  609  Central  Ave.     _   Butner 

Irons,  Cary  Frederick,  Jr.,  GP74  PL  2-4131— Box  744  Greenville 

•Irons,  Malene  Grant,  Pd^  PL  3-2423—801  Evans  St. Greenville 

Irving.  Richard  C,  GP45  692-8323—502  Seventh  Ave.,  W.  Hendersonville 

Isbey,  Edward  Kenneth,  Jr.,  Ophii   254-7026—409   Flatiron  Bldg.   Asheville 

•Present  at  1964  meeting 
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Isenhower,  Joseph  Andrew,  GPis 328-2231—24  2nd  Ave.,  N.  E.  Hickory 

Izlar.  Henry  LeRoy,   (Life),  GPJ't  723-6973—942  W.  Uh  St.  Winston-Salem 

Izlar.  Henry  LeRoy.  Jr.,  132     682-5562—306  S.  Gregson  St.  Durliam 

Jackson,  Marsliall'Vaden,  GPsi  936-3161— Box  87  Princeton 

Jackson,  Riciiard  D.,  Ss'>     786-6308—821  Rockford  Rd.   Mt.  Airy 

Jackson,  Robert  Toombs,  R52 VA  8-6211— Rex  Hospital  Raleigh 

Jacobs,  Julian  Erich  John,  Orfio  FR  6-5686—1822  Brunswick  Ave.  Charlotte  7 

Jacocks,  William  Picard,    (Life),  Ret.,  PH55   Carolina  Inn  Chapel  Hill 

*Jacques,  Robert  Samuel.  GFW  KI   2-2411— Mathiesen   Clinic   Pittsboro 

James.  Arthur  Augustus.  Jr.,  153   776-1712—109  S.  Steele  St.     Sanford 

*James.  George  W.,  D-H     722-6155—205   S.   Hawthorne   Rd.   Winston-Salem 

James,  Joseph  McCraw,  R65  763-4731— Walker   Mem.  Hosp.       Wilmington 

James,  John  Clav,  GPi»        HA  8-2741— Maiden   Clinic     Maiden 

James.  Richard  Thomas.  Jr.,  I60  333-8661—217   Travis  Ave.    Charlotte 

*James.  William  Duer,  Jr.,   S77     582-3611— Hamlet   Hosp.   Hamlet 

Jamison,  Edgar  Lament,  OALR76  147  McArthur  St.       Asheboro 

Jamison,  Robert  McClain,  R^s)  MA  3-8364 — 125  Highland  Drive  Leaksville 

Jarman,  Fontaine  Graham.  Jr.,  S«  JE  7-2581 — Central  Medical  Clinic Roanoke  Rapids 

Jarrell,  Wilburn  Eric,  GPSf.  786-5050—2007  Salem  Rd.       Mt.   Airy 

Jarrett,  David  Lincoln.   GP^4  627-2452—2  Bonner  St.  Clyde 

Jarvis,   James   Luther,   R«    Medical   Building       Gastonia 

Jaynes,  Grace  Swinburne  Harris,  GP75 Box  327 Tryon 

Jeffreys,  Everett  Osbourne,  NSh       PA  4-6871—705  O'Hanlon  Bldg.  Winston-Salem 

Jemison,  Howard  Allen,  Jr.,  n  Box  7386.  Reynolda  Station   Winston-Salem 

Jenkins,  Albert  M.,  R''2   833-3611—227  Bryan  Building   Raleigh 

Jenkins,  Ramon  Barton,  N-ti         275-6630—1018   Prof.   Village   Greensboro 

Jenkins,  Samuel  Gatlin,  Jr.,  C7»   335-4890— Med.    Bldg.   Elizabeth    City 

"Jennings,  Clark  William,  Jr..  Oris  328-1120—912  2nd  St.,  N.  E. Hickory 

Jennings,  Lowell  Eugene,  GPj6 UN  5-4231—2495  Lowell  Rd,  Gastonia 

Jennings,  Royal  Green,  D4i  888-6966-624  Quaker  Lane       High  Point 

Jervey,  William  St.  Juhen,  R23  HU  7-4321— Cleveland  Mem.  Hosp. Shelby 

Jeter,  Robert  Vernon,   GP7   793-4155—211  Washington  St.  Plymouth 

Johnsen,  Lynn,  T26    HU  4-6080— 820C  Elm  Street  Fayetteville 

*Johnson,  Amos  Neill,  GP82  JA   9-4101— Box   158   Garland 

Johnson,  Cecil  Lawrence,  Im   735-6261—401  N.  Herman  St.  Goldsboro 

Johnson.  Charles  Thomas,  Jr.,  GP78  843-4576—222  S.  Main  St.       Red  Springs 

Johnson.  Charles  Thomas,  Sr.,   (Life),  GP7S  843-2801—222  S.  Main  St.  .    Red  Springs 

Johnson,  Dan  Earnhardt,  Pdii 754-6936—354  S.  Mulberry  St.  Lenoir 

Johnson,   Donald   Carl,   Oph7   211  N.  Market  St..  Box  194  Washington 

Johnson,  Donald  Edward,  GPW     362-9471—1603  N.  Blount  St. Raleigh 

Johnson.  Floyd,  (Life),  Ret.,  PH24 MI  2-3093—201  Pinkney  St. Whiteville 

Johnson,  Gale  Denning,  S-tJ  892-7893—119  Lucknow  Square  Dunn 

Johnson,  G.  Frank,  R34  PA  4-7431—310  W.   Fourth   St.    Winston-Salem 

Johnson.  George,  Jr.,  S32  966-8498— N.  C.  Memorial  Hosp.     Chapel  Hill 

Johnson.  George  W..   (Life),  ObGs?  RO  2-7541—201  North  Front  St.  Wilmington 

"Johnson,  .Harry  Lester,   (Life),  Sse    835-5594— Box   530  .  Elkin 

Johnson,  Harry  Lester,  Jr.,  GPso 279-9785— Eastern  Rowan  Med.  Center Granite  Quarry 

John.son,  Hari-y  Wallace.   ObG4i   274-6355—823  N.  Elm  St.  Greensboro 

Johnson.  Heber  W..   ObG65    RO    3-1614—5305    Wrightsville    Ave.    Wilmington 

Johnson.  Henry  Wesley.  Pd34   723-1026—301  Miller  Street   Winston-Salem 

Johnson.  Hooper  duBois,  ALR^ii  762-0217—1709  Dawson   St.   Wilmington 

Johnson.  James  Nolen,  Jr.,  GPsi     765-4567—117  Hospital  Drive Spruce  Pine 

Johnson,  John  Brown,    (Life),   GP59   63— Box  104    Old  Fort 

*Johnson,  John  Ralph,  S43    892-2380—802  W.  Broad  St. Dunn 

■Johnson,  Joseph  Lewis,  GPi 226-3385— Box   487   Graham 

Johnson,  Julius  Doar,  OALR23  487-9098—314  S.  Washington  St.  Shelby 

Johnson,  L.  Meredith,  PIVIR47  WI  7-0200— Murray  Hill  Hotel N.  Y,  1,  N.  Y. 

*Johnson.  Livingston.  123     HU  2-1482—404  W.  Warren  Street Shelby 

Johnson.  Margaret  Wilson,  PathH  351  S.  Mulberry  St.         Lenoir 

Johnson.  Robert  Charles,  Or4i    888-6942—624  Quaker  Lane  High  Point 

Johnson,  Thomas  Milton.  GP^i   934-3556—708  Wilkins  St. Smithfield 

Johnson.  Walter  Royle.  GEH   252-6641—86   Victoria   Road    -  ---      Asheville 

Johnston.  Charles  L.,  Jr..  Phy32  966-1231— Dept.  of  Physiology,  Box   1020 Chapel  Hill 

Johnston,   Frank   Randolph,   S34   725-7251— Bowman    Gray    Winston-Salem 

Johnston,   George   Browne,   S76   625-6188—127  McArthur  St.  Asheboro 

Johnston.  Harvey  Wylie,   Uso      376-2767—803   Doctors   Bldg.    Charlotte   7 

Johnston,   James"  William.   ObGi    CA    7-3621— Kernodle    Clinic    Burlington 

Johnston.   Wiley   Warren,    (Life),   PH70   473-2480— Box   175  Manteo 

Johnston,  William  Oliver.  Iso  333-8411—1710  East  4th  St. Charlotte  4 

Jones,  Albert  McCray,  ObG7 946-5147—614  E.  12th  St.         Washington 

Jones.  Beverly  Nicholas,  Jr.,  134  722-1178—2240  Cloverdale   Ave.   Winston-Salem 

*Jones,  Severely  Nicholas,  Sr.,   (Life),  OALR34  PA  2-4614—310  O'Hanlon  Bldg. Winston-Salem 

Jones,  Clara  Iseley,  GPi  563-3161- Mebane  Clinic   Mebane 

Jones,  Clayton  J.,  ObGB  ST  2-4912— Ardsley   Road   Concord 

♦Present  at  1964  meeting 
tDeceased 
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Jones,  Craig  S.,  S23   HU  7-8545—210  Grover  St.   Shelby 

*Jones,  Dean   C,  Jr.,   S5   246-4441    Jefferson 

Jones,  Dean  Cicero,  Sr.,  S5  246-4441— Ashe  Co.  Mem.  Hosp.  Jefferson 

Jones,  Donnie  Hue,  Jr.,  GPSI  936-5171— Box  67  Princeton 

Jones,  Edward  Lenoir,  GP29 476-7862—400  Randolph  St.  Thomasville 

*Jones,  Frank  Woodson,  Sis  464-2121— Catawba  Hospital  Newton 

Jones,  James  David,  P32 1300  Oakland  Ave.  Durham 

*Jones,  James  Grady,  GPis?  347-2043—615  College  St.   Jacksonville 

*Jones,  Joseph  Kempton,  GP32 942-3951—1001   S.   Hamilton  Rd.  Chapel   Hill 

*Jones,  Joseph  Reid,  Jr.,  GP34 983-9335— Box   298    King 

Jones,  Logan  Oliver,  leo 375-1795 — 1900  Brunswick  Ave.  Charlotte 

Jones,  Otis  Hunter,  ObGso 375-7789—1012  Kings  Drive Charlotte  7 

Jones,  Paul   Erastus,   Jr.,  Ii3   782-4119— Ardsley  Road  Concord 

Jones,   Robert   Spurgeon,   GP23    487-5228—222  W.  Warren  St.  Shelby 

Jones,  Thomas  Theweatt,  GP32  286-4607—904   Broad   St.   Durham 

*Jones,  William  Burns,  PH92  829-3656— State  Bd.  of  Health Raleigh 

Jones,  William  Isaac,  GPeii    EM  6-0223—2914  Crosby  Dr. Charlotte  7 

Jones.  William   McConnell,    (Life),   GP3«   UN  5-1961—211  West  Main  St. Gastonia 

Jones.  William  Osborne,  Pdoi  8-3733—15  N.  Hampton  Dr. Hampton,  Va. 

Jones,  WiHiam  Robert,  GP33   GI  6-4921—600  Sunset  Avenue Rocky  Mount 

Jones,   William   Samuel,    (Life),   GP33   GL  9-4671—108  S.  Boddie  St.  Nashville 

Jordan,  Charles  Daniel,   GP74  VA  5-5301— Box  458  Bethel 

Jordan,  John  Alfred,  Jr.,  S26  485-3350—907  Hay  Street Fayetteville 

♦Jordan,  Riley  Moore,  GP47  ^_    875-2156—110  Campus  Ave.  Raeford 

Jordan,  Robert  Calhoun,  Jr.,  R53  775-2111— Lee  County  Hosp.  Sanford 

Jordan,  Weldon  Huske,  126     484-3261—114  Broadfoot   Ave.   Fayetteville 

Jordan,  William  Pritchard,  GPs  PY   4-3317— Lewiston   Rd.    Windsor 

Joyce,  Charles  Weldon,  GP"?  540-6021—200  N.  Market  Street   Madison 

Joyner,  George  William,  S76  625-6188—127  McArthur  St. Asheboro 

*Joyner,  Samuel  Balfour,  I-»i   274-6509—1219   Magnolia    St.    Greensboro 

tJoyner,  Theodore  Harold,  GP-ts  MU   4-6441    Fletcher 

•Joyner,  William  Stafford,   GP32  942-4568—1001  S.  Hamilton  Rd. Chapel  Hill 

Judd,   Glenn   Ballentine,   GP92   MU  7-4111— North  Main  St.  Varina 

Justa,  Samuel  Harry,  GP33  GI  2-2427—513  Sunset  Ave.  Rocky  Mount 

Justice,  William  Shipp,  S" 252-7211—311   Doctors   Bldg.   Asheville 

Justis,  Homer  Rodeheaver,  uso  ED  4-6449—1012  Kings  Drive Charlotte 

*Kaasa,  Laurin  Juul,  Path92 828-6261—3000  New  Bern  Ave.   Raleigh 

Kahn,  Joseph  William,  GP56 524-2716— Angel  Hosp.,  Inc.  Franklin 

*Kalevas,  Harry  John,  GPso  523-2030—1630  Mockingbird  Lane Charlotte 

*Kamp,  Maurice  Arthur,  PHso  PR  5-8861—1200  Blythe  Blvd.  Charlotte 

Kane,  Francis  Joseph,  Jr.,  P32 966-8447— N.  C.  Memorial  Hosp. Chapel  Hill 

Kapoor.  Shankar  Nath,  Or32  383-2441—306  S.  Gregson  St.   Durham 

Kapp,  C.  Hege,  Pul34  PA  5-7536—435   Nissen   Bldg.  Winston-Salem 

Katz,   Joseph,  154  JA  3-4606—116  E.  Gordon  St.   Kinston 

Kaufman,  Karl  Frederick,  R45  693-6522 — Pardee  Mem.  Hosp.  Hendersonville 

Kavanaugh,  Wilham   Paul,   GPSo   ME  3-1344— 5th  St.   Spencer 

Kearns,  Paul  Rutherford,  ObG49 TR  3-6463—213  S.  Center  St.  Statesville 

Kearse,  William  Oliver,  GP44  627-2211— Midway  Medical  Center  Canton 

Keeler,  Martin  Harvey,  P32        966-8752— N.  C.  Memorial  Hospital Chapel  Hill 

Keiger,  Oscar  R.,  (Life),  GP34   910   Olive   Street    Greensboro 

Keiter,  William  Eugene,  Sr..  Pd54 _527-0563— 400  Glenwood  Avenue   Kinston 

Keith,  Julian  Faison,  Jr.,  GP? 647-4311— Box  635  Clarkton 

Keleher,  Michael  Francis,  Sii  AL  4-1811—311  Doctors  Bldg. Asheville 

Kelemen,  William  Arthur,  Iso  334-1086—1361  E.  Morehead  St.  Charlotte 

Kellam,  Donald  Swift,  Jr.,  Orso  334-4641—1500  Elizabeth  Avenue   Charlotte 

Keller,  Guy  Otis,  Sso  FR   5-4429—1012   Kings  Drive   Charlotte   7 

Kelley,  Thomas  Francis,  GP84  YU  2-7311— Box  749  Albemarle 

Kelly,  Luther  Wrentmore,  Jr.,  Endocso  334-5531 — Nalle  Clinic  Charlotte 

Kelly,  Luther  Wrentmore.  Sr..   (Life),  I60 334-5531—1350  Kings  Dr.   Charlotte 

*Kelly,  Richard  Alexander,  GP4i  BR  3-3685—1116  Grove   Street   Greensboro 

Kelly,  Richard  Sterling,  Jr.,  Pdzs  HU  4-3121—1606  Morganton  Rd.  Fayetteville 

Kelsey,  Weston  Maynard,  Pd34  725-7251 — Bowman   Gray   Winston-Salem 

*Kemp,  Malcolm  Drake,  P63  61 — Pinebluff  Sanitarium  Pinebluff 

Kemper,  Robert  James,  Anes34  3232  Robinhood  Rd.  Winston-Salem 

Kempner,  Walter,  132  __    681-0111— Duke  Hospital Durham 

Kenan,  LeRoy  Fulton,  GP92  787-0302—4211  Six  Forks  Rd. Raleigh 

Kendall,  Benjamin  Horton,  C23  487-8381— Shelby   Medical   Center   Shelby 

Kendall,  John  Harold,  GP82 LY  2-2161—800  Stewart  Ave.  Clinton 

Kendrick,  Richard  Leon,  Iso  332-1147—1012  Kings  Drive Charlotte  7 

Kennedy,  John  Pressly,   (Life),  Sw  FR  6-2446—206  Doctors  Bldg. Charlotte  7 

Kennedy,  Leon  Toland,  Iw 334-5343—1340  Romany  Rd.  Charlotte 

Keppel,  Robert  Alvin,   Sis   322-6131— Richard  Baker  Hosp.   Hickory 

Kerby,  Grace  P.,  132 681-0111— Duke  Hospital  Durham 

Kermon,  Louis  Todd,  VZ 832-6649—17  South  Boylan  Ave. Raleigh 

•Present  at  1964  meeting 
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Kern,  John  Campbell.  GPSf.     367-2313— Box   8         Boonville 

Kernodle,  Charles  Edward,  Jr.,  Si   227-3621— Kernodle   Clinic.   Inc.   Burlington 

Kernodle.  Donald  Reed,  0.'\LR1   227-3621— Kernodle   Clinic,   Inc.       Burlington 

Kernodle,  Dwight  Talmadge,  H   227-3621—316  Graham-Hopedale  Rd.  Burlington 

Kernodle,  George  Wallace,  Pdi   226-7608— Med.   Center   Phar.  Bldg.   Burlington 

•Kernodle.  Harold  Barker.  Si    227-3621— Kernodle  Clinic,   Inc.   Burlington 

■Kernodle.  John  Robert.  ObOi  227-3621— Kernodle  Clinic,  Inc.   Burlington 

'Kerns,   Thomas  Cleveland.   Jr.,   Oph32   682-9341— 1110  West  Main  Street Durham 

Kerns,  Thomas  Cleveland,  Sr.,  (Life),  OtoVi 682-9341—1110  West  Main  Street Durham 

'Kerr,  George  R.,  Pathi    228-1371— Alamance   County  Hosp.   Burhngton 

Kerr.  John  Guthrie.  OF"   MU  3-2231— Box  55     .  Leicester 

«Kesler,  Robert  Cicero,  OALR41  BR  3-7109—1018  North  Elm  St. Greensboro 

Kester,  John  Marcus,  Jr.,  SiiO  375-6628—1012   Kings   Drive    Charlotte 

Ketchie,  James  Meredith,   (Life),  GPSO  636-4727— Box    1354    Salisbury 

Ketner,  Fred   Yadkin.   GPn   ST  2-2814—57  North  Church  St. Concord 

Keys,  Carson  M.,  GP^;  __     246-2401— P.  O.  Box  296   West  Jefferson 

Kibler.   William    Herbert,    iLife),   GPn   337-3441— 114  S.  Sterhng  St.  Morganton 

Kidd,  Ralph  Vincent,  Jr..  I'.o  _    FR  7-3439—1320  Scott  Avenue Charlotte 

"Kiffney.  Gustin  Thomas.  Jr.,  Oph32  966-8470— N.  C.  Memorial  Hospital Chapel  Hill 

Killian.    Frank    McClure.    OALR^iS    524-2215— Box  435       Pi-anklin 

Kimberly.   George  Douglas.   GP^'l    688-2146— P.  O.  Box  25 Bakersville 

Kimbrell.  Odell  C,  Jr..  V'^  VA  8-6393—226  Bryan  Bldg.   Raleigh 

Kindell,  John  R.,  Pdi6  Sea   Level 

King,  Charles  Herschel,  Anes32  Duke  Univ.  Med.  Center Durham 

•King,  Daniel  Denoon,  Jr..  GP75  DI  9-4310—216  Main  Street Reidsville 

King.  Duncan  Ingraham  Campbell,  GP-15  693-5331—507  Seventh  Ave.,  W.   Hendersonville 

Kuig,   Edward,   (Lifei,  Ret..   Anesii   AL  2-8901— II  Cedarcliff  Rd.   Asheville 

King,  Edward  Sandling,  Pd:'  HU  7-8411—314  South   Washington  St.   Shelby 

King,  Francis  P.,  i::'  637-6121—507  Prof.  Dr.   New   Bern 

King,  James  LeRoy,  GPso 283-6913— W.   Jefferson  St.   Monroe 

King.  Robert  Wilson,  126 485-3111— Box  3005  Fayetteville 

King,  Walter  Gorringe,  S4i   272-5021—108  E.  Northwood  St. Greensboro 

Kinlaw,  Murray  Carlyle,  Ob78   739-6060—2612  N.  Elm  St.  Lumberton 

Kinney,   Thomas   DeArman,    Path32   681-0111— Duke  Univ.  Medical  Center  Durham 

Kirchberg,  Roy   William,   ObG=^o   JU    6-2610- Eastgate      Sylva 

Kirkland,  John  Alvin,  ObG"'S 237-2151— Wilson  CUnic   Wilson 

Kirksey,  William  Albert,  GP12 HE  7-1850—302  South  King  St.  Morganton 

Kitchen.  Thomas  Ward,  Jr.,  GPH  758-2451—131  W.  Harper  Ave.  Lenoir 

Kitchin,  William  Walton,  S82  LY  2-3232— Sampson  County  Mem.  Hosp. CUnton 

Klenner.  Fred  Robert.  GP7'>  DI  9-5432—216  Gilmer  St.         Reidsville 

Kling.  Llewellyn  Emil.  PH=^-i  JA  3-6110— Lenior  County  Health  Dept.   Kinston 

Klostermyer.  Louis  Leon,  Rii  252-5674—103  Doctors  Bldg.  Asheville 

Kneedler.  William  Harding,  I13  782-7515—1019  N.  Church  St.  Concord 

Knight,  Floyd  LaFa.vette,    iLife>,   S'3   775-4146—103  Hillcrest  Drive   Sanford 

Knoefel,  Arthur  Eugene,  Jr.,  GPn  NO  9-8121—114  Montreat  Rd.    Black  Mountain 

Knowles.  Daniel  Lamont.   (Life",  GP33 GI  6-8027—135  South  E.  Main  St. Rockv  Mount 

Knox,  Joseph  Clyde,  PD«    762-7929—308  North  11th  St.  Wilmington 

Kocak.  Theodore  Joseph.  GPso 525-1821—113  Seneca  Place  Charlotte 

Kodack,  Albert,  GPu   252-1131—402    Flatiron    Bldg.    Asheville 

Kokiko.  George  Victor,  Path96 734-2211— Wayne    Co.    Hosp.     Goldsboro 

"Koomen.  Jacob.  Jr.,  PH92 829-3478— N.  C.  State  Board  of  Health  Raleijh 

Koon,  Ethen  Sease,  Jr.,  Sn  AL  3-2468— Medical  Center  Bldg. Asheville 

■-Koonce,  Donald  Brock,  S65    763-6289—408  North  11th  St.   Wilmington 

Kornegay.  Hervy  Basil,  Jr..  GPM  658-3064—515  W.  Main  St. Mount  Olive 

Kornegay.  Lemuel  Weyher.  Jr.,  S33  144  Coast  Line  St.   Rocky  Mount 

•Kornegay.  Robert  Dumais,  S33  144  Coast  Line  Street Rocky  Mount 

Koseruba,  George  Michael,  Pd*'  RO  3-2476 — 420  Orange  Street  Wilmington 

Kossove,  Albert  A.,  I60 377-5984—1530  Elizabeth  Ave. Charlotte 

Kossove,  Irene  Levy,  Iso 377-5984—1530  Elizabeth  Ave. Charlotte 

Kouri,  Wm.  Herbert,  GPso 2028  Woodland  Dr.  Charlotte 

Koury.  George  Eli.  I  &  Ai  CA  6-9300—1821   Hilton  Ave.  Burlington 

Koury,  Marvella   Vanney,  Anesl   CA  6-9300—1821   Hilton  Ave.  Burlington 

Kramer,  Morris.  R^s  RE  9-3211 — Southeastern  Gen.  Hosp.  Lumberton 

Kreshon.  Martin  John,  Ophso 333-0131—106  W.  Seventh  St. Charlotte 

-Kress.  Esta   Levy.  Pd-i   694-2124—207  A  Morven  Rd.  Wadesboro 

"Kress,  Jacob  Himi,  !■» 694-2124—207  A  Morven  Rd.  Wadesboro 

Kroh.  Laird  Franklin.  GP«) 375-3198—2201   McClintock  Rd.  Charlotte  5 

Kroncke,  Fred  George,  142  JE  7-2581—615  Jackson  St.  Roanoke  Rapids 

Kurtz.  Elam  Stoltzfus.  GP5   845-2911    Lansing 

Kutteh.  Hanna  Constantine,  ObGig 872-6321—564  Brookdale  Drive Statesville 

Kyles,  Bruce.  P'"'   RE  5-4121— Cherry  Hosp.  Goldsboro 

*Lackey,  Robert  Stevenson,  Rso 376-8937— Bo.x  255A Charlotte 

Lacy,  George  Rufus.  Jr..  Pathii AL  2-5331 — Memorial  Mission  Hospital   Asheville 

Lafferty,  John  Ogden,  R60 PR  5-1476—1012  Kings  Drive  Charlotte  7 

*Present  at  1964  nieeting 
tDeceased 


ALPHABETICAL  LIST   OF   MEMBERS  47 

Lafferty,  John  William,  Pdis  345-3163—912  2nd  Street,  N.  W. Hickory 

LaGrange,  C.  Rex,  GPe  836-3627— Box   208   Bladenboro 

Lahser.  Charles  Irvin,  Pd36 864-3291—318  South  St.  Gastonia 

Lake.  Ralph  Callihan,  S-ti BR  4-2429—902   North  Elm  St.  Greensboro 

Lambeth,  William  Aronld.  Jr.,  134 725-0666—2240  Cloverdale  Ave.   Winston-Salem 

Lampley,  Charles  Gordon.  ObGis  HU  7-5258— Box  64     Shelby 

Lampley,  William  Askew,  S-i?   OX  3-9824—433  North  Church  St. Hendersonville 

Lancaster,  James  Monroe,  Sr..  U"8 Wachovia  Bank  Bldg. Goldsboro 

Landon,  Henry  Clayton,  III,  GPe? 800—821  B.  Street  N.  Wilkesboro 

Lane,  Bessie  Evans,   (Life),  163 695-0561—275  W.  New 

Hampshire   Ave.   Southern   Pines 

Lane,  Edgar  Winslow,  Jr„  TJ12 HE  7-0121—222  W.  Union  St. Morganton 

Lane,  John  Haden,  132 1010  Broad  St.     Durham 

Lang,  Andrew  Martin,  GP12  HE  7-4211—202  S.  King  St.  Morganton 

*Langdell.  Robert  Dana.  Path32  966-8333— UNC  Sch.  of  Med. Chapel  Hill 

Langdon,  Benjamin  Bruce,  U26 485-3144—903  Hay  St.  Fayetteville 

Langley,  John  Thomas,  Or=^-i  523-9894 — Kinston    Clinic    Kinston 

Lanier,"  Verne  Clifton.  GP29   731-2121— Box   68    Welcome 

Lansing.  Cornelius,  F'-  966-4131— N.  C.  Memorial  Hosp. Chapel  Hill 

LaPrade,  Bennett  Watterson,  ObGS4 JA  7-1527— Kinston  Clinic  Kinston 

'Lapsley,  A.  Eraser,  GPS4 HA  2-3665— Box  848     Badin 

"Large,  Hiram  Lee,  Jr.,  Patheo   __     FR    7-4411— Box    10157    Charlotte 

*Larkin,  Ernest  Waddill,  Jr.,  Oph7  WH  6-2171—211  North  Market  St. Washington 

Larson.  John  David,  Jr.,  ObG'3    775-5722—410  East  Main  St.  Sanford 

Lashley,  Curtis  Ray,  GP4i       299-8422—5410  Friendly  Rd. Greensboro 

Lassiter,   Tally   Edward,    GP62    _   2931— P.  O.  Box  308     Biscoe 

Lassiter,  Vernon  Clark,   (Life),  Ret.,  S34 867-5724— 7200-34th  St.,  S.,  Apt.  5-H-_St.  Petersburg,  Fla. 

*Lassiter,  Will  Hardee,  Jr.,  GPsi   934-0500—713   Hancock   St.   Smithfield 

Lassiter,  William  Edmund,  132 966-4131— UNC  Sch.   of   Med.   Chapel   Hill 

tLaton,  James  Franklin,  (Life),  OALRS4 YU  2-2814— Box  147   Albemarle 

LaTourette,  Kenneth  Abram,  Path43    693-6522— Pardee  Memorial  Hosp. Hendersonville 

tLattimore,  Everett  Beam,  (Life),  GP23 HU  2-1032—407  N.  Morgan  Street Shelby 

Lawing,  Daniel  Philmon,  GP55 212  E.  Water Llncolnton 

Lawing.   Karl   Lander,   GPS^    RE  5-5888—208  E.  Water  St. Llncolnton 

Lawrence,  Benjamin  Jones,  Jr.,  S86  ___      786-7871 — Box   72   Mount   Airy 

Lawrence.  Benjamin  Jones,  Sr.,   (Life),  S92  572-5373— Ashton  Hall  Pace,  Va. 

Lawrence,  John  Charles.  S"8     RE  9-3338 — Medical  Arts  Bldg.  Lumberton 

Lawrence.  Patricia  Ann,  ObGeo  ED  4-2616-1340  Romany  Rd. Charlotte 

Lawson,  Julius  Rutledge,  Pdos  243-6135— Box  1848       Wilson 

Leach,  William  Bernard,  Pa.th25 484-2121— Cape   Fear   Valley  Hosp.   Fayetteville 

*Leath,  MacLean   Bacon,   OALR41 882-8213—529  North  Main  St. High  Point 

Leath,  Thomas  Edward,  GPso 399-7361—3047   Freedom   Dr.   Charlotte    8 

*LeBauer,  Maurice  Leon,  S4i  BR  2-4571—1007  Professional  Village  Greensboro 

*LeBauer,  Sidney  Ferring,  I4i   BR  2-4571—1007  Professional  Village  Greensboro 

Ledbetter,  John  Winslow,  Nn  254-5396— Medical  Center  Bldg.  Asheville 

Lee.  Allen  Henry,  GPSi  965-3251— Box  8    Selma 

*Lee,  Ferdinand  Wayne,  Oreo 334-0809—225  Hawthorne  Lane Charlotte 

Lee,  Francis  Brown,  S90   283-4324— Box  468     Monroe 

Lee,  Henry  Neill,  Jr.,  V»  739-7551—500  W.  27th  St.  Lumberton 

Lee,   Mike,    (Life),  GP54   JA  3-2745—107  E.   Caswell  St.  Kinston 

Lee,  Willard  E.,  fs   Pitt  Co.  Mental  Health  Clinic Greenville 

Leeper.  William  Edward.  Jr.,  136  UN  7-6798—818  W.  Mauney  Ave.  Gastonia 

-LeGrand,  Robert  Hampton,  S4i  BR  4-1331—1023  Professional  Village  Greensboro 

Leinbach,   Laurence  Brickenstein,   R34  __  725-7251 — Bowman  Gray Winston-Salem 

Leinbach.  Robert  Frederick.   (Life),  Ret.,  I60 3940  Arbor  Lane Charlotte 

*Lennon,   Hershel   Clanton.   Path4i    299-6815 — Wesley  Long  Hosp. Greensboro 

Leonard,  Donald   Dean,   Path4i      1200  N.  Elm  St.  _   Greensboro 

'Leonard,  Jacob  Calvin,  Jr.,  OALR29  CH  6-5295—15  E.  Center  Street Lexington 

Leonard,  Ruth,  Oph60 333-0131—106  W.  7th  St.  __    Charlotte  2 

Leonard,  Walter  Evan,   GPis    345-2298—130  27th  St.,  S.  W.  Hickory 

"Leonard.  William  Albert,  Jr.,  141  272-3621—106  E.  Northwood   Street  Greensboro 

Lerner,  Paul  Maynard,  Un  AL  3-5314—309  Doctors  Bldg.  Asheville 

Levi,  George  Albert,  Oph26  484-6141— P.  O.  Box   3364   Fayetteville 

Lewis.  Andrew  Jackson,  Jr.,  ObG60 333-9852—1530  Elizabeth  Ave. Charlotte 

Lewis,   Charles  Pell.  Jr..   OALRw  349-6390— Box    329     Reidsville 

Lewis  Clifford  Whitfield,  ObG4i   888-5688—330  Locke  St. High  Point 

Lewis,  Dockery  Durham,  Jr.,  Pd49 872-2723—942  Davie  Ave. Statesville 

Lewis,  John  Sumter,  Sis  327-8656—214  North  Center  Street   Hickory 

Lewis  Martin  Thomas,  GPi6  PA  8-4491—119  Turner  St. Beaufort 

Lewis,  Newman  Maxiville,  149 TR  3-9086— Box  789   Statesville 

Lewis.  Robert  Edward.  S97  838-5682— Box  870  . North  Wilkesboro 

"Lewis.  Walter  Glenn.  GP4I  2631— Box   42  Gibsonville 

*Lide.  Thomas  Norwood,  Path34  Forsyth  Memorial  Hosp.  Winston-Salem 

Ligon,  Harold  Belton,  GPn   AL  2-1585—86  Victoria  Rd.   Asheville 

"Present  at  1964  meeting 
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Liles.   George   Welch,   Si3    WE   2-0246—306   Professional  Bldg.   Kannapolis 

Liles.  Lonnie  Carl.  I''i  TE   3-3914 — 707   Professional   Bldg.   Raleigh 

'Liles.  Richard  Vernon,  Jr.,  GPS-l  474-3317— Box  676       Norwood 

Lilly,  William  Harold,   GP-n   892-2137— P.   O.   Box   708   Dunn 

Lindley,  Joseph  J..   Si    227-3621— Kernodle  Clinic  Burlington 

Lindquist,  Richard  Kurt.  ObGi2  209  S.  King  St.  Morganton 

Lindsay,  Robert  Boyd.  I"  966-1128— Univ.  Infirmary   Chapel   Hill 

"Lindsey,  Mark  McDonald,   S"7  582-0295— Hamlet   Hosp.    Hamlet 

Lineberger.  Herman   Propst.  P^^   286-4456 — Child  Guidance  Clinic  Durham 

Link  Melvin  Robert.  .•VLR''"    --    375-1048—1012  Kings  Drive  Charlotte 

Linton.   Eugene   Bell.  ObG^-i   723-5361 — Bowman    Gray    Winston-Salem 

Lippitt.  Devereaux  Haigh.  Path25  638-5173— Craven    Co.    Hosp.    New    Bern 

Lipton,  Barbara  Steiner.  P'^  942-2453—2004  N.  Lake  Shore  Drive Chapel  Hill 

Lipton,  Morris  Abraham,  P^^ 966-8752— UNC   School   of   Medicine  Chapel   Hill 

Little.  Henry  Reece.  Jr..  GP^^s  ME  7-6118—507  Pollock  St.     New  Bern 

•Little.  Howard  Q.  L..   GP^i    449-4323—213    Burlington    Rd.    Gibsonville 

Little.  Joseph  Rice.  OALRso  ME   3-2085—124   Rutherford   St.    Salisbury 

Little,  Lonnie  Marcus,  (Life),  GP^9 TR  3-7661—113  W.  Broad  St.  Statesville 

Little.  Suzanne  Brown.  K5  ME  7-6118—507  Pollock  St.   New  Bern 

Littlejohn.   James   Talmadge.   m     -   -AL   3-0443—406   Doctors   Bldg.   Asheville 

Littlejohn.   Thomas   Willard.   ObG-^^    PA  5-7581—301  Miller  St. Winston-Salem 

-Littleton.  Leonidas  Rosser.  Rs^  786-4151— Northern    Hosp.   of   Surry   Co.   --  -         Mt.    Airy 

Liverman.  Henry  Joseph,  GP" 925-3271— Box   245    Engelhard 

Liverman,   Joseph   Thomas,   GP-'J   GL  9-5031— P.  O.  Box  500  Nashville 

Llevellvn.  Charles  Elroy.  Jr..  Pi2 681-0111— Duke  Hospital   Durham 

Llewellyn.  John  Thomas.  GP?  SW  2-2186— Liberty  Street Williamston 

Lloyd.  Clyde  Franklin.  GPw  EM   2-9471— Main   Street   Garner 

Lloyd,  John  Thomas,   S-'^   496-4177—111    Jolly    Street   Louisburg 

Locey,   Robert   Phillip.   PH3-4   723-1601— Box   2975       Winston-Salem 

Lock.  Frank  Ray.  ObG'-t 723-5361— Bowman  Gray  Winston-Salem 

Lockhart.  David  Armistead.   PdH   786-1144— Ardsley  Road       Concord 

Lockharl.  Walter  Samuel.  Jr.,  NS« 286-1254—1011    Broad    Street    Durham 

-Lodmell.  Elmer  Arthur.   R^l    273-8369—1200   North   Elm   St.         Greensboro 

Logan.   Prank   Hicks.   GP^i    AT  6-9111—411  N.  Washington  St. Rutherfordton 

Logan!  Frank  William  Hicks,  (Life),  GP8i AT  6-9111—411  N.  Washington  St. Rutherfordton 

Lohr,  Dermot.  PHi'>  246-5952— Health   Center  Lexington 

Lokev.  Julian  Lee.  V   787-4033—631  Macon  PI.,  N.  Hills  Raleigh 

Lomax,  Donald   H..   GPso   636-5626— Ketner    Center    Salisbury 

Lombard.   Elizabeth.   GPSO   279-9355— Box  536     Rockwell 

London,  Arthur  Hill.  Jr..  Pdn  684-0487—306  S.  Gregscn  St. Durham 

'London.  William  Lord.   Pd':   684-0487—306  S.  Gregson  St. Durham 

Long.  David  Thomas.  OALR?^  4165—405  Soutli   Main  St.  Roxboro 

Long.  Frederick   Yount.    iLife),   GPis    CH   1-2402— Box   36    Catawba 

Long.  Rowland  Veach.  I^''        Welcome 

'Long.  Thomas  Drumwright.  173  7223— Box   77   Roxboro 

Long.  Thomas  Walter.  GPi*  IN  4-3321— Box  109  _  Newton 

Long.  Walter  Nathaniel.  GP^  632-3737— Box  756       Taylorsville 

'Long.  William  Matthews.  GPso  634-2132— South    Main    St.    Mocksville 

'Long.  Zacharv  Fillmore.   GP77  TW   5-4036—304  E.   Washington   St.   Rockingham 

Longino.  Frank  Henry.  C-^ 758-1747—1800  W.  5th  Street Greenville 

Lord.    Margery    Juline.    (Life),    PHu    AL  3-7567— Parkway  Office  Asheville 

'Lore,  Ralph  Eli,   SH      _    __    PL  4-3651—324  S.  Mulberry  St.  ..Lenoir 

Lounsburv.   James   Breckinridge.   ObGss    762-1572-1006  Grace  St.  Wilmington 

*Love.   Nicholas   Armistead.   GP«         TE  3-2556— Box  9364  Raleigh 

Lovelace.  Thomas  Claude.    <Lifei,   GPSi    OL  7-5167— Box  295  Henrietta 

Lovell.  William  Figgatt,  A60   ___      334-E589— 1600   E.    5th   St.   Charlotte 

tLovill.  Robert  Jones.    iLifei.  GPW  348— P.  O.  Box  647     Mt.  Airy 

'Lowenbach.  Hans.   P<^    681-0111- Duke    Hospital    Durham 

Lowery.  Charles  Donald.  GP^     _    VA  4-2056— Box  368   Lowell 

Lowery.   John   Robert.    (Life),    GESO    ME  6-3944—510  W.  Innes  St.  Salisbury 

Lowry".  Otis  Megel.  GP»  478-3171— Spring  Hope  Clinic  Spring   Hope 

Lownes.  Milton^Markley.  Jr..   GPm   658-3177—130   N.   Center   St.    Mt.   Olive 

Lucas.  Robert  Theodore.  Jr..  Pd«) 375-7009—1350  Kings  Drive  Charlotte 

Lumb.  George  Dennett.  Path(i=i    RO  2-9611— James  Walker  Mem.   Hosp Wilmington 

'Lund.  Herbert  Zachareus.  CP^I   BR   5-8292—1200    North   Elm    St.      Greensboro 

Lunsford.  Lewis.  Jr..  m   AL  2-8771—209  Doctors  Bldg.  Asheville 

'Lupton.  Carroll  Crescent.  S4i   273-8691—1100  Olive  St.     Greensboro 

'Lupton.  Emmett  Stevenson.  D4i   BR  4-4136—1100  Olive  St.  Greensboro 

Lusk.  John  Alexander.  III.  m     272-3206—1034  Professional  Village   Greensboro 

Lusk.  Walter  Coles.  II.   Endcc^l       272-3206—1034   Professional  Village   Greensboro 

Lutterloh.  Isaac  Havden.   (Life).  153   775-3911—201  Chatham  St. Sanford 

'Lutterloh.  Isaac  Havden.  Jr.,  1^3  775-3911—201  Chatham  St. Sanford 

Lutz.  James  Dwight.  GP^^    693-5225—600   Fifth    Ave..   W.    Hendersonville 

Lvda.  Edgar  Witherby.  ObGn   254-3266—200  Charlotte  St. Asheville 

Lyday.    Charles   Emmett.    (Lifei.GP'fi UN  5-1522—304  Commercial  Bldg. Gastonia 
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Lyday,  John  Elliott,  S-fi  272-0313—1031    Professional  Village   Greensboro 

Lyday,  Russell   Osborne,    (Life),   S-ii   272-0313—1031   Professional  Village   Greensboro 

Lyday.   William  Davie.   SM   333-5628 — Hawthorne  Med.  Center Charlotte 

Lyle.  Carl  Blackburn.  Jr..  132 832-7581— Dorothea    Di.x   Hosp.   Raleigh 

•Lymberis,  Marvin  Nicholas.  Ophso  ED   3-0131—106   W.  7th   St.   Charlotte   2 

•Lynch.  John  Franklin.  Jr..  Pd^l   888-4074—624  Quaker  Lane  High  Point 

'Lynn.  Cy  Kellie.  GP12  874-2152— Valdese  General  Hosp.  Valdese 

Lynn]  James  Wiley,  Jr.,  Pdi  227-2815—1610    Vaughn    Rd.    Burlington 

MacAlpine.  Orville  Duncan.  Pdii    254-5304—1061  Haywood  Rd. W.  Asheville 

Macbrayer.  Lewis  Burgin,  in,  Pd-t?  663-2611—417   E.   Statesville   Ave.   Mooresviile 

MacDonald,  Donald  Ewan.   P60   FR  5-8861—1200  Blythe  Blvd. Charlotte 

MacDonald.  J.  Kingsley,  ObG60  334-8644—1524    Harding    Place    Charlotte    3 

MacDonald.  Malcolm  John.  Ind+» 648-2331— Champion    Paper.   Inc.   Canton 

MacKay,  James  Calvin.  16^   762-5292—1719  Dawson   St.   Wilmington 

MacKinney.  Loren  Greenwood,  Pd32 966-8441— UNC  Sch.  of  Med.  Chapel  Hill 

MacLauchlin.  William  Thompson,  GPis  464-3821— Box   427    Conover 

MacRae,  John  Donald.  Rii     61  Kimberly  Knoll  Rd. Asheville 

McAdams.  Charles  Rupert.  Jr..  S^o 333-3187—205  Hawthorne  Med.  Center Charlotte 

McAlister.  Jean  Colvin.  Pd^l   272-4187—104  E.  Northwood  St.  Greensboro 

McAllister.  Hugh   Alexander.  ObG^s   739-3256— 27th  at  Barker  Street  Lumberton 

McArn.  Hugh  Munroe.  Jr.,  GP83 276-2100- Box    1655    Laurinburg 

McBee.  Paul  Thomas.  S59 697-1194—122  South  Main  St.  -  Marion 

'McBryde,  Angus  Murdoch,  Pd32 682-6159—809   W.   Chapel   Hill   St.   Durham 

'McCain,  John  Lewis,  I^s  237-2151- Wilson  Clinic   Wilson 

McCall,  Marvin  Mather,  III.  Vo 375-1795—1900  Brunswick   Ave.   Charlotte 

McCall,  Michael  Alvin,  GPS'*  695-3541—422    Fleming    Ave.     Marion 

McCall,  William,  Jr.,  134  725-8901—521   Nissen   Bldg.   Winston-Salem 

McCall.  William  Herbert.  OALRn   AL   3-0421—601    City   Bldg.    Asheville 

McCallum.  James  Henry,  Jr.,  Pd" SW  2-2186 — Williamston  Clinic Williamston 

McCampbell,  Leo   Clayton,   ObG-t2   JE  7-2581 — Central  Medical  Clinic Roanoke  Rapids 

•McCarthy,  John  Joseph,  Pul47 WI  4-2351- N.  C.  Sanatorium  McCain 

McCarthy,  Ralph  Leeves,  Prso  PR   6-5766—1515   Elizabeth  Ave.   Charlotte 

McCaskill.  Lloyd  Curtis,  GP78 844-5979— Box  788       Maxton 

McCoUum,  Donald  Eugene,  Or32  __    .  681-0111— Duke  Hosp. Durham 

McConnell.  Harvey  Russell,  <Life),S36 UN  5-2421— Box   875   Gastonia 

McConnell,  Mary  Helen,  Pd"  _-  AL    2-8697—675   Biltmore    Ave.    Asheville 

McCotter.  St.  Elmo.   (Lifei.  GP25   2312    Bayboro 

McCoy.  Edwin  Richard.  ObG«       873-9086— Box   789    .__    Statesville 

McCoy,  Joseph  Bennett,  Jr.,  ObGso ED   2-8579—1509    Elizabeth    Ave.    Charlotte 

McCracken.  J.  William,  S-n  BR   2-5021-108   E.    Northwood    Greensboro 

McCracken.  Joseph  Pickett.  132  684-2431—609    Vickers    Ave.    _       Durham 

McCracken.  Marvin  Howell.  GPn  AL   4-1861—807   Public   Service  Bldg.   Asheville 

McCubbins.  Paul  Swicegood.  Iso     1429  Arbor  Dr.   Salisbury 

•McCutchan.  Fi'ank.   (Lifei.  OALRSO  636-1036— Box    1247   Salisbury 

McCutcheon.  William  Benson.  Jr.,  S32  286-4028—1007  Broad  St.     Durham 

McDade,  Brodie  Banks,   (Life),  GPi  . -CA  6-9154—511  W.  Davis     Burlington 

McDonald,  Angus  Morris,  IJso  ED  3-7101—225  Hawthorne  Lane Charlotte 

McDonald,   Cornelius   Ti-awick,   S86   RE  5-0144—713  Simmons  St. Goldsboro 

McDonald,  Robert  Lacy,  GP29 476-3264—32  Trade  St.       Thomasville 

McDowell,  Harold   Clyde,  Or34  PA  3-8533—301  Miller  St.  Winston-Salem 

McDowell,  Roy  Hendrix,  GP36       825-8446— Main  Street         Belmont 

McDowell,  William  Kitchen.  OALR33 TA  3-2105— Tarboro  Clinic  Tarboro 

McDuffie.  Robert  Stanley.  ObGn 254-8166—211  Doctors  Bldg.  Asheville 

McEachern.  Duncan  Roland.   S65   762-4733— P.  O.  Box  1138   Wilmington 

McElrath.  Percy  John.  ObGM  _.    833-0015—500  St.  Mary's  St.  Raleigh 

McElroy.  James  Lawrence,  GP?"  4501 — Box  486  Marshall 

McElroy,  Richard  Allen.  GPSO UL  7-2711 —Landis  Med.  Clinic Landis 

•McElwee,  Ross  Simonton.  Jr..  S<io ED   4-7216—1340   Romany   Rd.    Charlotte 

McFalls.  Vernon   Wendell,   Pd4i    882-4187— 624  Quaker  Lane High  Point 

McFarland,  James  Arthur,  isi 287-3364^Norris   Biggs    Clinic   Rutherfordton 

McFayden,  Oscar  Lee,  Jr..  126 HE  2-3302—123  Anderson  St. Payetteville 

McGee.  Julian  MuiTill.  (Life),  Sti BR  2-0787— 8U  North  Elm  St.  --   Greensboro 

McGill.  John  Charles,   GP23   739-3681— Box  392       Kings  Mountain 

McGimsey,  James  Franks,  Jr..  P12  HE  7-0221— Broughton  Hospital  ^-1 Morganton 

McGowan.  Claudius.  (Lifei.  GP^ SW  3-2311—109   Washington   St.    Plymouth 

McGown.  Henry  Curtis.  III.  S95   264-2400    Boone 

McGrath,  Frank  Bernard.  GP78         739-3615—1808  N.  Pine  St.  Lumberton 

McGuffin.  William  Christian,  Pdii   253-7364—14   W.   Doctors   Bldg.   Asheville 

Mclnnis,  Alice  Pugh,  Pd52  TE   3-3617—1321    Oberlin   Rd.   Raleigh 

Mclnnis.  Angus  G..  GP??  . 9-4310—216  S.  Main  St.       Reidsville 

Mcintosh.    Archibald    Nock.    GP59    42H— 219  South   Main   St.  Marion 

Mcintosh.  Henry  Deane,  €32  _  _.     681-0111— Duke     Hospital     Durham 

Mcintosh,   William   Ruffus,    (Life),   GP77   TW  5-3361— Box   6         --    Rockingham 

Mclntyre,  Stephen,  S/S RE  9-3514—306  W.  23rd  St.  Lumberton 

•Present  at  1964  meeting 
tDeceased 
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McKay,  Clinton  Hull,  I'>"     -   375-1795 — 1900   Brunswick   Charlotte   7 

McKav.  Hamilton  Witherspoon,  (Life),  Uso  334-6449—1012  Kings  Drive  Charlotte 

McKav,  Hamilton  Witherspoon,  Jr.,  AM  332-8589—1600   E.   5th    St.    Charlotte 

McKav,  Robert  Witherspoon,   (Life;,  U60 ED  4-6449—1012  Kings  Drive  Charlotte 

'McKee,  Lewis  Middleton,  I«   286-2242—3633   Hope   Valley  Rd.   Durham 

McKeel,  Millard  Filmore,  NS"  AL  4-5396— Medical  Center  Bldg.  Asheville 

McKeithen.  Murdoch  Ritchie,  ObGss   276-3541—507  W.  Covington  St.  Laurinburg 

McKenzie,  Edward  Burt,  Sso  .      ME  3-3441—709  Barker  St.       Salisbury 

McKenzie,  Wayland  Nash,  GPs-i  982-3312—320  North  Second  St,  Albemarle 

McKinnon,  William  James.  S-t  MY  4-2316—407  S.  Green  St.   Wadesboro 

McKnight,  Rodney  Leonard,  Anes.!2  -.   Cleveland  Mem.  Hosp.   Shelby 

McKnight,  Roy  Bowman,   (Life),  Ret.,  Sm 754-8893— Tarheeland  Acres  Shallotte 

McLain,  Bill  Reid,  GP^''  528-2371  .-. Mooresville 

McLain.  John  Edward  Gorsuch,  Ind-'i 489-6558—3209  Rugby  Rd.   Durham 

McLaughlin,  Calvin  Sturgis,  Jr.,  Indeo 945-3452— Rt.  4   Concord,  Tenn. 

■'McLaurin.  Daniel  Archie,  GP«  362-4721— Box   36   Garner 

'-McLean,  August)is  A.,  Jr.,  GP«  3911— Box    126    Murfreesboro 

McLean,  Ewen  Kenneth,   (Lifei,  Pdc-o  333-6659— Hawthorne   Med.   Center   Charlotte 

McLean,  Harrv  Herndon,  III,  GP^'  875-2156—110   Campus  Ave.      Raeford 

McLean,  James  Wilton,  V-6  HE  2-6278—119  Mason  St,  Fayetteville 

McLean,  Malcolm,  Pd''"  225  Hawthorne  Lane   . Charlotte 

McLellaiid,  John  Rockwell,  GP« NO  2-3591—427  E.  Statesville  Ave.  Mooresville 

McLendon,  Walter  Jones,  GPM   HU   5-3831— Box   67  Oakboro 

'McLendon,  WUliam  Woodard,  Path4i   275-8292— Cone  Mem.  Hosp.     Greensboro 

McLeod.  John  Calvin,  Jr.,  1%     735-3814—811  Simmons  St.       Goldsboro 

"McLeod,  John  Purl  Uttlev,  GPW 624-5311—103    South    Elm    St.    Marshville 

■'McLeod,  Marv  Margaret,  Pd53 775-3232—114    South    Gulf   St.  _-  Sanford 

McLeod,  Vida  Canaday,  GPf'S  695-5581—155  E.   New   Hampshire     .    __.    Southern    Pines 

McLeod!  William  Leslie,  ObGso  FR  6-1554—1524  Elizabeth  Ave. Charlotte 

McLeod,  William  Louis,  GPs-4  474-3317~Main     Street  Norwood 

■-McManus,  William  Louis,  GPm    TE    2-6510—722    St.    Mary's    St.    Raleigh 

McManus,  Hugh  Forrest,  Sr.,  GPso 847-4072— Box  415    Matthew^s 

McMichael,  Peter  DiUard,  Jr.,  V'J 342-1411—617  S.  Main  St.   Reidsville 

McMillan,  Campbell  White,  Pd« 966-4131— UNC  Sch.  of  Med.  Chapel  Hill 

McMillan,  James  Fulford,  P«    762-1425—308  N.  Third  St.       Wilmington 

McMillan,  Robert   Lindsay,  C34   725-8326—2240  Cloverdale  Ave Winston-Salem 

McMillan,  Robert  Monroe,  163  692-6471—140  S.  W.  Broad  St.  Southern  Pines 

'McMillan,  Roscoe  Drake,  (Life),  GP78 843-4271— Box  232      Red  Springs 

McMillan,  Thomas  Henrv,  Jr„  Iso  ._   375-1795—1900  Brunswick  Ave, Charlotte 

McMurrav,  Clarence  McCain,  123  482-1482—404   W.   Warren   St.   Shelby 

McMurrav,  Avery  Willis,   S23   487-9451—203  Lee  Street         Shelby 

■McNairv,  Margaret   Caroline,   (Life),  GPH  PL  4-9531—125  W.  Harper  Ave.  Lenoir 

■'McNeill",  Claude  Ackle,  Jr.,  GPSf. 835-3136—121    Church    St.    Elkin 

McNeill,  Marv  Davis,   Pd:-   Masonic    Bldg.    .       Havelock 

McNiel,  Tliomas  Lee.   GP'J"   __     838-2261—408  8th   St.   North   Wilkesboro 

McPheeter-,.  Samuel  Brown,  (Life),  Ret.,  PH96 RE   4-4047—307  Linwood   Ave.   Goldsboro 

McPherson.  Charles  Wade.  (Lifei,  OALRi  CA   6-0622—323   W.    Front    St.    Burlington 

McPherson.  Harrv  Thurman.  Endocs:  681-0111— Duke  Hospital  Durham 

McPherson.  Samuel  Dace.  Jr.,  Oph32  682-9341— McPherson    Hospital    Durham 

McQueen,  Robert  Bruce,  GPi  228-1354— Box   591    Graham 

McRae,  James  Thomas,   S(.i    765-4567—117    Hosp.    Dr.  Spruce    Pine 

McRae,  Marvin  Everett.  D-»   BR   5-8539—344   North   Elm   St.   Greensboro 

McRee,  J.  Douglas,  PW 828-5488—2109   Clark   Ave.       Raleigh 

McWhorter,  Robert  Ligon,  Ii3  _.-     782-3135-194    Lake    Concord    Rd.    Concord 

Mabe.  Henderson  David,  Jr.,   GP-)3   Erwin 

»Mabe   Paul  Alexander,  Jr.,  GP7'' 349-8263—629  S.  Main  Street  Reidsville 

Mabrv    Edward  Bloxton.  ObG^l  274-6355—823  N.  Elm  St.  Greensboro 

Macatee,  George,  Jr.,  ObGii  252-6881—200   Charlotte   St.   Asheville 

Macaula'v,  Robert  Joseph,  Jr.,  U33 446-9151— Boice  Willis  Clinic   Rocky  Mount 

Mackie,  George   Carlvle,   GP"   EX  5-3692—340  North  Main  St. Wake  Forest 

Maddrey,  Milner  Crocker.  S-i2  JE  7-3660—643  Roanoke  Ave.  Roanoke  Rapids 

Madrv.  "Herbert   Ravmond,   Jr.,  GP92  2935  Six  Forks  Rd.  Raleigh 

*Mahaffee    W.  Collins.  GP^l 275-6174— 3205-B  E.  Bessemer  Ave. Greensboro 

Maher.  James  A.,  Path"(i 127  Overbrook  Rd.         Goldsboro 

Maitland    Alexander,  in,  Un   253-5314—309    Doctors    Bldg.    Asheville 

Major    Richard  Smart.  (Life),  ALR-)5  OX  2-4142— Northwestern  Bk,  Bldg.  Hendersonville 

Mallov    Henrv  Rembert,  S3-t       ...     722-0624— 801   Camel  Ave.,  N.  E.     Winston-Salem 

■•Maness,  Archibald  Kelly,  (Lifei,  Ob4i 272-8214—1100  Olive  St. Greensboro 

"Maness,  Paul  Franklin,  Pdi     _    .     228-8341—328  W.  Davis  St Burhngton 

Mangum.   Carlyle   Thomas,  Jr..   GP79   MA  3-2438—120  Monroe  St. LeaksviUe 

Mangum    Vernon  Presslev,   Hosp  Ad96 RE  5-4121— O'Berry  Sch Goldsboro 

"Manlv,  Isaac  Vaughan,  S'.-:      TE  4-6812—2021  Clark  Ave.  Raleigh 

Manly.  James  Hollowell.  Jr.,  Sm  834-7920—2007  Clark  Ave.  Raleigh 

-Mami,  Philip  Rogers,  GPi   227-3643— Hermitage  Rd.  Burlington 

'Present  at  1964  meeting 

tDeceased  I 
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Manning,  Isaac  Hall,  Jr.,  132 684-7951—415    Ti-ust    Bldg.    Durham 

Marder,  Gerard,  Pdss 864-2S61— New  Hope  Prof.  Bldg.   Gastonia 

Markham.   Blackwell,    (Life),   S32   688-3441—123  West  Main  St.  Durham 

Marks,   Edgar   Seymour.   Hi    275-6328—1100  Olive  St.   Greensboro 

Marr,   James  Tilden,  RS-i  723-0502—2240    Cloverdale    Ave.    Winston-Salem 

Marr,  Myron  Whitmore,   (Life),  163  3291— Linden    Road    Pinehurst 

Marsh,  Frank  Baker.   (Life),  Iso  633-4686-713  Barker  St.  Salisbury 

"Marshburn.  Elisha   Thomas,  Jr.,  165   763-5182—3008  Oleander  Drive Wilmington 

Marshall.  James,  GP65  PL  4-8471— Box  66       Shallotte 

Marshall,  James  Plournoy,  S34 722-1482—1900  S.  Hawthorne  Rd.  Winston-Salem 

Martin,  Benjamin  Franklin,  134 722-8408—1900  S.  Hawthorne  Rd. Winston-Salem 

Martin,  Dan  Anderson,  132 966-8669— Sourwood    Dr.    Chapel    Hill 

Martin,  James  Alfred,    (Life),  Pd's  539-4141— Box    715        Lumberton 

Martin,  James  Franklin,  R34   PA   5-7251 — Bowman   Gray   Winston-Salem 

Martin,  James  Franklin,  GP65 RO  2-4750—1709  S.  Kerr   Ave.   Wilmington 

Martin,  John  Floyd,   (Life),  OALR43       892-2721—907   N.  Ellis  St.   Dunn 

■Martin,  Lester  Poindexter,   (Lifei,  OALR34 634-2501—3    Court   Square   Mocksville 

Martin,  Sidney  Arnold,   GP"2    TE    4-3485—222   Bryan    Bldg.    Raleigh 

Martin,  Thomas  Adrian,  Oph92  834-0395—1300  Brookside  Drive Raleigh 

Martin,  William  James,  GP'J2  ^^   TE   3-7078—815   New   Bern   Ave.    Raleigh 

Martinat.  Edwin  Henry.  PM34 725-7251— Bowman  Gray Winston-Salem 

Mason,  Lockert  Bemtss,  S65  762-9611— James     Walker     Mem.     Hosp Wilmington 

Mason,  Manly,   (Life),  GP16 223-5636— Box    190    Newport 

Mason,  Phillip  R..  ObG49 TR  2-2418—303  Davie  Ave. Statesville 

Massey.  Charles  Caswell,   (Life),  Preo 334-3317—1318   Carlton  Avenue  Charlotte 

Massey,  Thomas  Neely,  Jr..  I60 333-8661—217    Travis    Avenue    Charlotte 

Matheson,  J.  Gaddy,  Oph46   .    _      332-2056—106   McGlohone   Street   Ahoskie 

Mathiesen,   Kenneth   Marlin.   GPis    KI    2-2411— Box    715    Pittsboro 

Matros,  Nathaniel   Hamilton.   Sn   AL  2-1568—10   Vanderbilt   Place   Asheville 

Matthews.  George  P.,  GP3i   289-2330— Box  38  Rose  Hill 

Matthews,  Hugh  Archie,  GP44  627-2211— Midway    Medical    Center    Canton 

^Matthews,  Otto  Stevens.  GP3i   293-4317—101    East   Plank    St.    Warsaw 

Matthews,  Roland  D.,   GPi    228-8333—1610    Vaughn    Rd.    Burhngton 

Matthews.   William   Camp,  I60     ED  3-8661—217  Travis  Ave.  Charlotte 

Matthews.  William  Walter,   (Life),  GP79     MA    3-2652— Box    2125— Blvd.    Leaksville 

Mattox,  Huitt  Everett.  Jr..  ObG'JS     237-2111— Carolina    General    Clinic    Wilson 

Maxwell.  Clarence  Schuyler,   (Life),  lie __   PA  8-3151—116   Queen  St.   __     _.    Beaufort 

May,  Harvey  Craig.  ObG''."     376-1554—1524  Elizabeth  Ave. Charlotte  4 

May,  William  Joseph.  ObG34  723-3544—121  Professional  Bldg. Wlnston-Salem 

Maybin,  Richard  Madden,  GP23 JE    8-2331— Box    428    „_.     Lawndale 

Mayer.  Walter  Brem,  Iso  334-5531—1350  S.  Kings  Drive  Charlotte 

Mayes,  William  Fred,  PH32  603  Morgan  Creek  Rd. Chapel  Hill 

Maynard,  Eugene  V..  GP98  __   CE  6-4341— Box   155  Elm   City 

Mayo,  Joseph  Dixon.  Jr.,  GPsi  GE   8-7317—220   Horner   St.   Henderson 

=  Meade,  Forest  Chauncey,  S29  246-2487—501  East  Center  St.  Lexington 

Meadows.  Joseph  Herman,  OALR98  243-6096—201-4   National   Bank  Bldg.   Wilson 

'Meads,  Manson,  Ed34  725-7251— Bowman  Gray Winston-Salem 

Means,  Robert  Lee,  S34 725-1602— Professional    Bldg.    Winston-Salem 

Mears.  George  Augustus,   (Life),  Ret.,  GPn 4  Edgemont  Road   Asheville 

■'Mease,  Willis  Eugene,  GP67  324-3401— Box  327  Richlands 

-Mebane,  Giles  Yancey,  GPi  563-9341—202  S.  Fifth  St.     Mebane 

Mebane,  John  Gilmer,  isi   287-3364— Norris   Biggs   Clinic   Rutherfordton 

Mebane,  William  Carter.  Jr.,  S65 763-1614—5303    Wrightsville    Ave.    Wilmington 

Medders.  J.  Doyle,  GP35  496-4250—113   Jollv   St.    Louisburg 

Medlin,  Charles  Thomas,  GP34 WO  9-3920— Box  267 Rural  Hall 

-Mees,  Tlieo  Howell,  178   RE  9-7551— Lumberton  Med.  Clinic  Lumberton 

Melchior.  Josephine  Ti-evett,  Pd9S  237-2726—405  West  Nash   St.   -Wilson 

Melero,  Andres  Tarcisio,  S~3  8-6431 — Hospital   Rd.   Roxboro 

Melton,  Katherine  Rose,  Sso VI  7-8100— Box  587 Matthews 

Melton.  Robert  Allen,  Pd^^  RO  3-2072—3008  Oleander  Drive  Wilmington 

Menefee,  Elijah  Eugene,  Jr.,  132  681-0111— Duke  Hospital  Durham 

Menzies,   Henry   Harding,    (Life),   GP34  PA  3-6771—101  South  Cherry  St. Winston-Salem 

Meredith,  Jesse  Hedgepeth,  S34 725-7251 — Bowman  Gray Wlnston-Salem 

Meritt,  Joseph  E.,  Jr.,  192   TE  2-6307—615   St.  Mary's  St.   Raleigh 

*Merritt,  J.  Fred,  141  275-9586—344    North    Elm    St.    Greensboro 

Merwarth,   Charles  Richard,  192   832-0331—608    Wade    Ave.    Raleigh 

Meschan,  Isadore.  R34  725-7251—300  S.  Hawthorne  Rd. Winston-Salem 

Messinger,  Harold  Ernest,  GPSO 396-4336—6110   A  Derita   Rd.   Derita 

Metcalf,  Lawrence  E..  Pdii  AL   2-7171—314   Doctors  Bldg.   Asheville 

Mewborn.  John  Moses.  GP74 SK  3-3804—108  S.  Greene  St. Farmville 

Meyer.  George  Wright.   Oph32   8-3663—906  Broad  Street  Durham 

-Michal,  Mary  B.  H.,  PH95  CO    7-2711— District    Health    Dept.    Boone 

Middleton,  Gordon  Kennedy,  Jr.,  Pd92 TE   3-3617—1321    Oberlin   Rd.   Raleigh 

'Milam,  Daniel  Franklin.  PH32  829-3029— N.  C.  State  Board  of  Health Raleigh 

■^Present  at  1D64  meeting 
+Deceased 
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Miles.  Pi-ancis  Orla.   GP59   668-7823— Box    248      Old    Fort 

Miles,  Walter  W..  GP''7   973-3216— RPD   =1    Wilkesboro 

Millender.  Charles  White,   fLifei,  GPH   252-6941—200  Kimberly   Ave Asheville 

Miller,  Andrew  Cleveland,  III,  GP-'s  UN   5-4231—213   W.   Main   Avenue   Gastonia 

Miller.  Cameron  Eugene,   GP5   246-4746  Jefferson 

Miller,  David  Edmond,  132 286-2269—2118   W.   Club   Blvd.   Durham 

Miller,  Emery  C,  Jr..  IH 725-7251— N.    C.   Baptist    Hosp.    Winston-Salem 

Miller.  George  R..  Or'f.  867-7210— 324  N.  Highland  Gastonia 

Miller.    Harry.   GPJ"    -  281-3700— Bo.\    67        ^-      Pine    Bluff 

Miller,  Henry  Rankin.   GPn    669-4321—201    East    State   St.    Black    Mountain 

■-Miller,  Henry  Shelton.  Jr..  C34 725-7251— Bowman   Gray    Winston-Salem 

Miller,   Horace   William,   Jr.,   126   485-2921—907    Hay    St.      Fayetteville 

'Miller,   Ira   Ben,   m      882-3724—110    Church    St.    High    Point 

Miller.  James  Franklin,  GP75 457-3720— Box   217  Landrum.   S.   C. 

Miller.  Joseph  Teles.  I«  864-3351—155    South    York   St.    Gastonia 

"Miller.  Lloyd  Davis,   GPw   3351—105    Henderson   St.      Marion 

Miller.  Milton  Leonard.  PN*2 966-8224— N.   C.  Memorial  Hosp.   Chapel   Hill 

Miller,  Oscar   Lee.    iLifei.  Orso   376-5686—1822   Brunswick   Ave.   Charlotte 

Miller.   Robert  Evans.   Or^'i   __    376-5686—1822  Brunswick   Ave.   Charlotte 

Miller.  Robert  Plato,  SS"   633-2630—1413   E.   Colonial   Dr.       Salisbury 

Miller,  Walton  Hoy,  Jr..  S%  RE    4-1141—204    North    Herman    Street    Goldsboro 

Milling.  James  Reaves.  GP-)-* 456-6022—102    Brown    Avenue    Hazehvood 

Millns.  Dale  Thomas,  U25  ME   7-5256—507   Pollock   St.    New   Bern 

Mills.  Charles  Rose.  Oph4i  BR  3-8195—802  Southeastern  Bldg.  Greensboro 

Mills,  James  Cobb.   GPW    838-5982—316  C  St.         North  Wilkesboro 

Mills.  Randolph  Dennis,  GP9i   438-8477— Professional     Bldg.     Henderson 

'■■Mills,   Warden   Hardee.   O.ALR-u    275-3305—1014   Professional   Village   Greensboro 

Milton.  Cecil  Jerome.  Or6i)  334-0809—225  Hawthorne  Lane   Charlotte 

Minges.  Ray  Donald.   S74   PL  2-5114—1800  W.  5th  St.  .    .    Greenville 

Minick.  James  Elder.  GP34  725-7222— R.  J.  Reynolds  Tobacco  Co. Winston-Salem 

■-Mitchell,   Edward   Lee.   GP76   665-2277— Box  156  .    ..   .      Liberty 

Mitchell.  Fred  Neal.  Pd-io  333-0581—229   N.   Torrence   St.   Charlotte   4 

Mitchell,  George  William,   (Life),  GPos  3179— First  National  Bank  Bldg.  Wilson 

"Mitchell.  Landis   Patterson.   GPsi   4221—103    Wilson    St.      ._   Spindale 

Mitchell,  Roy  Colonel.   (Life),  186  221  S.  Main  St.  Mt.  Airy 

Mitchell.  WiUiam  E..  GP"?  2755— Box   818       Bryson   City 

Mitchell.   Zack    Perry.    (Life).   PH23    HU  7-8511—315  Grover  St.   Shelby 

Mitchener,   Calvin   Chambers.   D60   376-1523—1600  E.  5th  St.   Charlotte 

Mitchener.  James  Samuel.  Jr..  SSJ  CR  6-3541 — Box   1599         Laurinburg 

Mize.  Edwin  Sims.  Jr..  '>»       113  Seneca   PI.  Charlotte 

Mock.  Charles  Glenn.  Path^o 377-4411—200  Hawthorne  Lane  Charlotte 

Mock,  David  Carlton,  GP29     246-5826— 208-C    W.    Center    St. Lexington 

Moffett,  Alexander  Stuart,   S2   632-4282— Alexander  Co.   Hosp.   Taylorsville 

"Mohr.  Jack  Elmer.  ObG^s       RE  9-2846— Box  431  Lumberton 

Monroe.  Clement   Rosenburg.   S63  295-5211— Box  1068  Pinehurst 

Monroe.  Daniel  Geddie,  GP  &  Pul26 HU   4-4465—518   Owen   Dr.   Fayetteville 

Monroe.  Edwin  Wall.  I"4  752-3185—1800   W.   5th   St.  -.  Greenville 

Monroe.  John  H.,  ObG'H  725-7751—415  North  Spring  St.  Winston-Salem 

Monroe,  John  Thaddeus.  Jr..  P32 966-4131— N.  C.  Mem,  Hosp.      Chapel  Hill 

Monroe.  Lance  Truman.  ObG'S  ST  2-4912— Wom.an's   Clinic    Concord 

Monson.  Donald   Malvin.   R32  286-1231— Watts  Hosp.  _    Durham 

Montgomery.  John   Christian,  Anes6o   377-4461—2017  Radcliffe  Ave.  Charlotte 

Montgomery.   Wayne   Swope,   Oni    AL  4-2321—108  Doctors  Bldg.  Asheville 

Montrose.  Frank  J..  1*2  _    968-0158—209  N.  St.  Chapel  Hill 

Moody,  William  Alton,  GPH    VA   5-5301— Bethel   Chnic    Bethel 

Moon,  Richard  Young,  I"         252-7744—408  Doctors  Bldg.  Asheville 

Moore.  Allen  Hoyt.  Jr.,  GP87   2755— Drawer  Z  Bryson  City 

Moore.  Barbara.  P'J2  829-7615—100   S.    Harrington   St.    __.  Raleigh 

Moore,  Burmah  Dixon,   (Life),  GP36  VA  7-4253—125  W.  Central  Ave. Mount  Holly 

Moore.  D.  Forest.   (Lifei.  ObG23   HU   7-8221— P.   O.   Box   136    Shelby 

Moore.  Davis  Lee.  GP'-i         PL  2-7133—525  S.  Evans  St.  Greenville 

Moore.  Edward  Eugene.  Ophii   AL  2-6741—706  Flatiron  Bldg.  AsheviUe 

Moore.  Horace  Greely.  Jr.,  8(55  RO  3-7363—308  N.  Third  St.     Wilmington 

Moore.  James  L..  Or"2     834-3403—1321  Oberlin  Rd.     --Raleigh 

"Moore,  John  Andrew,  I-ii    275-9586—344  North  Elm  St. Greensboro 

Moore.  Laurie  Walker.  GPis 2-4431     Beaufort 

Moore.  Paul  Milton.  Jr..  GP7 946-3011-604  E.   12th  St.   Washington 

"Moore.  Pierce  Jones.  Jr..  S4>  _-  684-6441 — Mountain  Sanatorium  Hosp. Fletcher 

Moore.  Ralph  Bryan.  Jr..  Pd65 763-2072—3008  Oleander  Drive  Wilmington 

"Moore.  Robert  Alexander.   (Life),  Ret.,  Or34 pA  5-7271 — Bowman  Gray Winston-Salem 

Moore.   Robert   Alexander.  Jr..  NS65    RO  2-8888— 1006  Murchison  Bldg. Wilmington 

Moore.  Robert  Ashe,   (Life),  Pd60 ED  2-4167—1505  Elizabeth  Ave.  Charlotte 

Moore.  Robert  Love,  GP's  MA  9-2551-311  W.  Penn.  Ave.  Bessemer  City 

Moore.  Roy  Hardin,  GP4-1   MI  8-2478— Medical  Building  Canton 

•Present  at  1064  meeting 

tDeceaseel  \ 


ALPHABETICAL  LIST   OF   MEMBERS  53 

Moore.  Thomas  Phillip,  Re?  Onslow  Mem.  Hosp.   Jacksonville 

Moore,  William  Donald.  GVr, 892-2613— Bo.x  337  Coats 

Moore.  William   Locke.   Pd^i    292-1353—616  Pasteur  Dr.  Greensboro 

Moorefield.  Robert  Hoyle.  GP13 5696— Box   931    .    Kannapolis 

Mooring.  Stewart  Lee.  Rsi     287-3364— Rutherford   Hosp.   Rutheriordton 

Moose.  Lathan  Thomas.   S34  1014  W.   5th   St.  Winston-Salem 

"Morehead,  Robert  Page,  Path34 725-7251— Bowman    Gray    Winston-Salem 

Morey,  Milton  B.,  GP  &   Sifi  PA  6-4232—1109  Arendell  St.   Morehead  City 

Morgan,    Benjamin   Edward,    ObG33    GI  2-5121—144  Coast  Line  St.  Rocky  Mount 

Morgan,  Charles  Hermann,  S36    867-9471—109  West  3rd  Ave. Gastonia 

Morgan,  Ralph  Siler,  C^u       JU   6-2134— Spring    at    Jackson   St.    Sylva 

Morgan.  Richard  Young.  V--)  246-5394— 208-A  W.  Center  St.  Lexington 

Morgan,  Roy  Lockwood,  GP?'  894-4463— Box  588  Columbus 

Morgan,  William  Gardner,  ED  &  132 966-1128- UNC    Infirmary    Chapel    Hill 

*Moricle,    Charles    Hunter.    S"9    349-4024—629    S.   Main    Reidsville 

Morley,  John  Wilson.  PuH7  WI  4-2351— N.  C.  Sanatorium McCain 

Morris.  Charles  Elliott.  N32  966-8418— N.  C.  Memorial  Hosp. Chapel  Hill 

"Morris.  Donald  Shonk.  Path34  PA  4-4421— Forsyth  Memorial  Hosp. Winston-Salem 

Morris!  James  Francis.' Pd% RE  4-4014— P.  O.  Box  1153 Goldsboro 

Morris.  John  Watson.  Sis  726-4437—1707  Arendell  St. Morehead  City 

"Morris.  Leslie  Morgan.  R36 865-0071— Med.    Bldg.    Gastonia 

"Morris,  Marshall  Glenn,  Jr..  S-ti  BR  4-8444—1309   N.   Elm   St.    Greensboro 

Morris.  Naomi  Carolyn  Minner.  PH32 966-1073— UNC   Sch.  of   P.   H.    Chapel   Hill 

Morris.  Rae  Henderson.  GPi3  ST    2-8221—205    Lake    Concord    Rd.    Concord 

Morrison.  Frank  Crawford,  Jr.,  GP+»  648-9209— Medical    Bldg.     Canton 

Morrison.  Hugh  Maxwell.  Jr.,  6_i    294-3741— Box    720    Southern    Pines 

Morrison.  Philip  Hapworth  AnesU  667-3927— Rt.  2.  Box  223  Candler 

Morrison.   Robert   Holcombe.   ObG26   HU  4-6414—1641  Owen  Drive Fayettevillc 

"Morrison.  Roger  William.   Pathii    AL  4-1070—65  Sunset  Parkway   Asheville 

"Morrow.   Sarah  Alice  Taylor,  PH4i   BR  3-9426— Guilford  Co.  Health  Dept. Greensboro 

Morton.  Leslie  Bryant,  GP74 752-4167—210  W.  4th  St. Greenville 

Morton.  L.  Thomas.  OALRSO _   ,376-5034— Box   1934   Charlotte 

Moselev,   Robert  Galloway.   Pd92  —     828-7018—2111    Clark    Ave.    Raleigh 

Moseley,   Zebulon   Vance,    (Life),    GP54   JA  3-4302—202  East   Gordon  St.  Kinston 

Moses,  Marina   Hem-y,  GP5o  JU   6-4351—9   Spring   St.   Sylva 

Moss.   George   Oren.    (Life),   FHSi    133    Bangsberg   Rd.    Port   Charles.   Fla. 

Moss,  Paul,   GPH  728-3551— Box    366    Hudson 

Motley,  Fred  ElHot.  (Life).  Ret..  ALRso 748  Hempstead  Place Charlotte 

Mucci.  Lawrence  Adolf.  Rn  -       AL  2-7385— Medical  Center  Bldg.  Asheville 

Mudgfiett.  William  Chase.   (Life).  Ret.,  163  CR  6-7038—1109  Island  Dr.  Delray  Beach.  Fla. 

"Mumford.  Ander  Morgan.  ALRh    ._     752-5227—8  Medical  Pavilion Greenville 

Mundorf.  George,  P^o 333-7723—225    Hawthorne    Lane    Charlotte 

Munt,  Herbert  Frederick,   (Life).  Or34 814  Carolina  Ave. Winston-Salem 

Murchison.  David  Reid,   (Life),  165   RO  2-4262— P.  O.  Box  128  Wilmington 

Murphy.  Robert  Jennings,  Jr.,  Pd32  3841— Box  745 Hillsboro 

"Murphy,  Thomas  Lynch.  Iso  .  633-2732—116  Rutherford   St.   Salisbury 

*Murray,  Robert  Lebby,    (Life),  GP47  875-3532-212    North    Main   Street    Raeford 

Murray,  William  Gray,  141 275-4365—1022     Professional    Village    Greensboro 

Murray.  William  James,  Anes32  966-8703— Plantation  Acres,  Rt.  2  Chapsl  Hill 

"Mvers.  Richard  Thomas,  S-!4   725-7251- Bowman    Gray    Winston-Salem 

*Nailling,  Richard  Cabot,  Sn       AL  4-6381—32  Wall  St.   Asheville 

Nance,  Charles  Lee,    (Life),  GP60 333-7838—404   Professional    Bldg.    Charlotte 

Nance,  P.  Lee.  Jr..  GPb  WE  2-0211—314   Professional  Bldg.   Kannapolis 

Nance,  John  Wesley,  GP82 LY    2-3117—401    Cooper    Drive    Clinton 

Nanzetta,  Leonard.  Anes34 Forsyth   Memorial   Hosp.   Winston-Salem 

Napper.    Clay   Hughes,    1^4     723-0789—301  Miller  St. Winston-Salem 

Nash,  Hoke  Smith.  Jr..   OtoI60 ED  3-0131—106  W.  Seventh  St. --  Charlotte 

Nash.  Thomas  Palmer.  III.   S7o 335-4890— Medical  Bldg.   Elizabeth  City 

*Nashold.  Blaine  S..  Jr..  NS32       681-0111— Duke  Univ.  Med.  Center Durham 

Naumann,  Dorothy  Ethel,  GP32  Box  6635.  College  Station  Durham 

*Naumoff,  Philip,   GPeo       _    334-4665—1012  Kings  Drive  Charlotte 

Neal.  Charles  Bodine.  Ill,  Pd32 489-9158—1410  Duke  Univ.  Rd. Durham 

Neal.  John  Wilham.  GPS3  AM  8-2511— Main  St.   Gibson 

Neal.  Joseph  Walter.  S92  832-8331—233   Bryan  Bldg.   Raleigh 

Neal.  Kemp  Prather.   (Life),  Ret.,  S92  HI  8-3513— Box  1231   Myrtle  Beach.  S.  C. 

Neal,  Rutherford  Douglas,   S60 FR    6-7471—206    Hawthorne    Med.    Center Charlotte 

Neale,  Richard  Carroll,  Pathi2   734-2545— Valdese  Gen.  Hosp.  Valdese 

Neeland.  Eugene   Crawford.   GP58 243-5530—603  Pairview  Ave.  Wilson 

"Neese.  Kenneth  Earle.  GPw   283-6324—101  S.  Hayne  St. Monroe 

Nelius.  Sigrid  Johanna  von  Renner,  132 2315   Wilson   St.   Durham 

"Nelson.  Karla  Elizabeth.  P74     758-3145— Medical  Pavilion Greenville 

Nelson.  Luther   Sullivan.   GP74 PL  6-9061-121   W.   Power  St.   Ayden 

"Nelson,  Philip  Groesbeck,  P"4 758-3145— Medical  Pavilion Greenville 

Nelson,  William  Howell,  GP82 LY  2-3366—409  Cooper  Drive  Clinton 
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Neville,  Cecil  Howell.   (Lifei.  GP-12 826-9631— Drawer  E  Scotland  Neck 

Newbold.  H.  L..  Pii 254-8612—180  W.  Doctors  Bldg.  Asheville 

Newborg,   Barbara,   1^2 681-0111— Duke  Hospital  Durham 

Newcomb,  Andrew  Purefay,  Jr.,  (Life),  GP9i CE  8-3512—232   Orange   St.   Henderson 

Newell.  Ernest  T..  GP'-n 537-6952—1421    Eastway    Dr.    Charlotte 

Newell.   Josephine   Evelyn.   GPss 235-3071— Box  68   Bailey 

Newell.  Leon  Burns.   (Life).  GP™ ED  2-6212—921  Berkeley  Ave.  Charlotte 

Newland.  Charles  Logan.  GPss 883-3191—202    S.    Caldwell    St.   Brevard 

Newman.  Glenn  Carraway,  182 592-6114—405    Cooper    Drive    Clinton 

Newman.  Harold  Hastings,  Jr.,  GPso 633-3351—516    Mocksville    Ave.    Salisbury 

"Newsome.  Henry  Clay,  Jr..  GP86 368-4456 — Blalock   Building     Pilot  Mountain 

-Newsome.  James  Frederick.  S32 966-8245— N.  C.  Memorial  Hospital Chapel  Hill 

Newton.  Graham  Dougald.  D'>o     FR  6-1523—1600  E.  5th  St.  Charlotte 

Newton.  Howard  Lowell.   (Life>.  GPM 332-8915—225  Hawthorne  Lane  Charlotte  4 

Newton.  William  King.  OALRW 838-4801— Box   191  N.   Wilkesboro 

Ng.  Victor  Wang  Ta.  GP7     795-2171— Robersonville    Clinic    Robersonville 

Niblock.  Franklin  Chalmers,  Jr.,  PdB 782-1189—136  South  Union  St.  Concord 

Nichol.  Byron  Atlee.  129 249-9515—15    E.    Center    St.    Lexington 

Nichols.   Austin  Flint,    (Life),   GP73 2-5520— Box  498  Roxboro 

Nichols.  Claude  Raymond.  P«       681-0111— Duke    Univ.    Med.   Center    Durham 

Nichols.  Rhodes  Edmond.  Jr.,  132 682-5561—306    South    Gregson    St,    Durham 

'Nichols.  Thomas  Rogers.  I12  437-2466—107  Queen  St.     Morganton 

"Nicholson.  Henry  Hale.  Jr..  S  &  Prso FR  5-8956—1012  Kings  Drive Charlotte  7 

Nicholson.  John  Harvey,  II,  H")  873-8368— lOlD  Stockton  St.       Statesville 

Nicholson.  Neil  Graham.  Jr..  O.^LR?? TW  5-2926—204  E.  Franklin  St. Rockingham 

Nicholson.  Neil  Graham.  Sr..   (Lite),  OALR77 Box  505  Rockingham 

Nicholson,  Robert   William,   ObG65     762-1572—1006  Grace  St.  Wilmington 

■'Nicholson.   William    McNeal.    I'2  681-0111— Duke    Hospital    Durham 

Nifong,  Frank  Miller.  GP*^  766-6811    ._  Clemmons 

Nightingale.   David    Stamper,    Seo     FR  6-2446—1012  Kings  Dr.  Charlotte 

Nisbet.  Douglas  Heath,    (Life),   Ret.,  GE54 JA    3-6006—903    West    Road    Kinston 

Noble,  Baxter  G.,  1=^4.--    527-2548—1009  N.  College  St.  _    Kinston 

tNoble.  Robert  Primrose.   (Life),  Rb2 TE   2-9748—515   Professional   Bldg.   Raleigh 

Noblin,  Frances  Elizabeth.  Tss  237-1121— E.   N.   C.   Sanatorium   Wilson 

Noblin.  Roy  Lee,   (Life),  GP-W      3561—105    College    Street        --  Oxford 

'Noel,  George  Thompson,  Jr.,  Ophi3 WE  2-9216—211  Raleigh  Building Kannapolis 

-Noel.  Richard   David.   S?"    4224— P.  O.  Box  713  Oxford 

Noel.  William   Walker.  S'')   GE   8-4215— Professional  Building   Henderson 

Noell.  Robert  Holman.   (Life),  Ret.,  Ind33 2571—207  Academy  St.   Roxboro 

'Nolan,  James  Onslow,  (Life),  GPi3 WE  2-7741—207  Professional  Bldg.   Kannapolis 

Nolan.  Robert  Earl,  S3-4 725-8529—301    Miller    St.    .    .   Winston-Salem 

Norburn.  Charles  Strickland,   (Lifei,  Sn   AL   2-6204— Box    5216  Asheville 

Norburn,    Russell    Lee,    (Life),    Ret.,   Indii 252-5986—54    Hilltop    Rd.    Asheville 

Nordling,  Robert  Eric,  GPS7   4105— P.  O.  Box  365      .    Bryson  City 

Norfleet.  Ashley  Curtis.  GP33 823-2105— Tarboro  Clinic Tarboro 

Norfleet.  Charles  Millner.  Jr.,  U3-1 724-3647—2240   Cloverdale  Ave.   Winston-Salem 

-Norfleet.  Edgar  Powell.   (Life),  GPs 344-5146— Box    176  Roxobel 

"Norment,  William  Blount,  S4i BR  3-4445—344  N.  Elm  St. Greensboro 

Norris,  Charles  Bradley,  If." 334-0450—1310    Scott    Ave.    Charlotte 

Norris,  Francis  Loran.   GP31 CY  8-3371— P.  O.  Box  L  Beulaville 

Norris,  Louis  Jerome.  Jr..  GP16 114  Emeline  Street  -  Morehead   City 

*North.  William  Charles.  Anes32 681-0111— Duke  Univ.  Med.  Center Durham 

Northington.  James  Lee.  Si? 742-4132—516    West    Fourth    St.    Siler    City 

Northington.  James  Montgomery,   (Life),  I(SO ED   3-2732—2148   Malvern   Rd.   Charlotte  7 

Norton.  Howard  Binning.  GP-i"^   692-8510— Route  =1  _    ---       Horse  Shoe 

'Norton.  John  William  Roy.  PHW 829-3446— State    Board    of    Health    Raleigh 

Norville.  William  Larkin,  PHi 227-7451— Alamance  Co.  Health  Dept. Burlington 

Nowell.  James  S..  GP35 4   East   Mason   St.  -    Franklinton 

Nowell.  Stephen  C.  Jr..  (Life),  GPis 322-8341—129    2nd    St.,    N.   W.    Hickory 

Nowlan.  Fagg  Bernard.   GP4i 674-5311— P.  O.  Box  458       Pleasant  Garden 

Nowlin.  George  Preston.  U6() ED    4-5531—1350    Kings    Drive        Charlotte 

Nunnerv,  William  Ernest,  U8I AT    7-3364— Rutherford    Hospital    Rutherfordton 

Nve,  Marv  Jane  Love.  Pd32 684-0487—306   S.    Gregson    St.    Durham 

O'Briant. "Albert  Lee,   (Life),  GP47 875-3495— Box   245     Raeford 

O'Brien.  Paul  S..  R<iO ED  4-6831— Mercy  Hospital Charlotte 

O'Brien.  Thomas  Francis,  Jr.,  GE34 725-7251— Bowman   Gray    Winston-Salem 

Ochoa.  Francisco   Eladio.   S34   723-4470—1900  S.  Hawthorne  Rd. Winston-Salem 

Odom.   Guv  Leary.  NS':       681-0111— Duke   Univ.    Med.    Center   Durham 

Odom.  Robert  E.,  Ret..  Ophil AL  2-9891—99  Evelyn   PI.     Asheville 

Odom.  Robert  Taft.   S'-t    725-1403—301  Miller  Street  Winston-Salem 

Oehlbeck.  Luther  W.  F,.  Ris Linville  Falls 

*Oehlbeck.  Luther  William.  Jr.,  PathH 754-7063— Drawer    680    Lenoir 

Oelrich,  August  M..  S" 775-4146—103    Hillcrest    Drive    Sanford 

*Offutt,  'Vernon  Delmas,  154 . ja  3-3751—400  Glenwood  Ave.  Kinston 
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Ogburn,  Herbert  Hammond,   (Life),  Ret.,  S4i 1806   W.   Market    St.    Greensboro 

Ogburn,  Leon  N.,   GPM 832-5387—416    St.    Mary's    St.    Raleigh 

Ogburn,  P.  Lanier,  S« TR    3-9086— Davis    Hospital    Statesville 

Ogilvie.  Walter  Ellsworth,  III,  in 254-1062—306  Doctors  Bldg. Asheville 

Ogle,  Ben  C,  Anes^s 864-7351 — Gaston  Mem.  Hosp. Gastonia 

Oleen,  George  Gerhard,  GPm 283-6622—103    S.    Hayne   St.    Monroe 

Oliver,  James  Edward.  GP50 586-2321— Eastgate    Sylva 

Oliver,  Jim   Upton,   ObG92 828-2338—211   Bryan  Bldg.   Raleigh 

*01iver,   Joseph  Andrew,   GPso CR    9-9355— Box    458    Rockwell 

Olson,  Robert  Mortimer,  OALRSl 284-3611— Box    126    Kenly 

O'Neal,   Ruth,    Pd.H 723-0746—2240   Cloverdale   Ave.  Winston-Salem 

O'Quinn,  Edward  Nelson,  ObG65 RO    3-7329—1624    Princess    St.    Wilmington 

*Orgain,  Edward  Stewart,   CH  681-0111— Duke  Hospital  Durham 

Ormand,  John  William,  Jr..  ObG65 206  Murchison  Bldg.  Wilmington 

Ormand,  John  William,  (Life),  OALK50 AT  3-2812— Box  397 Monroe 

Ormand,  Thoman  Lane,  ObGso 283-2012-114  N.  Main  St. Monroe 

Ormond,  Allison  Lee,  GPis     322-7516—27  13th  Avenue,  N.  E. Hickory 

O'Roark,  Henry  Clyde,  II.  G34 723-5361— Bowman    Gray    Winston-Salem 

Osborne,  Joseph  Evans.  GPss 862-4222— Box   345    Rosman 

Outland,  Robert  Boone,  GP66 LE  9-2355— Box  98     Rich  Square 

Owen,   Charles  Fletcher,   Jr.,  R76 5-5151— Randolph    Hosp.    Asheboro 

Owen,  Duncan  Shaw,  1^6 HU   4-5198—1920   Ft.   Bragg  Rd.   Fayetteville 

Owen,  George  Franklin,  Jr.,  132 682-6181-208  Milton  Ave.  Durham 

Owen,  John  Fletcher,   (Life),  Vn \A    8-2361—835    W.    Morgan    St.    Raleigh 

*Owen,  Margaret  Lineberry,   GP-h MI  8-2142— 127'i-   Main  St.  Canton 

"Owen,  Robert  Harrison,  S-h MI  8-2142— 127ii-   Main  St.   Canton 

*Owen,  W.  Boyd,  GP-h 456-8601— P.   O.  Box   770  Waynesville 

Owens,   Francis   Leroy,    S63 695-4881—510  N.  W.  Broad  St.  Southern  Pines 

*Owens,  Zack  Doxey,  S"o 4281— Medical  Bldg.  Elizabeth   City 

Owensby,   Clyde   Norman,   GPso 847-9161— Box    337    Matthews 

Owsley,  James  Harold,  Ri8 345-3868—13    18th   Ave.,   N.   E.    Hickory 

Oxner.  Claudia  Gertrude,   Anesn 254-3241— St.   Joseph's  Hospital  Asheville 

•Pace,  Karl  Busbee,    (Lifei,  GP"4 PL  2-3510— P.  O.  Box  620   Greenville 

tPace,  Samuel  Eugene,  GP6=i RO   2-4750—1309   S.   Kerr   Avenue   Wilmington 

Packard,  Douglas  Richards,  R82 LY  2-3101— P.  O.  Box  22  Clinton 

Paden,  Paul  Alexander,  R6o Box    10157    _  Charlotte 

Padgett,  Charles  King,  ObG  &  GP23 HU  7-7441—809   N.   Lafayette   Shelby 

Padgett,  Philip  Grover,   GP23 739-5666—103  W.  King  St. Kings  Mountain 

Page,   Ernest   Benjamin.   Jr.,   IM 832-0331—608  Wade  Ave.   Raleigh 

Page,  George  Dantzler,  S60 FR  5-4*29-1012  Kings  Drive  Charlotte 

•Page,  Harvey  Allsbrook,  GP32 286-2242—731     Broad    St.     Durham 

•Pagter,  Amos  Townsend,  Jr.,  PS 852-9971 — Tryon    Med.    Associates    Tryon 

Painter,   William    Watson,    S« 663-2611—417   E.   Statesville   Ave.   Mooresville 

Palmer,   J.   G.,   132 966-4131— UNC  Sch.  of  Med.  Chapel  Hill 

Palmer,  Robert  M.,   GP75 852-3065— Godshaw    Hill      __    Tryon 

•Palmer,  Yates  Shuford,  Si2 874-2152— Valdese    General    Hospital    Valdes.? 

Palmes,  Wesley  Calhoun,  Jr.,  S49 873-8394—403  W.   Broad   St.   Statesville 

Palumbo,  Leonard,  Jr.,   ObG32 966-8504— N.  C.  Memorial  Hosp. Chapel  Hill 

Pantelakos,  Constantine  George,  OtoUe 484-5108 — 2704  Ft.  Bragg  Rd.  Fayetteville 

•Papineau,   Alban,   GP7 SW  3-4155—211   Washington  St.   Plymouth 

•Parham,  Asa  Richmond,  S-ti 888-6552—624  Quaker  Lane   High   Point 

Parham,  Sumner   Malone,   ObG^i 438-4812—523  S.  Chestnut  St.  Henderson 

Parke,  James  Clifton,  Jr.,  Pd60 333-7501—1850  E.  3rd  St.  Charlotte 

Parker,   Charles    Council,    Ses 237-2113—103  N.  Pine  Street Wilson 

Parker,  Earl  Wingate,   GPi<'     SH  2-2011—316   S.   3rd   Ave.   Siler   City 

Parker,  George  Farrar,   (Life),  Ret.,  Pril   AL  2-5571—11  Park  Rd.  Asheville 

•Parker,  Herman  Richard,  (Life),  I-ti  BR    2-3723—301    Jefferson   Bldg.    Greensboro 

Parker,  John  Wesley,  Jr.,  (Life),  GP« LU  9-2241— Box  578 Seaboard 

Parker,  Oscar  Lee,  (Lifei.  OALR82 2430—104  Main  St.   Clinton 

Parker,  Roy  Turnage,   ObG32 681-0111— Duke  Hospital  Durham 

Parker,  Samuel  Lester,  Jr.,  ObG54 .  527-1527— Kinston  Clinic  Kinston 

Parker,  Shepherd  Falkener,  GP  &  D23 HU  2-1334— 2>i.    East  Warren  St.   Shelby 

Parker,  Talbot  Fort,  Jr..  ObGas    734-3344—401    N.    Herman    St.    Goldsboro 

tParker,   Wade  Thomas,   S26 485-1051—302   Bradford   Ave.    Fayetteville 

Parks,  Walter  Beatty,    (Life),  GP3S UN    5-0561—102    S.    Dalton    Gastonia 

Parks,  W.  Craig,  I4i 882-4413—624  Quaker  Lane  High  Point 

Parris,    Alva   Edward.    GP34 725-5881—857  W.  Fifth   St.  Winston-Salem 

Parrott,  Frank  Strong,  Sso ME  3-4546— 911  W.  Henderson  St. Salisbury 

Parrott,  John  Arendall,  S54 JA  3-9865—807  N.  Queen  St. Kinston 

Parrott,  William  Thomas,  Jr.,  154 jA  3-4269—109  E.  Gordon  St. Kinston 

Parsons,  Lacy  Jack,  Ob^s RE  9-5614 — 206  W.  27th  St.  Washington 

Parsons,  WiUiam  Herbert,   (Life),  GP77 2261— Box   25  _     Ellerbe 

Partrick,    Cornelius    Theodore,    I17 WH  6-2101-615  E.   12th  St.   Washington 

Pascal,  Robert  Auguste.  GP12 874-2152 — Valdese  General  Hospital Valdese 
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'Paschal,  George  Washington,  Jr.,  S92     832-3431—1110  Wake   Forest   Rd.      Raleigh 

Paschold.  John  Henry,  8^4     YU  2-2017—118  W.  North  St. Albemarle 

Pate,  Archibald  Hanes,  Pd''« RE  4-4101—1008  E.   Ash   St.   Goldsboro 

Pate,  Barry  Reeves.  OALRil 253-6348— Doctors  Bldg.   Asheville 

Pate,  James  Lloyd,  GP^s 628-4011—208   lona    St.    Fairmont 

Pate.   Marion   Butler.   Jr.,   GP78 865-2281— Sea  Level  Clinic   Sea  Level 

Pate,  William  Henry.  GPif'     242-5271— Box    128    Pikesville 

Patman.  Wilham  Louis.   (Life),  Sw SH  2-2194—404  N.  Holly  Ave. Siler  City 

"Patrick,  Simmons  Isler.  R'^^   523-2226—400  Glenwood  Ave. Kinston 

Patterson,  Bernard  Low.  GP35 GY    6-3680— Perry    Building     Louisburg 

Patterson,  Carl  Norris.  .'\LR-f2 682-9341—1110  W.   Main   St.   Durham 

Patterson,  F.  M.  Simmons.  S25 ME  7-4127—1402  Rhem  Ave.  New  Bern 

■■'Patterson,  Fred  Geer.  GF*^     -     968-1761—1001    S.   Hamilton   Rd.       Chapel   Hill 

"Patterson.  Fred  Marion.  (Lite),  Ret.,  U-ii BR    2-0707—104    Irving    Park    Court    Greensboro 

Patterson.  Hubert  Clifton,  S!^   966-8416— N.    C.    Memorial    Hospital    Chapel    Hill 

Patterson.  Richard  Bruce.  ¥dn 725-7251— Bowman    Gray    Winston-Salem 

Patterson,  Thomas  Henry,  Jr.,  GF7-t SK   3-4249— Box    147  .    _-      -     __     Farmville 

Patton,  John  Donald,  Pii AL  3-2761— 56  Elk  Mountain  Scenic  Hwy. Asheville 

Patton.  William  Hugh,  Jr.,  Pdi2 437-4926—305   College   St.  Morganton 

Paul,  Joseph  Edward,  R75      852-1435— Box     1114  Tryon 

Paulson.   George   Wesley,  N« TE  2-7581— Dorothea  Dix  Hosp.  Raleigh 

"Payne.  Clifton  Gadberry.  Ind79 DI  9-6261 — American  Tobacco  Co.  Reidsville 

Payne!  Fred  William.  Jr.,  Si3 6-9151 — 400    Peachtree    St.  Rocky    Mount 

"Pavne!  John  Abb.  III.  GP-    465-2611— Box   157   Sunbury 

Payne,   Robert   Benjamin,   lan 309   S.   Laurel   Ave.   Charlotte 

Peacock.  Erie  Ewart.  Jr.,  S«  966-8416— N.  C.  Memorial  Hospital Chapel  Hill 

Peacock!  Harold  Monroe.   Sis 225-4211— P.  O.  Box  248    Sea   Level 

Peacock.   Roy   Merritt,    Sn   -   AL  2-3751— S6   Victoria   Road    Asheville 

"Peak.  Latham  Conrad,  OP"       LY    2-3117—401    Cooper    Drive    Chnton 

Pearse,   Richard   Lehmer,  ObG32     286-1258—1821    Green    St.    .    Durham 

Pearson,  Hugh  Oliver,   (Life).  GP33 TA  7-5537— Box   106  Pinetops 

Pearson.  John  Kent,   GP«  354-2011— Box   86    -     Apex 

Peck.  Harold  Artemus,  R'''   294-7411— Moore    Memorial    Hospital    Pinehurst 

Pediaditakis.    Nicholas.    PW  TE    4-6484—3008    New    Bern    Ave.    Raleigh 

Peede,  Alvin  Wortham,   GP«     3441—927    W.   James   St.    Lillington 

Peedin.  James  Harold.  Jr..  GPf.5 259-2161— Box    248  Burgaw 

Peele.  James  Clarendon,  ALR54 JA  3-3974— Kinston  Clinic Kinston 

"Peele.  Talmadge  Lee.  N'^,    681-0111— Duke  Hospital  Durham 

Peeler.  Forrest  Edwards,  GPis  428-2741— P.   O.   Box    187  Maiden 

Peery.  Vance  Price.  (Lifei.  Ret..  OALR54 JA    3-2753—1105    Pollock    St.     Kinston 

"Peete.  Charles  Henry,  Jr.,  ObG«     681-0111— Duke  Hospital  Durham 

Peete.  William  P.  J..  S-'i 681-0111— Duke    Univ.   Med.   Center    -_..         Durham 

Pegg.  Fred   Grant,   PH." 722-0364— 1020  E.  7th  St Winston-Salem 

Pence,  James  Jerome.  Jr.,  GP78 422-3274— Box  218       Rowland 

Pender,  John  R..  III.  Sf>()  --    -   ED    2-4169—1012   Kings    Drive    Charlotte 

Penick,'  George  Dial.   Path«       966-8289— UNC  Sch.  of  Med.  Chapel  Hill 

Pennington.  Glenn  Walton.  ALR60     334-0643—1318   Scott  Avenue   Charlotte 

Peoples.  Claude  T..  GP'«i MA  4-2230— Box  217         Marshville 

Peoples.   James   Hansel.   Pd25      637-9151— Doctor's    Bldg.    New    Bern 

Pepper,  Francis  DeWitt,  Jr.,  R32  N.  C.  Mem.  Hosp.  _   Chapel  Hill 

Perkins.  Henrv  Thomas,  Jr.,  192 832-6307—615   St.  Mary's   St.   Raleigh 

Perrin,  Thomas  Samuel,  Jr.,  loo  ED  4-3024—309  S.  Laurel  Ave.   Charlotte 

Perritt,  John  Olin.  Jr.,  R65 RO  3-4731— James  Walker  Mem.  Hosp Wilmington 

"Perry.  Carey  J.,  GP'^     496-4250—113   Jolly   Street       _  -      Louisburg 

"Perry!  David  Russell,  Jr..   Pd.^-t   723-1026—301  Miller  Street  Winston-Salem 

"Perry.  David  Russell.    (Lifei,  1*2    684-3181—311  N.  C.  National  Bank  Bldg.  --     Durham 

Perry.  Ernest  Monroe.   'Life).  GP33     GI    6-8019—125    Sunset    Avenue    Rocky    Mount 

Perrv.  Glenn  Grev.  Pr4i  882-4618—136    Church    St.    High    Point 

"Perrv.  Henry  Baker.  Jr.,  ObG4i 272-3156—1025  Madison  Ave.  Greensboro 

Perry,   William   Clifton,    PH'? GY  6-3436— College  St.    Louisburg 

Ferryman.  Olin  Charles.  Jr.,  GP34 788-6051—9    E.    Clemmonsville   Rd.    Winston-Salem 

Persons.  Elbert  Lapsley,  132 681-0111— Duke  Hospital  Durham 

Peschel,  Ernest,  132 681-0111— Duke  Hospital  Durham 

Peschel.  Ruth,   32 Duke    Univ.    Hospital    Durham 

Peter.  Ladislaw,   P98 Box    1774  _   -  -       -^-  Wilson 

Peters,  Ann  DeHuff,  PH32  __       966-1073— UNC  Sch.  of  P.  H.  .    Chapel  Hill 

Peters,   August   Richard.   Jr..   Pd^ WH   6-2368—346   East    13th   Street   Washington 

Peters.   Richard   Morse,   S32  966-1073— UNC  Sch.  of  P.  H.  Chapel  Hill 

Peters.  William  Anthonv.  Jr..  ObG"')  335-2355—206  S.  Road  St.   .   Elizabeth   City 

Petrov.   Nikolaj,    Anes25 _  638-5173— Box   124  New   Bern 

Pettewav,  George  Henry,  (Life),  ObGso 376-1554—1524   Ehzabeth   Ave.   Charlotte 

Pettus    William   Henrv,    Jr.,    S<;o 376-8544— 808  Doctors  Bldg. Charlotte 

Petty.  Tom   Allen,   ObG3-4  PA  2-0631-1415  W.  1st  St.   ..    Winston-Salem 

Pfeiffer.  John  B..  Jr..  N32 681-0111— Duke   Univ.   Med.    Center    Durham 

"Present  at  1964  meeting 
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Phelps.  James  Solomon,  Jr..  GPSO 376-8613—1850  E.  3rd  St.   Charlotte 

Phifer.  William   Houston.   GF^o AT  3-4323—207  W.  Jefferson  St.  Monroe 

'Phillips.  Charles  A.  Speas,  S63 295-5211— Pinehurst  Surgical  Clinic Pinehurst 

Phillips,  David  Lawrence.   GP6i 765-2286—130  Oak  Ave.  _   Spruce  Pine 

Phillips.  DeWitt  Dewey.  Jr.,  GPso 375-6350—1402    E.    Morehead    Charlotte 

Phillips.  Marvin  Worth.  GPM 476-7262—602  Randolph  St.   Thomasville 

Phillips.  Robert  Derrick,  P« 286-4927-107   Broad   St.       Durham 

'Phillips,  Robert  Lewis,  NS-n 272-4578—1126   N.   Elm   Street    Greensboro 

Phillips,  William   Allan,   D65 763-5759—3008  Oleander  Drive   Wilmington 

Pickard,  Henry  Mack,  165 RO  2-6575—7  N.  17th  St. Wilmington 

'Pickrel.  Jerry  Cline.  Pathos Southeastern   Gen.  Hosp.   Lumberton 

Pickrell,  Kenneth  L.,  P132 681-0111— Duke  Univ.  Medical  Center  Durham 

Pierce,  Edwin  Lee.  192 832-3515—1110    Wake    Forest    Road    Raleigh 

Pigford,  Robert  Toms,  is? 762-1636-155    Colonial    Dr.    Wilmington 

Pircher.  Felix  Joseph.  R32  681-OlU — Duke  Univ.  Med.  Center  Durham 

Pishko.   Michael   T..   ObG63  295-5211- Pinehurst  Surgical  Clinic Pinehurst 

Pittman.  Alfred  Rowland.  Jr.,  178 739-3362—2606    North    Elm    St.    Lumberton 

Pittman,  Dorn  Carl,  Ri-    -     CA  8-1371 — Alamance  County  Hospital Burlington 

Pittman,    George    Leon,    ObGi 227-3621—316    Graham-Hopedale     Burlington 

Pittman,  Malory  Alfred,  (Life),  S98 237-2151— Wilson  Clinic  Wilson 

Pittman,  William  Austin,  OALR26 HE   2-2326—446   Hay   St.    Fayetteville 

Pitts,   William   Reid,   NSso 376-1606—1012  Kings  Drive Charlotte 

Piver,  James  DeCamp,  S67 346-4235— Box    177    Jacksonville 

Piver,  William  Crawford,  Jr.,  GF? 946-3191—611  E.  12th  Street Washington 

Pixley,  John  Milton,  P3^  725-7251— Bowman   Gray    Winston-Salem 

Pixley,  Roland  Theo,  ObGeo FR  6-5621—1340  Romany  Rd.  Charlotte 

Pizer.  Morton  E..  Pd92 TE   3-2674—2019   Clark   Ave.    Raleigh 

Placak,  Joseph  Charles.  Jr.,  Ind"5 852-1895 — Box    520    Tryon 

Pleasants.  George  D.,   GF19 742-2950—301    East    Raleigh    St.    Siler    City 

Plonk,  George  Webb,  S23 739-5231—706  W.  King  Street  Kings  Mountain 

'Plyler.  Cranford  Oliver,  Jr.,  GF29 476-7304—400   Randolph   St.    Thomasville 

Podger,  Kenneth  Arther.   ObG32 286-1261—1200    Broad    Street     Durham 

Pollock,   Frank  Edward,   Or34 722-4105—1900  S.  Hawthorne  Rd. Winston-Salem 

Pool.  Bennette  Baucom.   (Life),  A34 723-1134 — 521   Nissen   BIdg.   Wlnston-Salem 

Poole,  Marvin  Bailey,  GF43     892-3756—802  W.  Broad  St. Dunn 

Poole,  Robert  Franklin,  Jr.,  Fd92 832-6222—817  Hillsboro  St.  Raleigh 

Pope.  Robert  Clyde,  Pd9S 237-2151- Wilson  Clinic   Wilson 

Pope,  Samuel   A..   GF3i CY   8-4831    Beulaville 

Portela,  Angel  I..  I-t2 JE  7-4463—643  Roanoke  Ave. Roanoke  Rapids 

Porter.   Richard   Allison,   GF45    693-5128— 5th  Avenue,  W.  Hendersonville 

Portwood.   Richard   Meyers,   132 681-0111 — Duke    Hosp.  Durham 

'Poston.  Robert  Lewis.  21 Hertford   426-7527— Box   68   Winfall 

'Poteat,  Hubert  McNeill,  Jr.,  S51 WE    4-2191—713    Wilkins    St.    Smithfield 

Potter.  Clyde  Randolph,  S? 946-2107—416  E.  12th  St.  Washington 

Potter.  E.  Lindsay,  Jr..   GP60     334-3070— Hawthorne  Medical  Center Charlotte 

Powell.  Albert  Henry.  (Life).  132 684-5721— Trust    Building    Durham 

Powell.   Charles   Harris,   GF57 689-2581 — Community  Medical  Center Mars  Hill 

Powell,  Charles  James,  ObG65 RO  2-0258—515  Murchison  Bldg.  Wilmington 

Powell.   E.   Charles.  ObG96  734-0734—1008   East   Ash  St.     _     Goldsboro 

Powell.  Herman  Sutton,  GP36 UN  7-7121—1326  W.  Franklin  Ave. Gastonia 

Powell,  Jack,  Sn AL  3-1529—190  W.  Doctors  Bldg.  Asheville 

tPowell,  Jesse  Averette,  (Life),  GF21 Edenton 

Powell,  John  D..   GP86 786-2330—221   S.  Main   Mount   Airy 

Powell,  Kenneth  Alton,  GF12 874-2152— Valdese    Gen.    Hosp.      Valdese 

Powell,  William  Carlyle,  Fd26      HU  4-3121—1606  Morganton  Rd.  Favetteville 

Powell.  William  Ernest,  Jr..  GP57 2581— Box   517    .  Mars    Hill 

*Powell.   William   Flynn.   OALRu AL  2-8931—412  Doctors  Bldg.   Asheville 

Powers.  John  Alfred.   OrM 334-4641-1500    Elizabeth    Ave.    Charlotte 

Prange.   Arthur  Jergen.   Jr.,   P32 966-8751— N.  C.  Memorial  Hosp. Chapel  Hill 

'Prather.   Fonzo   Goff.   GPn       AL  2-1612—251  Tunnel  Rd.  Asheville 

•Prefontaine,  J.  Edouard.  OALR+i 272-4455—401  Jefferson  Bldg.  Greensboro 

Presley.   George  Donald,   GP-h 627-2211— Midway   Medical   Center   Canton 

Pressly,  Claude  Lowry,   Seo FR   6-2446—1012    Kings   Drive    Charlotte 

Pressly,  David  Lowry,  GP49 TR  2-5671—1109  Davie  Ave.  Statesville 

Preston,  John   Zenas,   GP"'     852-3035— Chestnut     St.     Tryon 

Prevette,  John  Edgar,   ObG^i WE  4-8548— 601-A  8th  St. Smithfield 

Price.  Harry  J..  GF34  _    PA  4-8812—2206  N.  Patterson  Ave.  Winston-Salem 

*Prichard.   Robert    W..    Path34 725-7251— Bowman   Gray        .    Winston-Salem 

•Prince,   George  Edward,  Fd36 UN    4-3291—318    South    St.    Gastonia 

Printz,  Don  Ralph,  Dn         .   252-5676— 307A   Doctors   Bldg.   Asheville 

Pritchard.  William  Lee.  NSeo 333-9363—225    Howthorne    Lane     Charlotte 

'Pritchett,  Newton  George,  192 834-7171—800   St.   Mary's   St.   Raleigh 

♦Procter,  Ivan  Marriott,   (Life),  Ret.,  ObG92 TE  2-5040—209  Hillcrest  Rd.  Raleigh 

Procter,  William  Ivan,  192  834-8738—219  N.  Boylan  Ave.   Raleigh 
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Proctor,  Richard  Culpepper,  P-H 725-7251— Bowman   Gray   Winston-Salem 

Pruitt,  Ronald  Anthony,  On       Kernodle  Clinic    Burlington 

"Pugh,  Charles  Harrison,   tLife),  GP36 UN  5-3261—204   Love  Bldg.    Gastonia 

■>Pugh,  Raetord  Theodore,  GP7     WH  6-3011—437  East   12th  St.   Washington 

Pugh,  Stephen  Cornelius,   GP7ii     5416—1502   Carolina    Ave.    Elizabeth    City 

•Pugh,  Vernon  Watson,  Jr..  Pd'Ji 833-3617—1321  Oberlin  Rd.  Raleigh 

PuUiam.  Benjamin  Eloth,  GP34  PA  2-1226—2900  Robin  Hood  Rd.  Winston-Salem 

Pullv,    Rose.    GP54 JA  7-0230— 1007'-   N.  College  St. Kinston 

Puniphrey.  Albert  Franklin,  SO 862-3975— Bo.x    728      Elizabethtown 

Purcell,  William  Robert,  Pds3 276-2022—418  King  Street Laurinburg 

Putnev,  Robert  Hubbard,  Jr.,  GP98 CE  6-4341— Box  525     Elm  City 

'Queen,   Hugh  Oscar,   GP77  582-3241—315  Charlotte  St.  Hamlet 

'"Query,  Luke  Walter,  Jr.,  176 625-3218—208  Poust  St.  Asheboro 

Query,  Richard  Zimri,  Jr.,  I60 FR  5-1719—1335  Romany  Rd. Charlotte 

Quinn.  Clifton  Lee,  GP54 LO  6-7141— LaGrange  Clinic  LaGrange 

*Qumn,  Corbett  Latimer,  GP31 289-2721—112-14   S.   R.   R.  Street    -Magnolia 

*Rabil,  William  Edmond,   S34 722-3691—218    Professional    Bldg.    Winston-Salem 

Rabold,  Bernard  Louis,  Sis IN    4-0291— Catawba    Hospital    Newton 

Rabold.  Leonard  James,  I4i BR  2-5634—1022  Prof.  Village Greensboro 

Raby,  James  Grover,  (Life),  GP33 823-2105— Tarboro     Chnic       Tarboro 

Raby,  William  Thomas,  lo"  FR  5-1932—1012  Kings  Drive Charlotte 

Radford.  Howard  Lee,  GPsi OL  7-6365— Box  427         Cliffside 

Ragaz,  Plorian  J.,  GP59 2-3401— South  Main  Street  Marion 

Raiford,  Fletcher  Lindsay,  Pd45 OX  3-3296—722  Fifth   Ave.,  W.   Hendersonville 

*Raiford.  Theodore  Sidney,  SU AL  3-6714—301  Doctors  Bldg.  Asheville 

Rambo.  V.  Birch,  S6 Presbyterian  Mission,  B.  P.  117 Luluaburg,  Congo 

Rand.  Cecil  Holmes,   (Lifei,  GPW 242-6231— Box    218    Fremont 

Randolph.  Angus  Crawford,  P« 725-7251— Bowman    Gray   Winston-Salem 

Raney,  Richard  Beverly,  Or32 966-8431— N.  C.  Memorial  Hospital Chapel  Hill 

*Rankin,  Presslv  Robinson.  Jr.,  GP77 3321— P.  O.  Box  47    Ellerbe 

Rankin,  Richard  Brandon,   (Life),  OALRI3 782-4712—53    S.    Union    St.    Concord 

Rankin,  Richard  Brandon.  Jr.,  Ophn  782-4712— Box    3295  Concord 

Rankin,  Richard  Eugene,  GP">  827-3031— Rankin  Clinic         Mount  Holly 

Rankin,   Rufus   Pinkney,   Jr.,   ObGf.o  _     333-9026—225    Hawthorne    Lane    Charlotte 

Rankin,  Watson  Smith,   (Life),  Ret.,  Hosp  Adso 376-0291— The  Duke  Endowment  Charlotte 

Ranson,  John  Lester,  Jr.,  I60 PR  6-4852—1012  Kings  Dr.   Charlotte 

Ranson,  Wilham   Alexander,   Jm 333-6253—225  Hawthorne  Lane Charlotte  4 

«Raper.  James  Sidney,  RH AL  2-5674—103  Doctors  Bldg.  Asheville 

Rapp.  Ira  Hammes,  Or60 ED    4-4641—1500    Elizabeth   Ave.    Charlotte 

Rasberry.  Edwin  Albert.  Jr.,  198 237-2151— Wilson  Clinic   Wilson 

Rasmussen,  Glenn  Steen.  S3i 296-3591— Duplin  General  Hospital Kenansville 

Ratchford,  George  Rufus.  Jr.,  133 844  Nash  St.         Rocky  Mount 

Rath.  Charles  Kirbv,   S92  Box  526  Apex 

Rathbun,  Lewis  Standish,  ObGn  AL  3-9866—304  Doctors  Bldg.  Asheville 

Ravenel.   Samuel   Pitzsimons,    (Lifei.   Pd4i 272-4187—104  E.  Northwood  St. Greensboro 

Rawlins.  George  McVav.  GP56 LA  4-2126— Angel  Hosp.    Franklin 

Rav.  Ritz  Clyde.  (Life),  GP5 3121    West    Jefferson 

Raymer,   James   Barker,    S60 333-6524—225  Hawthorne  Lane  Charlotte 

Reckless.  John  B..  P32  681-0111— Duke  Univ.  Med.  Center Durham 

Redwine,  James  Daniel,  ObG29 246-2547— Court    Square  Lexington 

Redwine,  Oscar  Leo,  S3i       296-3591— Duplin    General   Hosp.   Kenansville 

-Reece,  John  Cochrane,  Path  &  CPi2 HE  7-4511— Grace  Hospital  Morganton 

Reeser.  Archibald  Willard.  GP79 MA   3-7284— Box  666       Leaksville 

Reeves,  George  Fletcher.  PH12     HE  7-5152—601  E.  Concord  St.  Morganton 

'Reeves,  Jerome  Lyda,  (Life),  GP44 648-2430— Box    112  Canton 

'Reeves,   Robert   James,   K'i  489-5229— Duke  Hospital  Durham 

■■Register.  John  Francis,  Or4i BR  4-0161—1008  Professional  Village  Greensboro 

Reibel.  Donald  Baumann.  Or92 TE  4-2588—600  Wade  Ave.  Raleigh 

'*Reid,  Charles  Hamilton,  Jr.,  134 725-0666—2240   Cloverdale  Ave.   Winston-Salem 

Reid.  Ralph  Connor,  GP6u 889-2282— Box  368       Pineville 

Reid.  Robert  Learv,  GP55     735-7421—816   South   Aspen   St.    Lincolnton 

■■Reid.  William  Joseph.  GP4i  BR   4-4001—1302   Summit   Ave.   Greensboro 

Reifler,  Clifford  Bruce,  P*2 966-8752— N.   C.  Mem.  Hosp.   Chapel   Hill 

'Reinhardt.  James  Franklin.  R4i       273-8369— Cone     Hosp.     Greensboro 

Rendleman,  David  Atwell.  Jr.,  GPso 633-0844—600  Wallace  Bldg. Salisbury 

Reynolds.  Ernest  Harold.  GP^s  349-8263—629    South   Main   St.   Reidsville 

ReVnolds,  Frank  Russell.  PdfiS RO  3-4272—1613   Dock   St.   Wilmington 

Revnolds,  Joyce   Hinson,   GP34 993-3111—109  Clifton  St.    Kernersville 

Rlioads,  John  McFarlane,  P32 681-0111— Duke  Hospital  Durham 

Rhodes,  Cecil   David,   Jr..   198 243-6135— Carolina    Gen.   Hosp.    Wilson 

Rhodes   James  Kent.  S'J2  TE    4-8502—307    Woodburn    Rd.    Raleigh 

Rhodes.  James  Slade,  Jr.,  GP7     SW    2-2186— Williamston    Clinic    Williamston 

"Rhodes,   John   Sloan,   U92  834-4391—700    W.    Morgan    St.    Raleigh 

Rhudy,  Booker  Ephram,   (Lifei.  Ret..  R4i EL  5-6945—309  Greenwood  Ave.  Sarasota,  Pla. 

•Present  at  1964  meeting 
tDeceased 
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Rhyne,  Samuel  Albertus,   (Life),  GP-t9 TR   3-6122—407   Walnut   St.    Statesville 

*Ribet,    James   Ernest,    I12 HE  7-0221 — Broughton  Hospital Morganton 

Rice.  A.  Douglas,  Pd32 489-9158—1515   Ruffin   St.    Durham 

Rice,  Edmond  Lee,   (Life),  S36 P.  O.  Gulbarg  Colony         Lahore,  W.  Pakistan 

Rice,   J.   Sidney,   D18 327-9747—1205  N.  Center  St.   Hickory 

Rice,  Reed  Porter,  R32 966-4131— N.  C   Memorial  Hosp. Chapel  Hill 

Rice,  Robert  Scott,  Su    782-1168—1016  N.  Church  St. Concord 

Richards,  Bernard  Leslie,  GPso  634-2169—222  N.  Main  St.  Mocksville 

Richards,  Robert  Day,   GP98 237-2281— Route  2  Wilson 

Richardson.   Ernest  Christopher,   Jr.,   ObG25 ME   7-6142—507   Pollock   St.   New   Bern 

Richardson.   Prank   Howard.    (Life),   Pdil 669-7755— Box    965       Black    Mountain 

Richardson.   George   Irvin,   GP"'J 349-5040— Box   1289   Reidsviile 

Richardson.  James  Justus.  SSJ     276-2121— Medical  Arts  Bldg.  Laurinburg 

Richardson,  Lucile   Welsh,   Pul47 WI  4-2351— N.   C.   Sanatorium    McCain 

'Richardson,  William  Perry,  (Life),  ED32 966-8452— N.  C.  Memorial  Hospital  Chapel  Hill 

Richer,  Charlotte  Martha,   Pul47 WI   4-2351— N.   C.   Sanatorium   McCain 

*Richman.  Samuel,  E4i  275-84E6— 342  N.  Elm  St.  Greensboro 

Riddle,   Harry   Duff,    GP36 UN  5-2334—322   S.   Marietta   Street   Gastonia 

Ridge,   Clyde   Franklin.    GP4i 882-1023—329  North  Main  Street High  Point 

Riggs,  Millard  McArdoo.   GPn 437-4860—423  S.  King  St.  Morganton 

Riley.  William   Joseph.    Sis IN  4-0291—110  Hosp.  St.  Newton 

Rimer,  Bobby  Alan,  41  _    318  Westwood  ._   .       _       High  Point 

Rippy,  William  Dennis,  GPi   226-4471—1610   Vaughn   Rd.   Burlington 

Roach.  Leonard  Hunter.  ObGii 252-6454—202  Doctors  Bldg.  Asheville 

Roach.  Robert  Burchell.   Sh PL    4-7810—351    S.    Mulberry    St.    Lenoir 

Robbins,  Grover  Jay,   GP34  924-4085—3718   Reynolda   Rd.   Winston-Salem 

Robbins.  Jack  Guyes,  D32 286-4195—823   Broad   St.   Durham 

•Roberson,  Edward  Leon,  S33 TA    3-2105— Tarboro    Clinic    Tarboro 

Roberson,  George  Don,  Otolso  1350  S.  Kings  Dr. Charlotte 

Roberson,  Robert   Stuart,   GP44 456-6022—301   Brown  Ave.   Hazelwood 

Roberts,  Bennett  Watson,  (Life),  Pd32 286-6347—602   W.   Chapel   Hill   St.   Durham 

Roberts,   Harold   Ross,   132 966-8305— Rt.  il   Chapel  Hill 

Roberts,   Louis   Carroll,   U32 286-1297—923   Broad  St.   Durham 

Roberts.   Marie.   GP32 ^477-2378    Bahama 

-Roberts,  R.  Winston,  Oph34 725-7251— Bowman  Gray Winston-Salem 

Roberts,  Roy  Poster,  m 416   Court   House    Asheville 

Roberts,    William    McKinley,    (Life),    Or36 867-7210— Box    176    -   Gastonia 

Robertson,  Carroll  Bracey,  GP42     LE  4-3971— P.   O.   Box   495   Jackson 

Robertson,  Charles  Gurney,  Jr.,  GP86 786-7107—815  Rockford  St.  Mt.  Airy 

Robertson,  Edwin  Mason.  (Life),  S32 3-1161— Box   1026  Durham 

Robertson.  James  Parish.  (Life),  S65 GA  8-4311— P.  O.  Box  605 New  Smyrna  Beach.  Fla. 

"Robertson.  James  Mebane.  GP49 LI  6-3480  Harmony 

Robertson.  John  Kenneth.  GP'S    521-4153— Box    458    Pembroke 

Robertson.  John  Newton.  iLife),  OALR26 HE  2-4636— Box  30  Payetteville 

"Robertson.  Leon  Whitfield.  GP33 446-8124—224   Rose  St.  Rocky  Mount 

"Robertson.  Lloyd  Harvey.   GPso  ME   6-4471— Box    519  Salisbury 

Robertson.  Logan  Thompson,  Indii 253-5366—170  Woodfine  St.   Asheville 

*Robicsek,  Francis,  Seo  _  _  PR  6-6511— Doctors  Building  Charlotte 

Robinson,  Charles  Wilson.   GPso 332-4755—403  North  Tryon  St.  Charlotte 

Robinson.  James  Elbert,  Or34 .     722-4860—206    Professional    Bldg.    Winston-Salem 

Robinson,   James   Hendry.   Anes'i5  26  Kenwood  Ave.,  W. Wilmington 

"Robinson,  James  Thomas,  Jr.,  GP41 882-1606—1124  E.  Lexington  Ave.  High  Point 

Rodda,  John  Sydney,  S20     _        _.    126— Rodda  Van  Gorder  Clinic  Andrews 

Rodler,  Dankwart  Eugen  Harald,  ObG25 ME  7-6142— New  Bern  Doctors  Bldg.  New  Bern 

"Rodman,  Clark.  I7__      946-2101—615  E.   12th  Street    Washington 

"Rodman.   Nathaniel  Fulford,  Jr.,  Path32 966-8677— UNC  Sch.  of  Med.  Chapel  Hill 

"Rodwell.   Eleanor,   GP32 688-8441—111    Corcoran    St.    Durham 

Rogers.  Arthur  Merriman,  Iso ED  4-4616—1341   Durwood  Drive   Charlotte  3 

Rogers.  Jack  Marrell.  P34 723-8473—1900  S.  Hawthorne  Rd. Wlnston-Salem 

Rogers.  John  William.  Oph34 GL  5-3211—422  Edison  Dr.   Pensacola.  Fla. 

"Rogers.  Max  Pritchard.  S4i 888-9911—624  Quaker  Lane  High  Point 

Rogers.  Robert  Lee.  Jr..  ObG  754-7088—354  S.  Mulberry  St.  Lenoir 

"Rogers.  Seymour  Shulman,  S4i 275-9511—1001   North  Elm   St.   Greensboro 

Rogers,   Stanley  James.  PN39 Montana   State   Hosp.   Warm  Springs.  Mont. 

Rolett.  Ellis  Lawrence.  132     966-4131— N.   C.  Mem.  Hosp.   Chapel   Hill 

Rollins.  Charles  Dick,  GP9i  GE   8-5411—238  Orange   St.   Henderson 

Rollins.  James  Letcher.  GP75 Box  895.  113  Oakleaf  Dr.  Landrum,  S.  C. 

Rollins,  Robert  LeRoy,  Jr.,  P65 119  Dock  St.  Wilmington 

Romeo,  B.   J.,  145 693-3483—501   Sixth  Ave.,  W Hendersonville 

"Romm,  William  Henry.   GP70 2421— Box  26   Moyock 

Rood,  Mary  Frances  Munch,  Pw TE  2-7581— Dorothea  Dix  Hospital  Raleigh 

Rose,  A.  Hewitt,  Jr.,  S9i TE  3-8152—2009  Clark  Ave.  Raleigh 

Rose,  Ira  Woodall,  Jr.,  S92 833-6525—202    Bryan    Building    Raleigh 

Ross,  Donald  MacConnell,  Si 226-8416—1610  Vaughn   Rd.   Burlington 

Ross,   John   Marion,   ObG45 693-9658—630  5th  Ave.  W.  Hendersonville 

•Present  at  1964  meeting 
"fDeceased 


60  SUPPLEMENT  TO  THE  NORTH  CAROLINA  MEDICAL  JOURNAL 

Ross,  Joseph  Alderman.  GP84 YU   2-3729—117   Yadkin   St.   Albemarle 

Ross.  Otho  B,  Jr..  16(1         333-7797—223    Doctors    Bldg.    Charlotte 

Ross,  Otho  Bescent,  Sr.,  (Life),  GP60     333-7797—203  Doctors  Bldg. Charlotte 

-Ross.  Robert  Alexander.   (Life),  ObG32 966-8504— N.  C.  Memorial  Hospital Chapel  Hill 

Ross.  Tliomas  Edgar,  GP77  895-2671—108  S.  Randolph  St.    Rockingham 

Ross.  Thomas  Wallace.  GP60 ED   4-9446—1912   Central  Ave.   Charlotte    5 

Ross.  Willis  Richard.  GP84 YU  2-3714—123  N.  First  St.  Albemarle 

Rosser.  John   Hays.  S4''  873-6118—961   Davie  Ave.   Statesville 

Rousseau,  James  Parks,  (Life),  R34 808  Oaklawn  Ave.    Winston-Salem 

Rowe.  Charles  Roy,  Jr..   Sw 872-3800— 238  W.  Broad  St. Statesville 

Rowe,  George  Catlett.  GP^'J 695-6251—10  South  Logan  St. Marion 

'Royal.    Benjamin    Franklin.    (Lifei,   Ret.,    GP16 PA  6-4225— Box   628   Morehead   City 

"Royal.  Billy  Williamson.  Pw 286-4937—923   Broad  St.   Durham 

■Royal.  Donnie  Martin.  iLife),  GPs^   -  4441— Box  156   -,     Salemburg 

Royster,   Chauncey   Lake,    I« 833-3055— 515  St.  Mary's  St.  Raleigh 

Royster.  J.  Dan,  GP-i       894-3321— Elm  Street       .-_.    Benson 

Ruark,  Robert   James.   ObG92 TE  4-7386—714  St.  Mary's  St.  Raleigh 

Rubin.  Adrian  Stevens.  Pd-ti 275-8498—342    N.    Elm    St.      Greensboro 

-Rubin.  Maurice  Harvey.  Oph4i 272-7191—1311  North  Elm  Street  Greensboro 

Rudd.  Paul  Dalton.  V'>  Denton 

'Ruffin.  David  Winston.  OALR54 2-0891   Pink   Hill 

Ruffin.  Jennings  Bryan.   Ob« 332-2517—422  Peacock  St.     Ahoskie 

Ruffin.  Julian  Meade,  GE« 681-0111— Duke   Univ.   Hospital   Durham 

Rundles.  Wayne,  132 681-0111— Duke  Hospital  Durham 

tRussell.  Jesse  Milton,  (Life),  GP-n    648-2674— P.  O.  Box  687  Canton 

Russell.  Phillip  Everitt.  I"  253-9371—204  Doctors  Bldg.  Asheville 

Russell.  William  Marler.   OALRii      253-2481—68  Patton  Avenue  Asheville 

"Rutledge.  Mary  Louise.  Pdwi   FR  5-1441—1804  E.  4th  St.  Charlotte  4 

Ryan.  Albert   Olen.  Jr..  Indss  .  .883-2150— Box   200  Pisgah    Forest 

Ryburn.  Samuel  Benjamin.  Pd'S     237-2151— Wilson   Clinic  Wilson 

Sabiston.  Frank.   (Lifei.  OALR=;4    523-9311—115  E.   Gordon   St.   Kinston 

Sacrinity.  Nicholas  William,  I''^-  _    MA  3-8251—120  Monroe  Street   Leaksville 

Sader,    Juhus.    GPss 883-3181— 205  East   Main  St.    Brevard 

Sadler.  Ralph  Calvert,    (Life),   GP24 Ml  2-2706—615  S.  Madison  St.  Whiteville 

Sagberg.  Anne   Elisabeth,  PH AL  3-2761—1   Zillicoa  Street   Asheville 

Saleeby,  Richard  G..  PrW TE  3-2541—224  Hillsboro  St.   Raleigh 

Sallade.  Richard  Lawrence.  U32 311  Main  St.  Newport  News,  'Va. 

Salle,  George  Frederic,  U"4 PL    2-2507— Medical    Pavihon    Greenville 

Salter.  Theodore.  GPi*  PA  8-4485—509   Front   St.   Beaufort 

Salters.  Frederic  Hay,  OALR70 338-6180— Medical    Building  Elizabeth    City 

Saltzman,  Herbert  A..  I«  681-0111— Duke  Univ.  Med.  Center Durham 

Sample.  Robert  Cannon.   (Life),  GP45     OX   3-3526— Box   428    Hendersonville 

*Sams.  William  Albert.  (Life),  GP57 3391— Main    Street  .        Marshall 

Sanders.  James  Henry.  Jr.,  GPss  .  .._    __  „_  883-2151— Professional  Building   Brevard 

Sanders,  Lee  Hyman,  Pdw TE  2-0587—623  W.  Jones  St.  Raleigh 

Sanders.  Ruth  Talley,  Ri4   Hickory  Mem.  Hosp.  Hickory 

Sandifer.  Myron  Guy,  Jr..  P92 ._     ^     TE  2-7581— Box  7532  _    _  _    Raleigh 

Sandy.  Robert   Eugene.  R- 946-2137—608  E.   12th  Street   Washington 

Sandzen.  Sigurd  Carl.  Ret..  Pul47 Box  870     Pinehurst 

Sanford-Mangum.  'Virginia  Gates.  Pdsfi    -       ^     _     _        O'Berry   School  _    _   Goldsboro 

Sanger,   Paul   Weldon,    S6() _   376-6511—1012  Kings  Drive   Charlotte 

Santos.  Juan  J..  R'4  PA  4-4421— City  Memorial  Hospital Winston-Salem 

Sapp.  Oscar  LeMay.  III.  GE32 966-8794— UNC    Sch.    of    Med.      Chapel    Hill 

Sarazen.  Paul  Mark.  Jr..   Pd23 482-1435—101    Grover    St.    Shelby 

-Sardi.  Carl  Anthony.   .'\LR4i 275-1371—1100  Olive  St.   Greensboro 

Sargeant.  Angus  Gerard,  Ins4i ._   Pilot  Life  Ins.  Co. Greensboro 

'■'Sargent.  Winston  Arthur  Young,   GP6i 682-2316— W.   Main   Street   Burnsville 

Sasser.  Patrick  Henry.  GP96 734-2924—208  W.  Ash   St.  Goldsboro 

Satterfield.   G.   Howard.   Jr..   ObG92  834-1825—2113  Clark  Ave.  Raleigh 

Saunders.   Charles   Lawrence.   Jr.,   ObGi     227-3621— Kernodle  Clinic  Burlington   I 

Saunders.  Jay  Fred  Stimson.  GPS  Commerce   St.    .  _      .    .   _._  Aulander 

Saunders.  Sheldon  Asa.  (Lifei.  GPS       345-4021— Commerce    Street    Aulander 

Saunders.  Stanley  Stewart,  (Life),  Pd4i 882-4356—1322  Greenway  Dr.     _         High  Point 

Savage.   Robert    T..    GP34  PA  3-7455—1020  S.  Stratford  Road Winston-Salem 

'Sawyer.  Charles  Glenn,  134 725-7251— Bowman   Gray  Winston-Salem 

'■•'Sawyer,  John  Wilson.  I4i 299-2815 — 609  Walter  Reed  Dr.  Greensboro 

Sawyer,  Logan  Everett,  I70_     338-3838—104  W.  Colonial  Ave.  Elizabeth  City 

Scales,  Margaret  Beron.  Path32 ___        KnoUwood  Dr.   Chapel  Hill 

Scarborough.  Charles  Foster,  Jr.,   GP62 _.     _        8-2761—202  Okeeweemee  Rd. _  Star 

"Schafer.  Earl  W..  Or4]   888-6942—624  Quaker  Lane  ___       High  Point 

Schallert.  Paul  Otto,  (Life),  Ret.,  GP34 Box   446    Altamonte    Springs,    Fla. 

'■'Scheibling.  Norman  John,  Ins4i BR   3-6971 — Jefferson  Standard  Life   Greensboro 

Scheil.  Charles  Philip.   GPi4 'Vista  Lane   Lenoir 

Scherer,  Irvin  George.   GPS6 468-2885— (Box  23,  Hamptonville)   Union  Grove 

'Schiebel,  H.  Max.  S32     286-1245—1202  Broad  St. Durham 

•Present  at   10G4   meeting 
tDeceased 
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Schlaseman,  Guy  W.,  R32 8-1231— Watts  Hospital   Durham 

'Schoenheit.   Edward    William,    (Life),  m 252-6241—46    Haywood   St.    Asheville 

Schorr,  Robert  Thomas,  S9i 438-3410—221    Orange    St.  Henderson 

Schultz.  Everett  Hoyle.  Jr.,  R32 966-8238— N.   C.   Memorial   Hosp.  Chapel   Hill 

Schutte,  Harold  Delano,   GPn     684-6509— Box    288 Skyland 

*Schweizer,  Donald  Conrad,  ObG4i 274-1355—1024   Professional  Village  Greensboro 

Scott,   Alan   F.,    GPso 636-5431- Barker   Street      __    Salisbury 

Scott    Annie   V.,  Pd32 942-4131- 2-A   Graham    Court    Cliapel    Hill 

Scott!  Peter  Somers,  GPi 421-3221— Route  2   Burlington 

Scott,  Samuel  Floyd,   (Life),  GPi 421-3221— Route  2    Burlington 

Scott,  Thomas  Rufus,  N32 966-8418— N.  C.  Mem.  Hosp. Chapel  Hill 

Scroggin,  John  Breaks,   GPH 754-5321— Box  72,  Dula   Hosp.   ,,. Lenon- 

Scruggs,  William  Henrv,   (Life),  GP87 VE  7-2311— Box  390     Murphy 

»Scurletis.  Theodore   Dennis,   Pdw 829-7791— N.  C.  State  Bd.  of  Health  Raleigh 

Seagle,   Lee  Marcus,   GPis 327-0169—133  1st  Ave..  S.  E.  Hickory 

Seals.    D.    Hilton,    Do 586-2135— Eastgate       Sylva 

-Sealv,  Will  Camp,   S32 681-0111— Duke    Hospital    Durham 

Seavev    Paul  Wallace,  132 286-9302—1200  Broad  St. Durham 

•Seay.  Hillis  Ledbetter.  GP60 TR  5-6946— Box  294   Huntersville 

Sedwitz.   Joseph   Lee,   892 269-9310— Wendell-Zebulon    Hosp.    Zebulon 

Seear,  Torben,  ObG36 867-6378—114  W.  Third  Ave.  Gastonia 

Segards.  James  Hugh,  ObGH PL  4-9522— Medical  Arts  Bldg.  Lenior 

Seigman,  Edwin  Lincoln,  R33 GI   2-6181—404   Falls  Rd.   Rocky   Mount 

-Selby    William  EUedge,   GPso 333-6032—1416  E.  Morehead  St. Charlotte 

Sellers    Phillip  Alan,  1-15 OX  2-2231—510   7th  Ave.,   W.   HendersonviUe 

Semans.  James  Hustead,  U32 681-0111— Duke  Univ.  Sch.  of  Medicine Durham 

Senior,  Robert  Joseph,   Pd32 942-4173— Lennox  Bldg.       Chapel  Hill 

Senter,  William  Jeffress,  192 832-5125—702  W.  Jones  St.  Raleigh 

Sessions   John  Turner,  Jr.,  GE32 966-8687— N.  C.  Memorial  Hospital Chapel  Hill 

■'Severn,  Henry  Doeller,  Om AL  3-7656—283  Biltmore  Ave. Asheville 

Shackelford,  Robert  Hilliard,  GI96 658-2318—115  W.  Main  St.   Mt.  Olive 

Shacklett,  Robert  Samuel,  Path23 487-4321— Cleveland  Mem.  Hosp.   Shelby 

*Shafer     Frank    Tyack,    Iso ME  6-1826— 705  Barker  St.     Salisbury 

Shafer!   Irving   Everett,   Jr.,   R49 TR   2-1316—618   Margaret   Dr.   Statesville 

*Shaffner,  Louis  deSchweinitz,  S34 725-7251— Bowman   Gray        Winston-Salem 

"Shaia.  William   Harrv,  GP60 375-3217—2125   Berryhill  Rd.   Charlotte  8 

Shannon,  George  Ward,  U83 276-3541—507  W.  Covington  St. Laurinburg 

Sharp.  Gwen  Roberts.  AnesW 349-8484— Box  780   Reidsvi  le 

'Sharp,  James  Vance,   S79 349-8484— Box  780   Reidsville 

'Sharp    Oliver  Ledbetter,    (Life),   C^i 272-7405—101   North  Elm   St.   Greensboro 

Sharpe,  Charles  Rav,   (Lifei,  OALR29 2643—23  W.  Second  St.      Lexington 

»Sharpe,  Eugene  Baxter,  Rn       .     AL  2-5674—103  Doctors  Bldg.  Asheville 

Shaver.  Edward  Franklin,  Otolso  1928  Randolph  Rd.  -  Charlotte 

Shaver    S    L     GP36       TA    5-5554— Breeland    Bldg.    Belmont 

Shaw,  John  Alexander,    (Life),  Pd26 HU  4-3121—1606  Morganton  Rd.   Fayetteville 

Shaw,   Lloyd   Roosevelt,    Ob49 873-9086—709   W.  End  Avenue   Statesvilli; 

Sheaffer,  Charles  Isaac,  Pd32 942-4173— Lennox    Bldg.    Chapel    Hill 

Shearin,  Dorothy  Ray  Blackwell,  Pd39 985-6511— Murdoch   Sch.   Butner 

Sheehan,  Lucius  Clyde,  Jr.,   Or4.^   204  E.  Cumberland  Sc.       -----    Dunn 

*Shelbourne,  Palmer  Augustine,  (Life),  I-ti BR  2-5675—1011  Professional  Village  Greensboro 

'Shelbourne,  Palmer  Friend,  m 1011   Prof.   Village    Greensboro 

Shelbourne,  Robert  Craig,  Dn 252-3331—508   Public   Service   Bldg.   Asheville 

Shepard    Karl    !■« -     888-5949— 205  Westwood  High  Point 

Sherrill,  Frank  Howard,  Jr.,  GP79 623-7519— Box    327        _-     Leaksville 

tSherrill,  Heubert  Rankin,   (Life),  123 HU  7-9631— Medical  Center  Shelby 

Sherrill,  John  Fi-anklin.  Jr.,  R32 286-1231— Watts  Hospital   Durham 

Shingleton.  William  Warner,  S^2 681-0111— Duke  Hospital Durham 

-Shinn.  George  Clvde,  GPso       UL  7-7098—111  N.  Main  St. China  Grove 

Shipley,    John    LeRov,    OALR70 338-3805— Box    342        Elizabeth    City 

Shirey",  John  Luther.  All 253-0724—1    Battle    Square    Asheville 

Shoemaker,   Carroll  Clifton,   GPi 421-3221— Scott    Clinic    Burlington 

Shook    Earl  Lester.  Jr.,  Un AL  2-6321—86  Victoria   Rd.   Asheville 

Shuford.  Jacob  Harrison.   S60 334-3051—1610   Brunswick  Ave.   Charlotte 

Shuford.  Marv  Frances,  GPn AL  2-8361—525  Legal  Bldg.       Asheville 

Shull,  Joseph'Rush,   (Life),  Rso ED  2-8147—1633  E.  Morehead  St Charlotte  7 

Shull    William    Henrv,   I60 376-4836—705   Doctors   Bldg.   Charlotte 

Sidbury,  James  Buren,   (Life),  Pdes 762-9758—15  North  5th  St. Wilmington 

Sieker,  Herbert  Otto,  132 681-0111— Duke    Hosp.       ---°",™™ 

'Siewers,  Christian  Fogle,  Or26 HU    4-3114—1669    Owen    Drive    Fayetteville 

«Sikes,  Charles  Henry,  S4i 274-4877-332  Jefferson  Bldg.  Greensboro 

Sikes,  Walter  Allen,  P92 TE  2-7581— State  Hospital -Raleigh 

Silberman,  Harold  Reiter,  132 681-0111— Duke    Hosp.    Durham 

Silver,   Donald,   S32   Duke  Univ.  Med.  Center Durham 

Silver,   George   A.,  P32 681-0111— Duke   Medical  Center   Durham 
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Silverman,  Albert  Jack,  P32 Rutgers  Med.  Sch.,  c  o  Student  Health  Service 

New  Brunswick,  N.  J. 
Silverthorne,  Ray  Guilford,  ObG7 WH  6-4101—408   E.   12th  St.   Washington 

<'Silverton,  George,   K'»  RE   9-3211— Southeastern   General   Hosp.   _..   Lumberton 

'Simel,  Paul  Joseph,  Oph4i   275-6423—914   North   Elm   St.    Greensboro 

Simmons,  Alexander  Wingate,  GPi 227-2718—423   E.   Webb  Avenue   Burlington 

Simmons,  Jimmie  Dale,  GPSfi 786-2013—819    Rockford    St.    Mount    Airy 

Simmons,   John   Lewis,    Vn 966-8422— N.  C.  Memorial  Hospital  Chapel  Hill 

Simons,  Claude  Ernest,  GP98 243-6135—103  N.  Pine  St.   Wilson 

*Simonson,  Delia  Sue,  Pdw  985-6511— Murdoch  School   Butner 

Simpson,  Charles  Frederick,  GP24 5281— E.    5th   St.  Tabor    City 

Simpson,    Paul   Ervin,    G"2    833-5743—2115  Clark  Ave.  Raleigh 

Simpson,  Thomas  Edward,  GP3-) LY  1-5911— P.  O.  Box  327  _   Walnut  Cove 

Simpson,  Thomas  William,  GE34 725-5131—1900  S.  Hawthorne  Rd. Winston-Salem 

Sinclair,  Carter  Ashton,  GPis  345-3806—912  2nd   St.,  N.  E.   Hickory 

Sinclair,  L.  Gordon,  S"2     .    TE  2-4912—704  W.  Jones  St.  Raleigh 

Sinclair,  Robey  Thomas,  Jr.,  R65 763-1614—5303   Wrightsville  Ave.  Wilmington 

Sincox,  Francis  John,  Jr.,  GPi? 739-3681— Box  392  Kings  Mountain 

Sing,  Jeanne  Marie  Voltagio,  P«o 333-5453—905    Doctors    BIdg.    Charlotte 

Sing,  Robert  Lloyd,  Jr.,  Pathso 333-5453—1012  Kings  Dr.   .    Charlotte 

Singletary,  Henry  Pate,  Path65 RQ  2-9611 — James  Walker  Mem.  Hosp. Wilmington 

Singletary,   William   Vance,    132  682-5561—306  S.  Gregson  St. Durham 

Sink,  Charles  Shelton,   (Life),GP97 838-2079— Box     607     N.    Wilkesboro 

Sinnett,  John  Franklin,  GP18 464-2214—222    West    A   Street   Newton 

Sipple,   Edward    M..   Rf>3 CY   4-7411— Moore    Mem.    Hosp.    Pinehurst 

*Siske,  Grady  Cornell,  GP4i   OR  4-2145— Box  278 Pleasant  Garden 

Size,    George   Franklin,    GPzo 837-3414— Box    236  .       Murphy 

Skeen,  Leo  Brown,  GP« 663-5671—804  North  Main  St, Mooresville 

Skinner,   Benjamin   Smith,  Pd32 682-9359—509  S.  Duke  Street Durham 

Slagle,  Thomas  Dick,   S50  586-2156— Eastgate       Sylva 

"Slate,  Francis  Wesley,  Sso     634-2624— P.  O.  Box  407  Mocksville 

Slate,  Jean  McKenzie,  ObGn 215   Doctors   Bldg.    Asheville 

Slate,  John  Samuel,   (Life),  GP34 PA  2-1539—1215  W.  4th  St.  Winston-Salem 

Slate,  Joseph  Esmond,   GP4i 888-4518—203  E.  Green  St.   High   Point 

*Slate,  Marvin  Longworth,  GP4i   888-4518—203  East  Green  St.   High  Point 

Sledge,   John   Burton,   Jr.,    GPso  825-8731—429  East   Catawba   St.  Belmont 

Sloan,  Allen  Barry,  (Lifei,  GP49 663-4111—312  S.   Academy   St.  Mooresville 

tSloan.  David  Bryan,   (Lifei,  OALR65  762-4916— Box    277    Wilmington 

Sloan,  Henry  Lee,  Jr..  Oph^o       ED  3-0131—106  West  7th  St.  Charlotte 

Sloan,  James  Marshall,  III,  GPn AL  4-7269—942  Tunnel  Rd.    Asheville 

Sloop,  Norman  R.,  GPSh  636-5326—116  Statesville  Blvd.  Salisbury 

Sluder.  Fletcher  Sumpter,  ObGn AL   2-7374—406    Flatiron    Bldg,    Asheville 

Sluder,   Harold   Miles,   ObGw  ._ 375-4030—1012  Kings  Drive  Charlotte 

Small,   Victor   Robert,    (Life),   GP82 LY   2-3126—709   College   St.    Clinton 

Smart,  Ford,  OALRH AL    2-8031—675    Biltmore    Ave.    Asheville 

Smart,  Leslie  Albert,  Jr.,   GPn 254-5385—4   Vermont   Avenue   W.   Asheville 

-Smedberg,  George  Andrew,  Si 228-7853—719  Hermitage  Rd.  Burlington 

Smerznak,  John  Joseph,  Ii3  ST  2-7912—634  N.  Church  St.  Concord 

Smethie,  William   Massie,   S4 694-2316— Box  309      Wadesboro 

Smith,  A.  Parker,  GPos 734-4621— R.F.D.   4     Goldsboro 

Smith,  Albert  Goodin,  Pathss 681-0111— Duke  Hospital Durham 

Smith,  Albert  Heyward,  Jr.,  GP44 456-8601— Box    770        Waynesville 

Smith,  Alick  Thomas,   (Life),  Ret.,  GP4i  5306  Dorchester  Rd.   Greensboro 

Smith,  Allen  Dale,  D32 286-0081—1200   Broad   St.   Durham 

Smith,  Anderson  Jones,    (Life),  GPSS 237-2046— Box    43      Black    Creek 

*Smith,  Charles  Gordon,  GP54 SH  7-3577— Box  188  Snow  Hill 

Smith,    Claiborne    Thweat,    (Life),    133 446-9151—400  Peachtree  St. Rocky  Mount 

Smith,  David  Clark,  12?- CH  6-5227—21  West  Third  St.  Lexington 

Smith,  David  Tillerson,  Piil32 681-0111— Duke  Hospital  Durham 

Smith,  Douglas  Ray,  GP36 120  W.  Charlotte  Ave.  Mt.  Holly 

Smith,  Eldene  Arne.  GPn 667-2526— Box  2150  Candler 

"Smith.  Eustace  Henry,  GPs  733-4318— Garrett  Memorial  Hospital Crossnore 

Smith,  Everett  Duane,   GPn 667-2526— Box    2150      Candler 

*Smith.  Pitzhugh  Lee,  (Lifei,  GPi CA  6-0946—115  East  Front  St.  Burlington 

Smith,  Fovell" Pennington.   Ob29 CH  6-2159— Carolina  and  Kildee Lexington 

Smith,  George  Marvin.  (Life),  GP90 AT  3-2721— Box  351  Monroe 

Smith,  Harold  Benjamin,   GP'^ 838-8832— P.  O.  Box  308  N.  Wilkesboro 

Smith,  J.  Alexander,   (Life),  Ret.,  S29 CH  6-2305—208  West  Center  St.  Lexington 

Smith,  James  Jefcoat,  GP74 PL  2-4353—202  West  Third  St. Greenville 

Smith,  Jay  Leland,  Jr.,  GPso 633-2477—110  4th  Street   Spencer 

Smith,  Jesse  Graham,  D32 681-0111— Duke  Univ.  Med.  Center Durham 

Smith,   John   Goodrich,   133 446-9151^00  Peachtree  St. Rocky  Mount 

Smith,  John  Randolph,  I60 334-5531—1350  Kings  Dr.  Charlotte 

Smith,  Joseph  Elmer,   (Life),  GPS AY  4-3430— Box  6  Windsor 

Smith,  Joseph  Pinkney,  GP3S 864-3496—1508  S.  York  Street Gastonia 
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Smith,  Lester  Leigh,  Jr.,  Uso 334-5531—1350    Kings    Drive    Charlotte 

Smith,  M.  Jean,  ObG54 523-6551—2104  N.  Heritage  St. Kinston 

Smith.  Melvin   Bowman,  GP76 824-3121— Box    367        Ramseur 

*Smith,  O.  Norris,  I4i 273-2584—1019   Professional  Village  Greensboro 

Smith.  Robert  Clement,  16  RE  4-2545 — Cannon  Memorial  Hosp.  Banner  Elk 

Smith.  Robert  Edwin,   (Life),  OALR86 786-5732—615  North  Main  St.  Mount  Airy 

'Smith,  Roy  Meadows,  Pd-ii 273-9404 — 1006  Professional  Village  Greensboro 

Smith,  Whitman   Erskine,   Jr.,   S84 Box   988    Albemarle 

Smith.   Wilford   M.,   GP6i) JA  3-7103—633  Woodlawn  Road     Charlotte  9 

'•Smith,  William  Alexander,  PH« 829-7286— N.   C.   State   Board   of   Health   Raleigh 

"Smith,  William  Gordon,   (Life),  S29 3495—17  Randolph  St.   Thomasville 

*Smith,  William  Gordon,  Jr.,  S29 17  Randolph  St.  Thomasville 

Smith,  William  Mitchell,  GF?' AM  4-3521—200  Appalachian  St.  Boone 

Snelling.  John  McLucius,  Jr.,  SfSO 334-0827—1012  Kings  Drive  Charlotte 

Snider,  Bobby  Eugene,  GP:;9 246-4212—202  W.  Center  Street Lexington 

Snipes,  Richard  Dean,  ObG26 485-1193-911    Hay    St.    Fayetteville 

Snow,  Leo   Beman,  Ri- 437-5054 — Grace   Hosp.      Morganton 

*Sohmer,  Marcus  Frank,  Jr.,  GE34 725-8326— Professional    Bldg.    Winston-Salem 

Somers,  James  Earl,  P32    942-6150—209    Lennox   Bldg.    Chapel    Hill 

Somerville,  Lewis  Cass,   GPH 254-5385 — 4  Vermont  Avenue Asheville 

Soo,  Dixie  Boney,  NJ2  N.  C.  Mem.  Hosp.       Chapel  Hill 

Sorrow,  John  Mitchell,  Jr.,  132 966-1116— N.  C.  Memorial  Hospital Chapel  Hill 

Souther,  Wallace  Edwards,   GP45 684-6107    Fletcher 

Sowers,  Roy  Gerodd,  (Life),  OALR53 775-4352—120  S.  Steele  St.  Sanford 

Sox,  Carl  Caughman,  GP5i 284-3611— Box  66  Kenly 

Spaeth,  Walter.  I"o 335-7889—116  South  Road  St.  Elizabeth  City 

Spahr,  Richard  Rockefeller,  34 PA   2-3285—1225  Forsyth   St.   Winston-Salem 

"Spangler,  Ernest  Burton,  R-u 1301  Lakewood  Drive  Greensboro 

Spargo,  John  Prichard,   GPso 284-2331— Box   278   Cooleemee 

Sparrow,  Harry  Ward,  m     275-8436—342   North   Elm   St.  Greensboro 

Sparrow,  Thomas   DeLamar,    (Life),   Sso 334-7244 — 1012  Kings  Drive  Charlotte 

Spaugh,  Earle,  Pd60 334-9795—126    Cottage    Place    Charlotte 

Speas,  Dallas  Cleaborn,  (Life),  GP34 PA  2-4282—2598  Reynolda   Rd.   Winston-Salem 

Speas.  William  Paul,   (Life),  Oph34 PA  3-1041—324  Reynolds  Bldg. Winston-Salem 

Speas,  William  Paul,  Jr..  GP-i-i  724-0761—301   Miller  St.   Winston-Salem 

Speers,  Rex  Wilson,  P32 966-8339— N.  C.  Mem.  Hosp.  Chapel  Hill 

Spencer,   Allen,   Sso 633-2883—820   W.   Henderson   St.    Salisbury 

Spencer,  Frederick  Brunell,  Jr.,  Iso  636-5016—820   W.   Henderson   St.    Salisbury 

Spencer,  Frederick  Brunell,  Sr.,   (Life),  GPso 636-4245—820   W.   Henderson   St.    Salisbury 

*Spencer,  Richard  Earl.  Anes4i 275-8292—1200    North    EJm    St.    Greensboro 

Spencer,  Roger  Felix,  P32 966-8642— N.  C.  Mem.  Hosp. Chapel  Hill 

Spencer,  William  Gear,  Jr.,  ObG98 237-2151— Wilson  Clinic   Wilson 

Spigner,  Prescott  Bush,  Jr..  Or^-i 523-9894— P.  O.  Box  1062 Kinston 

Spillman.  Louis  Cromwell,  Jr.,  GPSS 368-2637— Box  346   Pilot  Mountain 

Spitznagel,  John  Keith,  132 966-8770— UNC  Sch.  of  Med. Chapel  Hill 

tSprinkle,  Charles  Nichols,  (Life),  GPH 645-3031— Box    218        Weaverville 

Sprinkle,  Lawrence  Tilson.  GPn 645-3031—104  Main  Street  Weaverville 

Sprunt,  William  Hutchinson,  Jr.,    (Life),   S34 723-1365—1931  Virginia  Rd. Winston-Salem 

Sprunt,   William   Hutchinson,   III,  R92 833-3671— Wake  Co.  Mem.  Hosp. Raleigh 

Spudis,  Edward  Verhines,  N34  725-7251— Bowman  Gray Winston-Salem 

Spurr,  Charles  Lewis,  134 725-7251 — Bowman  Gray Winston-Salem 

♦Squires,  Claude  Babington,    (Life),  U60 333-7101—225  Hawthorne  Lane Charlotte  4 

'Stafford,   Willie   Ransome,   GP4i 275-7665—950    Walker   Ave.   Greensboro 

tStallard,  Sam  Kane,  GP79 DI  9-8263—718   Parkway  Blvd.   Reidsville 

Stallings,  Davey  Bingham,  GP34 969-3920— P.  O.  Box  Rural  Hall 

Stallings,  Stephen  Durwood,  Jr.,  GP35 AN  9-4387— Route  2  Zebulon 

Stallings,  Thomas  Fi-anklin,  Pd" 946-4134-608  E.   12th   St.   Washington 

Stallings,  Tolbert  Lacy,  S92 832-4912—704  W.  Jones  St.  Raleigh 

Stallworth,  William  King,   ObGso 376-1554—1524   Elizabeth   Ave.   Charlotte 

*Stamey,  Charles  Claud,  Pd34 Stratford   Medical   Center   Winston-Salem 

Stanford,  Lois  Brooke  Foote,   (Life),  Ret,  Ed32 684-6431—111   Corcoran   St.  Durham 

Stanford,  William  Raney,    (Life),  132 684-6431—111   Corcoran   St.  Durham 

Stanley,  John  Hampton.   GP46 JU  7-3511— Box  717    Woodland 

Stanley,  Ronnie  Lee,  GP34 YU  3-9335— Box  626   ..      King 

Stanley,  Sherburn  Moore,  m 252-6928— Medical-Dental  Bldg.  Asheville 

Stanton,  Allie  McLeod,  S7 SW  3-4125—804  Washington  Street  Plymouth 

Starling,  Charles  Ray,  Pso 333-4523—1850  E.  3rd  St.  Charlotte 

Starling,  Howard  Montfort,  S34 PA   3-1092— Professional   Bldg.    Winston-Salem 

Starling,  Wyman  Plato,  GP82 525-2171— P.  O.  Box  98 Roseboro 

Starr,  Henry  Frank,  Sr.,  (Life),  Ret.,  Ins4i CY  9-5399— Rt.  7.  Box  295   Greensboro 

*Starr,  H.  Frank,  Jr.,  Ins4i    CY  9-4720— Pilot   Life  Ins.  Co.  Greensboro 

Stead,  Eugene  Anson,  Jr.,  132 681-0111— Duke  Hospital  Durham 

Steele,  Richard  Austin,  m 254-9062— Doctors  Bldg.  Asheville 

Steen,  Claude  Earl,  Jr.,  GPii 254-2367—767  Haywood  Road W.  Asheville 
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Stegall.  John  Thomas,  GP-i'' 873-3269—310  Davie   Ave.   Statesville 

"Steiger.  Howard  Paul.  Dc"  FR  6-1523—1600  E.  5lh  St.  Charlotte 

Stephen,  C.  Ronald,  Anes32 681-0111— Duke    Hospital    Durham 

Stephens,  Freeman  Irby,  in AL  3-6745—209   Doctors   Bldg.   Asheville 

Stephens,  James  Edward,  GPM  479-3510— Box    38  Robbinsville 

Stephens,  Richard  Samuel,   Indu     WE  3-6311 — Cannon   Mills   Company   Kannapolis 

Stephenson,  Bennett  Edward,  GPiis LE  9-2343— Box  206  Rich  Square 

Stephenson.  Henry   L.,  V 946-2101—615   E.   12th   St.   Washington 

Sternbergh.  Waldemar,  C.  A..  Rfi" PR  6-8937— Charlotte  Mem.  Hosp.  Charlotte 

Stevens.  Hamilton  Wright,  PHii    254-2922— Box    7525  Asheville 

'Stevens,  Joseph   Blackburn,   I-ti  274-1234 — 1017  Professional  Village Greensboro 

Stewart,   Albert,   Jr.,    I^''  484-3365—114   Broadfoot   Avenue   Fayetteville 

Stewart,   Daniel  Niven,   Jr.,   GPis  328-1212—3  Third  Avenue,  N.  W. Hickory 

Stewart,  Francis  Asbury,  GPn 725-8464—301  Miller  St.  Winston-Salem 

Stewart,  John   Regan,   ALR^•' 873-9086— Davis    Hospital    Statesville 

Stewart,  Roy  Allen,  Ophis       464-0982—427   North   Main  Avenue   Newton 

Stewart,  WiUiam  Sinclair,  IV,  OrfiO 332-2260—1012  Kings  Drive  Charlotte 

Stickel,   Delford    LePew,    S32 681-0111— Box  3052,  Duke  Hosp.       Durham 

Stiff,  Audrey  Olin,  GPi2 874-2152— Valdese  General  Hospital  Valdese 

Stines,  Ernest  Harrison,  GP-h 627-2211— Midway    Medical    Center    Canton 

Stockdale,  Wayne  Harrop,  S'ii 934-3600—703   Nortn  St.  _.    Smithfield 

Stocker,    Frederick    William,    Oph32     682-9341— 1110  W.  Main  Street Durham 

Stockton,  Irving  Richard,  GP:!^      ME  7-4763— Box  1028  New  Bern 

Stokes,  Thomas  Angler,  Jr..   ObG32    286-1250—1821  Green  St. Durham 

'Stone,  John  S..  GPw.  735-4121— O'Berry    Sen.    Goldsboro 

Stone,  Leslie  Ogburn,  OALR-«     446-8126—224  Rose  St,   Rocky  Mount 

Stone,   Marvin   Lee,    (Life),   GP<'     Rocky  Mount 

Stoneburner,  Richard  Gresham,   Si 226-0400— Medical   Village    Burlington 

Story,  Scratton  Rowland,   OALRSi 934-4355— Box  346  Smithfield 

Stout,   Charles    Walter,    GP7(> 625-6611—1713  N.  Fayetteville  St.  Asheboro 

Stout.  William   Allen,   GFH     1261— 4th   St.    Tabor   City 

*Stovall,  Horace  Henry,  S^l       204  Hopedale  Rd.   Burlington 

Strader,  Eugene  Ray,  GP^'J  246-2204—901  E.  Center  St. Lexington 

-Strader,   Hunter  Gordon,  Jr.,   GP29     246-2204—901  E.  Center  St. Lexington 

Stratas,  Nicholas  Emanuel,  P'J2 Box  10426  Raleigh 

*Stratton,   J.   David,   Ophi^^"     .       334-0663—1012  Kings  Drive Charlotte  7 

Straughan,  John  William,   (Life),  GP31 293-4930—501    East    Hill    Street    Warsaw 

Straw-cutter,  Howard  Elsworth,  Ve 739-7933—101   W.  27th  St.  Lumberton 

-Strawn,    Majorie    Cakes.    GPi-t    .-_  PL  4-9520—351   S.  Mulberry  St.  Lenoir 

Street,  Claudius  Augustus,    (Lifei,  Pd34  723-2600—405   N.   Spring   St.   Wlnston-Salem 

Street,  Murdo  Eugene,  Jr..  GPir     581-4342   __  __  Glendon 

Streeter,  Charles  Truman,   GP'>7     346-6400— Box     1177  Jacksonville 

Stretcher,   Robert   Hatfield,   GP^^ GL  6-3111— 25  Church  Street Waynesville 

Strieker,   Robert   Lewis,   S^s         _   883-3181—205  East  Main  St.   Brevard 

Strickland,  Ernest   Lee.    (Lifei,  Ret.,  GF98 6135—612   Raleigh   Rd.   .   Wilson 

Strickland,  William  Herman,  Jr.,  GP45  692-8410—501  6th  Avenue,  W.  Hendersonville 

Stringfield.    James    King,    GP-h       456-3222—421  Main  St.  -    Waynesville 

Stringfield,  Thomas,   GP^■^  -_    GL  6-3222—421  Main  Street   Waynesville 

Strosnider,  Charles  Franklin,  (Lite),  1% RE  4-2184—111  East  Chestnut  St.  Goldsboro 

Stroup,   Matthew   Alfred,   Jr..   136  867-7186—529  S.  Chester  St. Gastonia 

Stroupe.  Albertus  Ula,  Jr.,  GP36 VA   7-4121— P.   O.   Box   445   Mount   Holly 

Stuart,    Hal    Martin,   GPsf'       835-3613—111  E.  Main  St. Elkin 

Stuckey,  Charles  LeGrand,  Kso 334-2754—1515  Elizabeth  Ave.  Charlotte 

Stull,   Evelyn   Louise,    PuH?  WI   4-2351— N.   C.   Sanatorium   McCain 

Stuntz,  Richard   Clark,   ObGsi 287-3364— Norris-Biggs  Clinic   Rutherfordton 

Sturkie,  Henry  Ray,  Jr.,  ObG34  1900  S.  Hawthorne  Rd.  Winston-Salem 

Styron,  Charles  V/oodrow,  r'2 TE  2-6307— S15  St.  Mary's  St. Raleigh 

'Sue,  Samuel  Arthur.  Jr.,  Or-ti BR   5-8466—1311    N.   Elm   St.    Greensboro 

Sugg,   William   Cunningham,  134 PA  3-4402 — 2240   Cloverdale   Ave,   Wlnston-Salem 

-Suggs,  Ann  Howard,  Pd76 MA   5-3318—317   Ridgecrest   Rd.    Asheboro 

Sugioka,    Kenneth,    Anes32 966-8703— N.  C.  Memorial  Hospital Chapel  Hill 

Suiter.    Thomas    B..    Jr.,    133 446-9151—400   Peachtree    St.    Rocky    Mount 

Summer.   George   Kendrick,   Pd32   966-8441— UNC  Sch.  of  Medicine  Chapel  Hill 

Summerhn,  Arthur  Rogers.  ObG'J2 TE  4-1061—500   St.  Mary's  St.  Raleigh 

"Summerlin.  Harry  Holler.  GPS'     CR  6-3300—313   Atkin.son   St.  Laurinburg 

Summerlin   Robert  Lee,  GP^       _      .  862-3528— Dublin    Clinic        Dublin 

Summerville,  Walter  Monroe,   CPC'O       ED  2-5712—603  Doctors  Bldg.  Charlotte 

Sumner,  Emmett  Ashworth,  Ret.,  S4i 888-4906—502  Overbrook  Drive  High   Point 

Surgnier.  Ricliard  Vernon.  ObGis 345-3815—1205  N.  Center  St.  Hickory 

Sutter,    Renzo    Humberto,    PathH^ 786-4701—401   S.  Main   Street   Mt.  Airy 

■'Sutton,  Edward  Colmery.  GPi        227-3746—1616  Mem.  Dr.   Burlington 

*Sutton,  Homer  George,  Jr..   GP34   924-2900—3722   Reynolda   Rd.   Wlnston-Salem 

Sutton,  Julian  T.,   GP42  VA  6-6781— 10th  St.  Prof.  Bldg. Scotland  Neck 

Sutton,  WiUiam  Wayne,   GP3l  285-2135—400   E.  Main   St.   Wallace 
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•Swain,  Wingate  Elwood,  Or7 946-3738—909   Old  Bath  Rd.   Washington 

*Swan.   Bill   Joe,   Anesi^ ST  2-7638—895  Arbor  Lane  Concord 

Swann,    Cecil    Collins,    ALKii 252-5936-21  Browntown  Rd.   Asheville 

tSwann,  Joseph  Fuller,   (Life),  GPis  5601— Ellen  Fitzgerald  Home  Monroe 

Swanton,   Margaret   Catherine,   Path32 966-8677— UNC  Sch.  of  Med. Chapel  Hill 

Sweaney,  Hunter  McGuire,  (Life),  S32 286-1261—1200  Broad  St.  Durham 

•Sweeney,   C.  Leslie,  Jr.,  GPW 828-3618—2514   Fairview   Rd.    Raleigh 

Sweeney,   Edgar   Chew,   Pdeo 333-2107 — 601  Independence  Blvd.,  E. Charlotte 

Swindell!  Lewis  Holmes,  Jr.,  (Life),  GP  &  S7 946-3277—604  E.    12th   St.   Washington 

Sykes,  Charles  Louis,  GPse 786-6105—205  Rawley  Avenue Mount  Airy 

Sykes,  Ralph  Judson,  GP86 786-6105—203  Rawley  Avenue  Mount  Airy 

*Sykes,  Rufus  Preston,  GP"6     MA  5-3351 — 134  Sunset  Avenue Asheboro 

Talbei-t,  Luthe.-  Marcus,  ObG32 966-8504—301  Wesley  Court  Chapel  Hill 

Tannehill,  Robert  Bruce,  Pdso  ME  6-5576—720  Grove  St.   Salisbury 

»Tannenbaum,  Abraham  Jack,  !« 275-1667—1001   N.   Elm   Street  Greensboro 

Tanner,  Kenneth   Spencer,  Jr.,   Ssi AT    7-3364 — Rutherford    Hospital    Rutherfordton 

Tarry,  James  R.,  GP39 5664 — 24  Albemarle  Ave.   Richmond,  Va. 

Tarry',  William  Burwell,  Jr.,  GP39 4171—104  New  College  St. Oxford 

Tart,  James   Milton,   Jr.,   ObGM 376-3536 — 1337   Romany   Road   Charlotte 

Tate',  Allen  Denny,  Jr.,  GPl CA  6-4471—1610  Vaughan  Rd. Burlington 

Tate,   Lawson,   S6 RE  4-2545 — Cannon  Mem.  Hospital Banner  Elk 

Tatu'm,  Roy  Carroll,  (Life),  GP2 ME  2-2571— Court  House  Square  Taylorsville 

'Tayloe,   David   Thomas,   Pd/ WH  6-4134—608  E.  12th  Street Washington 

Taylor,'  Allen,  R74 ' PL   2-5000— P.   O.   Box   65    Greenville 

Taylor',   Andrew   DuVal,    A60 332-7731—1012   Kings  Drive   Charlotte   7 

Taylor,'  Catherine  Ann,  Pdis 328-2226—219  N.  Center  St.  Hickory 

Taylor,  Charles  Whitfield,  Pso 752-7401 — Bryce  State  Hosp. Tuscaloosa,  Ala. 

Taylor',  Erasmus  H.  E.,   (Life),  P12 437-0221— Box    1139    Morganton 

Taylor,  Everette  Lester,  Jr.,  GP5       _    372-5540— Box  126  Sparta 

Taylor,  Prank  Victor,  (Life),  OALR20 837-2623— Murphy  General  Hosp. Murphy 

Taylor,  Frederick  Harvey,  Sso PR  6-6511 — 1012  Kings  Drive  _  Charlotte 

Taylor',  George  Winston,  Sr.,  (Life),  S« 663-2611—417  E.  Statesville  Avenue Mooresville 

Taylor.  Isaac  Montrose,  132 966-8625 — UNC   School  of  Medicine Chapel   Hill 

Taylor,  James  Alexander,  132 966-1128— Univ.  Infirmary Chapel  Hill 

Taylor,  John  Richard,  GPn MO  7-2531— Box  313  Enka 

Taylor,  Mary  Ann  Hampton,  34 Box   i386  Reynolda  Station Winston-Salem 

Taylor!  Rives  Williams,   (Life),  GP39       _     3078—105  College  Street   Oxford 

•Taylor,  Shahane  Richardson,  (Life),  OALR-n 274-4628—348  N.  Elm  St.   Greensboro 

Taylor,  Shahane  Richardson,  Jr.,  Oph4i 274-4626—348  N.  Elm  St.   Greensboro 

Taylor,  Thomas  Jefferson,  GP42  JE  7-3660—643  Roanoke  Avenue Roanoke  Rapids 

Taylor,  Vernon  Williams,  Jr.,  GP86 835-3425—815  N.   Bridge   St.   Elkin 

Taylor,  William  Ivey,  Jr.,  GP65 259-4121— P.  O.  Box  873  Burgaw 

Taylor,  William  Louis,  (Life),  GP39 5632— College   St.    Oxford 

Team,  Robert  Alston,  GP29 CH  6-4539—314  E.  Center  St.   Lexington 

Temple.   Rufus   Henry,   154 JA  3-4071— 3061=  N.  Queen  St. Kinston 

•Templeton,  Ralph  Gordon,  GPh PL  8-2431— P    O.  Box  431  Lenoir 

Templeton,  Thomas  Brevard,  149 872-3455—110  C  Stockton  St.  Statesville 

Templon,  Norman  Albert,  Jr.,  GP65  457-6214— P.  O.  Box  458  Southport 

Tenney.   Luman   Harris,   Pn 254-2331—415  City  Hall  Asheville 

•Terrell,  Eldora  Haworth,  I4i 888-9950—624  Quaker  Lane  High  Point 

Terrell,  Thomas  Eugene,  I4i 882-4922—624  Quaker  Lane  High  Point 

Tester,   Richard   Dean,   R4i Boulevard  St.  High  Point 

•Thayer,   Edna   Calderwood,   Pd4l BR  5-2224 — 5205  High  Point  Rd.  Greensboro 

Thomas,  Ben  David,  GP92 269-9111— Box    247    _   Zebulon 

Thomas,   Charles   Darwin,   Pulil 669-8411 — W.  N.   C.   Sanatorium       __  _  Black   Mountain 

Thomas,  Colin  Gordon,  Jr.,  S32 966-8416— N.  C.  Memorial  Hospital  Chapel  Hill 

Thomas,  David  Pryse,  Or65 762-4381—308  N.  3rd  Street Wilmington 

Thomas,  Walter  Lee,  ObG32     681-0111— Duke  Hospital  Durham 

Thomas,   William  Ralph,    GP70   338-8155— Rt.  4  Elizabeth  City 

Thompson,  Alexander   Prank,   Jr.,   Si3   ST  2-4117— Ardsley  Rd. Concord 

Thompson,  Benjamin  Everett,  Jr.,  GP92 HO  7-9961—118  S.  Academy  St.  Cary 

Thompson.  Charles  Robert.  GPh  PL  4-5321— Box  72   Lenoir 

Thompson.  Claude  Durant,   (Lite),  GP41 884-4312—809  Willowbar  Terrace   High   Point 

Thompson,  Clive  Allen,  GP5     273-5530— Doctors  Bldg.   Sparta 

Thompson,  Daniel  Frederic,  P92  _      833-7347—800  St.  Mary's  St.  Raleigh 

•Thompson,  Frederick  Andrew,  Jr.,  Ih PL  4-9053—351   S.  Mulberry  St.   -.  Lenoir 

Thompson,   George   Richard    Cunliffe,    GP65 762-1346—407  Murchison  Building Wilmington 

Thompson,  Hugh  Alexander,   (Life),  Or92 TE  2-8331—1514  Jarvis  Street  Raleigh 

•Thompson,  Joe  Wayne.   GP76     625-2325—1715  N.  Payetteville  St.  Asheboro 

Thompson,  John  Hargett,  GP54     448-4321— Box   337    Trenton 

Thompson,  Lloyd  James.  Ret.,  P32  Kings  Mill  Road  .     _   -  Chapel  Hill 

Thompson,  Otis  Richard,  Jr.,  Ii4      PL    4-9053—351    A    S.    Mulberry    Street    Lenoir 

tThompson,  Sanford  Webb,  Jr.,    (Life\  GPis PA  6-4039—103   S.  11th   St.  Morehead   City 

Thompson,  Walter  Lee,  Jr.,  GP34     722-3513—1900  S.  Hawthorne  Rd. Winston-Salem 

•Present  at  1964  meeting 
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Thompson,  W.  Nelson,  Ins''^ 832-2011 — Durham   Life  Insurance  Co.   Raleigh 

Thompson,  Willard   Chandler,  Jr„   S60 334-7216—1340  Romany  Road     Charlotte 

Thomas.  Winfield  Lynn,  S'^s  734-2392—809   Simmons  Street   Goldsboro 

Thorne,  Edward  Young  Cox,  Pd''8 243-6135 — Carolina  General  Hospital  Wilson 

Thorne,  Norman  Alan,  Rii  103  Doctors  Bldg,   Asheville 

Thorne.  Silas  Owens,  Jr.,  OALRis PA  6-3308— Medical   Arts  Building   Morehead   City 

«Thornhill,  Edwin  Hale,  OALR'J^ TE  4-7341—720  W.  Jones  St.  Raleigh 

Thornhill,  George  Tudor,  OALR92 TE  4-7341—720  W.  Jones  St.  Raleigh 

Thorp,  Lewis  Summer,  I'^     446-9151—400  Peachtree  Street  Rocky  Mount 

■'Thurston,  Thomas  Gardiner,  Rso 633-9401—512   Mocksville   Avenue   Salisbury 

•'Tice,  Walter  Thomas,   (Life),  I« 888-9912—624  Quaker  Lane  High  Point 

Tickle,  Dewey  Reid,  RM)     _ 2001   Beverly  Dr.   Charlotte 

Tidier,  James,  1''=^    763-8184—1010   Grace   Street   Wilmington 

Tillett,  Charles  Walter,  Jr.,  Oph60 FR  6-7053—1511  Scott  Avenue Charlotte 

Tillelt,  Grace  Montana,   R«i FR  6-7053—1511  Scott  Avenue Charlotte 

Tillev,  Paul  Donald,   GPi-i     Hudson   Clinic      Hudson 

Timmerman,  William  Bledsoe,  Anesso 377-4461— Charlotte  Mem.  Hosp.  Charlotte 

Timmons,  Robert   Lansing,  NS32 966-8422— UNC  Sch.  of  Med.  Chapel  Hill 

Tindall,  George  Taylor,   NS32 681-0111— Duke  Hosp. Durham 

Tolley.  Aubrey  Granville.  Pa 966-8739— UNC  School  of  Medicine Chapel  Hill 

Tolson.  James  Monroe,  G¥'» 438-3225—238  Orange  Street  Henderson 

"Tomlin,  Edwin  Merrill,  U13  ST  2-5714—609  Kannapolis  Highway Concord 

Tomlinson,  Robert  Lee,  Jr.,  ObG'S 23-2711— Box    1848     Wilson 

Toole.  James  Francis,  N34   725-7251— Bowman  Gray Winston-Salem 

Tosteson,  Penelope  Kinsley,  D32  ...   684-8033—1014  Lamond  Ave.  Durham 

Townsend,  Maurice  Lyndon,  (Life),  Ret,  Pso 3041  Society  Hill.  S.  C, 

Townsend,  Robert  Glenn,  Jr.,  GP-i"      875-2156—110    Campus    Ave.    Raeford 

Trachtenberg,  William,   GP'*       RE  4-4737—714  Simmons  Street  Goldsboro 

Tracy    Harold   William'    Jr     Ornn     FR  6-5686—1822  Brunswick  Ave.   Charlotte 

Trado',  Charles  Elmendorf,  GPis  328-2231—28  2nd  Ave.,  N.  E.     Hickory 

Trevathan,  Gordon  Earl,  Jr.,  Pd7^ 752-7141—5    Medical    Pavilion    Greenville 

-Trigg,  William  White,  Jr.,  GP"' 349-3332— Box  359  Reidsville 

Trivette,  Parks  Dewitt,  Pdi^  345-3163—912   2nd   St.,  N.   E.   Hickory 

Troutman,  Baxter  Suttles,  GPii     PL  4-4211— Dula   Hospital         Lenoir 

Troutman,  Belk  Connor,  GP54  LA  4-3131— P.  O.  Box  428  Griffon 

■Troxler,  Eulyss  Robert,  Or4i   BR    5-7673—1005    Professional    Village    Greensboro 

Truslow,  Roy  Earl.  R"''   -    349-3321— Penn    Hospital    Reidsville 

Tucker,  Donald  Hugh,  F4 752-4131—1001  E.  4th  St. Greenville 

Tucker,  George  Franklin,  GP92   AN   9-9144— Box   246  Zebulon 

Tucker,   George   Reginald,   Jr.,   GP9i    GE  8-7016—506  S.  Chestnut  St.  Henderson 

Tufts,  Emily,  Pd«5  695-6282—660  S.  W.  Broad   St.  Southern   Pines 

Tuggle.  Allan  Davis,  Ru  ST    2-2191— Cabarrus    County    Hospital    Concord 

Turlington.  William  Troy,  Jr.,  GP67  347-1588— Box     1217  Jacksonville 

Turner.  Larry,  Oph32 682-9341—1110  W.  Main  St.  Durham 

Turner,  Violet  Horner,  G32  2106  Summit  St.  -  Durham 

Turrentine.  Kilby  Pairo,  V-^  JA  3-3992—400  Glenwood  Avenue Kinston 

tTuttle,  James  Gray,  184         YU  2-8154—228  Yadkin  St.   Albemarle 

■'Tuttie,  Marler  Slate,  GPH     WE   2-7016—301    Professional   Building    _   Kannapolis 

Tuttle',  Reuben  Gray,    (Life),   GP34  PA  2-4932—784  Stratford  Rd.     _    Winston-Salem 

Tynda'll,  Hubert  Durwood,   GP'><>  RE  4-4845—208  N.  Herman   Street  Goldsboro 

Tyndall!  Robert  Glenn,  S54    JA  3-2174— Parrott  Hospital   Kinston 

*Tyner,  Carl  Vann,   (Life),  S79 MA  3-6281—201  N.  Henry  Street  Leaksville 

Tyner,  Hugh  Edward,   S36   UN  4-6801 — 815  W.  Mauney  Ave.   - -     Gastonia 

Tyner!  Kenneth  Vann,  S34     PA  4-4728—220  Prof.  Bldg.  Winston-Salem 

Tyor,  Malcolm  Paul,  GE32.     286-1271— Duke  Univ.  Med.  Center Durham 

Tyson.  Thomas  David,  Jr.,  ObG4i 888-5404—624  Quaker  Lane  High  Point 

Tvson    Woodrow   Wilson,   I4i    883-1003—624  Quaker  Lane  High  Point 

Uiloth,  Gustave.  GP4s   654-6604— Box   185    Fletcher 

Umphlet,  Thomas  Leonard,  192  834-4303—119   N.  Boylan  Avenue   Raleigh 

Underdal,  Robert  Gorder,   Or34   722-4105—1900  S.  Hawthorne  Rd. Winston-Salem 

-Underwood,  Harrv  Burnham,  S49  873-9086—709  West  End  Avenue  Statesville 

Upchurch,  Thaddeus  Gilbert,  ObGsi  WE  4-2865—301  Market  Street Smithfield 

Urquhart,  Stanley  Parker,  GP6i   682-3253— Rt.   4,   Box   62    Burnsville 

Valk    Henry  Lewis,  134  725-7251— Bowman    Gray    Winston-Salem 

Valone,  James  Austin,  P192 TE   3-3102—221   Bryan  Bldg.   Raleigh 

Van  Blaricom,  Lawrence  Stickney,  NSn  AL  4-5396—86  Victoria  Road   Asheville 

Vance,  Shelby  William,  GP6  2788— Box  70   Pmeola 

Vandiviere    H   Mac,  PH32  966-1141— Gravely   Bldg..   Box   372   Chapel   Hill 

Van  Doore'n,  Peter,  U45  692-2138—1303  Fifth  Ave.,  W,   Hendersonville 

Van   Gorder,   Charles   Oscar,   S20   126— Rodda-Van  Gorder  Clinic  Andrews 

Van  Hoy    Joe  Milton,  S*;"     ED    4-7244—804    Doctors    Building    Charlotte    7 

Vann.   Junius   Richardson,    (Life),   GP33   478-5815— Box    86      Spring    Hope 

Vann    Robert  Lee,  Pd34 723-1026—301  Miller  St, Winston-Salem 

Vanore,  A.  A.,  GP'.3      948-2911— Box    458    Robbins 

♦Present   at   1964   meeting 
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Van  Velsor,  Harry,  D65  762-5207 — 920  Grace  Street  Wilmington 

Varner,  John  Wesley,  PH39 Box    141    _  Butner 

*Vatz,   Benjamin,   I-ii    .   275-1667—1001  N.  Elm  Street  Greensboro 

*Vaughan.  Edwin  Warner,  m BR  5-8452—342  N.  Elm  Street Greensboro 

Vaughan,  Roland  Harris,  GP2i  482-2116— Chowan  Medical  Center  Edenton 

Vaughn,  Donald  Eugene,  GP73  8-8572 — 411    Roxboro    Bldg.    Roxboro 

Veazey,  Alex  H.,  Jr.,  GP^^   692-8511—600  Fifth  Avenue,  W.  Hendersonville 

Velat,   Clarence   Anthony.   Path^l    882-2521—225  Blvd.  _    High   Point 

*Vennart.  George   Piercv.   Path32   966-8276— Dept.  of  Path.,  UNO Chapel  Hill 

Verdery,  William  Carey,    (Life),  Pd26   485-3611— Box  3356      Payetteville 

Verdone,  George  Frederick,  leo FR    7-4578—1012    Kings    Drive    Charlotte 

Verhoeff,  Dirk.  Puleo   TR  5-6521— Rt.   1      Huntersville 

tVerner,  Carl  Hugh,   (Life),  GPSi  245-4702—224  W.  Main  St. Forest  City 

Verner,  Hugh  David,  I60  ED  4-3024—309  S.  Laurel  Avenue  Charlotte 

Vernon,  Charles  Robertson,  P^^  829-7018— Box    10426    Raleigh 

Vernon,  James  Taylor,  Pi2 437-4642 — 210  Valdese  Avenue Morganton 

Vernon,  William  Chester,  GPn   AL   3-9880—573   Merrimon  Ave.   Asheville 

Verwoerdt,  Adrian,  ps^     681-0111 — Duke  Univ.  Med.  Center  Durham 

Vetter,  John  Stanley,  GP77  895-6350—307  Leak  Street   Rockingham 

Vick,  Henry  Vernell,  GP33  _       TA   3-2105— Rocky   Mount   Highway   Tarboro 

Vinson.  Thomas  Chalmers,  GP83  462-2119— Box  278    Laurel   Hill 

Viser,  Edward  Taylor,  GP-»(i  332-2830—101  E.  Church  St.  Ahoskie 

Vitols,  Edite  T.,  I   &  P'J6   735-4121— Cherry   Hospital    Goldsboro 

*Vitols,  Mintauts  Mickey,  P96  735-4121— Cherry  Hospital   Goldsboro 

VoUmer,  Donald  Henry,  m AL  2-5673—403   Doctors   Building   Asheville 

Vosburgh,  George  Shibley,  Jr.,  GP"  852-3415—101    Depot   St.    Ti-yon 

Vreeland,   Walling  Douglas,   Jr.,   GP34   ,724-0386—3910   Country  Club  Road   Winston-Salem 

Wadsworth.  George  Henry,  S-w  332-2215—405  Colony  Avenue Ahoskie 

Waggoner,  Lonnie  A.,  Jr.,  US 864-4376—601    S.   York   St.    Gastonia 

*Wainer,  Howard  Scheyer,  I-n   275-1667—1001    North    Elm    St.    Greensboro 

Walker,  Archie  DuVall,  Jr.,  GP2i 482-3500— Citizens  Bank  Bldg.  Edenton 

Walker,  Elmer  Pixley,  ObGes  RO  3-7329—1624  Princess  Street   Wilmington 

Walker,  Ernest  Thayer,  GP4i  543-4303— Box   138   Summerville 

Walker,  Harry  Gordon,   GPw  TR  3-3269—310  Davie  Avenue  Statesville 

"Walker,  John  Barrett,  Jr.,  GPi   228-8333— Medical   Village   Burlington 

*Walker,  Joseph  Edwaids,  GP23     538-5961— Edwards    Clinic    Lawndale 

Walker,  Joseph  Monroe,  Jr.,  S^-i PA  2-7335—114  Third  Street,  N.  E. Winston-Salem 

Walker,  Richard  Isley,  I" 966-8684— N.  C.  Memorial  Hosp.  Chapel  Hill 

*Walker.  Samuel  Haywood,  Sn 253-9005—528    Biltmore    Ave.      Asheville 

Walker,   Thomas  English,   Pd60   ED  2-8139—1527  Elizabeth  Avenue Charlotte 

Walker,  William  Thomas,  GPJ-f  993-2224—116    S.    Main   Street    Kernersville 

Wall,  George  Ritchie,  GPS4  982-5615—903    North    3rd    St.    Albemarle 

Wall,  Roger  Irving,  OALR92    .._     832-5684—329    Professional    Building    Raleigh 

Wall,  Roscoe  LeGrand,   (Lite).  Ret.,  Anes34 rfD  i^l,   Lake  Hills,  Pfafftown 

'Wall,  Roscoe  LeGrand,  Jr.,  ObG34 723-0333—121    Professional   Bldg.    Winston-Salem 

Wall,  William  Stanley.  Obss   446-4952—132  Coast   Line   Street   Rocky   Mount 

Wallace,  Hugh  T.,  GP4i    882-4140—307  Lindsay  St.  High  Point 

Wallace.  John  Dixon,  Jr.,  136  UN   4-4377—601    S.   York    St.    Gastonia 

Wallace,  John  Morris,  Path84 Stanly  Co.  Hosp. Albemarle 

Waller.  Louis  Clinton,  GPii AL  2-8341—1425  Patton  Ave.   Asheville 

"Walls,  Bruce  Ensor,  P34   724-7215—1900  S.  Hawthorne  Rd Winston-Salem 

*Walsh,  C.  Douglas,  D80    636-5692—1927    W.    Innes   St.    Salisbury 

Walters,  Hezekiah   Grover,  Jr.,   S24  MI    2-3214—711    N.    Thompson    Street    Whiteviile 

Walters,  Paul  Andrew,  GP39 992-3622 — Box    458        Creedmoor 

Walton,  Carey  James,  Jr.,   Ih   PL  4-9053—351  S.  Mulberry  St. __Lenoir 

Walton,  Cyrus  Leslie,  GPi^  __     437-2846— Box    536    Glen    Alpine 

Walton,  George  Britain,  Jr.,  R24  642-3131— Box    345    Chadbourn 

Wampler,   Garland  Earhart,   GP61   682-2646— P.  O.  Box  518   Burnsville 

Wannamaker,  Edward  Jones,   (Life),  Insso 375-5501—2407  N.  Tryon  Street Charlotte 

Wansker,  Bernard   Arthur,  D60  333-4686—1331   Romany  Rd.   Charlotte  3 

*Ward,  D.  E.,  Jr.,  S"8  __     739-6912—2604  N.  Elm  St.  Lumberton 

*Ward,  Frank  Pelouze,  V»  739-7551—500   W.  27th   Street   Lumberton 

Ward,    Ivie   Alphonso,    (Life\   0.'VLR2i    9651- Box  315  Hertford 

Ward,  John  Charles.   GP54    566-7141— Box  518 LaGrange 

Ward,  Joseph  Major,   GPh   758-1627— Rt.    1,    Box    6    Greenville 

Ward,  Vernon  Albert,   (Life),  GP7 795-2171— Tlie  Robersonville  Clinic  Robersonville 

Ward,  Wallace  Clyde,  GP92 833-0088—231  Bryan  Building Raleigh 

Ward,  Walter  Elliott,  GP"  795-2171— Box   148   Robersonville 

Ward,  William  Titus,    (Life),  GP92  TE   2-8425—304   Professional   Building    Raleigh 

Warner,  Charles  Ernest,  Pd60  523-7232—2710  Inverness  Rd.  Charlotte 

Warner,  John  Sloan,  N32   Duke  Univ.   Durham 

Warren,  Casper  Carl,  Jr.,   GP4   #6  Bypass  Highway   Chapel   Hill 

Warren,  Joseph  Benjamin,  GP25  638-1420 — P.  O.  Box   1465  New  Bern 

Warren,  Julian  Marion,  GP33 478-3171 — Spring  Hope  Clinic  Spring  Hope 

'Present  at  1964   meeting 
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Warren,  Sarah  Lou.  Edi2  966-4131— N.  C.  Memorial  Hospital Chapel  Hill 

Warshauer.  Albert  David,  Anes65 763-7447—218  Forest  Hills  Drive  Wilmington 

Warshauer,  Samuel  Edward,  1''=^     762-8171—301   North   10th   Street   Wilmington 

■'Warwick,  Hight  Claudius,  Anes^l       272-4220— P.  O.  Box  2559   Greensboro 

Washburn,  Benjamin  Earl,  (Life),  Ret.,  PHSi  AT  7-3241—2195  S.  Ridgecrest  Ave. Rutherfordton 

Washburn,  Harrill  Gene,  GP23   434-2281— Box    308    Boiling    Springs 

Washburn,  Willard  Wyan,  GPiS    .434-2281— Box  248     Boiling  Springs 

Wassink,   William   Klein,    GP70    338-6661— Box   68    Camden 

Watkins.  Carlton   Gunter,   Pdso  ._ 523-7232—1630   Mockingbird   Lane    Charlotte 

Watkins.   Ralph   Martin,   132   966-8480— N.  C.   Mem.   Hosp.    Chapel   Hill 

Watkins,   William   Merritt,    (Life),   GP32 684-7921— P.  O.  Box  107  Durham 

*Watson.   George   A.,   Pd32   684-0487—306  S.  Gregson   St.   Durham 

*Watson.  Hugh  Alfred,  S^l  273-1746—906  Southeastern  Bldg.  Greensboro 

"Watson,  John  William,  GP39 4171—104  New  College  Street   Oxford 

"Watson,  Robert  Andrew,  GPi 227-3643—803    Hermitage   Rd.    Burlington 

Watts.  Walter  Moore.   Orii    AL  4-2321—108  Doctors  Bldg.  Asheville 

Way,  John  Edward,  Si'i   PA    8-3737— Front    Street  Beaufort 

Way,  Samuel  Eason.  S«  GI  6-8126—224  Ro.se  St.  Rocky  Mt. 

Wear.  John  Edmund.  Rso 633-9401—512  Mocksville  Ave.  Salisbury 

Weatherly.  Carl  Holmes.  Pd-ti    1603  Independence  Rd. Greensboro 

"Weathers.  Bailey  Graham.  GP-'o    263-2652— Box    398     Stanly 

Weathers,  Bailey  Graham.  Jr..  GPso  543-3541— Farmington  Med.  Cen.,  Rt.  2  Mocksville 

"Weathers,  Harry  Huntington,  S^2     JE   7-2581— Central   Medical   Clinic   _-_  Roanoke   Rapids 

Weathers,    Rupert   Ryan,    (Life),    GP92   CO    6-2251— Box    187    Knightdale 

Weaver,  Joseph   Upton,  PH9i   GE   8-4714— P.    O.   Box    571    Henderson 

Weaver,   Kenneth,   4-t       -. Medical  Arts   Bldg.    Waynesville 

Weaver.  Richard  Grey,  Oph34  725-7251— Bowman   Gray  Winston-Salem 

"Webb,  Alexander,  Jr..  S'>1     832-3702—515  St.  Mary's  Street  Raleigh 

Webb.  Bailey.   Pd32    682-6159—809  W.  Chapel  Hill  St. Durham 

Webb,  Herbert  Fariss,  GPie 225-4211— Box   247  Sea    Level 

Webb.  Melvin  Walter.  GP"   682-2128— Box   37  Burnsville 

Weeks.  John  F..  GP'"         -   335-5471— Medical  Building  Elizabeth  City 

Weeks.  Kenneth  Durham,  133 442-6117—1605  West  Thomas  St. Rocky  Mount 

Weinel.  William   Harvey.  ObG65   RO  2-7541—206  Murchison   Building   Wilmington 

"Weinstein.  Rayford   Lee.   GP^s   MA  8-2921—105  Jenkms  --       Fairmont 

Weir,  Donald  Douglas.  132  966-8624 — N.  C.  Memorial  Hospital  Chapel  Hill 

Weiss,   Larry   Lister.   Oph34   724-6814—2240   Cloverdale   Ave.  .       Winston-Salem 

Weizenblatt.   Sprinza.   Ophii   252-7151—29  N.  Market  Street Asheville 

Welborn.  James  Todd.  GP2''     246-5225—17  East  Second  Ave. Lexington 

Welfare.   Charles  Randall,   134  __     PA  3-7111— Professional  Bldg.  Winston-Salem 

Wellborn.  WUliam  Revere.  Jr..   ObGi2   HE  7-2720—209  S.  King  St.       -  Morganton 

Wells.  Edwin  Julius,  Sf>5   rO  3-7617—303  North  10th  St. Wilmington 

Wells.  Helen  Lewis.  GP20     837-2515— Peachtree    St.  Murphy 

Wells.  Marius   Hughey,  S88   883-3191—202  S.  Caldwell  St.   ._  Brevard 

Wells.  Rheudolph  James,  41   914  N.  Elm  St.  .  Greensboro 

"Wells.  Warner  Lee.  S32     966-8416— UNC  Sch.  of  Med. Chapel  Hill 

Welt.  Louis   Gordon,   132   966-8468— UNC  Sch.  of  Med.    Chapel  Hill 

"Welton.  David   Goe,  D60  333-9696—1012   S.   Kings   Drive   -  Charlotte 

Wentz,  Iri  Jesse.  Orso 636-5714—911    W.    Henderson   St.    Salisbury 

West.  Bryan  Clinton,   (Life),  GP54 JA  3-3787—113  E.  Gordon  St. .__.  Kinston 

West.  Bryan  Clinton.  Jr..  ObG7o     335-2355—206  S.  Road  St.   Elizabeth  City 

West.  Clifton  Forrest.    iLifei,  154  jA  3-3066—107  E.  North  St.   Kinston 

West.  Louis  Nelson.   (Life).  Ret..  NS92 TE  2-9733— Box   1525  _-.    Raleigh 

Wester.  Millard  Winston.  Jr..  GP'^i   438-7016—506    S.    Chestnut   St.    Henderson 

Wester.  Thaddeus  Bryan,  Pd^s  739-3318—103  W.  27th  St.  Lumberton 

Westmoreland,   Joseph   Robert,   GP44   MI  8-2800— Medical  Building  Canton 

Weyher,  John  E..  Jr..  U'«.     _   RE   5-1635—1006   Wachovia    Bank  Bldg.    ___   _.Goldsboro 

Whaley.  James  Davant.  Uis  _.   327-2692—420   N.   Center   St.    Hickory 

Whaley,   John   Lambdin,   133   TA  3-2105— Tarboro  Clinic  _   Tarboro 

Wharton,  C.  Watson,  GP=ii     —    _       _    934-2550— Hosp.    Grounds   at   Lassiter   St.    _    _  Smlthfield 

Whatley.  Joseph  William,  Jr.,  Pd32    489-9158—1410   Duke    Univ.   Rd.    Durham 

Wheeler.   Clayton   Eugene.   Jr..   D32 966-8493— N.  C.  Memorial  Hosp.        Chapel  Hill 

Wheeler.  Raymond  Milner.  If* 375-1795—1900  Brunswick   Avenue   Charlotte 

Wheless.   James   Block.   GP33      GY    6-3352— Market    St.    Louisburg 

Wheless.  Thomas  O..  GP'?     _  GY  6-3375—105  Market  St.   Louisburg 

tWheless.  William  Perry.  Ret.,  GP33 GR  8-4561— Box  458   Spring  Hope 

Wheliss.  John  Angus.  Oph'J2  828-5686—1330  St.  Mary's  St.  Raleigh 

"Whicker.  Charles  Finch.  ObG97         838-5581—820    B    Street    -    North    Wilkesboro 

Whicker.  Guy  Lorraine.   (Life).  GP13    WE  2-7016—301   Professional  Bldg.   Kannapolis 

Whicker.  Max  Evans.   GPs"     UL  7-2657— Box  506  China  Grove 

"Whims.  Harold  Carter.  PH76     MA  5-4227—139  N.  Cox  St.  Asheboro 

Whitaker.  David  Louis.  GP54 527-2713—905  N.   Queen   St.   Kinston 

Whitaker.  Donald  Nash.  GP92   834-2850—2016  Cameron  St. Raleigh 

Whitaker,  James  Allen,   U33   GI  2-5121—144  Coast  Line  St.  Rocky  Mount 
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Whitaker,  Paul  Frederick,  (Life),  Ret.,  154  1205   Nortli   Queen   St.   Kinston 

Whitaker.  Richard  Harper,  GP34  993-3833—133  S.  Main  Street  Kernersville 

tWhite.  Clarence  Hunt,  ALRsi  GE   8-3348—230   Orange   St.    Henderson 

White,  Emmett,  R12   874-2152— Valdese  Gen.   Hospital   Valdese 

White,  Estus,   GPU      933-4601— P.  O.  Box  1025  Kannapolis 

tWhite,  Francis  Willard  Moody,  (Life),  GP-t2 JU  3-2201— Box  16 Halifax 

White,  Franklin  Delano,  GPi9 Box   628       Siler   City 

White,  Grover  Watts,  LM6 406  N.  Highland  _.-        ,    _   Gastonia 

*White.  James  Alfred,  Jr.,  Path34  722-1154—2240    Cloverdale    Avenue    Winston-Salem 

White,  James  Stark,  Pd4i  __      275-8445—342   North  Elm  St.   Greensboro 

White,  Jesse  Alexander,  Jr.,  GPis IN  4-5424 — Box   430   Newton 

White,  Philip  Fletcher,   GP77    895-2671—108    S.    Randolph    St.    Rockingham 

White,  Robert  Alexander,   (Life),  ObGn  57  Macon   Ave.    __     Asheville 

White,  Thomas  Preston,  (Life),  Iso    334-1649—211    Hawthorne   Lane    Charlotte 

White,  William  Elliott,  Pdsu        _     ED  4-0891—306  Doctors  Bldg.  Charlotte  7 

Whitener,  Donald  Leonard,  ObG34  722-7850—2240    Cloverdale    Avenue    Winston-Salem 

'-Whitener,  Robert  Wilfong,  P4i 274-1250—1305   N.   Elm    St.    Greensboro 

Whitesides,  Edward  Steele,  Or36  864-2494— Medical   Building   Gastonia 

Whitesides,  William  Carl,  Jr.,  I60       ED  4-1416—1515  Elizabeth  Ave. Charlotte  4 

Whitfield,  Bryan  Watkins,  GP  &  S20 837-2147— Murphy  General   Hosp,   Murphy 

'Whitley,  Joseph  Efrid,  R34         725-7251— Bowman  Gray Winston-Salem 

*Whitley,  Robert  Macon,  Jr.,  1-53   GI  2-5121—144  Coast  Line  St.  Rocky  Mount 

Whitson,  William  Andrew,  GP57  __   2511- Box  326  Mars  Hill 

Whitt,  Walter  Puller,  Jr.,  GPw   __    AT  3-3421— P.  O.  Box  466 Monroe 

'-Whittington.  Claude  Thomas,  (Life),  S4i   BR  2-5021— E.  Northwood  at  Magnolia  Greensboro 

Whittington,  James  Benbow,  (Life),  Hosp  Ad34 778  Stratford   Rd.    Winston-Salem 

Wideman,  James  Warren,  S24 MI  2-2336—707  North  Thompson  St. Whiteville 

Wiggins,  John  Carroll,  Jr.,  134 724-8394—2240   Cloverdale   Ave.   Winston-Salem 

Wilcox,  Robert  Nelson,  Ri4     754-4561-351  S.  Mulberry  St. Lenoir 

Wilder,  Raboteau  Terrell,  ALR41 888-7272—624  Quaker  Lane  High  Point 

Wilhoit,  Robert  Marion,   GP7(i   625-2265—1203    S.    Fayetteville    St.    Asheboro 

Wilkerson,  Annie  Louise,  ObG')2 TE  2-7922—100  S.  Boylan  Ave.  Raleigh 

"Wilkerson,  Charles  Baynes,  Jr.,  192  TE  4-1051-100  S.  Boylan  Ave. Raleigh 

Wilkerson,  Jack  Winfield,   GP'JS   238-5691— Community    Clinic    Stantonsburg 

*Wilkerson,  Louis  Reams,   ObG92 TE  2-7922—100  S.  Boylan  Ave.  Raleigh 

Wilkes,   Grover,    (Lifei,   GP^d     _      .     JU    6-2357    Sylva 

Wilkins,  Java  Cleveland,    (Life),  Ret.,  GPi   Box  446  Haw  River 

Wilkins,  Kenneth  Worth,  ObG96  RE  5-1253—207  S.  Lee  Street Goldsboro 

*Wilkins,  Robert  Bruce,   (Life),  OALR32 383-9861—505   N   .C.   Nat.   Bank   Bldg.   Durham 

Wilkinson,   Charles  Albert,   S-s     _  2604  N.  Elm   St.         Lumberton 

'-Wilkinson,  Charles  Tolbert,   (Life),GP92 395-3204—209    Wilkinson    Bldg.    Wake    Forest 

Wilkinson,   James   Spencer,   D<j2  TE   2-6044—618  Professional  Bldg.  Raleigh 

-Wilkinson,  Louis  Lee,  S4i     _     __    888-4503—400  Lindsav  St.  High  Point 

tWilkinson,  Robert  Watson,  Jr.,   (Life),  GP92 ._..  EX   5-3252—209   Wilkinson   Bldg.    Wake   Forest 

Will,  Thomas  Augustine,  GP36  922-3106—144  W.  Trade  St.  Dallas 

Wilcox,   Jesse   Womble,    (Life),   PH(i3    WH    7-2711— Moore    County    Health    Dept.    Carthage 

Wilett,  Robert  W.,  I'J2         .     832-0331—608  Wade  Ave.  Raleigh 

Williams,  Bessie  Kay,  ObG4i   __     882-8163—132  Church  St.  High  Point 

Williams,  Charles  D.,  Jr.,  If>n     .__  FR  7-3439—1320  Scott  Avenue Charlotte  4 

'-Williams,  Charles  Frederick,  Ret.,  Pd52 829-7721— Box  6002       Raleigh 

Williams,  Charles  Warren,  S60  332-7737—1218  Beatties  Ford  Road  Charlotte 

Williams,  David  Armon,  GPS3     276-2773—421   South  Main  Street Laurinburg 

Williams,  Edward  Sutherlin,  132  .._   __.  682-5561—306   S.  Gregson   St.   Durham 

WiUiams,  Ernest  Council,  S36 864-3406—319   N.  Highland  St.  Gastonia 

William,  Jabez  H.,  (Life),  in     450  Morganton  Rd.  .    Southern  Pines 

'■'Williams,   Jerome   Otis,   Pathi3       ST  2-2191— Cabarrus  Memorial  Hosp.   Concord 

Williams,  John  Dudley,  Jr.,  ObG4i    273-3150- -127   Stafford   Place   Greensboro 

Williams,  Kenan  Banks,  Pd34     .__        PA  3-1026—301  Miller  Street Winston-Salem 

Williams,  Leonidas  Polk,   (Life),  GP21  482-2411—108  East  King  St.  Edenton 

Williams,  Leonidas  Polk,  Jr.,  S21   482-2116— Chowan    Medical    Center    Edenton 

"Williams,  Lynwood  Earl,  1^4     jA  3-2472—400  Glenwood  Ave.  Kinston 

Williams,  McChord,  S(io  PR  5-3321—301   Hawthorne  Med.   Center   Charlotte 

Williams,  Marguerite  L.,  Pd49 872-3029—624   Hedrick  Dr.   Statesville 

Williams,  Paul  Forrester,  H     CA  6-9317—328  W.  Davis  St. Burlington 

Williams.  R.  Bertram,  Jr.,  S65 rO  3-7363—308  N.  Third  St.  Wilmington 

Williams,   Robert,   R'>2    _       TE  3-6695— 1110  Wake  Forest  Road Raleigh 

Williams,  Robert  Wefer,  S65  _   rO  2-1533—3008  Oleander  Dr. Wilmington 

WiUiams,  Roderick  Thomas,  GP74  SK  3-3550—122  N.  Main  St. Farmville 

'-Williams,  S.  Clay,  134     _._    722-8985—1900  S.  Hawthorne  Rd. Winston-Salem 

Williams,  Samuel  Hodges,  Jr.,  S7    _     WH  6-5147—614  E.  12th  Street Washington 

Williams,  Thomas  Franklin,  132     .  966-8445— N.  C.  Memorial  Hospital Chapel  Hill 

WiUiams,  Thomas  Richard,  GPis     345-3297—423   N.   Center   St.    Hickory 

Williams,  William  Lawson,  Jr.,  Pathfio ED    4-6831— Mercy    Hospital    Charlotte 

"WiUiamson,  Harold  Gene,  Om  602  Pasteur  Dr. Greensboro 
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Williamson.  Rossie  Marshall,  GP2-I 2081—23  West  5th  St. Tabor  City 

Williamson.   Roston   Meldrim.  ObG32   682-5515—306   S.  Gregson  St.   Durham 

Williford.  John  Kenneth.  GP43  893-3392—900  9th  St.  Lillington 

Williford.  Robert  Earl.  GP7'->  MA    5-4000— Foust    St.    Asheboro 

Willis.  Candler  Arthur.  GP  &   SH   MO   7-2531— Box   289    Enka 

Willis.  Gertrude  Mitchell.  I«  966-8480— N.  C.  Mem.  Hosp. Chapel  Hill 

Willis.  Harry  Clay.   (Lifei.  OALR98  2461— Willis    Bldg.    Wilson 

Willis.  Henry  Stuart.  H^  966-1077— N.  C.  Sanatorium  System Chapel  Hill 

Willis.   Robert   Frederick.   GP26   432-3126— Box  218  Hope  Mills 

Willis.  Tom  Vann.  S5  __  372-5511— Alleghany  Co.  Memorial  Hosp. Soarta 

Willis,  William  Henry.  Jr..  GP25 ME  7-2474— Elks  Temple  Bldg.  New  Bern 

Wilsey.  John  Derrick.  Ill,  Oph^-t   723-12S4— 262  Forsyth  Med.  Park Winston-Salem 

Wilson.  Charles  Jefferson.  GP6i   765-4261—119   Hospital    Drive    Spruce    Pine 

■  Wilson.  Clarence  Lafayette.   (Life),  GP14 PL   4-6985—212   North   Main   St.  Lenoir 

Wilson,  Frank  Crane,  Jr.,  Or" 968-4131— N.  C.  Mem.  Hosp Chapel  Hill 

Wilson.  Franklin  LeRoy.  GPSo 375-4724—1700   Mecklenburg   Ave.   Charlotte   5 

Wilson,  George  Darwin.  PMRn AL    2-1441—168    Merrimon    Ave.    Asheville 

Wilson,  Hadley  McDee.   GP-k   264-3881—711    East    King   St.    Boone 

Wilson,   James   Stephenson.    S32   286-1261—1200    Broad    St.    _   Durham 

■Wilson,  John  Knox,  Pd4i   BR  4-0106—1209  Magnolia  St.   Greensboro 

Wilson,   Margaret,   Sm    TE  2-6954—510  Professional  Bldg Raleigh 

Wilson,  Roeby  Bryant,  GPn   667-3730  _..-   Candler 

Wilson.  Samuel  Allen.  GP55  RE  5-7421—816  S.  Aspen  St. Lincolnton 

Wilson.  Stephen  Glenn.  Sr.,  GP43  639-2613— Box   158        Angler 

Wilson.  Tliomas  Barnett.  Path92 VA  8-6211— Rex  Hospital  Raleigh 

Wilson.  Virgil  Archibald.  Ind34 ST   8-1211—1300   Old   Lexington   Rd. Winston-Salem 

Wilson.  Walter  Howard.  192  834-4301—403   Professional   Bldg.    Raleigh 

Wilson.  William   Gilliam.    (Life),  Ret.,  GP5i Box  296   -         -     Smithfield 

'Wilson.  WiUiam  Lenoir.  PH"2  829-3689— State  Board  of  Health  Raleigh 

'Wilson.  William  Preston,  P32  681-0111— Duke    Univ.   Med.   Center   Durham 

tWinkler.  Harry,  Orw 334-4641—1500    Elizabeth    Ave.    Charlotte 

Winslow,  Francis  Edward.  Jr.,  Pd92  TE  3-5315—818  Hillsboro  St.  Raleigh 

tWinstead.  Ellis  Grey.  GP7 WH  3-3341— Wachovia  Bank  Bldg. Belhaven 

Winstead.  George  Ashby,  U'S  524-2172— Ashear    Bldg.    Franklin 

'Winstead.  John  Lindsay,  S?-* PL   2-4131—1001    East   4th   St.   Greenville 

Winston.  Patrick  Henry.  GP39  DR   4-5471— Box   213        Clarksville.    Va. 

Wise.  Fred  Eugene.  Jr..  R6o  334-5531—1350   S.   Kings   Drive    Charlotte 

Wiseman.  Perry  Haynes.  (Life).  GPsi OL    7-6027    .  Avondale 

Witherington.   Dexter   Thompson.    S54    JA  3-2174 — 801   E.   Gordon   St.   Kinston 

Withers.   Sydnor  Terry.   Dm    jA  3-3289—905  N.  Queen  St.  Kinston 

Withers.  William  Alphonso.  192 TE  2-3940—16  North  Dawson  St. Raleigh 

Witten,  Ernest   Robert  Sidney,  in   AL  3-5707—614  City  Bldg. Asheville 

Wolfe.  Harold  Eugene,  D96   rE   4-0944—1100    East    Ashe    Goldsboro 

Wolfe,  Nathan  Carl,  GP65    CL   9-4133— Box    146      -    Burgaw 

Wolfe,  Ralph  Verlon.  S3-4  PA  4-2273—119  Marshall  St.,  S.  W. Winston-Salem 

Wolff.  Alcuin  Donald.  R92  TE   3-3671—227   Bryan   Bldg.  Raleigh 

Wolff.  George  Tliomas.  GF-»i   BR  5-7671—1311  N.  Elm  St. Greensboro 

Wolkoff.  A.  Stark.  ObG32  966-8504— UNC  Sch.  of  Med Chapel  Hill 

Woltz,  John  Henry  Early.  ObGeo ED  2-8579—1509  Elizabeth  Ave.  Charlotte 

Womack.  Nathan  Anthony,  Ed32 966-4131— UNC  Sch.  of  Med. Chapel  Hill 

Womble.  Edwin  Cornelius.  GP83 PO  9-2301— Box  C         Wagram 

Wood.  Ernest  Harvey.  R32  966-8238— N.   C.   Memorial  Hospital   Chapel   Hill 


Wood.  George  Thomas.  Jr..  S-»i 

Wood.  Hagan  Emmett.  Pul" 

Wood.  John  Thornton.  Pu 

Wood.  Sherrod  Newberry.  GP-t2 
Wood.   William   Bainster.   132   __ 


888-5451—330  Locke  St. High  Point 

669-8411— W.  N.  C.  Sanatorium Black  Mountain 

-406    Montford    Ave.    .   Asheville 

-HI  5-5371—111   Railroad  St.  Enfield 

966-4131— N.  C.  Mem.  Hosp. Chapel  Hill 

'■'Wood.  WiUiam  Lupton.   GPS6  579-2821    Yadkinville 

"Wood.  William  Reed.   ObG4i    272-6137—344  North  Elm  St. Greensboro 

Woodall.  Leonard  Schmick.  ObGsi 711  N.  St.  Smithfield 

Woodard,  Barney  Lelon.  GP5i  2'84-5251— Box     128     Kenly 

'Woodard.  Marshall  Wavne.  Ophil   252-5668—607    Flatiron    Bldg.    Asheville 

Woodburn.  Clark  Harold.  GP42  LU  6-2291—318  Mosby  Ave. Littleton 

'■'Woodhall.  Barnes.  NS32 681-0111— Duke   Medical   Center  Durham 

Woodruff.   Fred   Gwyn.    (Life),   GP-fl    882-2115—330  Locke   St.    High   Point 

"Woods.  James  Baker.  Jr.,  GPSO  892-2651—230  South  St.  Davidson 

Woods.  James  Watson.  Jr..  132 966-8215— N.  C.  Memorial  Hospital Chapel  Hill 

Woody.   John   Wycliff   Austin.   GP75   852-4885— Box  1111  Tryon 

Wooten.  Cecil  William.  Jr..  GPi-»  JA  3-3496— Kinston  Chnic   Kinston 

Wooten.  Eleanor  Jane  Herring.  Pd92 TE   2-2206—904   Williamson   Drive    Raleigh 

'■'Wooten,  Harriet  Husted.  GPy* 752-4741—1807  Circle  Drive  Greenville 

'Wooten.  John  Lemuel.  Or74 752-4613—1800  West  Fifth  St Greenville 

Worde.  Boyd  Thomas.  R32 681-0111— Duke    Hospital    Durham 

Worden,  Neil  Ashton,  GP26  433-3663—116  Rowan  St.  Fayetteville 
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Workman,  John  Dillard.  PHB ST  2-4121— Box  1149 Concord 

Worley,  James  Harr,  Sn  AL  4-2361—675  Biltmore  Ave. Asheville 

'Worth.  Thomas  Clarkson,  RS2 VA    8-6211— Rex    Hospital    Raleigh 

'Wrenn,  Creighton,  S«  663-2131—435  Statesville  Ave. Mooresville 

Wrenn,  Grover  Cleveland,  OALBis  SH  2-2194—404  N.  Holly  Ave.   Siler   City 

Wrenn,  Richard  Nickles,   Or6o ED  4-5364—1012  Kings  Drive Charlotte  4 

Wright,  Charles  Newbold,  GP70  491-2446— Box  218       Jarvisburg 

Wright,  David  Orlo,  GP^i  482-2117— Chowan  Medical  Center  Edenton 

Wright,  Isaac  Clark,  r« 834-4303—119  North  Boylan  Ave.  Raleigh 

"Wright,  James  Rhodes,  OALR92 834-8251—604   Professional   Bldg.   Raleigh 

Wright,  James  Thurman,  GP7  WH  3-3751— Front  Street  Belhaven 

Wright,  John  Everett,  GP92   MU  7-2728— P.  O.  Box  348  Puquay  Springs 

Wright,  Jolm  Joseph,  PH32  966-1062— Sch.  of  Public  Health,  UNO  Chapel  Hill 

Wright,  Orpheus  Evans,    (Life),   GP34  PA  2-5234—126  East  Sprague  St. Winston-Salem 

*Wright,  Richard   Brandon,   Jr.,   GPso   636-4741— Box    507   Sahsbury 

Wright,  Samuel   Martin,   Pd26   484-8163—1609  Owen  Drive  Payetteville 

*Wright,  Thomas  Hasel,  Jr.,  Pso ED  4-1656—207  Doctors  Building Charlotte 

Wright,  William  David,  Or4i  275-8466—1311  N.  Elm  _..        Greensboro 

Wyche,  Joseph  Thomas,  GP24 642-2706—615    South   Madison    St.    Whit;ville 

Wylie,   William   DeKale,    (Life),   134   PA   4-9111—306   Nissen   Bldg.   Winston-Salem 

Wysor,  William  Geoffrey,  Jr.,  132 966-4131— N.  C.  Memorial  Hospital Chapel  Hill 

Yates,  Percy  Penton,   GPSS   rO  3-2049—5219  Wrightsville  Ave.  Wilmington 

Yelton,  Ernest  Hugh,  GPSi   AT  7-3414— Box  589   Rutherfordton 

Yenney,  Matthew  Fred  John,  Jr.,  R33  442-5121—144  Coast  Line  St.  Rocky  Mount 

Yeomans,  Merrill  Brooks,  GP23  HU  2-1231—205  Lee  St.   Shelby 

York,  Shelley  Clyde,  Jr.,   S29   476-4626-400  Randolph  St.  Thomasville 

*Young,  Charles  Gibson,  GP4l  BR  4-5485—1018  N.  Elm  St.  Greensboro 

Young,  Daniel  Test,  132  966-4131— N.  C.  Memorial  Hospital Chapel  Hill 

Young,  David  Alexander,  P92 TE  4-0821—714  St.  Mary's  St. Raleigh 

Young,  John  Clingman,    (Life),   Uii   AL    2-6041—401    Flatiron    Bldg.    Asheville 

Young,  John  Paul,  In   AL  3-8180- Medical  Center  Bldg.  Asheville 

Young,  Joseph  Alexander,  GPis 464-2214—222    West    A    Street    Newton 

Young,  Robert  Poster,  PH42 jU  3-2191— Halifax  County  Health  Dept. Halifax 

"Young,  William  Beauregard,  198  243-6135—103  N.  Pine  St.  Wilson 

*Young,  William  Glenn,  S32  681-0111— Duke  Ho.spital  Durham 

Youngblood,  Robert  Watkins,  S98  1710  Woodside  Dr.    Wilson 

Youngblood,  Vernon  Hinson,  Ui3 782-4196—609    Kannapolis    Highway    Concord 

Youngs,  Franklin  Jay,  R98  237-2151— Wilson  Clinic  Wilson 

Yount,  Ernest  Harshaw,  Jr.,  134  725-7251 — Bowman  Gray Winston-Salem 

Yow,   Daniel  Eugene,   in    325  S.  Union  St.         __  __    Concord 

Yudell,  Robert  Benjamin,  Opheo 375-8042—1530  Elizabeth  Ave.  Charlotte 

Zarzar,  Nakhlsh  Pacifico,  P39 985-6511— John   Umstead   Hosp.  Butner 

*Zealy,  A.  H.,  Jr.,  GP96   RE  4-4953—206  North  Herman  St. Goldsboro 

Zeppa,  Robert,  S32 966-8736— N.  C.  Mem.  Hosp.  Chapel  Hill 

Zinna,  Rosario  Federico,  P32 33  Maple  St.  Hanover,  N.  H. 

Zulick,  Phihp  Diefenderfer,  GP45  625-3131— Valley  Clinic  and  Hosp. Bat  Cave 

SPECIAL  INTERN-RESIDENT  MEMBERSHIP 

By  authority  of  the  House  of  Delegates,  this  special  class  of  membership  is  established  with 
no  requirement  of  county  society  membership,  although  county  society  membership  will  be 
permissive. 

This  membership  is  limited  in  tenure  to  the  period  of  official  intern  or  residency  training  in 
a  hospital  located  in  North  Carolina  which  has  been  approved  by  the  American  Medical  Associa- 
tion for  intern-residency  training.  This  class  of  membership  will  expire  immediately  upon 
completion  of  internship  or  residency  training  in  a  North  Carolina  hospital. 

Brown,  Robert  C,  Path32  10713  Cavalier  Dr.  Silver  Springs.  Md. 

Bullard,  Lubin  Fletcher,  Jr.,  Ophcs  681-0111— Box  2916,  Duke  Hosp.  Durham 

Gaddy,  Robert  Edwin,  Jr.,  192 TE  2-1890— Hillsboro  St. Raleigh 

McElroy,  Andrew  Harper,  Jr.,  GPs   623  Hammond  St.   Durham 

Shackelford,  Ernest  Dabney,  Jr.,  GP"6 N.  C.  Mem.   Hosp.   Chapel   Hill 

Sharin,  William  Arthur,  39  Duke  Univ.  Sch.  of  Med.  Durham 


*Present  at  1964  meeting 
tDeceased 
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SPECIAL  STUDENT  MEMBERSHIP 

By  authority  of  the  Executive  Council  as  provided  under  Article  IV.  Section  3  and  Chapter 
XV,  Section  5.  of  the  Constitution  and  By-Laws  of  the  Medical  Society  of  the  State  of  North 
Carolina,  a  student  membership  of  prelicensed  student  physicians  is  provided.  This  class  of 
membership  will  expire  immediately  upon  completion  of  training  in  a  recognized  School  of 
Medicine  located  in  North  Carolina  or  by  a  native  resident  student  enrolled  in  a  recognized 
School  of  Medicine  of  another  state  upon  graduation  therefrom. 


A — Allergy 

Anes — Anesthesiology 

ALR— Otology.  Laryngology, 

Rhinology 
Bact — Bateriology 
C — Cardiovascular    Disease 
CP— Clinical  Pathology 
D — Dermatology 
Ed— Medical    Education 
Endoc — Endocrinology 
G— Gynecology 
GE— Gastroenterology 
GP — General  Practice 
Hosp  Ad — HospitaJ   Administration 


KEY  TO   SPECIALTIES 

Hosp  Res — Hospital  Resident 

I — Internal   Medicine 

Ind — Industrial  Practice 

Ins — Insurance 

N — Neurology 

NS — Neurological   Surgery 

OALR— Oplithalmology, 

Otology. 

Laryngologj', 

Rhinology 
Ob — Obstetrics 

ObG — Obstetrics.   Gynecology 
Oph — Ophthalmology 
Or— Orthopedic   Surgery 


Otol— Otology 

PI — Plastic  Surgery 

P — Psychiatry 

PN— Psychiatry.   Neurology 

Path— Pathology 

Pd — Pediatrics 

PH— Public  Health 

Fiiar — Pharmacology 

PMR— Physical  Medicine,  Rehabilitation 

Pliy — Physiology 

Pr — Proctology 

Pul — Pulmonary   Disease 

R — Roentgenology,   Radiology 

S— Surgery 

T — Tuberculosis 

U— Urology 


Tlie 

Myo-Cervical 

Collar 


ADJUSTABLE    AS    TO    HEIGHT,    DEGREE    OF    HYPEREXTENSION,     AND    FOR     CASES     OF    TORTICOLLIS. 

LOWER    PERIMETER    ADJUSTS    AUTOMATICALLY   TO   CONTOUR   OF   STERNUM    AND    CLAVICLE. 

LIGHT,    COOL,    COMFORTABLE,    AND    WASHABLE.    POSITIVE    SUPPORT. 

Used  for  whip-lash  injuries  of  the  neck,  arthritic  necks,   wry   necks,   or   to   generally   support,   stabilize, 
immobilize,  or  to  hyperextend  the  neck  in  cases  where   rigid   cast  or   bracing   is   not   indicated. 

These    are    the    Genuine   Original   MYO   Collars. 

Our   NEW   Low   Prices  to   Physicians   and   Hospitals  $7.50  each,   3  for  $21.00. 

SIZES:    LARGE    -    MEDIUM  -  SMALL 

gwe  neck  size  when    ordering 

WINCHESTER 

"CAROLINAS'   HOUSE   OF   SERVICE" 

Winchester  Surgical  Supply  Company  Winchester-Ritch   Surgical   Company 


200  South  Torrence  St. 


Charlotte,  N.  C. 


421  West  Smith  St. 


Greensboro,  N.  C. 
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FIFTY  YEAR  CLUB 

The  House  of  Delegates  of  the  Medical  Society  of  the  State  of  North  Carolina  in  May  of  1953,  authorized 
the  Executive  Council  of  the  Society  to  establish  a  special  recognition  for  those  physicians  residing  in  the 
State  of  North  Carolina  who  were  members  currently  of  the  State  Medical  Society,  who  had  established  legal 
practice  of  medicine  and  who  had  actively  practiced  medicine  during  their  life  time  for  a  period  of  fifty 
years. 

Listed  below  in  alphabetical  order  are  the  names  and  addresses  of  those  physicians  residing  in  North 
Carolina,  whom  the  Medical  Society  of  the  State  of  North  Carolina  has  recognized  as  members  of  the  FIFTY 
YEAR  CLUB  of  the  State  Medical  Society.  This  list  will  be  added  to  from  year  to  year  and  likewise  sub- 
tracted from  as  losses  to  this  club  group  are  sustained  and  reckoned. 

This  listing  for  1963  may  include  Fifty  Year  Club  me.nbevs  who  havs  passed  away  since  their  recognition. 
The  list  will  include  only  those  members  surviving  during  the  year  of  the  list  and  those  added  for  that  year. 


Anders,  McTyeire  G.,  M.D. 

Gastonia,  N.  C. 
Banner,  Charles  W.,  M.D. 

Greensboro,  N.  C. 
Busby,  Julian  G.,  M.D. 

Salisbury,  N.  C. 
Carnelley,  J.  H.,  M.D. 

Statesville,  N.  C. 
Cromartie,  Robert  Samuel,  M.D. 

Elizabethtown,  N.  C. 


Fearing,  Isaiah,  M.D. 

Elizabeth  City,  N.  C. 
Hooper,  Delos  D.,  M.D. 

Sylva,  N.  C. 


Ballou,  James  Larkin,  M.D. 

Grassy  Creek,  N.  C. 
Carlton,  Romulus  Lee,  M.D. 

Winston-Salem,  N.  C. 
Corpening,  Oscar  J.,  M.D. 

Granite  Fall,  N  .C. 
Currie,  Daniel  Smith,  Sr.,  MX). 

Parkton,  N.  C. 


Bass,  Spencer  Pippen,  M.D. 

Tarboro,  N.  C. 
Grumpier,  Paul,  M.D. 

Clinton,  N.  C. 
Ferrell,  John  Atkinson,  M.D. 

Raleigh,  N.  C. 


McCotter,  St.  Elmo,  M.D. 

Bayboro,  N.  C. 
Mudgett,  William  Chase,  M.D. 

Delray  Beach,  Florida 


Boice,  Edmund  Simpson,  M.D. 

Rocky  Mount,  N.  C. 
Craig,  Sylvester  Douglas,  M.D. 

Winston-Salem,  N.  C. 
Crouch,  Thomas  Dalton,  MJD. 

Stony  Point,  N.  C. 


Fifty  Year  CIuId-1954 

Fortune,  Alexander  P.,  M.D. 

Greensboro,  N.  C. 
Glenn,  Lucius  N.,  M.D. 

Gastonia,  N.  C. 
Hunt,  John  F.,  M.D. 

Spindale,  N.  C. 
Johnson,  Floyd,  M.D. 

Whiteville,  N.  C. 
Long,  Frederick  Y.,  M.D. 

Catawba,  N.  C. 
Lowery,  John  Robert,  M.D. 

Salisbury,  N.  C. 

Fifty  Year  Clut-1955 

Martin,  John  Floyd,  M.D. 
Dunn,  N.  C. 


Fifty  Year  Clut-1956 

Ferguson,  Robert  T.,  M.D. 

Charlotte.  N,  C. 
Grantham,  Wilmer  Lloyd,  M.D. 

Cincinnati  11,  Ohio 
Hodgin,  Henry  Hiram,  M.D. 

Red  Springs,  N.  C. 
Koggard,  John  Thomas,  M.D. 

Wilmington,  N.  C. 
Johnson,  John  B.,  M.D. 

Old  Fort,  N.  C. 

Fifty  Year  CluL-1957 

Frizzelle,  Mark  Twain,  M.D. 

Ayden,  N.  C. 
Marr,  Myron  Whitmore,  M.D. 

Pinehurst,  N.  C. 


Fifty  Year  CluL-1958 

Nichols,  Austin  Flint,  M.D. 
Roxboro,  N.  C. 


Fifty  Year  CluL-1959 

Dunlap,  Lucius  Victor,  M.D. 

Albemarle,  N.  C. 
Ross,  Otho  Bescent,  Sr.,  M.D. 

Charlotte,  N.  C. 


M.D. 


M.D. 


M.D. 


M,D. 


Maxwell,  Clarence  S 

Beaufort,  N.  C. 
Rankin,  Watson  S 

Charlotte,  N.  C. 
Taylor,  William  L. 

Oxford,  N.  C. 
Thompson,  Claude  D 

High  Point,  N.  C. 
Wilson,  Clarence  L.,  M.D. 

Lenoir,  N.  C. 


Newell,  Leon  Burns,  M.D. 

Charlotte,  N.  C. 
Slate,  John  Samuel,  MX). 

Winston-Salem,  N.  C. 


McPheeters,  Samuel  B.,  M.D. 

Goldsboro,  N.  C. 
Taylor,  George  Winston,  M.D. 

Mooresville,  N.  C. 
Townsend,  Maurice  L.,  M  D. 

Society  Hill,  S.  C. 
Willcox,  Jesse  Womble,  M.D. 

Carthage,  N.  C. 


Perry,  Ernest  Monroe,  M.D. 

Rocky  Mount,  N.  C. 
Richardson,  Frank  Howard,  M.D. 

Black  Mountain,  N.  C. 
Ward,  Ivie  Alphonso,  M.D. 

Hertford,  N.  C. 


Smith,  Alick  Thomas,  M.D. 

Greensboro,  N.  C. 
Ward,  Vernon  Albert,  M.D. 

Robersonville,  N.  C. 


Royal.  Benjamin  Franklin.  M.D. 

Morehead  City,  N.  C. 
Spencer.  Frederick  B.,  Sr..  M.D. 

Salisbury,  N.  C. 
Tuttle,  Reuben  Gray,  M.D. 

Winston-Salem,  N.  C. 
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Bell,  John  Cleveland,  M.D. 

Maysville,  N.  C. 
Faison,  Yates  Wellington,  M.D. 

Charlotte,  N.  C. 
Gentry,  George  Wesley,  M.D. 

Roxboro,  N.  C. 
Herbert,  William  Pinkney,  M.D. 

Laurens,  S.  C. 
Hester,  Joseph  Robert,  M.D. 

Wendell,  N.  C. 


Fifty  Year  Clulj.1960 

Howell,  William  Lawrence,  M.D. 

EUerbe,  N.  C. 
Lyday,  Charles  Emmett,  M.D. 

Gastonia.  N.  C. 
McKay,  Hamilton 

Witherspoon,  M.D. 

Charlotte,  N.  C. 
McPherson,  Charles  Wade,  M.D. 

Burlington,  N.  C. 


Pugh,  Charles  Harrison,  M.D. 

Gastonia,  N.  C. 
Shull.  Joseph  Rush.  M.D. 

Charlotte,  N.  C. 
Strosnider,  Charles 
Franklin,  M.D. 

Goldsboro.  N.  C. 


Anthony,  James  Edward,  M.D. 

Kings  Mountain,  N.  C, 
Beasley,  Edward  Bruce,  M.D. 

Fountain,  N.  C. 
Beckwith,  Robert  Payne.  M.D. 

Roanoke  Rapids,  N.  C. 
Cutchin,  Joseph  Henry,  Sr.,  M.D. 

Whitakers,  N.  C. 
Floyd,  Lawrence  Dowe.  M.D. 

Fair  Bluff,  N.  C. 
Googe,  James  Turner,  M.D. 

Boone,  N.  C. 
Hardin,  Eugene  Ramsey,  M.D. 

Lumberton,  N.  C. 


Fifty  Year  CIuId-1961 

Head,  William  Thomas,  M.D. 

Melvin  Hill,  N.  C. 
Hunter,  William  Blair.  M.D. 

Lillington.  N.  C. 
Jacocks,  William  Picard,  M.D. 

Chapel  Hill,  N.  C. 
Keiger,  Oscar  R.,  M.D. 

Greensboro,  N.  C. 
Kerns,  Thomas  Cleveland, 
Sr.,  M.D. 

Durham,  N.  C. 
McMillan,  Roscoe  Drake,  M.D. 

Red  Springs,  N.  C. 


Moore,  Robert  Alexander,  M.D. 

Winston-Salem,  N.  C. 
Munt.  Herbert  Frederick,  M.D. 

Winston-Salem,  N.  C. 
Raby,  James  Grover,  M.  D. 

Tarboro,  N.  C. 
Sams,  William  Albert.  M.D. 

Marshall,  N.  C. 
Speas,  William  Paul,  M.D. 

Winston-Salem,  N.  C. 
Whittington,  James  Benbow,  M.D. 

Winston-Salem,  N.  C. 
Wilkins,  Java  Cleveland,  M.D. 

Haw  River,  N.  C. 


Adams,  Rayford  Kennedy,  M.D. 

Concord.  N.  C. 
Beard,  Grover  Cleveland,  M.D. 

Atkinson,  N.  C. 
Hardee,  Walter  Person,  M.D. 

Durham,  N.  C. 
Kroh,  Laird  Franklin,  M.D. 

Charlotte,  N.  C. 


Fifty  Year  Clut-1962 

Miller,  Oscar  Lee,  M.D. 

Charlotte,  N.  C. 
Sadler,  Ralph  Calvert,  M.D. 

Whiteville,  N.  C. 
Sidbury.  James  Buren,  M.D. 

Wilmington,  N.  C. 


Sink,  Charles  Shelton,  M.D. 

North  Wilkesboro,  N.  C. 
Wall,  Roscoe  LeGrand,  M.D. 

Pfafftown,  N.  C. 
Washburn,  Benjamin  Earl,  M.D. 

Rutherfordton,  N.  C. 
West,  Louis  Nelson,  M.D. 

Raleigh,  N.  C. 


Belk.  George  W.,  M.D. 

Gastonia,  N.  C. 
Bunn,  Justus  J.,  M.D. 

Mount  Pleasant.  N.  C. 
Edwards,  Vertie  Edward,  M.D. 

Stokesdale,  N.  C. 
Gaul,  John  Stuart,  M.D. 

Charlotte,  N.  C. 
Johnston,  Wiley  Warren.  M.D. 

Manteo,  N.  C. 


Fifty  Year  CluL-1963 

McManus,  Hugh  F.,  Sr.,  M.D. 

Matthews,  N.  C. 
Mitchell,  George  William,  M.D. 

Wilson,  N.  C. 
Moseley,  Zebulon  Vance,  M.D. 

Kinston,  N.  C. 
Ogburn,  Herbert  Hammond,  M.D. 

Greensboro,  N.  C. 
Petteway,  George  Henry,  M.D. 

Charlotte,  N.  C. 
Reeves,  Jerome  Lyda,  M.D. 

Canton,  N.  C. 


Robertson,  James  Farish,  M.D. 

New  Smyrna  Beach,  Pla. 
Scruggs,  William  H.,  M.D. 

Andrews,  N.  C. 
Spahr,  Richard  R..  M.D. 

Winston-Salem,  N.  C. 
Speas,  Dallas  C  M.D. 

Winston-Salem,  N.  C. 
Wilkins,  Robert  Bruce,  M.D. 

Dui'ham,  N.  C. 


Armstrong,  Charles  Wallace,  M.D. 

Salisbury.  N.  C. 
Black,  Oscar  Reid,  M.D. 

Landis,  N.  C. 
tEdwards,  Forest  D.,  M.D. 

Law-ndale.  N.  C. 
tPutrell,  Lokie  Melton.  M.D. 
Murfreesboro.  N.  C. 


Fifty  Year  Clut-1964 

Greene,  Philip  Palmer,  M.D. 

Pinehurst,  N.  C. 
Hurdle,  Samuel  Walker,  M.D. 

Winston-Salem.  N.  C. 
Kibler,  William  Herbert,  M.D. 

Morganton,  N.  C. 
Norfieet,  Edgar  Powell.  M.D. 

Roxobel,  N.  C. 
Pace,  Karl  Busbee,  M.D. 

Greenville,  N.  C. 


Saunders,  Sheldon  Asa.  M.D. 
Aulander,  N.  C. 
Sharpe,  Charles  Ray.  M.D. 

Lexington,  N.  C. 
■Sloan,  David  Bryan,  M.D. 
Wilmington,  N.  C. 
Smith,  George  Marvin,  M.D. 
Monroe,  N.  C. 


1 
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Medical  Credits 

isn't  an  aspirin 

but  . . . 


A  liberal  dose  of  Medical  Credits  ser- 
vice followed  by  regular  account  ag- 
ing procedures  brings  rapid  relief. 
Medical  Credits'  active  ingredients — 
experience,  know-how  and  modern, 
psychologically-sound,  tested  collec- 
tion methods — are  efficient  and  ef- 
fective in  alleviating  the  discomfort 
caused  by  problem  accounts. 


When  you  are  in  the  market  for  a 
professional  collection  service,  look 
for  the  seal  shown  at  the  bottom  of 
this  page.  This  emblem,  indicating 
membership  in  the  Medical  Credits 
Division  of  Associated  Credit  Bureaus 
of  America,  Inc.,  is  your  guarantee  of 
top-quality,  ethical  performance. 


...  it  can  cure  those  collection  headaches 


,o  ^^^'^'^ 


Sponsored  By  Medical   Credits   Division,  Asociated   Credit 
Bureaus    of   North    Carolina. 


State      Office:      P. 
Phone:    BR    3-8255 


Box      300,      Greensboro,      N. 


cA 


V»V»^ViV|ClV» 


.^ . . . 


a  new  concept-  of  insurance  service 
for  professional  men 
in  North  Carolina  .  .  . 


IV.  iV.  starling,  CLU 


W.  S.  Muhood.  LL.B. 


Rl/Iaiid  S.  Duke 


John  A.  Cates 


.  .  .  professional  career  life  underwriters  wlio  have,  combined,  25  years  of  insurance  experience,  now  offer  a  counsel- 
ing service  in  the  selection  of  the  best  insurance  coverage  for  each  individual  case,  through  their  affiliation  with  leading 
life  insurance  companies. 


SI  8  North  Boylan  Avenue 


"dedicated    to    personal    service" 

•  Raleigh,    North    Carolina 


TE  2-7522 
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IMMUNIZE  YOURSELF 

from  the  constant  worry  of  liability 
suits  with  The  St.  Paul's  Profes- 
sional Liability  Coverage.  Protects 
you  from  all  acts  of  alleged  or 
actual  negligence  arising  from  your 
professional  services.  Easily  com- 
bined with  other  insurance  cover- 
ages in  a  single  St.  Paul  Multicover 
Plan.  Offers  most  complete,  most 
convenient  coverages  available  with 
just  one  agent  or  broker,  one  pre- 
mium, one  convenient  package. 

THE  ST.  PAUL 

INSURANCE     COr.lPANIES 


<und  Iht  c/o^k 


Approved   Carrier  of  the  Medical   Society 

of  the   State   of   North   Carolina 

NORTH  CAROLINA  OFFICES: 

Suite  201,    1228   E.  Morehead  Street 

Charlotte,   N.   C.   28204 

1620   Hillsboro  St.,   Raleigh,   N.   C.    27607 


OVER  100  YEARS 

Since  the  first  Hanger  Prosthesis  was  manu- 
factured in  1861,  Hanger  Artificial  Legs  and 
Arms  have  given  satisfaction  to  thousands  of 
wearers. 

To  many  thousands,  the  Hanger  emblem  is  a 
symbol  of  help  and  hope.  To  them,  and  to  all, 
the  Hanger  name  is  a  guarantee  of  Comfort, 
Correct   Fit,   and   Fine   Performance. 

THE  EMBLEM  OF  ARTIFICIAL  LIMB 
SUPERIORITY 


cM 


J.  E.  Hanger  of  N.  C,  Inc. 

801   West  Morgan  St.  Raleigh,  North  Carolina 

Licensee   of  Hanger,  Washington 


ly  Books 


It  is  a  part  of  our  job  to  see  that 
the  books  you  recommend  to  your 
patients  are  available. 

Books  on  pre-natal  care,  books  on 
marriage  problems,  books  on  diet — 
we  are  always  glad  to  keep  in  stock 
the  particular  title  you  recommend. 

If  books  will  help,  Chapel  Hill's 
big  friendly  bookshop  will  stock  the 
books. 

The   Intimate   Bookshop 

1  19    East    Franklin    Street 
Chapel    Hill,    N.    C. 
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By    Counties 

NOTE:  We  have  endeavored  to  secure  correct  information  in  regard  to  every  physician  whose 
name  is  listed.  Anyone  finding  an  error  should  report  it  immediately  to  the  Executive  Director 
of  the  State  Society,  203  Capital  Club  Building,  Raleigh,  North  Carolina. 

Joined 
Name  and  Address  Licensed  State 

Society 

ALAMANCE-CASWELL   COUNTIES   SOCIETYi 
OFFICERS— President:  Kernodle,  John  R.,   (Biog.  below),  Burlington 

Secretary:  Abernethy,  Paul  McB.,   (Biog.  below),  Burlington 

Abernethy,  Paul  McBee,  Oph,  1610  Vaughn  Rd.,  Burlington;  Bowman  Gray,  1943  

Aycock,    William   Glenn,   GP,    202    S.    Fifth   St.,   Mebane;    Duke,   1953   

Bates,  Harold  Bascom,   U,  1610  Vaughn  Rd.,   Burlington;   Bowman   Gray,  1954   

Beck,  J.  Montgomery,  U,  1610  Vaughn  Rd.,  Burlington;  Western  Res.  Univ.,  1944  

Bennett,  Hugh  Hammond,  Jr.,  R,  Alamance  County  Hosp.,  Burlington;   Penn,   1945  .... 

Best,  William    Ross,   Or,   1310    North   Church    St.,   Burlington;   Temple,   1954       

Blair,  G.  Walker,  Jr.,  I,  328  West  Davis  Street,  Burlington;  Univ.  of  Penn.,  1947  

Braxton,  Doris  Blackwell,  Pd,  323  W.  Front  St.,  Burlington;  UNC,  1959  

Brooks,  Ralph  Edward,  (Life),  U,  1308  Rainey  Street,  Burlington;  Jefferson,  1920  .... 

Bulla,  Jeffaerson  Davis,  II,  GP,  115  S.  Maple  St.,  Graham;  UNC,  1960  

Bullard,  George  Minson,  GP,  Mebane  Clinic,  Mebane;  Med.  Coll.  of  Va.,  1950  

Carrington,  Geo.  Lunsford,   (Life),  S,  917  Hermitage  Rd.,  Burlington;  Johns 

Hopkins,   1920   1920  1925 

Cheek,  George  Washington,  Jr.,  S,  719  Hermitage  Rd.,  Burlington; 

Penn.,    1953    1962  1963 

Clarkson,  William  David,  P,  Alamance  Co.  Mental  Hth.  Clinic,  Burlington;  Med.  Coll. 

of   S.   C,  1958    

Crissman,  Clinton  Samuel,  GP,  Route  3,  Graham;  Temple,  1942  

Dickson,  Malcolm   Shields,   (Life),   GP,   132  Lexington  Ave.,   Burlington; 

Med.  Coll.  of  S.   C,  1927  

Ellington,  Amzi  Jefferson,  Jr.,  ObG,  Medical  Village,  Burlington;   Temple,  1952   

Ellington,  Amzi  Jefferson,  Sr.,  (Life),  OALR,  P.  O.  Box  108,  Burlington; 

Columbia    Univ.,    1915       

Ellington,  Robert  Norwood,  ObG,  1610  Vaughn  Rd.,  Burlington;  Duke,  1957  

Fewell,  Richard  Alexander,  I,  1610  Vaughn  Rd.,  Burlington;  Univ.  of  Penn.,  1945  

Gaddy,  George  D.,  OALR,   1610  Vaughn  Rd.,  Burlington;  Univ.  of  Ga.,  1949   

Golev,  Alexander  Fairlev,  I,  1509  Vaughn  Rd.,  Burlington;  UNC,  1956  

Goley,  Williard  Coe,  (Life),  GP,  214  N.  Marshall  Street,  Graham;  Univ.  of  Penn.,  1924 
Greene,  Phares  Yates,  GP,  1616  Memorial  Dr.,  Burlington;  Northwestern  Univ.,  1932... 
fGwynn,  Houston  LaFayette,  (Life),  GP,  Box  3.38,  Yanceyville;  Med.  Coll.  of  Va.,  1923 

Gwynn,  Thomas   Lea,   GP,   Yanceyville;    Bowman  Gray,  1951    

Harden,  Boyd,  ObG,  Box  1006,  Burlington;  Univ.  of  Penn.,  1928  

Hawkins,  James  Hubert,  GP,   114y2   N.   Main  St.,  Graham;   Jefferson,   1946    

Hayes,  James  William,  Or,  Kernodle  Clinic,  Burlington;  UNC,  1955  

Hewitt,  Willard   C,  I,   Kernodle  Clinic,  Burlington;   Univ.  of  Virginia,   1943   

Howard,  Albert  Roberts,  Anes,  1219  Warwick  Dr.,  Burlington;  Med.  Coll.  of  Ga.,  1954 
Huffman,  Stanton  Vance.  GP.  RED  2,  Elon  College;   Harvard,  1953 

Hunter,  William  Armstrong,  Oph,  Kernodle  Clinic,  Burlington;   Vanderbilt,  1956   

Johnson,  Joseph  Lewis,  GP,  Box  487,  Graham;  Jefferson,  192(3   

Johnston,  James  Wm.,  ObG,  Kernodle  CUnic,  Burlington;  Med.  Coll.  of  Va.,  1946  

Jones,  Clara  Isley,  GP,  Mebane  Clinic,  Mebane;  Med.  Coll.  of  Va.,  1945      

Kernodle,  Charles  Edward,  Jr.,  S,  Kernodle  Clinic,  Inc.,  Burlington;  Duke,  1942  

Kernodle,  Donald  R.,  OALK,  Kernodle  Clinic,  Burlington;  Duke,  1953  

Kernodle,   Dwight  Talmadge,  I,   Kernodle  Clinic,   Inc.,  Burlington;    Duke,  1947  

Kernodle,  George  Wallace,  Pd,  Medical  Center  Pharmacy  Bldg.,  Burlington; 

Duke,    1944     

Kernodle,  Harold  Barker,  S,  Kernodle  Clinic,  Burlington;  Duke,  1939  

Kernodle,  John  Robert,  ObG,   Kernodle  Clinic,  Burlington;   Duke,   1941    

Kerr,  George  R.,  Path,  Alamance  Co.  Hosp.,  Burlington;   Western  Ontario,  1936   

Koury,  George  Eli,  I  &  A,  1821  Hilton  Rd.,  Burlington;   Tulane,  1944  

Koury,  Marvella  Vannev,  Anes,  1821  Hilton  Road,  Burlington;  Louisiana  Univ.,  1944  ... 

Lindlev,  Joseph   J.,   S,   Kernodle   Clinic,  Burlington;    Med.  Coll.   of  Va.,  1952   

Lynn,  James  Wiley,  Jr.,  Pd,  1610  Vaughn  Rd.,  Burlington;  Tulane,  1946  

Maness,  Paul  Franklin,  Pd.,  328  W.  Davis  St.,  Burlington;  Duke,  1940    

Mann,  Philip  Rogers,  GP,  Hermitage  Rd.,  Burlington;  Univ.  of  Va.,  1960  

Matthews,  Roland  D.,  GP,  1610  Vaughn  Rd.,  Burlington;  Univ.  of  Maryland,  1948 

McDade,  Brodie  Banks,  (Life),  GP,  511  W.  Davis  St.,  Burlington;  Univ.  of  Md.,  1918  ... 
McPherson,  Charles  Wade,  (Life),  OALR,  323  W.  Front  Street,  Burlington; 

Univ.    of    Md.,    1910       

McQueen,  Robert  Bruce,  GP,  Box  591,  Graham;  Med.  Coll.  of  Va.,  1959  

Mebane,  Giles  Yancey,  GP,  202  S.  Fifth  St.,  Mebane;  Duke,  1954  

Norville,  William  Larkin,  PH,  Alamance  Co.  Health  Dept.,  Burlington; 

Univ.    of    Tenn.,    1936    1950  1951 

t Deceased 
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Joitied 

Navic  and  Address  Licensed  State 

Society 

Pittman,  Dorn  Carl,  R,  Alamance  Co.  Hosp.,  Burlington;  Bowman  Gray,  1945  1945  1951 

Pittman,  George  Leon,  ObG.   Kernodle  Clinic,  Burlington;   UNC,  1956            1956  1962 

Pruitt,  Ronald  Anthony.  Or.  Kemodle  Clinic,  Burlington;  Med.  Coll.  of  Va.,  1959 1961  1964 

Rippy,   William   Dennis,   GP,   1610   Vaughn   Rd.,  Burlington;    Duke,  1950  1952  1952 

Ross,  Donald  MacConnell,  S,  1610  Vaughn  Rd.,  Burlington;  Tufts  Med.  Coll.,  1941  1950  1950          f: 

Saunders,  Charles  Lawrence,  Jr.,  ObG,  Kernodle  Clinic,  Burlington;  Jefferson,  1950     ,,  1950  1956           * 

Scott,  Peter  Somers,  GP,  R.F.D.  #2,  Burlington;  Univ.  of  Louisville.  1947  1949  1950          ™ 

Scott,  Samuel  Floyd,  (Life),  GP,  Route  2,  Burlington;  Univ.  of  Penn.,  1918  1918  1920          ™ 

Shoemaker,   Carroll  Clifton,  GP,  Scott  Clinic,  Burlington;  Duke,  1955                              .  1956  1960 

Simmons,  Alexander  Wingate,  GP,  423  E.  Webb  Avenue,  Burlington;  Jefferson,  1939    ,  1939  1940 
Smedberg,  George   Andrew,  S,   1308  Rainey  St.,   Burlington; 

Univ.   of    Louisville,    1946     1954  1954         i  OFl 

Smith,  Fitzhugh  Lee,  (Life),  GP,  115  E.  Front  St.,  Burlington; 

Univ.    of    Pittsburgh,    1927    1927  1928 

Stoneburner,  Richard  Gresham,  S,  Medical  Village,  Burlington;  Med.  Coll.  of  Va.,  1942  1953  19.54 

Sutton,  Edward  Colmery,  GP,  1616  Mem.  Dr.,  Burlington;  Univ.  of  Penn.,  1951  1951  1953 

Tate,  Allen  Denny,  Jr.,  GP,  1610  Vaughn  Rd.,  Burlington;  Univ.  of  Md.,  1948  1948  1950          for 

Walker,  John  Barrett,  Jr.,  GP,  Medical  Village,  Burlington;  Med.  Coll.  of  Va.,  1944  1947  1948          fj, 

Watson,  Robert  Andrew,  GP,  803  Hermitage  Rd.,  Burlington;  Univ.  of  Rochester,  1953  1953  1958 

Wilkins,  Java  Cleveland,   (Life),  Ret.,  GP,  Box  446,  Haw  River;  Univ.  of  Md.,  1911  ...  1911  1920 

Williams,  Paul  Forrester,  I,  328  W.  Davis  St.,  Burlington;   Univ.  of  Penn.,  1955  1955  1962 

OFFICERS— President:  Tatum,  Roy,   (Biog.  below),  Taylorsville  jol 

Secretary:  Moffett,  Alex  S.,  (Biog.  below),  Taylorsville 

Crouch,  Thomas  Dalton,  (Life),  GP,  Box  97,  Stony  Point;  Univ.  of  Md.,  1910  1909  1915          J™( 

Givens,  George  Howard,  Jr.,  GP,  Box  308,  Taylorsville;  Bowman  Gray,  1347  1948  1950          Larl 

Heafner,  Bobby  Oliver,  GP,  Box  8,  Stony  Point;  Bowman  Gray,  1958              1958  1959 

Long,  Walter  Nathaniel,  GP,  Box  756,  Taylorsville;   Univ.  of  N.  C,  1958  1958  1963          Livf 

Moffett,  Alexander  Stuart,  S,  Alexander  Co.  Hosp.,  Taylorsville;  Vanderbilt,  1932  1942  1943        I  Llei 

Tatum,  Roy  Carroll,  (Life),  GP,  Ct.  House  Sq.,  Taylorsville;  Jefferson,  1919           1919  1920        i  )ltC 

M 
ALLEGHANY— SEE  ASHE-ALLEGHANY  Jloo 

ANSON   COUNTY  SOCIETY^  Xf, 

OFFICERS— President:  Kress,  J.  H.,   (Biog.  below),  Wadesboro 

Secretary:    McKinnon,  Wm.  J.,   (Biog.   below),   Wadesboro 

Burney,  Fredric  Arlen,  GP,  217  Woodside  Dr.,  Wadesboro;  UNC,  1962  1962  1964 

Covington,  James  Madison,  Jr.,  I,  148  East  Morgan  St.,  Wadesboro;  Duke,  1938  1940  1942 

Davis,  Daniel  Whitaker,  GP,  508   Morven  Rd.,  Wadesboro;  Univ.  of  N.   C,  1959   1959  1960 

Davis,  Robert  Lee,  603  Camden  Rd.,  Wadesboro;   Bowman  Gray,  1961  1961  1964 

Kress,  Esta  Joyce  Levy,  Pd,  207A  Morven  Road,  Wadesboro;  Med.  Coll.  of  Va.,  1935  1938  1939 

Kress,  Jacob  Himi,  I,  207A  Morven  Road,  Wadesboro;  Med.  Coll.  of  Va.,  1936  1938  1939 

McKinnon,  V/illiam  James,  S,  407  S.  Greene  St.,  Wadesboro;  Univ.  of  Md.,  1940  1946  1946 

Smethie,  William  Massie,  S,  P.  O.  Box  309,  Wadesboro;  Med.  Coll.  of  Va.,  1939    1946  1946 

Warren,  Casper  Carl,  Jr.,  GP,  UNC  Sch.  of  Medicine,  Chapel  Hill;  UNC,  1959  1959  1960 


Pivi 
Pott 

p«g: 
eboi 

Rod) 
Sani 
Silvi 


.^wai 


ASHE-ALLEGHANY  COUNTIES  SOCIETY'  :  Stan 

OFFICERS— President:   Miller,   Cameron  E.,    (Biog.  below),  Jefferson  f^. 

Secretary:  Kurtz,  E.  S.,   (Biog.  below),  Lansing 

Ashley,  Gale  Jackson,  GP,  Doctors  Office  Building,  Sparta;  UNC,  1956  1956  1958 

Ballou,  James  Larkin,  Ret.,  OALR,   Grassy  Creek;  Jefferson,  1907  1901  1901          Tayl 

Freeman,   Roy   Oscar.   GP,  Jefferson;   Bowman  Gray,   1953         1953  1954          hj, 

Jones,  Dean  C,  Jr.,  S.Jefferson;   UNC,  1956  1956  1962          IVari 

Jones,  Dean  Cicero,  S,  Ashe  County  Mem.  Hosp.,  Jefferson;  Univ.  of  Penn.,  1927    1930  1930 

Keys,  Carson  Meade,  GP,  P.  O.  Box  296,  West  Jefferson;  Med.  Coll.  of  Va.,  1952  1953  1953          fff'ij 

Kurtz,   Elam  Stolzfus,  GP,  Lansing;    Western   Reserve  Univ.,   1955           1956  1956 

Miller,  Cameron  Eugene,  GP,  Box  238,  Jefferson;  Bowman  Gray,  1946  1947  1949 

Ray,  Ritz  Clyde,  (Life),  GP,  West  Jefferson;  Med.  Coll.  of  Va.,  1916        1916  1917 

Taylor,  Everette  Lester,  Jr.,  GP,  P.  0.  Box  126,  Sparta;  Duke,  1955           1955  1957 

Thompson,  Clive  Allen,  GP,  Doctors  Bldg.,  Sparta;  Med.  Coll.  of  Va.,  1924  1924  1936 

Willis,  Tom  Vann,  S,  Alleghany  County  Mem.  Hosp.,  Sparta;  Emory,  1926    1945  1951 

AVERY    COUNTY    SOCIETY'"' 
OFFICERS— President:  Barnard,  John  W.,  (Biog.  below).  Banner  Elk 

Secretary:  Dickson,  A.  Pickett,  III,  (Biog,  below),  Newland 
Adolph,  Harold  Paul,  S,  HSAT  Station  Hosp.,  Box  25,  APO  63,  San  Francisco,  Calif.; 

Univ.   of  Penn.,  1958                                                  1962  1963 

Barnard,  John  William,  GP,  Cannon  Memorial  Hosp.,  Banner  Elk;  Univ.  of  Md..  1949  1959  1959 

Billings,  Jack  Smith,  GP,  Cannon  Mem.  Hosp.,  Banner  Elk;  Bowman  Gray,  1958  1959  1962 
Breidenthal,  Ward  Brazelton.  GP  &  Pd,  Cannon  Memorial  Hosp.,  Banner  Elk; 

Washington    Univ.,   1949    1956  1956 
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Dickson,  Albert  Pickett,  III,  GP,  Mitchell  St.,  Newland;  Med.  Coll.  of  Va.,  1952  

Pink,  Emma  Sloop,  GP,  Garrett  Memorial  Hosp.,  Crossnore;  Vanderbilt,  1936  

Rambo,  V.  Birch,  S,  Presbyterian  Mission,  B.  P.  117,  Luluabourg,  Congo; 

Univ.  of  Penn.,  1952   

Smith,  Eustace  Henry,  GP,  Garrett  Mem.  Hosp.,  Crossnore;  Med.  Coll.  of  Va.,  1950 
Smith,  Robert  Clement,  I,  Cannon  Mem.  Hosp.,  Banner  Elk;  Univ.  of  Pittsburgh,  1953 

Tate,  Lawson,  S,  Cannon  Mem.  Hosp.,  Banner  Elk;  Univ.  of  Tenn.,  1939     

Vance,  Shelby  William,  GP,  Box  70,  Pineola;  Emory,  1934  


BEAUFORT-HYDE-MARTIN-WASHINGTON- 
TYRRELL   COUNTIES   SOCIETY" 


OFFICERS- 


-President:  Rodman,  Clark,   (Biog.  below),  Washington 
Secretary:    Stallings,   T.   Fi-ank,    (Biog.   below),   Washington 
Bonner.  John  Bryan,  (Life),  GP,  Main  Street,  Aurora;  Univ.  of  Md..  1918 
Bray,  Thomas  Latham,   (Life),  GP,  104  Washngton  St.,  Plymouth;  Univ.  of  Md.,  1916 
Edwards,  Charles  Daniel,  S,  418  E.  12th  St.,  Washington;  Univ.  of  Wisconsin,  1950 

Ford,  David  Emerson,  PH,  Guardian  Manor,  Washington;  Univ.  of  Mich.,  1908  

Furgurson,  Ernest  Whitmal,  GP,  211  Washington  St.,  Plvmouth;  Syracuse  Univ.,  1936 
Harris,  Charles  I.,  Jr.,  GP,  Martin  General  Hosp.,  Williamston;  Univ.  of  Md.  1939 

Highsmith,  William  Jesse,  Jr.,  GP,  Box  38,  Plymouth;  Bowman  Gray,  1950  

Himmelwright,  Gabel  G.,  S,  Williamston  Clinic,  Williamston;  Med.  Coll.  of  Va.,  1937...^ 

Howerton,  James  Robert,  GP,  Green  Street,  Columbia;  Univ.  of  Tenn.,  1955  

Jeter,  Robert  Vernon,  GP,  211  Washington  Street,  Plymouth;  Duke,  1952       

Johnson,  Donald  Carl,  Oph,  211  N.  Market  St.,  Box  194,  Washington;  Bowman  Gray, 

1958      

Jones,  Albert  McCray,  ObG,  614  E.  12th  St.,  Washington;  Univ.  of  Virginia,  1951 

Larkin,  Ernest  Waddill,  Jr.,  Oph,  211  N.  Market  St.,  Washington; 

Med.  Coll.  of  Va.,  1945  

Liverman,  Henry  Joseph,  GP,  Lazy  Lane,  Engelhai'd;   Univ.  of  Louisville,  1950 

Llewellyn,  John  Thomas,  GP,   Liberty  St.,  Williamston;   Med.   Coll.  of  Va.,  1937     

McCallum,  James  Henry,  Jr.,  Pd,  Williamston  Clinic,  Williamston;  Bowman  Gray,  1954 
McGowan,  Claudius,  (Life),  GP,  109  Washington  St.,  Plymouth;  Med.  Coll.  of  Va.,  1917 

Moore,  Paul  Milton,  Jr.,  GP,  604  E.  12th  St.,  Washington;   UNC,  1959      

Ng    Victor  Wang  Ta    GP,  Robersonville  Clinic,  Robersonville;  Bowman  Gray,  1959  -  ... 

Papineau,  Alban,  GP,  211  Washington  St.,  Plymouth;  Univ.  of  Penn.,  1931   

Partrick,  Cornelius  Theodore,  I,  615  E.  12th  St.,  Washington;  Univ.  of  N.  C,  1954  .... 
Peters,  August  Richard,  Jr.,  Pd,  346  E.  13th  Street,  Washington;  Univ.  of  Ga.,  1935  .... 
Piver,  William  Crawford,  Jr.,  GP,  611  E.  12th  Street,  Washington; 

Hahnemann    Med.    Coll.,    1941    

Potter,  Clyde  Randolph,  S,  416  E.  12th  St.,  Washington;  Duke,  1954 

Pugh,  Raeford  Theodore,  GP,  437  East  12th  St.,  Washington;  Univ. 

Rhodes,  James  Slade,  Jr.,  GP,  Williamston  Clinic,  Williamston;  Med. 

Rodman,  Clark,  I,  615  E.  12th  Street,  Washington;  Jefferson,  1943 

Sandy,  Robert  Eugene,  R,  608  E.  12th  Street,  Washington;  Univ.  of  Pittsburgh.  1953  .. 

Silverthorne,  Ray  Guilford,  ObG,  408  E.  12th  St.,  Washington;  Bowman  Gray,  1951 

Stallings,  Thomas  Franklin,  Pd,  608  E.  12th  St.,  Washington;  Harvard,  1954 

Stanton,  Allie  McLeod,  S,  804  Washington  St.,  Plvmouth;  Univ.  of  Tenn.,  1943    

Stephenson,  Henry  L.,  I,  615  E.  12th  St.,  Washington;  UNC,  1955  

Swain,  Wingate  Elwood,  Or,  909  Old  Bath  Rd.,  Washington;  Duke,  1945      

Swindell,  Lewis  Holmes,  Jr.,  (Life),  GP  &  S,  604  E.  12th  St.,  Washington; 

Univ.    of    Penn.,    1916    

Tayloe,  David  T.,  Pd,  608  E.  12th  Street,  Washington;   Univ.  of  Penn.,  1950       

Ward,  Vernon  Albert,   (Life),  GP,  Robersonville  Clinic,  Robersonville;  Jefferson,  1908 

Ward,  Walter  Elliott,  GP,  Box  148,  Robersonville;  Med.  ColL  of  Va.,  1940  

Williams,  Samuel  Hodges,  Jr.,  S,  614  E.  12th  St.,  Washington;  Univ.  of  Penn.,  1942  .. 
tWinstead,  Ellis  Grey,  GP,  Wachovia  Bank  Bldg.,  Belhaven;  Med.  ColL  of  Va.,  1929  ... 
Wright,  James   Thurman,  GP,   Front  Street,   Belhaven;   Jefferson,   1943    

BERTIE  COUNTY  SOCIETY* 
OFFICERS— President:  Atkins,  Wm.  M.,   (Biog.  below),  Windscr 
Secretary:  Jordan,  W.  P.,    (Biog.  below),  Windsor 

Atkins,  William  Marshall,  GP,  P.  0.  Box  265,  Windsor;  Med.  Coll.  of  Va.,  1952  

Bradsher,  Arthur  Brown,  S,  Bertie  Co.  Mem.  Hosp.,  Windsor;  McGill  U.,  1941  

Castelloe,  Cola,  (Life),  GP,  Box  396,  Windsor;   Univ.  of  Penn.,   1917  

Groover,  Edward  Larkin,  S,   1707  Arendell  St.,  Morehead   City;   Emory,  1951   

Jordan,  William  Pritchard,  GP,  Lewiston  Rd.,  Windsor;  Univ.  of  Md.,  1936 

Norfleet,  Edgar  Powell.  (Life).  GP,  Lock  Box  176,  Roxobel;  Med.  Coll.  of  Va.,  1914     ,. 

Saunders,  Jay  Fred  Stimson,  GP,  Commerce  St.,  Aulander;  Med.  Coll.  of  Va.,  1954  ... 

Saunders,  Sheldon  Asa,  (Life),  GP,  Box  386,  Aulander;  Jefferson,  1914 

Smith,  Joseph  Elmer,  (Life),  GP,  Box  6,  Windsor;  Med.  Coll.  of  Va.,  1921     
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BLADEN  COUNTY  SOCIETYn 
OFFICERS— President:  LaGiariKe,  C.  Rex.   (Biog.  below),  Bladenboro 

Secretary:  Keith,  Julian  P.,  (Biog.  below),  Clarkton 
Barnhill,  Otha  Allen.  GP,  P.  O.  Box  488,  Elizabethtown;   Univ.  of  Va.,  1953 
Bennett,  Ernest  Claxton,  (Life),  GP,  Hospital   Street,  Elizabethtown;  Med.  Coll.  of 

Va.,    1926 

Bridger,  Dewey  Herbert,  (Life),  GP,  Bladenboro;  Jefferson,  1922 

Clark,  DeWitt  Duncan,  (Life),  GP,  Box  725,  Clarkton;  Med.  Coll.  of  Va.    1917     

Croniartie,  Robert  Samuel,  (Life),  Ret.,  PH.  Elizabethtown; 

N.   C.  Med.   Coll.,  1900      

Glenn.  Channing,  GP,  Box  278,  Elizabethtown;  Med.  Coll.  of  Va.,  19.33 

Keith,  Julian  Faison,  Jr.,  GP,  P.  O.  Box  635,  Clarkton;  Bowman  Gray,  1953  

LaGrange,  Charles  Rex,  GP,  Box  208,  Bladenboro;  Coll.  of  Med.  Evang.    1956 
Pumphrey,  Albert  Franklin.  S,  P.  O.  Box  728,  Elizabethtown; 

Coll.  of   Med.   Evangelists,  Calif.,   1942 
Summerlin,  Robert  Lee,  GP,  Dublin  Clinic,  Dublin;  Univ.  of  N.  C,  1955     

BRUNSWICK    COUNTY    SOCIETY 
(See  No.  65) 

BUNCOMBE  COUNTY  SOCIETY!' 
OFFICERS— President:  Morrison,  Roger  W.,   (Biog.  below),  Asheville 

Secretary:  Callison,  W.  J.,  (Biog.  below),  Asheville 
Ambler,  Arthur  Chase,  (Life),  Anes,  140  W.  Doctors  Bldg.,  Asheville;  Jefferson,  1920  .. 

Anderson.  Charles  William,  GP,  506  Flat  Iron  Bldg.,  Asheville;  Jefferson,  1962    

Anderson,  John  Bascomb,  S.  12  W.  Doctors  Bldg.,  Asheville;  Univ.  of  Md.,  1935  

tAnderson,  Norman  LaRue,  I,  Medical  Center  Bldg.,  Asheville;   Duke,  1939  

Atkins,  Stanley  Sisco.  Or,  283  Biltmore  Avenue,  Asheville;  Cornell,  1937  

Austin,  Andrew  Campbell,  Pd,  675  Biltmore  Ave.,  Asheville;  Vanderbilt,  1943  

Bailey,  Harmon  J.,  ObG,   180  Biltmore  Ave.,  Asheville;  Wash.  Univ.,  1934 

Baker,  Barnwell  Rhett,  GP,  1089  Hendersonville  Rd..  Asheville;  Med.  Coll.  of  S.  C,  1923 

Baldwin,  Marie,  P,  49  Zillicoa  St..  Asheville;   Med.  Coll.  of  South  Carolina,  1929  

Barber,  John   F.,  ObG,  304  Doctors   Bldg.,  Asheville;   Univ.  of  Penn.    1940 

Barnhardt,   Luther  Ernest,  Jr.,  R,   103  Doctors  Bldg.,  Asheville;   Duke,  1958   

Belcher,  Cecil  Cullen,  U,  Medical  Center  Bldg.,  Asheville;  Tulane,  1930 

Bradley,  Jeter  Carroll,  OALR,  104  Main  St.,  Weaverville;  George  Wash.  Univ.,  1915 

Bradley,  John  David,  1>N,  Medical-Dental  Bldg.,  Asheville;   Univ.  of  Ga.,  1936      

Brewton,  William  Allan,  (Life),  Ind,  P.  0.  Box  158,  Enka;  Univ.  of  Penn.,  1927  

Briggs,  Henry  Harrison,  Jr..  Oph.  416  Doctors  Bldg.,  Asheville;  Yale.  1931   

Brosnan,  Dennis  William,  III,  Oph,  86  Victoria  Rd.,  Asheville;  Emory,  1956  

Brown,  Kermit  English,  ObG,  506  Flatiron  Bldg.,  Asheville;  Jefferson,  1927  

Brownsberger,  Ethel  May,   (Life),  GP,  75  Hendersonville  Road,  Asheville- 

Coll.    of  Med.   Evangelists,    1927 

Bunch,  Mary  Elizabeth,  I,  Box  956,  Black  Mountain;  Bowman  Gray,  1951  

Burleson,  Robert  Joe,  Or,  283  Biltmore  Ave.,  Asheville;  Univ.  of  Louisville,  1943  

Burns,  Margaret  Virginia,  P,  203  Doctors  Bldg.,  Asheville;  Duke,  1938  

Callison,  William  Joseph,  Or,   108  Doctors  Bldg.,  Asheville;  Vanderbilt,  1953   

Camblos,  Joshua  Fry  Bullitt,  S,  208  Doctors  Bldg.,  Asheville;  Univ.  of  Va.,  1943    

Chandler,  Weldon  P.,  GP,  Box  458.  W'eaverville;  Univ.  of  Md.,  1940  

Chapman,  Edwin   James,  ALR,   46  Haywood    St.,  Asheville;   Northwestern,    1928 
Chapman,  Jesse  Pugh,  Jr.,  S,  Medical  Center  Building,  Asheville;  Univ.  of  Penn.,  1943 

Chipley,  Patrick  Lincoln,  GP,  Box  127,  Enka;   Bowman  Gray,  1956  

Clapp,  Hubert  Lee,  GP.  Box  365,  Swannanoa;  Univ.  of  Ga.,  1937  

Clark,  Patrick  Francis,  S,  401  Doctors  Bldg.,  Asheville;  Georgetown  Univ.,  1946 
Clayton,  Eugene  Cook,  GP,  806  Public  Service  Bldg..  Asheville;  Bowman  Gray,  1945   ,- 
Codnere,  John  Thomas,  U,  675  Biltmore  Ave.,  Asheville;  Univ.  of  Toronto,  1938 
Corcoran.  Edwin  Emmons,  I.  86  Victoria  Rd.,  Asheville;  Med.  Coll.  of  S.  C.  1937 

Coughlin,  J.  Desmond,  U,  309  Doctors  Bldg.,  Asheville;   Univ.  of  Buffalo,  1947  

Coxe,  Joseph  Wentworth,  P,  15  Greenleaf  Circle,  Asheville;  Va.,  1942       

Craig,   Robert   Lawrence,  PN,  Highland  Hospital,  Asheville;   Johns  Hopkins,  1935      ... 

Crouch,  Robert  Perry,  S,  Medical  Center  Bldg.,  Asheville;   Bowman  Gray.  1954      

Crow,   Samuel  Leslie,   (Life),  I  &  C,  110  Doctors  Bldg.,  Asheville;  Emory,  1925   

Cummings,  Charles  Emmett,  D,  307  Doctors  Bldg.,  Asheville;  La.,  1958  

Daniels,  Robert  Edward,  GP.  947  Haywood  Rd.,  Asheville;  Univ.  of  Ind.,  1928  

Dodd,  Patricia,  S,  211  Doctors  Bldg.,  Asheville;  Univ.  of  Md.,  1944  

Farmer,  Woodard  Eason,  I,  7  McGeachy  Bldg.,  Biltmore;  Tulane,  1939  

Feldman.  Leon  Henry,  I.  20  Battery  Park  Ave.,  Asheville;   Univ.  of  Md.,  1934  

Folsom,  Theodore  Winslow,  GP.  Box  619.  Swannanoa;  Penn.,  1921  

Fowler,  William  Bright,  I,  675  Biltmore  Ave.,  Asheville;  Bowman  Gray,  1956  

Franz,  Bruce  Johnston,  S,  401  Doctors  Bldg.,  Asheville;  Johns  Hopkins,  1941  

Frazier,  Claude  Albee,  A,  516  City  Hall  Bldg.,  Asheville;  Med.  Coll.  of  Va..  1944  

Galloway,  James  Bruce,  Jr.,  Or,  Biltmore  Plaza,  Asheville; 

Queen's  Univ.,  Kingston,  Ontario,  Canada,  1944  
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Name  and   Address 

Gilbert,  George  Gaylord,  U,  309  Doctors  Bldg.,  Asheville;  Johns  Hopkins,  1938 
Grantham,  Wilmer  Lloyd,   (Life),  Ret.,  U,  2657  Fleetwood  Ave.,  Cincinnati   11,  Ohio; 

N.  C.   Med.   Coll.,  1906  

Greenwood,  Adolphus  Barte,  (Life),  U,  Rt.  2,  Box  6,  Asheville;  Johns  Hopkins,  1916.... 

Gregory,  R.  D.,  Jr.,  R,  103  Doctors  Bldg.,  Asheville;  Univ.  of  Louisville,  1950  

Griffin,  Mark  Alexander,  Jr.,  PN,  Appalachian  Hall,  Inc.,  Asheville; 

Univ.    of    Penn.,    1946    

Griffin,  Mark  Alexander,  Sr.,  (Life),  P,  Appalachian  Hall,  Inc.,  Asheville; 

Jefferson,  1917     

Griffin,  Robert  Ashley,  P,  Appalachian  Hall,  Inc.,  Asheville;  Temple  U.,  1951  

Griffin,  William  Ray!  Jr.,  PN,  Appalachian  Hall,  Inc.,  Asheville;   Jefferson,  1944  

Griffith,  Lewie  MuUer,  (Life),  OALR,  65  Woodland  Road,  Asheville; 

Johns  Hopkins,  1915   

Hamilton,  Joseph  Franklin,  Jr.,  Or,  283  Biltmore  Ave.,  Asheville 

Tulane    Univ.,    1953    

Hardy,  Winfield,  GP,  P.  0.  Box  8,  Skyland;  Loma  Linda  Univ.,  1960  

Hartman,  Bernhard  Henry,  Pd,  Orthopedic  Hosp.,  Asheville;  Yale,  1937   

Henderson-Smathers,  Irma  Carlene,  PH,  Buncombe  Co.  Court  House,  Asheville; 

Tulane,    1933     

Hensley,  Charles  Albert,  (Life),  I,  208  Doctors  Bldg.,  Asheville;  Jefferson,  1917     

Herbert,  William  Pinkney,  (Life),  S,  Cedar  Valley  Farms,  Laurens,  S.  C, 

Univ.    of  Va.,    1907   

Hill,  Arthur  Theodore,  Jr.,  I,  86  Victoria  Ed.,  Asheville;  Bowman  Gray,  1956  

Hinman,  Havilah  E.,  Ob,  86  Victoria  Road,  Asheville;  Univ.  of  Vermont,  1936       

Hooper,  Clifford  Harold,  ALR,  715  Flatiron  Bldg.,  Asheville;  Vanderbilt,  1952       

Hornowski,  Marcel  Jerome.  P,  306  Doctors  Bldg.,  Asheville;  Univ.  of  Va.,  1945 
Hoskins,  John  Robison,  III,  Anes,  140  W.  Doctors  Bldg.,  Asheville;  Jefferson,  1944  .... 

Hubbard,  Robert  Thomas,  GP,  86  Victoria  Rd.,  Asheville;  Temple,  1943 

Hutto,  Edith,  D,  160  Doctors  Bldg.,  Asheville;   S.  C,  1958  

Isbey,  Edward  Kenneth,  Jr.,  Oph,  409  Flatiron  Bldg.,  Asheville;  Wayne  State  U.,  1955 

Johnson,  Walter  Royle,  GE,  86  Victoria  Rd.,  Asheville;  Univ.  of  Minn.,  1924  

Justice,  William  Shipp,  S,  311  Doctors  Bldg.,  Asheville;  Harvard,  1926  

Keleher,  Michael  Francis,  S,  311  Doctors  Bldg.,  Asheville;  Univ.  of  Colorado,  1940 

Kerr,  John  Guthrie,  GP,  Rt.  2,  Box  55,  Leicester;   St.  Andrew  U.,  Scotland,  1938 

King,  Edward,   (Life),  Ret.,  Anes,  11   Cedarcliff  Rd.,  Asheville;  Harvard,  1917        

Klostermyer,  Louis  Leon,  R,  103  Doctors  Bldg.,  Asheville;  Univ.  of  Oklahoma,  1922   

Knoefel,  Arthur  Eugene,  Jr.,  GP,  114  Montreat  Rd.,  Black  Mountain; 

Louisiana  State  Univ.,  1935    

Kodack,   Albert,   GP,  402  Flatiron   Bldg.,  Asheville;    Univ.  of  Toronto.   1940   

Koon,  Ethen  Sease,  Jr.,  S,  Medical  Center  Bldg.,  Asheville;   Duke,   1946  

Lacy,  George   Rufus,  Jr.,  Path,   Mem.  Mission  Hosp.,  Asheville; 

Univ.    of    Pittsburgh,   1943 
Ledbetter,  John  Winslow,  N,  Medical  Center  Bldg.,  Asheville;  Bowman  Gray,  1953  .... 

Lerner,  Paul  Maynard,  U,  309   Doctors  Bldg.,  Asheville;  Boston  Univ.,  1954  

Ligon,  Harold  Belton,  GP,  86  Victoria  Rd.,  Asheville;  Med.  Coll.  of  S.  C,  1956 
Littlejohn,  James  Talmadge,  I,  406  Doctors  Bldg.,  Asheville;  Univ.  of  Penn.,  1945 
Lord,  Margery  Juline,   (Life),  PH,  Parkway  Office,  Asheville;  Univ.  of  Mich.,  1916 

Lunsford,  Lewis,  Jr.,  I,  209  Doctors  Bldg.,  Asheville;  Med.  Coll.  of  Va.,  1954     

Lyda,  Edgar  Witherby,  ObG.  200  Charlotte  St.,  Asheville;  Bowman  Gray,  1944    

MacAlpine,  Orville  Duncan,  Pd,  1061  Havwood  Rd.,  W.  Asheville; 

Coll.   of  Med.   Evang.,   1940  .     " 

MacRae,  John  Donald,  R,  61  Kimberly  Knoll  Rd.,  Asheville;  Univ.  of  Penn.,  1927  

Macatee,  George,  Jr.,  ObG,  200  Charlotte  St.,  Asheville;   George  Wash.  Univ.,  1939 

Maitland,  Alexander,  III,  U,  309  Doctors  Bldg.,  Asheville;  Yale,  1955  

Matros,  Nathaniel  Hamilton,  S.  10  Vanderbilt  Place,  Asheville;  Marquette  Univ.,  1930 
McCall,  William  Herbert,  OALR,  601  City  Bldg.,  Asheville;  Med.  Coll.  of  Va.,  1938 
McConnell,  Mary  Helen,  Pd,  675  Biltmore  Ave.,  Asheville;  George  Wash.  Univ.,  1950 
McCracken,  Marvin  Howell,  GP,  807  Public  Service  Bldg.,  Asheville; 

Univ.    of  Louisville,    1930 

McDuffie,  Robert  Stanley,  ObG,  211  Doctors  Bldg.,  Asheville;  Emory  Univ.,  1944 
McGuffin,  William  Christian,  Pd,  14  W.  Doctors  Bldg.,  Asheville; 

Coll.  of  Med.  Evang.,  1933  

McKeel,  Millard  Filmore,  NS,  86  Medical  Center  Bldg.,  Asheville; 

Univ.  of   Illinois,  1949  

Mears,  George  Augustus,  (Life),  GP,  4  Edgemont  Rd.,  Asheville;  Syracuse  Univ..  1924 

Metcalf,  Lawrence  E.,  Pd,  314  Doctors  Bldg.,  Asheville;  Northwestern  Univ.,  1942  

Millender,  Charles  White,   (Life),  GP,  200  Kimberlv  Ave.,  Asheville;  Tulane.  1919  

Miller,  Henry  Rankin,  GP,  201  E.  State  St.,  Black  Mountain;  Univ.  of  Va.,  1943     

Montgomery,  Wayne  Swope,  Or,  108  Doctors  Bldg.,  Asheville;   Wayne  Univ.,  1948   .... 

Moon,  Richard  Young,  I,  408  Doctors  Bldg.,  Asheville;  Univ.  of  Cinn.,  1953  

Moore,  Edward  Eugene,  Oph,  706  Flatiron  Bldg.,  Asheville;  Harvard,  1942  

Morrison,  Philip  Hapworth,  Anes,  Rt.  2,  Box  223,  Candler;  Med.  Coll.  of  Va.,  1960  

Morrison,  Roger  William,  Path,  65  Sunset  Parkway,  Asheville;  Harvard,  1943    
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Mucci,  Lawrence  Adolf,  R,  Medical  Center  Bldg.,  Asheville;  Univ.  of  Rochester,  1934 

Nailling    Richard   Cabot.  S,  o2  Wall   Street,  Asheville;   Vanderbilt,   1940      

Newbold.  H.  L.,  Jr.,  P.  180  W.  Doctors  Bldg.,  Asheville;  Duke,  194.5  

Norbun,  Charles  Strickland,   (Life),  S,  54  Hilltop  Rd.,  Asheville;  Univ.  of  Va.,  1917..- 
Norburn,  Russell  Lee,   (Life),  Ret.,  Ind,  54  Hilltop  Rd.,  Asheville;  Vanderbilt,  1925 
Odom    Robert  E.,  Ret.,  Oph,  99  Evelyn  Place,  Asheville;  Univ.  of  Va.,  19.30 
Ogilvie    Walter  Ellsworth,   III,  I,  306  Doctors  Bldg.,  Asheville;  Columbia   Univ.,  1945 
Oxner    Claudia  Gertrude,  Anes,  St.  Joseph's  Hosp.,  Asheville;  Med.  Coll.  of  S.  C,  1956 

Parker,  George   Farrar,   (Life),  Ret.,   PR,  11    Park  Rd.,   Asheville;   Penn.,  1923 

Pate   Barry  Reeves,  OALR,  18  W.  Doctors  Bldg.,  Asheville;  UNC,  1958     

Patton,  John  Donald,  P,  56  Elk  Mountain  Scenic  'Rvry.,  Asheville;  St.  Louis  Univ.,  1945 
Peacock,  Roy  Merritt,  S,  86  Victoria  Road,  Asheville;  Georgetown  Univ.,  1933 

Powell,  Jack.  S,  190  W.  Doctors  Bldg.,  Asheville;  Med.  Evangelist,  1946  

Powell    William  Flvnn.  OALR.  412  Doctors  Bldg.,  Asheville;  Duke,  1937       

Prathe'r,  Fonzo  Goff.  GP.  251  Tunnel  Road,  Asheville;  Univ.  of  Md.,  1923        

Printz.  Don  Ralph,  D,  307  Doctors  Bldg.,  Asheville;   Ohio  State  Univ.,  1932  

Raiford    Theodore  Sidney,  S.  301  Doctors  Bldg.,  Asheville;  Johns  Hopkins,  1930  

Paper,  James  Sidney,  R.  103  Doctors  Bldg.,  Asheville;   Duke,  1938  

Rathbun    Lewis   Standish.  ObG.  304  Doctors  Bldg.,  Asheville;  Harvard,  1939   

Richardson    Frank  Howard,   (Life),  Pd,  Box  905,  Black  Mountain;   Cornell,  1906  

Roach    Leonard  Hunter.  ObG.  202  Doctors  Bldg.,  Asheville;  Univ.  of  Cinn.,  1942       

Roberts,  Roy  Foster.  I.  416  Court  House,  Asheville;  Tulane,  1933  

Robertson,  Logan  Thompson,  Ind,  170  Woodfin  St.,  Asheville;  Univ.  of  Cinn.,  1942 
Russell,  Phillip   Everitt,  I.   204    Doctors  Bldg.,  Asheville;    Duke,   1950 
Russell,  William  Marler,  OALR,  68  Patton  Avenue,  Asheville;   Univ.  of  Cinn.,  1928 
Sagberg,  Anne  Elisabeth.  P.  Highland  Hosp.,  Asheville; 

Kongelige   Fredriks   Universitet,  Oslo,  Norway,   1947 
Schoenheit.  Edward  William,   (Life),  I,  46  Haywood  St.,  Asheville;  Jefferson,  1920 

Schutte    Harold  Delano,  GP,  Box  288,  Skyland;   Loma  Linda  U.,  1962     

Severn, 'Henry  Doeller,  Or,  283  Biltmore  Avenue,  Asheville;  Johns  Hopkins,  1940  

Sharpe    Eugene  Baxter,  R,  103  Doctors  Bldg.,  Asheville;  Northwestern,  1952 
Shelburne.  Robert  Craig.  D,  508  Public  Service  Bldg..  Asheville;  Med.  Coll.  of  Va.,  1944 

Shirey,  John  Luther,  A,   1  Battle  Sq.,  Asheville;  .Jefferson,  1939  

Shook    Earl  Lester,  Jr.,  U,  86  Victoria  Rd.,  Asheville;  N.  Y.  Med.  Coll.,  1952  

Shuford,  Mary  Frances,  GP.  525  Legal  Bldg.,  Asheville:  Rush  Med.  Coll..  1934     

Slate,  Jean  McKenzie,  ObG,  215  Doctors  Bldg.,  Asheville;   Loma  Linda  U.,  1951  

Sloan    James  Marshall.  III.  GP.  942  Tunnel  Rd.,  Asheville;  Duke,  1956 

Sluder   Fletcher  Sumpter.  ObG,  406  Flatiron  Bldg.,  Asheville;  Univ.  of  Chicago,  1938  .. 

Smart,'  Ford,   OALR,  675   Biltmore   Ave.,   Asheville;    Duke,   1940 

Smart,  Leslie  Albert.  Jr.,  GP,  4  Vermont  Ave.,  Asheville;  Coll.  of  Med.  Evang.,  1954  .. 

Smith,'  Eldene  Arne,  GP,  Box  2150,  Candler;  Loma  Linda  Univ.,  1961     

Smith,  Everett  Duane,  GP,  Box  2150,  Candler;   Coll.  of  Med.  Evang.,  1953 
Sommerville,  Lewis  Cass,  GP,  4  Vermont  Ave.,  Asheville;  Coll.  of  Med.  Evang.,  1954 
tSprinkle,  Chnrles  Nichols,  (Life),  GP,  P.  O.  Box  218.  Weaverville;  Jefferson,  1910 
Sprinkle    Lawrence  Tilson.  GP.  104  N.  Main  St.,  Weaverville;  Jefferson,  1945 

Stanlev.'Sherburn  Moore,  I.  Medical-Dental  Bldg..  Asheville;  McGill  Univ.,  1940  

Steele."  Richard  Austin,  I.  Doctors'  Bldg.,  Asheville;  Duke,  1956  

Steen,  Claude  Earl,  Jr.,  GP,  767  Haywood  Rd.,  W.  Asheville; 

Coll.  of  Med.  Evang.,  1944  

Stephens.  Freeman  Irby.  L  209  Doctors  Bldg.,  Asheville;  Columbia  Univ.,  1940 
Stevens.  Hamilton  Wri.ght,  PH,  Buncombe  Co.  Health  Dept.,  Asheville;  Jefferson,  1938 

Swann,  Cecil  Collins,  ALR,  Bro\^Titown  Rd.,  Asheville;  Tulane,  1926   

Taylor,  John  Richard,  GP,  Box  313,  Enka;  Bowman  Gray,  1956  

Tenney,  Luman  Harris.  P.  415  City  Hall,  Asheville;  Western  Reserve,  1929  

Thomas,  Charles  Darwin,  Pul,  Western  N.  C.  Sanatorium,  Black  Mountain; 

Univ.  of  Indiana,  1926  

Thorne,  Norman  Alan.  R.  103  Doctors  Bldg.,  Asheville;  Duke,  1958  

Van  Blaricom,  Lawrence  Stickney,  NS,  86  Victoria  Rd.,  Asheville; 

Dalhousie   Univ.,    1949  

Vernon,  William  Chester.  GP.  573  Merrimon  Ave.,  Asheville;  Univ.  of  Chicago,  1947  ... 
Vollmer,  Donald  Henrv,  I.  403  Doctors  Bldg.,  Asheville;  Coll.  of  Med.  Evang..  1940 
Walker,  Samuel  Hayi^'ood,  S.  528  Biltmore  Ave.,  Asheville;  Univ.  of  Maryland,  1943  .. 
Waller,  Louis  Clinton,  GP,  1425  Patton  Ave.,  Asheville;  Coll.  of  Med.  Evang.,  1943  ... 

Watts,  Walter  Moore,  Or,  108  Doctors  Bldg.,  Asheville;  Emory,  1942  

Weizenblatt,  Sprinza.  Oph,  29  N.  Market  St.,  Asheville;  Univ.  of  Vienna,  1922  

White,  Robert  Alexander,   (Life),  ObG,  57  Macon  Ave..  Asheville; 

Univ.  of  Cinn.,   1918  

Williams    Jabez  H.,   (Life).  I  &  T,  36  Beechwood,  Asheville;  Jefferson,  1920  

Willis,  Candler  Arthur,  GP  &  S,  Box  289,  Enka;  Duke,  1936  

Wilson,  George  Darwin.  PMR,  168  Merrimon  Avenue,  Asheville;  Temple,  1937     

Wilson,  Roebv  Brvant,  GP,  Candler,  Univ.  of  St.  Louis,  1931 

Witten.  Ernest  Robert  Sidney,  I,  614  City  Bldg.,  Asheville;  Georgetown  Univ.,  1944      ... 

Wood.  Hagan  Emmett,  Pul,  Western  N.  C.  Sanatorium,  Black  Mountain;  Emory,  1922 

tDeceased 


Joined 

TJcetiscd 

State 

Snctcly 

Wood 

1950 

1951 

fto( 

1943 

1944 

Work 

1945 

1962 

Yonn 

1921 

1924 

Youn 

1925 

1927 

1951 

1951 

1951 

1952 

OFF 

1960 

1960 

1924 

1926 

1959 

1962 

.Icui 

1955 

1955 

Adan 

1938 

1941 

1950 

1954 

km 

1946 

1946 

Ban 

1946 

1947 

BiUi 

1947 

1947 

1947 

1947 

Byiil 

1946 

1946 

Coll 

1947 

1948 

Dea 

1919 

1920 

Dell 

1947 

1948 

Em 

1935 

1935 

Gam 

1942 

1947 

Hal 

1954 

1954 

Han 

1931 

1932 

Hel 
Hog 
M 

1958 

1959 

1920 

1921 

Kib 

1963 

1963 

Kir 

1946 

1947 

Lan 

1952 

1959 

Lai 

1958 

1958 

Lin 

1949 

1950 

Lyi 

1958 

1958 

Sic 

1934 

1935 

Nfc 

1962 

1962 

\'ic 

1956 

1962 

Pa 

1938 

1946 

Pa 

1946 

1947 

Pa 

1962 

1962 

Po 

1962 

1962 

Be 

1954 

1954 

Re 

1955 

1955 

Ri 

1910 

1922 

Ri 

1945 

1948 

Sj 

1949 

1950 

St 

1956 

1964 

Ta 
V 

1959 

1960 

1 
ff 

1948 

1948 

w 

1938 

1940 

ff 

1930 

1931 

1956 

1960 

1960 

1960 

0 

1930 

19.30 

k 

1958 

1964 

1958 

1958 

k 
k 

B 

1953 

1954 

1949 

1949 

B 
B 
[ 

1946 

1958 

1946 

1947 

1942 

1951 

1 

1929 

1931 

B 

1920 

1921 

i 

1920 

1922 

] 

1938 

1938 

1939 

1946 

1931 

1933 

1944 

1950 

1938 

1939 

ROSTER  OF  MEMBERS  83 


Nwrne  and  Addresa 


Wood,  John  Thornton,  P,  406  Montford  Ave.,  Asheville;  Univ.  of  Va.,  1955        

Woodard,  Marshall  Wayne,  Oph,  Suite  607,  Flatiron  Bldg..  Asheville;   Duke,  1943     .. 
Worley,  James  Harr,  S,  675  Biltmore  Ave.,  Asheville:  Univ.  of  Tenn.,  1931 
Young,  John  Clingman,  (Life),  U,  401  Flatiron  Bldg.,  Asheville;  Univ.  of  Tenn.,  1926 
Young,  John  Paul,  I,  Medical  Center  Bldg.,  Asheville;   Univ.  of  Md.,  1948      
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BURKE  COUNTY  SOCIETYi-^ 
OFFICERS— President:  Deaton,  P.  P.,  (Biog.  below),  Valdese 

Secretary:  Hogshead,  Ralph,  Jr.,   (Biog.  below),  Morganton 

Acuff,  Calvin  Clifford,  GP,  Box  556,  Glen  Alpine;  College  of  Med.  Evang.,  1956     1957  1958 

Adams,  Rayfcrd  Kennedy,   (Life),  Ret.,  PN,  7  Winecoff  Blvd.,  Concord;      ('     • 

Jefferson,  1912   

Arney,  William  Charles,  GP,  402  S.  Sterling  Street,  Morganton;  Univ.  of  Md.,  1940  .....^ 

Barron,  John  Isaac,  GP,  411  S.  King  Street,  Morganton;  Univ.  of  Tenn.,  1950 

Billings,  Gilbert  Miggins,  (Life),  OALR,  405  S.  Sterling  Street,  Morganton; 

Tulane,   1919 

Byrd,  William  Carey,  P,  Broughton  Hospital,  Morganton;  Jefferson,  1923  

Collett,  James  Rountree,  I,  222  W.  Union  St.,  Morganton;  Hai-vard,  1944  

Deaton,  Pleasant  Paul,  S,  Valdese  Gen.  Hosp.,  Valdese;  Med.  Coll.  of  Va.,  1953  

Dellinger,  Clyde  James,  GP,  Drexel  Med.  Center,  Box  207,  Drexel;  Duke,  1961  

Ervin,  John  Witherspoon,  S,  Broughton  Hosp.,  Morganton;  Med.  Coll.  of  Va.,  1933  .. 

Gambill,  John  Milton,  GP,  Broughton  Hosp.,  Morganton;  Western  Reserve,  1951  

Hairfield,  Beverlv  Dew,  S,  116  S.  Sterling  Street,  Morganton;  Vanderbilt,  1939     

Hanier,  Alfred  Wilson,  GP,  317  North  Green  St.,  Morganton;  S.  C.  Med.  Coll.,  1921.... 

Helms,  Jefferson  Bivins,  GP,  P.  0.  Box  518,  Morganton;  Univ.  of  Penn.,  1928  

Hogshead,  Ralph,  Jr.,  GP,  Drawer  690,  Morganton;  Temple,  1943  

Hudson,  Miles  Hildebrand,  GP,  Doctors  Clinic,  Valdese;  Bowman  Gray,  1944     

Kibler,  William  Herbert,  (Life),  GP,  Box  675,  Morganton;  Univ.  of  Penn.,  1914  

Kirksey,  William  Albert,  GP,  302  S.  King  St.,  Morganton;  Wash.  Univ.,  St.  Louis,  1944 
Lane,  Edgar  Winslow,  Jr.,  U.,  222  W.  Union  St.,  Morganton;  Bowman  Gray,  1944 
Lang,  Andrew  Martin,  GP,  202  S.  King  Street,  Morganton;  Med.  Coll.  of  Va.,  1943 

Lindquist,  Richard  Kurt,  ObG,  209  S.  King  St.,  Morganton;   Duke,  1959   

Lynn,  Cy  Kellie,  GP,  Valdese  General  Hosp.,  Valdese;  Med.  Coll.  of  Va.,  1932  

McGimsey,  James  F.,  Jr.,  P,  Broughton  Hospital,  Morganton;  Harvard,  1943     

Neale,  Richard  Carroll,  Path,  Valdese  Gen.  Hosp.,  Valdese;  Med.  Coll.  of  Va.,  1936 

Nichols,  Thomas  Rogers,  I,  107  Queen  St.,  Morganton;  Univ.  of  Rochester,  1930 
Palmer,  Yates  Shuford,  S,  Valdese  General  Hospital,  Valdese;  Med.  Coll.  of  Va.,  1931 
Pascal,  Robert  Auguste,  GP,  Valdese  General  Hospital,  Valdese;  Bovirman  Grav,  1951 
Patton,  William  Hugh,  Jr.,  Pd,  305  College  Street,  Morganton;  Univ.  of  Penn.,  1937 

Powell,  Kenneth  Alton,  GP,  Valdese  Gen.  Hosp.,  Valdese;  Bowman  Gray,  1960 

Reece,  John  Cochrane,  Path  &  CP,  Grace  Hospital,  Morganton;  N.  Y.  University,  1938 
Reeves,  George  Fletcher,  PH,  601  E.  Concord  St.,  Morganton;  Med.  Coll.  of  S.  C,  1925 

Ribet,  James  Ernest,  I,  Broughton  Hosp.,  Morganton;  Univ.  of  Maryland,  1947     

Riggs,  Millard  McArdoo,  GP,  423  S.  King  St.,  Morganton;  Duke,  1943  

Snow,  Leo  Reman,  R,  Grace  Hospital,  Morganton;  Temple  Univ.,  1947    

Stiff,  A.  Olin,  GP.  Valdese  General  Hosp.,  Valdese;  Med.  Coll.  of  S.  C,  1944  

Taylor,  Erasmus  H.  E.,  (Life),  P.  P.  O.  Box  1139,  Morganton;  Tulane,  1924 

Vernon,  James  Taylor,  P,  210  Valdese  Ave.,  Morganton;  Wash  Univ.,  St.  Louis,  1945 

Walton,  Cyrus  Leslie,  GP,  Box  536  Glen  Alpine;  Med.  Coll.  of  Va.,  1931  

Wellborn,  William  Revere,  Jr.,  ObG,  209  South  King  St.,  Morganton;  Tulane  Univ.,  1942 
White,  Emmett  Royce,  R,  Valdese  General  Hospital,  Valdese;  Bowman  Gray,  1954  

CABARRUS  COUNTY  SOCIETYis 
OFFICERS— President:  Liles,  George  W.,  (Biog.  below),  Kannapolis 

Secretary:  Ashe,  John  R.,  Jr.,  (Biog.  below),  Concord 
Adams,  Anne  Stephenson,  GP,  43  White  Lane,  Concord: 

Woman's  Med.  Coll.  of  Penn.,  1937 

Arey,  John  Vincent,  ObG,  197  Lake  Concord  Road,  Concord;  Harvard,  1946  

Ashe,  John  Rainey,  Jr.,  ObG,  197  Lake  Concord  Road,  Concord;  Duke,  1948  

Bailey,  Robert  Carl,  S,  204  Cabarrus  Bank  Bldg.,  Kannapolis;  Western  Reserve,  1948    . 

Baker,  Linny  Marshall,  Pd,   11   Deveron  Dr.,  Concord;  Duke,   1960   

Earnhardt,  Albert  Earl,  GP,  215  Professional  Bldg.,  Kannapolis;  Univ.  of  Md.,  1933 
Barrier,  Henry  Webster,  (Life),  PN,  2  Ardsley  Road,  Concord;  Chicago  Med.  Sch.,  1921 

Barringer,  Archie  Lipe,  GP,  P.  0.  Box  278,  Mt.  Pleasant;  Temple,  1936  

Blount,  John  Myers,  III,  GP,  1650  Eastwood  Dr.,  Kannapolis;  UNC,  1960  

Brandon,  Wesley  Otis,  GP,  S.  Union  Street,  Concord;  Med.  Coll.  of  Va.,  1928     

Brantley,  Thomas  H.,  U,  97  North  Union  Street,  Concord;  Med.  Coll.  of  S.  C,  1936 

Brown,  James   Walter,  Jr.,  ALR,  Ardsley  Rd.,  Concord;   Duke,   1941  

Bunn,  Justus  J.,   (Life),  GP.  Box  96,  Mt.  Pleasant;  N.  C.  Med.  Coll.,  1912  

fBurns,  Joseph  Eugene,  (Life),  GP,  Cabarrus  Bank  Bldg.,  Concord; 

Med.    Coll.    of   Va.,   1923    

Busby,  Julian,  GP,  Professional  Bldg.,  Kannapolis;  Johns  Hopkins,  1931  
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J&ined 

Name   and   Address  Licenaed  State 

Societu 

Carroll    Charles  Fisher,  Jr.,  Path,  Cabarrus  Mem.  Hosp.,  Concord; 

Univ.  of   Md.,  1953  1956  1959 

Collins,  David  L.,  S,  Ardslev  Road,  Concord;  Harvard,  1954  1954  1962 

Correll,  Earl  Eugene,  GP,  Kannapolis  Med.  Clinic,  Kannapolis;  Univ.  of  Tenn.,  1946....  1947  1951 

Craven,  Frederick  Thorns,  GP,  Cannon  Bldg.,  Concord;  N.  Y.  Univ..  1938        1938  1940 

Crosland,  David  Bailev,  ObG,  197  Lake  Concord  Rd.,  Concord;   UNC,  1958  1958  1964 

Curlee,  Lewis  E.,  Or,  103  Country  Club  Dr.,  Concord;  Bowman  Gray,  1950  1950  1958 

Ernst    Henry  Edwin,  GP,  63  S.  Church  St.,  Concord;  Med.  Coll.  of  Va.,  1943  1947  1948 

Flowe,  Benjamin  Hugh,  S,  206  Lake  Concord  Rd.,  Concord;  Duke  Univ.,  1949  1950  1958 

Flovd,  William  Russell,  S,  1016  N.  Church  St.,  Concord;  Jefferson,  1929  1936  1938 

Gat'ling,  Hortense  Bep,  Pd.  136  S.  Union,  Concord:  Bowman  Gray,  1960  I960  1964 

Grimmett,  Matthew  Hill,  Pd,  Country  Club  Dr.,  Concord;  Duke,  1943  1949  1950 

Hamrick,  Ladd  Watts,  Jr.,  1,  194  Lake  Concord  Rd.,  Concord;  Bowman  Gray,  1946  1946  1946 

Hawkins,  Barry  Fugh,  I,  Ardsley  Rd.,  Concord;  Univ.  of  Va.,  1944         1951  1952 

Hege    John  Rov,  (Life),  PH,  905  Martin  Drive,  Concord;  Univ.  of  Md.,  1916  1916  1917 

Jones,  Clayton  J.,  ObG,  Ardsley  Rd.,  Concord;  Univ.  of  Tenn.,  1952  1958  1959 

Jones,  Paul  Erastus,  I,  Ardsley  Rd.,  Concord;  Jefferson,  1944  1945  1951 

Ketner,  Fred  Yadkin,  GP,  57  N.  Church  Street,  Concord;  Med.  Coll.  of  Va.,  1928  1929  1930 

Kneedler,  William  Harding,  I,  1019  N.  Church  St.,  Concord;   Univ.  of  Penn.,  1926 1946  1947 

Liles,  Geo.  Welch,  S,  306  Professional  Bldg.,  Kannapolis;  Duke,  1944  1944  1948 

Lockhart,  David  Armistead,  Pd,  Ardsley  Road,  Concord;  Duke  Univ.,  1951  1953  1954 

McWhorter,  Robert  Ligon,  I.  194  Lake  Concord  Rd.,  Concord;  Duke,  1947     1947  1954 

Monroe    Lance  Truman,  ObG,  Woman's  Clinic,  Concord;   N.  Y.  Univ.,  1932  1937  1938 

Moorefi'eld,  Robert  Hovle,  GP.  Box  931,  Kannapolis;  Med.  Coll.  of  Va.,  1936    1936  1941 

Morris,  Rae  Henderson,  GP,  205  Lake  Concord  Rd.,  Concord;  Jefferson,  1929  1929  1932 

Nance,  P.  Lee,  GP,  314  Professional  Bldg.,  Kannapolis;  Bowman  Gray.  1953  1953  1956 

Niblock,  Franklin  Chalmers,  Jr.,  Pd,  136  S.  Union,  Concord;  Duke,  1953  1953  1956 

Noel    George  Thompson,  Oph,  211   Raleigh   Bldg.,  Kannapolis;  Jefferson,  1938     1938  1952 

Nolan    James  Onslow    (Life),  GP,  207  Professional  Bldg.,  Kannapolis;  Jefferson,  1921  1921  1922 

Rankin    Richard  Brandon,  (Life),  OALR.  53  S.  Union  Street,  Concord;  Tulane,  1917  1920  1922 

Rankin,'  Richard  Brandon.  Jr.,  Oph,  Ardsley  Rd.,  Concord;   Duke,  1952  1953  1956 

Rice,  Robert  Scott,  S,  1016  N.  Church  St.,  Concord;  Univ.  of  Georgia,  1945    1953  1953 

Smerznak    John   Joseph,   1,   634  N.  Church   St.,   Concord;   Hahnemann,   1940  1940  1946 

Stephens,  Richard  Samuel,  Ind,  Cannon  Mills  Co.,  Kannapolis;  Med.  Coll.  of  Va.,  1949...  1953  1954 

Swan    Bill  Joe,  Anes.  895  Arbor  Lane,  Concord;  Univ.  of  Tenn.,  1954     1960  1960 

tSw^ann,   Joseph   Fuller,   (Life),   GP,  Ellen   Fitzgerald   Home,   Monroe; 

P.  &  S.  of  Baltimore,  1896  1896  1904 

Thompson,  Alexander  Frank,  Jr.,  S,  Ardsley  Rd..  Concord;   Univ.  of  Md.,  1940  .  1950  1951 

Tomlin,  Edwin  Merrill,  U,  609  Kannapolis  Highway,  Concord;   Univ.  of  Tenn.,  1946    ,  1956  1957 

Tuggle'  Allan  Davis,  K.  Cabarrus  County  Hosp.,  Concord;   Univ.  of  Louis.,  1936  1941  1941 

Tuttle.'Marler  Slate,  GP,  301  Prof.  Bldg.,  Kannapolis;  Temple,  1938    1938  1940 

Whicker,   Guy   Lorraine,   (Life),   GP,  301  Professional   Bldg.,  Kannapolis; 

Univ.  of  Md.,  1926        1926  1928 

White,  Estus.  GP,  P.  0.  Box  1025,  Kannapolis;  Tulane,  1926  1926  1940 

Williams   Jerome  Otis,  Path.  Cabarrus  Memorial  Hosp.,  Concord;  Bowman  Gray,  1946  1947  1951 

Workman,  John  Dillard,  PH.  Box  1149,  Concord;  Eclectic  Med.  Coll.,  1936  1960  1960 

Youngblood    Vernon  Hinson,  U,  609  Kannapolis  Highway,  Concord;  Emory,  1944  1946  1947 

Yow,  Daniel  Eugene,  I,  325  S.  Union  St.,  Concord;  Temple,  1935  1935  1937 

CALDWELL  COUNTY   SOCIETY'-i 

OFFICERS — President:  Moss,  Paul   E.,    (Biog.  below.),  Hudson 

Secretary:  Rogers,  Robert  L.,    (Biog.  below),  Lenoir 
Blackwelder,  Verne  Hamilton,  S,  Blackwelder  Hospital,  Lenoir;  Univ.  of  Penn.,  1929   .. 
Carpenter,  Kenneth  Carrington,  GP,  104  N.  Main  St.,  Lenoir;  Bowman  Gray,  1947 

Carswell,  Jane  Triplett,  GP,  131  W.  Harper,  Lenoir;  Med.  Coll.  of  Va.,  1958  

Corpening,  Oscar  J.,  (Life),  GP.  6  Park  Place,  Granite  Falls. 

Univ.   Coll.   of  Med.,  Va.,  1906  

Corpening,  William  Nve,  GP,  6  N.  Main  St.,  Granite  Falls;  Univ.  of  Md.,  1943     

Fail,  Philip  Jackson,  Chestnut  Dr.,  Blowing  Rock;  Med.  Sch.  of  S.  C,  1959  

Gibbons,  Julius  Joyce,  S,  Dula  Hosp.,  Lenoir;   Duke,  1940      

Hairfield,  Theodore  V.,  GP,  351  S.  Mulberry  St.,  Lenoir;  Bowman  Gray,  1954  

Hamer,  Douglas,  Jr.,  GP,  Box  658,  Lenoir;  Med.  Coll.  of  S.  C.  1927  

Happer,  William,  PH.  Health  Dept.,  Lenoir;   Univ.  of  Edinburgh,  1925  

Hedrick,  Clyde  Reitzel,  (Life),  GP,  Box  619,  Lenoir;  Georgetown  Univ.,  1925  

Hickman,  Harry  Stuart,  Pd,  Dula  Hosp.,  Lenoir;  Duke,  1938  

Johnson,  Dan  Earnhardt,  Pd,  354  S.  Mulberry  St.,  Lenoir;  UNC,  1958 

Johnson,  Margaret  Wilson,  Path,  351  S.  Mulberry  St.,  Lenoir;  Charity  Hosp.,  1947 

Kitchen,  Thomas  Ward,  Jr.,  GP,  131  W.  Harper  Ave.,  Lenoir;  Bowman  Gray,  1959 

Lore,  Ralph  Eli,  S,  324  S.  Mulberry  Street,  Lenoir;  Rush  Medical  College,  1932      

McNairy,  Margaret  Caroline,   (Life),  GP,   125  W.   Harper  Avenue,  Lenoir; 

Woman's   Med.    Coll.    of    Penn.,   1917  

Moss,  Paul,  GP.  P.  0.  Box  366,  Hudson;  Bowman  Gray,  1954  

Oehlbeck,  Luther  W.  F.,  Jr.,  CP,  Drawer  680,  Lenoir;  Univ.  of  Va.,  1953  
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Name   and  Address 

Roach,  Robert  B.,  S,  351  S.  Mulberry  St.,  Lenoir;  Temple,  1943  

Rog-ers,  Robert  Lee,  Jr.,  ObG,  354  S.  Mulberry  St.,  Lenoir;  Med.  ColL  of  Ga.,  1957  

Sanders,  Ruth  Tallev,  K,  Blackwelder  Hosp.,  Lenoir;  Med.  Coll.  of  S.  C,  1940  

Scheil,  Charles  Philip,  GP,  Vista  Lane,  Lenoir;   Duke,  1958  

Scroggin,  John  Breaks,  GP,  Dula  Hosp.,  Lenoir;  Univ.  of  Tex.,  1960  

Segars,  James  Hugh,  ObG,  Medical  Arts  Bldg.,  Lenoir;  Med.  Coll.  of  Ga.,  1955  

Strawn,  Marjorie  Oakes,  GP,  351   S.  Mulberry  St.,  Lenoir;   Penn,  1952  

Templeton,  Ralph  Gordon,  GP,  P.  O.  Box  431,  Lenoir;   Duke,  1942  

Thompson,  Charles  Robert,  GP,  Box  72,  Lenoir;  Univ.  of  Va.,  1947  

Thompson,  Fred  A.,  Jr.,  I,  351  S.  Mulberry  St.,  Lenoir;  Duke,  1946  

Thompson,  Otis  Richard,  Jr.,  I,  351   S.  Mulberry  St.,  Lenoir;  Bowman  Gray,  1953  

Tilley.  Paul  Donald,  GP,  Hudson  Clinic,  Hudson;  Bowman  Gray,  1959  

Troutman,  Baxter  Suttles,  GP,  Dula  Hosp.,  Lenoir;  Univ.  of  Md.,  1936  

Walton,  Carey  James,  Jr.,  I,  351  S.  Mulberry  St.,  Lenoir;  Bowman  Gray,  1955  

Wilcox,  Robert  Nelson,  R,  351  S.  Mulberry  "St,  Lenoir;  U.  of  Kansas,  1954  

tWilson,  Clarence  L.,  (Life),  GP,  212  N.  Main  St.,  Lenoir;  Chattanooga  Med.  Coll.,  1903 

CAMDEN— SEE  PASQUOTANK-CAMDEN-CURRITUCK-DARE 

CARTERET  COUNTY  SOCIETYie 
Secretary:  Salter,  Theodore,  (Biog.  below),  Beaufort 
OFFICERS— President,  Norris,  L.  J.,  Jr.,  (Biog.  below),  Morehead  City 
Brady,  Walter  Morris,  GP,  Medical  Arts  Bldg.  Morehead  City; 

Med.   Coll.   of  Va.,   1951   

Fulcher,  Luther,  GP,  Box  470,  Beaufort;  Med.  Coll.  of  S.  C,  1937  

Gainey,  John  White,  Jr.,  I,  1707  Arendell  St.,  Morehead  City;  Univ.  of  N.  C,  1955      ... 
Hatcher,  Samuel  Westbrook   GP,  102  S.  21st  St.,  Morehead  City;  N.  Y.  Univ.,  1942 
Hyde,  Frank  Edward,  (Life),  Ret.,  GP,  212  Ann  St.,  Beaufort;  Western  Reserve,  1920 

Kindell,  John  R.,  Pd,  Sea  Level  Clinic,  Sea  Level;  U.  of  Md.,  1955      

Lewis,  Martin  Thomas,  GP,  119  Turner  St.,  Beaufort;  N.  Y.  Med.  Coll.,  1953  

Mason,  Manly,   (Life),  GP,  P.  0.  Box  190,  Newport;  Tulane,  1924  

Maxwell,  Clarence  Schuyler,   (Life),  I,  116  Queen  St.,  Beaufort;   Univ.  of  South,  1900 

Moore,  Laurie  Walker,  GP,  Beaufort;  Med.  Coll.  of  Va.,  1931      

Morey,  Milton  B.,  GP  &  S,  1109  Arendell  St.,  Morehead  City;  Univ.  of  Rochester,  1941 

Morris,  John  Watson,  S,  1707  Arendell  St.,  Morehead  City;  Univ.  of  Va.,  1936 

Norris,  Louis  Jerome,  Jr.,  GP,  114  Emeline  Street,  Morehead  City;   N.  Y.  Univ.,  1954 

Peacock,  Harold  Monroe,  S,  P.  0.  Box  248,  Sea  Level;  Duke,  1946  

Royal,  Benjamin  Franklin,  (Life),  Ret.,  GP,  Box  628,  Morehead  City; 

Jefferson,     1909    

Salter,  Theodore,  GP.  509  Front  St.,  Beaufort;  Med.  Coll.  of  S.  C,  1941   

fThompson,  Sanford  Webb,  Jr.,  (Life),  GP,  103  S.  11th  St.,  Morehead  City; 

Medical   College    of    Virginia,   1913    

Thorne,  Silas  Owens,  Jr.,  OALR,  P.  0.  Box  228,  Morehead  City;  Duke,  1946  

Way,  John  Edward,  S,  P.  0.  Box  306,  Beaufort;  Univ.  of  Md.,  1938  

Webb,  Herbert  Fariss,  GP,  P.  0.  Box  247,  Sea  Level;  Med.  Coll.  of  Virginia,  1942  

CASWELL— SEE  ALAMANCE-CASWELL 

CATAWBA   COUNTY   SOCIETYis 
OFFICERS— President:  Stewart,  Roy  A.,   (Biog.  below),  Newton 

Secretary:  Cavallaro,  Joseph   W.,    (Biog.   below),  Newton 

Abernethy,  Henry  Walter,  GP,  1140  16th  St.,  N.E.,  Hickory;  UNC,  1955  

Abernethy,  Joseph  Whitener,  I,  343  Second  Street,  N.W.,  Hickory;  Bowman  Gray    1945 
Bandy,  William  Henry,  PH,  Box  1448,  Hickory;  Med.  Coll.  of  Va.,  1941  . 

Barnes,  Henry  Eugene,  Jr.,  GP,  Box  687,  Hickory;  Univ.  of  Md.,  1935  

Bell,  Ira  Eugene,  R,  18  Thirteenth  Ave.,  N.E.,  Hickory;  Univ.  of  Ga.    1945 
Boyles,  Wayne  Francis,  GP,  Route  3,  Box  113-B,  Hickory; 

Wash.   Univ.   Sch.   of  Med.,  1952  

Bronnenberg,  Neel  H.,  ObG,  1205  N.  Center  St.,  Hickory;  Indiana  Univ.,  1953 
Byerly,  W.  Grimes,  Jr.,  S,  24  Second  Ave.,  N.E.,  Hickory;  Harvard,  1952 

Caldwell,  Lawrence  McClure,  GP,  E.  First  St.,  Newton;  Univ.  of  Penn.,  1932  

Cavallaro,  Joseph  William,  OALR,  Catawba  Hosp.,  Newton;  Univ.  of  Md     1955 
Chandler,  Edgar  Ted,  GP,  24  2nd  Ave.,  N.E.,  Hickory;  Univ.  of  N.  C,  1955 

Clarke,  William  Lowe,  Jr.,  GP  &  Ob,  912  2nd  St.,  N.E.,  Hickory;  Emory,  1941  

Cloninger,  Charles  Edgar,  GP,  301  1st  Ave.,  E.,  Conover;  Univ.  of  Md.,  1941     

Cloninger,  Kenneth  Lee,  ALR,  Catawba  Hospital,  Inc.,  Newton;  Univ.  of  Md.,  1931 

Coleman,  Lester  Livingston,  Jr.,  GP,  P.  O.  Box  76,  Hildebran;  Bowman  Gray,  1950  

Crawford,  Robert  Orr,  Jr.,  GP,  Main  Street,  Claremont;  Bowman  Gray,  1954  

Cushman,  Robert  Gale,  I,  24  2nd  Ave.,  N.E.,  Hickory;  Bowman  Gray,  1946  

Cutchin,  Joseph  Henry.  Jr.,  GP,  Sherrills  Ford;  Duke,  1942  

Davis,  John  Woodrow,  GP,  22  Second  Ave.,  N.E.,  Hickory;  Jefferson,  1946 

Deaton,  Hugo  Leroy,  S,  641  4th  St.,  N.E.,  Hickory;  Coll.  of  P.  &  S.,  1957  

Espey,  Dan,  Jr.,  GP,  24  2nd  Ave.,  N.E.,  Hickory;  Univ.  of  Louisville,  1947  
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Fitz,  Thomas  Edmunds,  I,  11  13th  Ave.,  N.E.,  Hickory;  Duke,  1949  1953  1957         Size. 

Friedman,  Edna  Charney,  Ret.,  Pd,  5255  Collins  Ave.,  Miami  Beach,  Fla.;  Univ.  W 

of  Zurich,  19.39  1956  1957         Tayk 

Fritz,  William  Abel,  GP,  423  N.  Center  Street,  Hickory;  Temple,  1933  1933  1934  1 

Frye,  Glenn  Raymer,  (Life),  S,  420  N.  Center  St.,  Hickory;  Jefferson,  1921  1921  1923         Van 

Gast,  Charlotte  Marie,  GP,  353  First  Ave.,  N.W.,  Hickory;  Univ.  of  Rochester,  1934     ..  1942  1943 

Goodman,  Benjamin  Warren,  GP,  24  2nd  Ave.,  N.E.,  Hickory;  Univ.  of  Tenn.,  1951  1954  1954 

Griffin,  Harold  Walker,  OALR,  Box  1867,  Hickory;  Emory,  1923  1931  1932         W 

Griffin,  Richard  Madison,  Oph,  Box  1867,  Hickory;   Emory,  1959  1960  1963 

Hambrick,  Robert  T.,  (Life),  GP,  3  Third  Avenue,  N.W.,  Hickory;  Tulane  Univ.,  1923  1923  1924 

Hamman,  Louis,  S,  Hickorv  Mem.  Hosp.,  Hickory;  Johns  Hopkins,  1943  1961  1962         OFF: 

Harris,  William  Rix,  Oph,  1260  6th  St.,  N.W.,  Hickory;  UNC,  1956  1956  1964 

Isenhower,  Joseph  Andrew,  GP,  24  2nd  Ave.,  N.E.,  Hickory;  Bowman  Gray,  1954  1954  1955 

James,  John  Clay,  GP,  Maiden  Clinic,  Maiden;  Bowman  Gray,  1957 1957  1962 

Jennings,  Clark  William,  Or,  912  Second  St.,  N.E.,  Hickory;  Tulane,  1954     1961  1962 

Jones,  Frank  Woodson,  S,  110  Hosp.  St.,  Newton;  Med.  Coll.  of  Va.,  1934  1939  1940         []„( 

Keppel,  Robert  Alvin,  S,  Richard  Baker  Hosp.,  Hickorv;  Johns  Hopkins,  1953  1963  1961         p,s(, 

Laffertv,  John  William,  Pd,  912  Second  St.,  N.W.,  Hickorv;  Tulane,  1946  1951  1951         p„, 

Leonard,  Walter  Evan,  GP,  130  27th  St.,  S.W.,  Hickory;  Bowman  Gray,  1953  1953  1954         ,, 

Lewis,  John  Sumter,  GP  &  S,  214  N.  Center  St.,  Hickory;  Med.  Coll.  of  S.  C,  1925 1927  1932 

Long-,  Frederick  Yount,  (Life),  GP,  Box  36,  Catawba;  N.  C.  Med.  Coll.,  1898  1898  1904 

Long,  Thomas  Walter,  GP,  Box  109,  Newton;  Emory,  1935       1935  1936 

MacLauchlin,   William   Thompson,   GP,  Box  427,  Conover; 

Med.    Coll.   of  S.  C,  1941  1946  1947 

Nowell,  Stephen  C,  Jr.,  (Life),  GP,  129  2nd  St.,  N.W.,  Hickory;  Univ.  of  Pa.,  1921 1922  1924 

Oehlbeck,  Luther  W.  F.,  R,  Linville  Falls;  Univ.  of  Rochester,  1930  1939  1939 

Ormond,  Allison  Lee,  GP,  27  13th  Ave.,  N.E.,  Hickory;  Jefferson,  193u  1930  1935 

Owsley,  James  Harold,  R,  13  18th  Ave.,  N.  E.,  Hickory;  Univ.  of  Ala.,  1957  1958  1964 

Peeler,  Forrest  Edwards,  GP,  Box  187,  Maiden;  Med.  Coll.  of  Va.,  1950  1951  1951 

Rabold,  Bernard  Louis,  S,  Catawba  General  Hospital,  Newton;  Vanderbilt,  1938  1947  1948 

Rice,  J.  Sidney,  D,  1205  N.  Center  St.,  Hickory;   Ohio  State  Univ.,  1940     1963  1963 

Riley,  William  Joseph,  S,  110  Hosp.  St.,  Newton;  Med.  Coll.  of  Va.,  1955     1960  1962  M 

Seagle,  Lee  Blarcus,  GP,  133  1st  Ave.,  S.E.,  Hickory;  Duke,  1957  1967  1961 

Sinclair,  Carter  Ashton,  GP,  912  2nd  St.,  N.E.,  Hickory;  Univ.  of  Va.,  1952  1954  1954 

Sinnett,  John  Franklin,  GP.  222  West  A  St.,  Ne\vton;  Med.  Coll.  of  Va.,  1945  1945  1952 

Stewart,  Daniel  Niven,  Jr.,  GP,  3  Third  Ave.,  N.W.,  Hickory;  Univ.  of  Penn.,  1935  1935  1938 

Stewart,  Roy  Allen,  Oph,  427  North  Main  Ave.,  Newton;  Emory,  1940  ,.  1946  1948 

Surgnier,  Richard  Vernon,  ObG,  1205  N.  Center  St.,  Hickorv;  Univ.  of  Miami,  1956  ...  1962  1963 

Taylor,  Catherine  Anne,  Pd,  219  N.  Center  St.,  Hickorv;  Univ.  of  Tenn.,  1957       1963  1963 

Trado,  Charles  Elmendorf,  GP,  Medical  Arts  Bldg.,  Hickory;  UNC,  1959  1959  1961  Bur 

Trivette,  Parks  Dewitt,  Pd,  912  2nd  St.,  N.E.,  Hickory;  Bowman  Gray,  1946       1946  1951  Car 

Whaley,  James  Davant,  U,  420  N.  Center  Street,  Hickory;  Med.  Coll.  of  S.  C,  1925  1927  1936 

White,  Jesse  Alexander,  Jr.,  GP,  Box  430,  Newton;  Bowman  Gray,  1959        1959  1964 

Williams,  ThDmas  Richard,  Jr.,  GP,  423  N.  Center  Street,  Hickory;  Univ.  of  Md.,  1943    .  1943  1947  Cra 

Young,  Joseph  Alexander,  GP,  222   West  A   Street,  Newton;  Cro 

Med.  Coll.  of  S.  C,  1938   1938  1945  Dm 

U 
CHATHAM  COUNTY  SOCIETYi"  ^^ 

OFFICERS— President:  Dugan,  Michael  J.,  (Biog.  below),  Siler  City  Fal 

Secretary:  Jacques,  R.  S.,   (Biog.  below),  Pittsboro  Hai 

Anderson,  Walter  Thomas,  GP  &  S,  601  Sandford  Rd.,  Pittsboro;  Johns  Hopkins,  1917  1958  1959 

Bverly,  Claude  Henrv,  GP.  107  S.  Chatham  Ave.,  Siler  City;  Temple,  1943  1948  1948 

Dugan,  Michael  Joseph,  GP,  Box  628,  Siler  City;  Ind.  Univ.  Med.  Sch.,  1954  1957  1958 

tEarle,  Jesse  Burns,  GP,  128  S.  Chatham  Ave.,  Siler  City;  Med.  Coll.  of  Va.,  1935  1935  1938 

Gibson,  Mack  Wilson,  GP,  P.  O.  Box  738,  Gildston;  Med.  Coll  of  Va.,  1925 1925  1947 

Jacques,  Robert  Samuel,  GP,  Mathiesen  Clinic,  Pittsboro;  Coll.  of  Med.  Evang.,  1953  1954  1955  Ho 

Mathiesen,  Kenneth  Marlin,  GP,  Box  715,  Pittsboro;  Coll.  of  Med.  Evang.,  1937  ..  1938  1939  w 

Northington,  James  Lee,  S,  516  W.  Fourth  St.,  Siler  City;  Med.  Coll.  of  Va.,  1951         ..  1960  1961  W 

Parker,  Earl  Wingate,  GP,  316  S.  3rd  Ave.,  Siler  City;  Bowman  Gray,  1957  1957  1961  W 

Patman    William  Louis.  (Life>,  S.  404  N.  Hollv  Ave.,  Siler  City;  Harvard.  1921  1923  1926 

Pleasants,  George  D.,  GP,  301  East  Raleigh  St.,  Siler  City;  Med.  Coll.  of  Va.,  1942  ...  1942  1945 

White    Franklin  Delano,  GP,  Box  628,   Siler  City;   UNC,   1959     1959  1961  fe: 

Wrenn,   Grover  Cleveland,  OALR,  404  N.  Holly  Ave.,  Siler  City;   Med.  ColL  of  S.  C,  }v 

1937     1937  1939  La: 

CHEROKEE   COUNTY   SOCIETY^"  Sla 

OFFICERS— President:   Blalock,   Floyd  E.,   (Biog.  below),  Andrews  jlc 

Secretary:   Stephens,  James   E.,    (Biog.   below).   Robbinsville  % 

Blalock,  Floyd  Eston.  Jr.,  GP,  Rodda-Van  Gorder  Clinic,  Andrews;  Univ.  of  Tenn.,  1951 

Hill.  Paul  Edward,  GP,  Box  576,  Murphy;   Duke,  1954  

Hoover,  William  Alonzo,  S.  Box  158,  Murphy;  Univ.  of  Md.,  1933  

Miller,  Harry,  GP,  Box  67,  Pine  Bluff;   Emory,  1934  

Rodda,  John  Sydney,  S,  Rodda-Van  Gorder  Clinic,  Andrews;  Univ.  of  Oregon,  1940  .. 
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Size,  George  Franklin,  GP,  P.  0.  Box  236,  Murphy;  Univ.  of  Tenn.,  1950  

Stephens,  James  Edward,  GP,  Box  38,  Robbinsville;  Med.  Coll.  of  Va.,  1960  

Taylor,  Frank  Victor,  (Life),  OALR,  Murphy  General  Hosp.,  Inc.,  Murphy; 

N.  C.   Med.  Coll.,   1915   

Van  Gorder,  Charles  Oscar,  S,  Rodda-Van  Gorder  Clinic,  Andrews; 

Univ.  of  Tenn.,  1939   

Wells,  Helen  Lewis,  GP,  Peachtree  St.,  Murphy;  Bo\vman  Gray,  1946 

Whitfield,  Bryan  Watkins,  GP,  Murphy  General  Hosp.,  Murphy;  Tulane,  1920    

CHOWAN-PERQUIMANS  COUNTIES  SOCIETY21 
OFFICERS — President:  Bond,  Edward  G.,   (Biog:.  below),  Edenton 
Secretary:  Wright,  David  O.,   (Biog-.  below),  Edenton 

Bond,  Edward  Griffith,  I,  Chowan  Medical  Center,  Edenton;  Univ.  of  Va.,  1948 1948  1956 

Brinn,  Thomas  Preston,   (Life),   GP,   118  W.  Market   Street,  Hertford; 

Univ.  of  Penn.,  1923  

Hardin,  Richard  Henrv,  GP,  Chowan  Medical  Center,  Edenton;  Bowman  Gray,  1946     .. 

Boston,  Robert  Lewis,' P.  O.  Box  68,  Winfall;  Duke,  1957 

Powell,  Jesse  Averette,  (Life),  Ret.,  GP,  Edenton;  Coll.  of  P.  &  S.,  Baltimore,  1907     ... 
Vaughan,  Roland  Harris,  GP,  Chowan  Med.  Center,  Edenton;  Univ.  of  Va.,  1935 
Walker   Archie  DuVall,  Jr.,  GP,  Citizens  Bank  Bldg.,  Edenton;  Univ.  of  N.  C,  1954    . 

Ward,  Ivie  Alphonso,  (Life),  OALR,  Box  315,  Hertford;  Univ.  of  N.  C,  1907     

Williams,  Leonidas  Polk,  (Life),  GP,  108  E.  King  St.,  Edenton;  N.  Y.  Univ.,  1918 
Williams,  Leonidas  Polk.  Jr.,  S,  Chowan  Med.  Center,  Edenton;  Bowman  Gray,  1957... 
Wright,  David  Orlo,  GP,  Chowan  Medical  Center,  Edenton;  Bowman  Gray,  1958  

CLAY— SEE  MACON-CLAY 
CLEVELAND   COUNTY  SOCIETY^--' 
OFFICERS— President:  McMurray,  C.  M.,  (Biog.  below),  Shelby 
Secretary:  Burrus,  James  H.,  (Biog.  below),  Shelby 
Adams,  Charles  Hubert,  GP,  103  Watterson  St.,  Kings  Mountain;  Univ.  of  Va.,  1958  ....  1959  1959 

Anthony,  James  Edward,  (Life),  GP,  137  West  Mountain  Street,  Kings  Mountain; 

Univ.  of  Tenn.,  1911   

Barrier,  Cecil  L.,  GP,  Route  3,  Lawndale;  Univ.  of  N.  C,  1955  

Beesley,  Joseph  Ralph,  P,  101  Brookhill  Rd..  Shelby;  McGill,  1951   

Bliss,  Forrest  Edgar,  GP,  Box  248,  La\\Tidale;  Coll.  of  Med.  Evangelists,  1933  

Bowles,  Richard  Morgan,  Pd,  101   Grover  St..  Shelby;  Duke,  1952  

Bowling,  Richard   Franklin,   S,  Box  181,  Shelby;  Bowman   Gray,   1953     

Bridges,  Dwight  Thomas,  (Life),  GP,  Box  #8,  Lattimore:  Emory  University,  1926    

Burrus  James  Henry,  ObG,  421  W.  Marion  St.,  Shelby;  UNC,  1957  

Carter,  Numa  Richardson,  Jr.,  GP,  Huxley  Village,  Shelby;  Bowman  Gray,  1950  

Cloninger,  Rowell  Connor,  S,  Shelbv  Med.  Center,  Shelby;  Univ.  of  Md.,  1944  

Collins,  Warren  James,  ObG,  105  Grover  St.,  Shelby;  Duke  Univ..  1948  

Crawley,  Sam  Jones,  Jr.,  GP,  Box  38,  Boiling  Springs;  Boumian  Gray,  1951  

Crow,  John  Buren,  GP,  Box  25,  Earl;  Bowman  Gray,  1948 

Durham,  Thomas  Garrison,  GP,  Box  832,  Kings  Mountain;  Med.  Coll.  of  S.  C,  1958    

Eaker,  Ralph  Gerald,  U,  Box  21,  Shelbv;  Duke,  1945  

Evans,  Otis  Druell,  Jr.,  ObG,  105  Grover  St.,  Shelby;  Univ.  of  Md.,  1951   

Falls,  Fred,  GP,  809  N.  Lafayette  St.,  Shelbv;  Tulane,  1930  

Hamrick,  John  Carl,  S,  Box  28,  Shelby;  Univ.  of  Md.,  1935  

Harbison,  John  William,  (Life),  S,  911  N.  Washington  St.,  Shelby; 

Johns    Hopkins,    1919    

Harris,  Thomas  Reginald,  GP,  Royster  Mem.  Hosp.,  Boiling  Springs; 

Univ.  of  Tenn.,  1955     

Hendricks,  Paul  Eugene,  GP,  Box  832,  Kings  Mountain;  Bo-wman  Gray,  1946 

Hunter,  John  B.,  S,  616  E.  Marion  Street.  Shelbv;  Bellevue  Hosp.  Med.  Coll.,  1928      ... 

Jervey,  William  St.  Julien,  R,  Cleveland  Mem.  Hosp.,  Shelbv;  Temple,  1939  

Johnson,  Julius  Doar,  OALR,  314  S.  Washington  St.,  Shelby;  Univ.  of  Ga.,  1924      

Johnson,  Livingston,  I,  404  W.  Warren  St.,  Shelby;   Bowman  Gray,  1951  -. 

Jones,  Craig  Strickle,  S,  210  Grover  St.,  Shelby;  Indiana  Univ.,  1936  .. 

Jones,  Robert  Spurgeon,  GP,  222  W.  Warren  St..  Shelbv;  Univ.  of  N.  C,  1954 
Kendall,  Benjamin  Horton,  C.  Shelbv  Medical  Center,  Shelby;  Univ.  of  Md.,  1929 
King   Edward  Sandling,  Pd  &  Bact.  314  S.  Washington  Street,  Shelbv;  Jefferson.  1927 

Lamplev,  Charles  Gordon,  ObG.  P.  0.  Box  64,  Shelbv;  Bowman  Gray,  1946     

tLattimore,  Everett  Beam,   (Life),  GP,  Box  217,  Shelbv;   Bellevue  Med.  Coll.,  1897  .... 

Mavbin,  Richard  M.,  GP,  Box  428,  Lawndale;  Med.  Coll.  of  S.  C,  1946  

McGill,  John  Charles,  GP,  Box  392,  Kings  Mountain;  Vanderbilt,  1946 

McMurray,  Clarence  McCain,  I,  404  W.  Warren  St.,  Shelby;  Bowman  Gray,  1946      

McMurry,  Avery  Willis,  S,  203  Lee  St.,   Shelby;  Jefferson,   1945 

Mitchell,  Zack  Perry.  (Life),  PH,  315  Grover  St.,  Shelby;  Med.  Coll.  of  Va.,  1920      

Moore,  D.  Forrest    (Life),  ObG,  P.  0.  Box  136,  Shelbv;  Jefferson,  1925      

Padgett,  Charles  King,  ObG  &  GP,  809  N.  Lafayette,  Shelby;  Jefferson,  1930        

Padgett,  Philip  Grover,  GP,  103  West  King  St.,  Kings  Mountain;  Tulane,  1935  
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Parker,  Shepherd  Falkener,  GP,  21/2  E.  Warren  St.,  Shelbv;  Med.  Coll.  of  Va.,  1929 
Plonk,  George  Webb,  S,  7C6  W.  King  St.,  Kings  Mountain;  Jefferson  Med.  Coll.,  1944 

Sarazen,  Paul  Mark,  Jr.,  Pd.  101  Grover  St.,  Shelbv;   Duke,  1948     

Shaoklett,  Robert  Samuel,  Path,  Cleveland  Mem.  Hosp.,  Shelbv;   U.  of  Tenn.,  1955 
fSherrill,  Herbert  Rankin.  (Life),  I,  Med.  Center,  Shelbv;   Univ.  of  Tenn.,  1926 
Sincox,  Francis  John,  Jr.,  GP,  Box  392,  Kings  Mountain;   Emorv,  1958 
Walker,  Joseph  Edwards,  GP,  Edwards  Clinic,  Lawndale;   Duke^  1960 
Washburn,  Harrill  Gene,  GP,  Box  308,  Boiling  Springs;   Bowman   Gray,  1958 

Washburn,  Willard  Wyan,  GP,  P.  0.  Box  248,  Boiling  Springs;  Jefferson,  1943  

Yeomans,  Merrill  Brooks,  GP,  2C5  Lee  St.,  Shelby;  Univ.  of  Minn.,  1951  

COLUMBUS   COUNTY    SOCIETY-^-t 
OFFICERS— President:  Hoskins,  Wm.  H.,  (Biog.  below),  Whiteville 
Secretary:  Bunn,  David  G.,  (Biog.  below),  Whiteville 

Baldwin,  William  Edwin,  Jr.,  GP,  Baldwin  Woods,  S.W.,  Whiteville;  Duke,  1942  

Barefoot,   William   Fredrick.  S,  7  N.  Thompson  Street.  Whiteville;   Tulane,  1934   

Black,  John  Riley,  Jr.,  PH,  Box  786,  Whiteville;   Duke,  1938 

Bullock,  Thurman  Monroe,  Jr.,  GP,  722  N.  Brown  St.,  Chadbourn;  Bowman  Gray,  1961 

Bunn,  David  Glenn,  Gl',  E.  Main  St.,  Whiteville;  Univ.  of  Md.,  1947 

Carroll,  Murray,  GP,  722  N.  Brown  St.,  Chadbourn;  Bowman  Gray,  1955  

Cernugel,  Albert  Peter,  417  College  St.,  Jacksonville;   Med.  Coll.  of  S.  C,  1957       

Cox,  George  Franklin,  Jr.,  GP.  Box  67,  Fair  Bluff;   Med.  Coll.  of  S.  C,  1958  

Dawson,  James  Nelson,  GP  &  Ind,  P.  0.  Box  68,  Riegelwood;  Med.  Coll.  of  Va.,  1932... 
Floyd,  Anderson  Gayle,  GP,  695  S.  Madison  St.,  Whiteville;  Med.  Coll.  of  S.  C,  1937    . 
Floyd,  Lawrence  Dowe,  (Life),  GP,  Fair  Bluff;  N.  C.   Med.  Coll.,  1911 
Greene,  William  Alexander,  GP,  104  E.  Commerce  St.,  Whiteville; 

Northwestern   Univ.,    1934     

Hnskins,  William  Hume.  I.  Etist  Main  Street,  Whiteville;  Med.  Coll.  of  Va.,  1931 
Johnson,  Floyd,  (Life),  Ret.,  PH,  201   Pinknev  St.,  Whiteville;  Memphis  H.  M.  C,  1903 
Sadler,  Ralph  Calvert,  (L'fe),  GP,  615  S.  Madison  St.,  Whiteville;  N.  C.  Med.  Coll.,  1912 
Simpson,  Charles  Frederick,  GP,  P.  0.  Box  193,  Tabor  Citv;  Washington  Univ.,  1953 

Stout,  William  Allen,  GP,  4th  St.,  Tabor  City;  Bowman  Gray.  1961    

Walters,  Hezekiah  Grover,  S.  711  N.  Thompson  St.,  Whiteville;   Univ.  of  Md.,  1948   ... 

Walton,  George  Britain,  Jr.,  R,  Box  345,  Chadbourn;   Duke,  1956  

Wideman,  J;\mes  Warren,  S,  707  N.  Thompson  St.,  Whiteville;  Med    Coll.  of  S.  C,  1947 
Williamson,  Rossie  Marshall,  GP,  23  W.  5th  St.,  Tabor  City;  Univ.  of  Penn.,  1937 
Wyche,  Joseph  Thomas,  GP,  015  S.  Madison  St.,  Whiteville;  Univ.  of  Penn.,  1941  

CRAVEN-PAMLICO  COUNTIES   SOCIETY^s 
OFFICERS—Presidenf:  Millns,  D.  T.,  (Biog.  below),  New  Bern 

Secretary:  Richardson,  E.  C,  (Biog.  below).  New  Bern 

Aiken,  Hovey  Eugene,  Pd,  707  Prof.  Dr.,  New  Bern;   Med.  Coll.  of  S.  C,  1956  

Ashford,  Charles  Hall.  S.  603  Pollock  Street,  New  Bern;  Johns   Hopkins,   1927      .     .. 

Baggett,  John  R.,  L  709  Professional  Dr.,  New  Bern;  Univ.  of  N.  C,  1956  

Barden,  Graham  Arthur,  Jr.,   Pd,  707  Professional  Dr..   New  Bern;   Duke,  1944  

fBarefoot,  Julius  J.,  GP,  406  Broad  Street,  New  Bern;  George  Washington  Univ.,  1950 
Barefoot.  Verna  Young,  GP,  406  Broad  St..  New  Bern;  Geo.  Wash.,  1951 

Bell,  William  Harrison,  Jr.,  R.  P.  O.  Box  1580,  New  Bern;  Cornell,  1946  

Blackerby,  James  Nicholas,  S.  1402  Rhem  Ave.,  New  Bern;   U.  of  Louis.,  1956    

Davidson,  Alan,  OALR,  P.  O.  Box  1313,  New  Bern;  Univ.  of  Vermont,  1943  

Disosway,  Lula  M.,  Ob(;.  Good  Shepherd  Hospital,  New  Bern;  Woman's  Med.  Coll.,  1925 
Duffy,  Charles,  1.  607  Pollock  Street,  New  Bern;  Jefferson,  1930 

Erdman.  Lawrence  Huntington,  S,  1402  Rhem  Ave.,  New  Bern;  Columbia  Univ.,  1946    . 
Grady.  Franklm  McLean.  GP.  Clark  Bldg.,  New  Bern;   S\Tacuse  Univ.,  1932 
Hammond,  Alfred  Franklin.  Jr.,  GP,  507  Pollock  Street,"  New  Bern;  Jefferson.  1934    . 

Hardin.  Eugene  D.,  PH,  P.  0.  Box  1598,  New  Bern;  Tulane,  1917         

Hollister,  William,  GP  &  S,  P.  O.  Box  1107,  New  Bern;  Univ.  of  Md.,  1922  

Holmes,  Robert   P.,  L  709  Professional   Drive,   New   Bern;   UNC,   1956  

Houghton,  Raymond  Curtis,  ObG.  323  Flee  St..  New  Bern;  Med.  Coll.  of  Va.,  1952 

Hudson.  Richard  Woodard,  GP,  Bayboro;   UNC,  1961  

King,  Francis  Parker,  L  707  Prof.  Dr.,  New  Bern;  Harvard,  1946     

Lippit,  Devereaux  Haigh,  Path,  Craven  Co.  Hosp.,  New  Bern;   Harvard,  1947 

Little,  Henry  Reece,  Jr.,  GP.  507  Pollock  Street.  New  Bern;  Med.  Coll.  of  Va..  1951  ... 

Little.  Suzanne  Brown.  I,  507  Pollock  Street,  New  Bern;  Med.  Coll.  of  Va.,  1949      

McCotter,  St.  Elmo,  GP,  Bayboro;  P.  &  S.,  1908  

McNeill,  Mary  Davis,  Pd,  Masonic  Bldg.,  Havelock;   La.  U.,  1956   

Millns,  Dale  Thomas,  U,  507  Pollock  St.,  New  Bern;  Western  Reserve  Univ.,  1946  

Patterson.  F.  M.  Simmons.  S.  1402  Rhem  Ave.,  New  Bern;  Univ.  of  Penn.,  1939     

Peoples,  James  Hansel,  Pd,  New  Bern  Doctors  Bldg.,  New  Bern;  Tenn.  U.,  1959  

Petrov,  Nikolaj,  Anes,  Craven  Co.  Hosp.,  New  Bern;   Masaryk  U.,  1951         

Richardson.  Ernest  Christonher.  Jr..  ObG.  507  Pollock  St.,  New  Bern;  Jefferson,  1943   .. 
Rodler,  Dankwart  Eugen  Harald,  ObG,  New  Bern  Doctors  Bldg., 

New  Bern;   Christian  Albrecht,  Kiel,   Germany,  1947   1960  1961 
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ROSTER  OF  MEMBERS 


Name   and   Address 


Stockton,  Irving  Richard,  GP,  P.  O.  Box  1028,  New  Bern;  N.  Y.  Coll.  of  Med.,  1955 
Warren,  Joseph  Benjamin,  GP,  Box  1465,  New  Bern;  Duke,  1951 
Willis,  William  Henry,  Jr.,  GP,   Elks  Temple   Bldg.,   New  Bern; 

Med.    Coll.    of   Va.,    1939    
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1956 
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CUMBERLAND  COUNTY   SOCIETY^''' 
OFFICERS— President:  Campbell,  Paul  C,   (Biog.  below),  Fayetteville 

Secretary:   McDaniel,  Jack,  Fayetteville 
Allgood,  Reece  Alexander,   (Life),  GP,  707  W.  Main  St.,  Pickens,  S.  C; 

Univ.  of  Md.  &  Coll.  of  P.  &  S.,  Baltimore,  1912  

Baggett,  Joseph  Woodrow,  ObG,  911  Hav  Street,  Favetteville;  Univ.  of  Md.,  1945 

Baluss,  John  William,  Jr.,  Or,  907  Hay  St.,  Fayetteville;  U.  of  Mich.,  1940  

Barry,  William,  GP,  1643  Owen  Drive,  Favetteville;  UNC.  1956 

Batten,  Hubert  E.,  R,  Cape  Fear  Valley  Hosp.,  Fayetteville;  Med.  Coll.  of  Va.,  1951  ... 

Breeden,  William  Henrv,  Pd,  1606  Morganton  Rd.,  Fayetteville; 

Med.   Coll.   of   S.  C.,  1938    

Bundy,  James  B.,  S,  1677  Owen  Drive,  Favetteville;  Northwestern  Univ.,  1944  

Butler,  Carey  Jones,  ALR,  516  Owen  Dr., "Fayetteville;   Med.  Coll.  of  Va.,  1952   

Campbell,  Frank  Highsmith,  S,  Highsmith  Hospital,  Fayetteville;  Duke,  1946  

Campbell,  Paul  C,  Jr.,  D,  907  Hav  St.,  Fayetteville;  Univ.  of  Buffalo.  1936 

Cogdell,  David  Melvin,  ObG,  911  Hay  Street,  Favetteville;  Med.  Coll.  of  Va.,  1938     

Cook,  William  Eugene,  I  &  Pul,  Veterans  Hospital,  Fayetteville;  Wash.  Univ.,  1930  .... 

Currie,  Daniel  Smith,  Jr.,  OALR,  111  Bradford  Ave.,  Favetteville;  Jefferson,  1936  

Currie,  Daniel  Smith,  Sr.,  (Life),  GP,  Box  108,  Parkton;  N.  C.  Med.  Colk,  1906         

Daniel,  Crowell  T.,  ObG,  1641  Owen  Drive,  Fayetteville;  Med.  Coll.  of  Va.,  1948  

Drake,  David  E.,  GP,  907  Hay  St.,  Favetteville;  Duke,  1951 

Elfmon,  Samuel  Leon,  I,  225  Green  Street,  Fayetteville;   Med.  Coll.  of  Va.,  1935  

Farmer,  William  Anderson,  S,  1617  Owen  Dr.,  Fayetteville;  Vanderbilt  Univ.,  1930  .... 
Fisher,  George  Walton,  Jr.,  Oph,  1629  Owen  Dr.,  Favetteville;  Bowman  Grav,  1943  .... 

Fleishman,  Malcolm,  I,  2712  Fort  Bragg  Rd.,  Fayetteville;  Univ.  of  N.  C,  1954  

Foster,  Malcolm  Tennyson,  PH,  515  Person  St.,  Fayetteville;  Emory,  1927  

Garber,  Edgar  Clyde,  Jr.,  ObG,  1641  Owen  Drive,  Favetteville; 

Med.  Coll.  of  Va.,  1944  

Gardner,  Francis  Sidney,  Jr.,  ObG,  911  Hay  St.,  Fayetteville;  Univ.  of  Md.,  1951    

Gilmer,  W.  Scott,  Path,  Cape  Fear  Valley  Hosp.,  Fayetteville;  Univ.  of  Va.,  1945  

Godwin,  Harold  Lacy.  I,  206  Park  Street,  Favetteville;  Harvard,  1947    

Haines,  I.  C,  Or,  1669  Owen  Dr.,  Favetteville;  Univ.  of  Va.,  1943  

Hall,  James  Samuel,  Pd,  1609  Owen  Drive,  Fayetteville;  Duke,  1957   

Hall,  William  Bruce,  Jr.,  S,  520  Owen  Drive,  Fayetteville;  Med.  Coll.  of  Va.,  1954  

Hardison,  Lewis  B.,  GP,  Box  4385,  Fayetteville;   Bowman  Grav,  1952  

Harry,  John  McKamie,  S,  107  Bradford  Ave.,  Fayetteville;  Med.  Coll.  of  Va.,  1934  .... 
Highsmith,  Wm.  Cochran,  I,  107  Bradford  Ave.,  Fayetteville; 

Univ.  of  Cincinnati,  1931 

Hurdle,  Thomas  Grav,  U.  903  Hav  St.,  Favetteville;  Med.  Coll.  of  Va..  1945  

Johnsen,  Lynn,  T,  820  C   Elm   St.,   Favetteville;   Univ.  of  Wis.,   1943   

Jordan,  John  Alfred,  Jr.,  S,  907  Hay  St.,  Fayetteville;  Jefferson,  1946  

Jordan,  Weldon  Huske,  I,  114  Broadfoot  Avenue,  Fayetteville;  Harvard,  1947  

Kelly,  Richard  Sterling,  Jr.,  Pd.  1606  Morganton  Rd.",  Fayetteville;  Jefferson.  1945 
King,  Robert  Wilson,  I,  Highsmith  Hosp.  Bldg.,  Fayetteville;  George  Wash.  Univ.,  1942 
Langdon,  Benjamin  Bruce.   U.  903  Hay  St.,   Fayetteville;  Jefferson,  1938 
Leach,,  William  Bernard,  Path,  Cape  Fear  Valley  Hosp.,  Favetteville; 

U.   of  Manitoba,  1944  "  

Levi,  George  Albert,  Oph,  Box  3364,  Fayetteville;  Univ.  of  S.  C,  1950  

McFayden,  Oscar  Lee,  Jr.,  I.  123  Anderson  Street,  Fayetteville:  Duke,  1940      

McLean,  James  Wilton,  I.  119  Mason  Street,  Favetteville;  N.  Y.  Univ.,  1943    

Miller,  Horace  William,  Jr.,  I,  907  Hav  St.,  Favetteville;   Bo^^■Tnan  Grav.  1951      

Monroe,  Daniel  Geddie,  GP  &  Pul,  518  Owen  Dr.,  Fayetteville;  Jefferson,  1939   

Morrison,  Robert  Holcombe,  ObG.   1641   Owen   Drive,   Favetteville;   Univ.  of  Va.,  1944 
Owen,  Duncan  Shaw,  I,  1920  Ft.  Bragg  Rd.,  Fayetteville";  Univ.  of  Md..  1930 
Pantelakos,  Constantine  George,  Otol.  2704  Fori;  Bragg  Rd.,  Favetteville;  Duke,  1957 

fParker,  Wade  Thomas,  S,  Box  3363,  Fayetteville;  Med.  Coll.  of  S.  C,  1928  

Pittman,  William  Austin,  OALR,  446  Hav  Street,  Fayetteville;  Temple,  1932       

Powell,  William  C,  Pd,  1606  Morganton  Rd.,  Favetteville;  Bownnan   Gray.  1952   

Robertson,  John  Newton,  (Life),  OALR,  Box  30,  Fayetteville; 

Med.  Coll.   of  Va.,  1923     

Shaw,  John  Alexander,  (Life),  Pd,  1606  Morganton  Rd.,  Fayetteville; 

Univ.    of   Penn.,    1923  

Siewers,  Christian  Fogle,  Or,  1669   Owen   Drive,  Favetteville;   Med.  Coll.   of  Va..  1944 
Snipes,   Richard   Dean,  Ob.  911   Hay   St..   Favetteville;   Duke,   1942 

Stewart,  Albert,  Jr.,  I,  114  Broadfoot  Ave.,  Favetteville;  Wash.  Univ.,  1944        

Verdery,  William  Carey,  (Life),  Pd,  Box  3356,  Favetteville;  Univ.  of  Ga.,  1915  

Willis,  Robert  Frederick.  GP,  Box  218,  Hope  Mills;   Med.  Coll.  of  Va.,  1951 
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Worden,  Neil  Ashton,  GP,  116  Rowan  St.,  Fayetteville;  Univ.  of  Louis.,  1951  

Wright,  Samuel  Martin,  Pd.  iri09  Owen  Drive,  Fayetteville;  Univ.  of  Penn.,  1946  

CURRITUCK— SEE    PASQUOTANK-CAMDEN- 
CURRITUCK-DARE 

DARE— SEE    PASQUOTANK-CAMDEN-CURRITUCK- 
DARE 

DAVIDSON  COUNTY  SOCIETY^i* 
OFFICERS— Pre.sident:  Andrew,  John  M.,  (Biog.  below),  Lexington 

Sec-retar.v:  Cranford,  Harold  D.,   (Biog.  below),  Lexington 

Alexander,  George  Thomas,  S,  400  Randolph  Street,  Thomasville;  Emory,  1922             ..  1933  1934 

Andrew,  John  Montgomery,  R,  .31-2    N.   Main  Street,  Lexington;  N.  Y.   Univ.,  1932  ....  1932  1934 

Bingham,  William  Louis,  GP,  400  E.  Center  Street,  Lexington;  Bowman  Gray,  1946     ..  1946  1949 

Blackley,  Roy  Jat-kson,  P.  John  Umstead  Hosp.,  Butner;  McGill  Univ.,  1953    1953  1954 

tBloek,  Milton  Edward,  GP,  522  S.  State  Street,  Lexington;  Tulane,  1933  1933  1937 

Cathell,  Edwin  Jennings,  S.  16  W.  First  Avenue.   Lexington;   Emory    1930    1930  1932 

Chambers,  Robert  Tillman,  I,  400  Randolph  St..  Thomasville;  Duke",  1958  1958  1960 

Covmgton,  Furman  Payne,  GP,  Box  869,  Thomasville;  Jefferson,  1939            1939  1946 

Cranford,  Harold  Davis,  Oph,  21  W.  Third  St.,  Lexington;   Duke,  1956            1956  1959 

Craven,  Jean  Davidson,  Pd,  19  W.  Third  Avenue,  Lexington;  Johns  Hopkins,  1930  1933  1935 

GilHam    Charles   Franklin,  GP,  400  Randolph   St.,  Thomasville;  Univ    of  Md.    1952  1952  1954 

Gobel,  William  Ken,  GP,  Box  08,  Denton;  Bowman  Gray,  1952  1952  1954 

Hankins,  Joseph  Banks,  ObG.  20  W.  Fifth  Avenue,  Lexington;   Bowman  Gray,  1943  ...  1943  1950 

Highsmith,  George   Perry,  I,   400  Randolph    St.,  Thomasville;   Bowman   Grav,"  1946       .  1946  1950 

Jones,  Edward  Lenoir,  GP,  400  Randolph  St.,  Thomasville;  Duke  Univ.    1955       1956  1958 

Lanier,  Verne  Clifton,  GP,  P.  O.  Box  68,  Welcome;  Med.  Coll.  of  Va.,  1937  1937  1939 

Leonard,  Jacob  Calvin.  Jr.,  OALR,  15  E.   Center  St.,   Lexington;  Jefferson,   1928  1928  1931 

Lohr,   Dermont,   Ret.,   PH.  Health   Center,   Lexington;   Jefferson,   1934   1934  1938 

Long,  Rowland  Veach,  I,  Welcome;   Bowman  Gray,   1946             1947  1948 

McDonald,  Robert  Lacy,  GP,  32  Trade  St.,  Thomasville;  Northwestern  Univ.,  1936  1937  1938 

Meade,  Forest  Chauncey,  S,  501   East  Center  Street,  Lexington;  Univ.  of  Md.,  1940  1947  1947 

Mock,  David  Carlton,  GP,  208-C  W.  Center  St..  Lexington;  Bowman  Gray,  1946  1946  1950 

Morgan,  Richard  Young,  I,  208-A  W.  Center  St.,  Lexington;  Med.  Coll.  of  Va.,  1947  ....  1953  1954 

Nichol,  Byron  Atlee,  I.  15  E.  Center  St.,  Lexington;  Univ.  of  Oregon,  1938  1961  1961 

Phillips.  Marvin  Worth.  GP,  602  Randolph  Street,  Thomasville;  Med.  Coll.  of  Va.,  1945  1945  1949 

Plyler,  Cranford  Oliver.  Jr.,  GP.  4'"0  Randolph  St.,  Thomasville;  Geo.  Wash.,  1953  1953  1954 

Redwine,  James   Daniel.  ObG,  Court  Square,  Lexington;   Emory.   1931  1931  1934 

Sharpe,  Charles  Ray,  (Life),  OALR,  23  W.  Second  Street,  Lexington;  Jefferson,   1914  1914  1917 

Smith,  David  Clarke,  I,  21  West  Third   Street.  Lexington;   Bowman  Gray,  1943  1944  1948 

Smith.   Foyell   Pennington,   Ob,  Carolina   and   Kildee,  Lexington; 

Wash.  Univ.,  St.   Louis,  1943                            ,.  1943  1945 

Smith,  J.  Alexander,  (Life),  Ret.,  S,  208  W.  Center  St.,  Lexington; 

N.   C.   Med.  Coll.,  1915  1915  1917 

Smith,  William   Gordon,  S,  17  Randolph   St.,  Thomasville;   UNO,  1957   1957  1963 

Smith,  William  Gordon,  Sr.,   (Life),  S,  17  Randolph  Street,  Thomasville;  Tulane,  1927  1927  1928 

Snider,   Bobby  Eugene,  GP,  202   West  Center  Street,  Lexington;  Bowman  Grav,  1953  1954  1954 

Strader,  Eugene  Ray,  GP.  901   E.  Center  St.,  Lexington;   Bowman   Grav,  1956  1956  1958 

Strader,  Hunter  Gordon,  Jr.,  GP,  901  E.  Center  St.,  Lexington;  Duke,  1958           1958  1963 

Team,  Robert  Alston,  GP.  314  E.  Center  St.,  Lexington;   Bowman  Gray,  1952          1952  1957 

Welborn,  James  Todd,  GP,  17  East  Second  Avenue,  Lexington;  Univ.  of  Md.,  1948  1948  1950 

York,  Shelley  Clyde,  Jr.,  S.  400  Randolph  St.,  Thomasville;  Univ.  of  Md.,  1951               ..  1952  1959 

DAVIE— SEE   ROWAN-DAVIE 

DUPLIN   COUNTY  SOCIETY-'" 
OFFICERS— President:   Gooding,  G.  V.,  Kenansville 

Secretary:   Rasmussen,   Glenn   S.,  (Biog.  below),  Kenansville 

Blair,  James  Seaborn,  Jr.,  GP,  400  E.  Main  St.,  Wallace;  Univ.  of  Md.,  1947  

Boyette,    Edward    Lee,  GP,   Chinquapin;    Bowman   Grav,   1954  

Ewers,  Edwin  Patterson,  GP,  105  East  Hill  Street,  Warsaw;  Med.  Coll.  of  Va.,  1935 

Hawes,  Charles  Forest,  GP,  Box  G,  Rose  Hill;  Northwestern.  1933  

Hundley,   Deane,  Jr.,  GP,  219   E.  Main   St..  Wallace;   Boston  Univ.,  1934   

Matthews,  George  P.,  GP,  Box  38,  Rose  Hill;  Temple,  1943    

tMatthews,  Otto  S.,  GP,  P.  0.  Box  26,  Warsaw;  Univ.  of  Md.,  1946  

Norris,  Francis  Loran,  GP,  P.  O.  Box  L,  Beulaville;  Univ.  of  Oklahoma,  1936  

Pope,  S.  A..  GP.  Beulaville;  Univ.  of  Penn.,  1935  ,  .  

Quinn,  Corbett  Latimer,  GP,  112-14  S.  R.  R.  St.,  Magnolia;  Univ.  of  Md.,  1953  

Rasmussen,  Glenn  Steen.  S,  Duplin  General  Hosp.,  Kenansville; 

Coll.   of    Med.   Evang.,    1950    

Redwine,  Oscar  Leo,  S,  Duplin  General  Hosp.,  Kenansville;  Coll.  of  Med.  Evang.,  1954 
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Name  and  Address 

Straughan,  John  William,  (Life),  GP,  501  E.  Hill  St.,  Warsaw;  Med.  Coll.  of  Va.,  1924 
Sutton,  William  Wayne,  GP,  400  E.  Main  St.,  Wallace;  UNO,  1959  

DURHAM-ORANGE  COUNTIES  SOCIETYS^ 
OFFICERS— President:  Reeves,  Robert  J.,   (Biog.   below),   Durham 
Secretary:  Estes,  E.  Harvey,   (Biog.  below),  Durham 

Abele,  Donald  Carlisle,  D,  UNC  Sch.  of  Med.,  Chapel  Hill;  Wash.  U.,  1957  

Abse,  David  Wilfred,  P,  Univ.  of  Va.,  Charlottesville,  Va.;   Nat'l  Univ.  of  Wales,  1938 

Ader,  Ottis  Ladeau,  PR,  300  E.  Main  St.,  Durham;  Univ.  of  Penn.,  1925    

Adkins,  Trogler  Francis,  ObG,  306  S.  Gregson  Street,  Durham;  Duke,  1936  

Alexander  Sydenham  B.,  I  &  Ed,  South  Bldg.,  Chapel  Hill;  Med.  Coll.  of  Va.,  1944  .... 

Allen,  James  Norman,  N,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  Harvard,  1949  

Alyea,  Edwin  Pascal,  U,  Duke  Hospital,  Durham;  Johns  Hopkins,  1923  

Anderson,  William  Banks,   (Life),  Oph,  Duke  Hosp.,  Durham;  Johns  Hopkins,  1924  .... 

Anderson,  William  Banks,  Jr.,  Oph,  Duke  Univ.,  Durham;  Harvard,  1956  

Anlyan,   William    George,    S,    Duke    Hosp..    Durham;    Yale,    1949    

Arena    Jay   Morris,  Pd,  1410  Duke  Univ.   Rd.,  Durham;   Duke,   1932   

Arnold,  John  Hampton,  Pd,  UNC,   Chapel  Hill;   Tulane,  1951   

Arnold,  Mary  Bertucio,  Pd,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  Univ.  of  Vermont,  1950  

Bailey,  Clarence  Almon,  Jr.,  Pd,  633  Starmont  Dr.,  Durham;  UNC,  1958  

Baker,  Lenox  Dial,  Sr.,  Or,  Duke  Univ.  Med.  Center,  Durham;  Duke,  1933  

Barnett,  Thomas  Buchanan,  I,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  Univ.  of  Rochester,  1949 

Barry,  William  Francis,  Jr.,  R,  Duke  Hosp.,  Durham;   Univ.  of  Penn.,  1946 

Bassett,  Frank  Houston,  III,  Or,  Duke  Univ.  Med.  Center.  Durham;  U.  of  Loxiis.,  1957 

Baum,  Ralph  Etheridge,  I,  212  W.  Main  St.,  Durham;  Duke,  1941   

Baylin,  George  Jay,  R,  Duke  Hospital,  Durham;  Duke,  1937       

Benson,  Walter  Russell,  Path,  Univ.  of  N.  C,  Chapel  Hill;  Duke  Univ.,  1944  

Berryhill,  Walter  Reece,  Ed,  Univ.  of  N.  C.  Med.  Sch.,  Chapel  Hill;  Harvard,  1927 

Blythe,  William  Brevard,  I,  N.  C.  Mem.  Hosp.,  Chapel  Hill;   Wash  Univ.,  1953  

Bogdonoff,  Morton  David,  I,  Duke  Hospital,  Durham;  Cornell,  1948  

Boone,  William  Waldo,  (Life),  GP,  308  Cleveland  St.,  Durham;  Jefferson,  1923   

Boswell,  John  Iverson,  Jr.,  P,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  U.  of  Va.,  1957  

Bourgeois-Gavardin,  Michel,  Anes,  Watts  Hosp.,  Durham;   Duke,  1955  

Bowles,  Francis  Norman,  (Life),  ObG,  Box  8676,  Durham; 

Med.   Coll.    of  Va.,    1924    

Boyarsky,  Saul,  U,  Duke  Univ.  Med.  Center,  Durham;  U.  of  Vt.,  1946  

Brashear,  H.  Robert,  Jr.,  Or,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  Univ.  of  Calif.,  1945 

Bream,  Charles  Anthony,  R,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  Temple,  1940  

Breslin,  Marianne  Sonnenbrodt,  P,  N.  C.  Memorial  Hosp.,  Chapel  Hill; 

Med.   Academy,    Dusseldorf,    Germany,  1946   

Bressler,  Bernard  P,  Duke  Univ.  Med.  Center,  Durham; 

Wash.   Univ.    Med.    Sch.,   1942     

Briggs,  Andrew  Gessner,  P,  John  Umstead  Hosp.,  Butner;  Univ.  of  Va.,  1956  

Brinkhous,  Kenneth  Merle,  Path,  UNC,  Box  1020,  Chapel  Hill;  Univ.  of  Iowa,  1932  .... 

Brown,  Ivan  Willard,  Jr.,  S,  Duke  Univ.  Med.  Center,  Durham;  Duke,  1940  

Bryan,  A.  Hughes,  PH,  School  of  Public  Health,  Chapel  Hill;  Harvard,  1931       

Bugg,  Everett  Irving,  Jr.,  Or.  Broad  &  Englewood,  Durham;  Johns  Hopkins,  1937 
fBullitt,  James  Bell,  (Life),  Ret.,  Path,  Med.  Bldg.,  Chapel  Hill;  Univ.  of  Va.,  1897.... 

Bunce,  Paul  Leslie,  U,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  Univ.  of  Chicago,  1942 

Burnett,  Charles  Hoyt,  I,  N.  C.  Memorial  Hosp.,  Chapel  Hill;  Univ.  of  Colo.,  1937 

Busse,  Ewald  Wm.,  P,  Duke  Univ.  Med.  Center,  Durham;  Wash.  Univ.,  1942  

Cadmus,  Robert  Randall,  Hosp  Ad,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  Columbia,  1940  .... 

Callaway,  Jasper  Lamar,  D,   Duke  Hospital,   Durham;   Duke,  1932   

Cameron,  Charles  Metz,  Jr.,  PH,  UNC  Sch.  of  PH,  Chapel  Hill;  Vanderbilt,  1948  

Carter,  Francis  Bayard,  ObG,  Duke  Hospital,  Durham;  Johns  Hopkins,  1925   

Carver,  Gordon  Malone,  Jr.,  S,  1202  Broad  St.,  Durham;  Duke,  1948  

Castle,  Robert  Foster,  Pd,  209  S.  Hillcrest  Rd.,  Chapel  Hill;  Western  Reserve,  1956.... 
Cavener,  Jessie  Lee,  Anes,  C.M.C.  Hosp.,  Anes.  Dept.,  Vellore,  N.  A.  Dist.,  S.  India; 

Okla.  Univ.,  1939  

Cekada,  Emil  Bogomir,  I,  Vet.  Admn.  Hosp.,  Columbia,  S.  C;  Johns  Hopkins,  1929  .... 

Chamberlin,  Harrie  Rogers,  Pd,  UNC  Sch.  of  Med.,  Chapel  Hill;  Harvard,  1945  

Cheek,  John  Merritt,  Jr.,  S,  1011  Broad  Street,  Durham;  Bowman  Gray,  1945       

Cherny,  Walter  Boris,  ObG,  Duke  Univ.  Med.  Center,  Durham;  McGill  Univ.,  1950  

Chipman,  Sidney  Shaw,  PH,  Sch.  of  PH,  Chapel  Hill;  McGill  Univ..  1928  

Clark,  Henry  Toole,  Jr.,  Ed,  Box  1370,  Chapel  Hill;  Univ.  of  Rochester,  1944  

Cleaver,  H.  DeHaven,  S,  1007  Broad  St.,  Durham;  Temple,  1944  

Clippinger,  Frank  Warren,  Jr.,  Or,  Duke  Hospital,  Durham;  Wash.  Univ.,  1952  

Clyde,  Wallace  Alexander,  Jr.,  Pd,  UNC  Sch.  of  Med.,  Chapel  Hill;  Vanderbilt,  1954  ... 
Cohen,  Sanford  Irwin,  P,  Duke  Univ.  Med.  Center,  Durham;  Chicago  Med.  Sch.,  1952 
Coker,  Robert  Ervin,  Jr.,  PH,  Univ.  of  N.  C,  Chapel  Hill;  Johns  Hopkins,  1940 

Coonrad,  Evelyn  Vail,  I,  1011  Broad  St.,  Durham;   Duke,  1948  

Coonrad,  Ralph  Woodward,  Or,  Broad  &  Englewood  Sts.,  Durham;  Duke,  1947  
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Cooper,  A.  Derwin,  I  &  Pul,  300  E.  Main  Street,  Durham; 

George  Wash.  Univ.,  1931 

CoppridKe,  Alton  James,  U,  923  Broad  Street,  Durham;  Univ.  of  Va.,  1953  

Craige,  Ernest,  C,   N.  C.  Memorial  Ho.  p..  Chapel  Hill;   Harvard,  1943   

Crane,  George  Levering,  I,  1200  Broad  St.,  Durham;  Cornell,  1940  

Crane,  George  Wm.,  Jr.,  D,  1200  Broad  St.,  Durham;  Northwe.stern  Univ.,  1945  

Creadick,  Robert  Nowell,   ObG.  Duke   Univ.   Med.  Center.   Durham;    Yale,   1937   

Cromartie,  William  James.  I.  UXC  Med.  Sch..  Chapel  Hill;  Emory  Univ.,  1937  

Curtis,  Thomas  Edwin,  P,  N.  C.  Memorial  Hosp.,  Chapel  Hill;  Duke.  1950 

Davidson,  James  Hubert,  I,  604  W.  Chapel  Hill  St..  Durham;  Univ.  of  Va.,  1945  

Davis,  David  A.,  Anes,  N.  C.  Memorial  Hospital,  Chapel  Hill;  Vanderbilt,  1941  

Davis,  James  Evans,  S,  1200  Broad  St.,  Durham;  Univ.  of  Penn.,  1943  

Davison,  Wilburt  Cornell,  (Life),  Ret.,  Pd,  Duke  Univ.  Med.  Center,  Durham; 

Johns    Hopkins,    1917  

Dees,  John  Essary,  \J,  Duke  Hospital,  Durham;   Univ.  of  Va.,  1933  

Dees,  Susan  Coons,  Pd,  Bo.x  2913,  Duke  Hospital.  Durham;  Johns  Hopkins,  1935 
Denny,  Floyd  Wolfe,  Jr.,  Pd,  UNC   Sch.  of  Med.,  Chapel  Hill;  Vanderbilt  U.,  1946  .. 
Dent,  Sara  Jamison,  Anes,  Duke  Univ.  Med.  Center,  Durham; 

Med.   Coll.   of   S.  C,   1945  

DeWalt,  Joseph  Leo,  L  Iris  Lane,  Chapel  Hill;  UNC,  1954  

Dick,  Macdonald,  1,  Box  3813,  Duke  Hospital,  Durham;  Johns  Hopkins,  1928  

Dovenmuehle,  Robert   H.,  P,  Duke   Hospital,   Durham;    St.  Louis  Univ.,   1948 
DowTiie,  Allan  Watson,  N,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  Univ.  of  Aberdeen,  1951     .. 
Dugger,  Gordon  Shelton,  NS,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  Johns  Hopkins,  1945 
Eagle,  Watt  Weems,  ALR,  Duke  Hospital,  Durham;  Johns  Hopkins,  1925 

Easley,  Eleanor  Beamer,  ObG,  1821   Green  St.,  Durham;   Duke  Univ.,  1934  

Easterling,  William  Ewart,  Jr.,  ObG,  UNC  Sch.  of  IMed.,  Chapel  Hill;  UNC,  1956  

Estes,  Edward  Harvey,  Jr.,  I,  Duke  Hospital,  Durham;   Emory,  1947  

Ewing,  John  Alexander,  PN,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  Edinburgh,  1946 

Farmer,  Thomas  Wohlsen,  N,  UNC  Med.  Sch.,  Chapel  Hill;  Harvard,  1941  

fFassett,  Burton  Watson,   (Life),  OALR,  505  Nat'l  Bank  Bldg.,  Durham; 

Baltimore   Med.  Coll.,  1898    

Ferguson,  George  Burton,  ALR,  1110  W.  Main  Street,  Durham;  Jefferson,  1932  

Fetter,  Bernard  F.,  Path,  Duke  Medical  Center,  Durham;  Duke,  1944  

Fields,   Leonard   Earl,  GE»,   137 V2   E.   Franklin  Street,  Chapel   Hill;   Univ.   of  Pa.,  1929 
Fischer,  Janet  Jordan,  I,  Memorial  Hospital,  Chapel  Hill;  Johns  Hopkins,  1948 
Fischer,  Newton  D.,  ALR,  N.  C.  Memorial  Hosp.,  Chapel  Hill;  Univ.  of  Texas,  1945 
Fleming,  Ralph  Gibson,  L  1200  Broad  Street,  Durham;  Univ.  of  Penn.,  1936 
Fleming,  William  LeRov,  Ed,  UNC  Sch.  of  Med..  Chapel  Hill;  Vanderbilt,  1932 
Flowers,  Charles  E.,  Jr.,  ObG.  N.  C.  Mem.  Hosp.,  Chapel  Hill;  Johns  Hopkins,  1944  .... 

Flovd,  Walter  Lawrence,  I  &  C,  Duke  Hosp.,  Durham;  Johns  Hopkins,  1954  

Forbus,  Wilev  Davis,  Path,  3309  Devon  Rd.,  Durham;  Johns  Hopkins,  1923   

Fordham,  Christopher  Columbus,  III,  1,  UNC  Med.  Sch.,  Chapel  Hill; 

Harvard,   1951  

Fowler,  John  A.,  P,  Duke  Univ.  Med.  Center,  Durham;  Bowman  Gray,  1946  

Fox,  Frances  Hill,  L  Box  1769,  Durham;  Univ.  of  Penn.,  1935  

Fox,  Herbert  Junius,  Ret.,  I,  P.  0.  Box  1769,  Durham;  Duke,  1935  

Freeman,  David  Franklin,  P,  Ashe  Place,  Chapel  Hill;  Bowman  Gray,  1951    

Fuller,  Corodon  Spaulding,  PH,  Box  191,  Chapel  Hill;  St.  Louis  U.,  1949  

FuUilove,  Rowland  Elder,  P,  1005  Lamond  Ave..  Chapel  Hill;   Univ.  of  Maryland,  1951 
Gardner,  Clarence  Ellsworth,  Jr.,  S,  Duke  Hospital,  Durham;  Johns  Hopkins,  1928   .... 

Garvin,  O.  David,  PH.  Old  Fort  Rd.,  Chapel  Hill;  Med.  Coll.  of  S.  C,  1932  

Georgiade,  Nicholas,  PI,  Duke  Univ.  Hospital,  Durham;   Duke,  1950     

Geratz,  Joachim  Dieter,  Path,  Dept.  of  Path.,  UNC,  Chapel  Hill; 

Johann-Wolfgang-Goethe-Universitat,    1953    

Glasson,  John,  Or,  306  S.  Gregson  Street,  Durham;  Cornell,  1943      

Glenn,  James  Francis,  U,  Duke  Univ.,  Durham;  Duke,  1953  

Golbv,  Mary  Alice  Blue,  L  904  Broad  St.,  Durham;  Geo.  Wash.,  1953  

Golby,  Robert  Louis.  CP,  Watts  Hosp.,  Durham;  UNC,  1955  

Goldner,  J.  Leonard,  Or,  Duke  Medical  Center,  Durham;  Univ.  of  Neb.,  1943  

Gore,  John  Pratt,  GP.  2842  Roxboro  Rd.,  Durham;   Duke  Univ..  1954  

Goree,  John  Ashley,  R,  Duke  Univ.  Med.  Center,  Durham;   Duke,  1955  

Gottschalk,  Carl  Wm.,  I,  N.  C.  Memorial  Hosp.,  Chapel  Hill;  Univ.  of  Va.,  1945    

Goudge,  Mabel  Ensworth,  (Life),  P,  464  W.  Main  St.,  Wolfville,  Nova  Scotia,  Canada; 

Ohio  State  Univ.,  1922 

Grace,  Eugene  Vernon,  GP,  Route  2,  Chapel  Hill;  U.  of  Mich.,  1956        

Graham,  John  Gorden,  Path  &  Ed,  UNC  Med.  Sch.,  Chapel   Hill;  Cornell,  1942  

Graham,  William  Alexander.  ObG,  620  Vickers  Avenue.  Durham;  Univ.  of  Penn..  1932 
Gregg,  Robert  Allen,  PMR,  Duke  Univ.  Med.  Center,  Durham;  Med.  Coll.  of  S.  C,  1948 

Grim,  Kenneth  Bovd,  Path,  Watts  Hosp.,  Durham;   Univ.  of  Va.,  1937  

Crimson,  Keith  Sanford,  S,  Duke  Hospital,  Durham;  Rush  Med.  Coll.,  1933     

Gunter.  June  U..  Path,  Watts  Hospital.  Durham;  Jefferson,  1936  

Hackel.  Donald  B.,  Path,  Duke  Univ.  Med.  Center,  Durham;  Harvard,  1946  
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Hall,  Kenneth  Daland,  Anes,  Duke  Univ.  Sch.   of  Med.,  Durham;   Duke,   1953 
Ilallberg-,  Rudolph  John,  P,  1004  Highland  Woods,  Chapel  Hill;  Mich.  U.  Med.  Sch.,  1954 

Ham,  Geoi-g-e  Caverno,  P,  203  Lennox  Bldg-.,  Chapel  Hill;  Univ.  of  Penn.,  1937  

tHamblen,  Edwin  Crowell,  Endoc  &  Gyn,  Duke  Hospital,  Durham;   Univ.  of  Va.,  1928 

Hansen-Pruss,  Oscar  Carl  Edward,  I,  Duke  Hosp.,  Durham;  Johns  Hopkins,  1924  

Hardee,  Walter  Person,  (Life),  CALK,  123  W.  Main  St.,  Durham;  Jefferson,  1912  

Hare,  Roy  Allen,  I,  731  Broad  St.,  Durham;  Bowman  Gray,  1945  

Harned,  Herbert  Spencer,  Jr.,  Pd,  N.  C.  Memorial  Hosp.,  Chapel  Hill;  Yale,  1945  

Harris,  Harold  Joseph,  P,  Duke  Univ.  Hosp.,  Durham;  Long  Island,  1949  

Harris,  Isaac  Emeron,  Jr.,  S  &  Pr,  1200  Broad  Street,  Durham;  Jefferson,  1933  

Harris,  Jerome  Sylvan,  Pd,   Duke   Hospital,   Durham;   Harvard,   1933   

Harris,  Lois  Thelma,  Path,  Watts  Hosp.,  Durham;   UNC,  1954  

Harris,  Tyndall  Peacock,  GP,  Infirmary,  Chapel  Hill;  Duke,  1950  

Hart,  Deryl,  S,  Duke  Univ.  Med.  Center,  Durham;  Johns  Hopkins,  1921 

Hathaway,  Joseph  Charles,  Jr.,  Path,  8E  Towne  House,  Chapel  Hill;  Univ.  of  Wash, 

1957      

Hawkins,  David  Rollo,  P,  N.  C.  Memorial  Hospital,  Chapel  Hill;  Rochester,  1946 

Hedgepeth,  Edward  McGowan,  I,  Drawer  1019,  Chapel  Hill;  Univ.  of  Penn.,  1931  

Hein,  Peter  Leo,  Jr.,  P,  Duke  Univ.  Med.  Center,  Durham;  Georgetown,  1955   

Hendrix,  James  Paisley,  I,  Box  3408,  Duke  Hospital,  Durham;   Univ.  of  Penn.,  1930... 

Herion,  John   Carroll,   I,  N.  C.  Memorial  Hosp.,  Chapel  Hill;   Harvard,   1953  

Herring,  William  Benjamin,  I,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  Bowman  Gray,  1953  

Heynian,  Albert,  N,  Duke   Hosp.,   Durham;   Univ.  of  Md.,  1940      

Hijmans,  Jacqueline  Cato,  GE,  N.  C.  Memorial  Hosp.,  Chapel  Hill; 

State   Univ.,   Leyden,  Holland,  1949   

Hobart,  Seth  Guilford,  Jr.,  ALR,  1200  Broad  St.,  Durham;  Univ.  of  Va.,  1950 

Hohman,  Leslie  Benjamin,  PN,  Duke  Univ.  Med.  Center,  Durham; 

Johns    Hopkins,    1917     

Hollander,  Walter,  Jr.,  I,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  Harvard,   1950    

Hollandsworth,  Luther  Clarence,  Anes,  Sherwood  Forest,  Chapel  Hill;  Bowman  Gray, 

1951        

Hudson,  William  Rucker,  ALR,  Duke  Univ.  Med.  Center,  Durham;  Bowman  Gray,  1951 

Huffines,  William  Davis,  Path,  P.  0.  Box  1020,  Chapel  Hill;  UNC,  1955     

Hughes,  Jack,  U,  923  Broad  Street,  Durham;   Univ.  of  Penn.,  1943   

Humphries,  Charles  Oliver,  I,  923  Broad  Street,  Durham;   Cornell  Univ.,  1944  

Huntley,  Robert  Ross,  I,  N.  C.  Memorial  Hosp.,  Chapel  Hill;  Bowman  Gray,  1951  

Izlar,  Henry  Leroy,  Jr.,  I,  306  S.  Gregson  St.,  Durham;   Duke,  1948  

Johnson,  George,  Jr.,  S,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  Cornell,  1952  

Johnston,  Charles  L.,  Jr.,  Phy,  Box  1020,  Chapel  Hill;  Univ.  of  Penn.,  1953  

Jones,  James  David,  P,  1300  Oakland  Ave.,  Durham;  Duke,  1954         

Jones,  J.  Kempton,  GP,  1001  S.  Hamilton  Rd.,  Chapel  Hill;  Duke,  1946         

Jones,  Thomas  Thweatt,  GP,  904  Broad  St.,  Durham;  Johns  Hopkins,  1932 

Joyner,  William   Stafford,  GP,  1001   S.   Hamilton  Rd.,  Chapel  Hill;   Harvard,   1952    ... 

Kane,  Francis  Joseph,  Jr.,  P,  N.  C.  Memorial   Hosp.,  Chapel  Hill;  N.  Y.,   1953   

Kapoor,  Shankar  Nath,   Or,  306   S.  Gregson  St.,   Durham; 

King  George's  Med.  Coll.,  Lucknow,  India,  1953  

Keeler,  Martin  Harvey,  P,  N.  C.  Memorial  Hosp.,  Chapel  Hill;  N.  Y.  Med.  Coll.,  1953  ... 

Kempner,  Walter,  1,  Duke  Hospital,  Durham;  Univ.  of  Heidelberg,  1926  

Kerby,  Grace  P.,  I,  Duke  Hospital,  Durham;  Duke,  1946  

Kerns,  Thomas  Cleveland,  Jr.,  Oph,  1110  W.  Main  Street,  Durham;  Duke,  1950  

Kerns,  Thomas  Cleveland,  Sr.,  (Life),  ALR,  1110  W.  Main  Street,  Durham; 

Univ.    of    Penn.,   1911    

Kiffney,  Gustin  Thomas,  Jr.,  Oph,  N.  C.  Memorial  Hosp.,  Chapel  Hill; 

Albany    Med.    Coll.,   1955    

King,  Charles  Herschel,  Anes,  Duke  Univ.  Med.  Center,  Durham;  U.  of  Md.,  1956 

Kinney,  Thomas  DeArman,   Path,  Duke   Univ.  Med.   Center,  Durham;    Duke,   1936       .. 

Lane,  "John  Haden,  I,  1010  Broad  St.,  Durham;   Duke,  1959   

Langdell,  Robert  Dana,  Path,  UNC   Med.  Sch.,  Chapel  Hill;   Geo.  Wash.,  1948   

Lansing,  Cornelius,  P,  N.  C.  Memorial  Hosp.,  Chapel  Hill;  Harvard,  1947   

Lassiter,  William  Edmund,  I,  N.  C.  Memorial  Hosp.,  Chapel  Hill;  Harvard,  1954  

Lindsay,  Robert  Boyd,  I,  Univ.  Infirmary,  Chapel  Hill;  Jefferson,  1940         

Lineberger,  Hei'man  Propst,  P,  Child  Guidance  Clinic,  Durham;  UNC.  1954  

Lipton,  Barbara  Steiner,  P,  2004  N.  Lake  Shore  Drive,  Chapel  Hill;  Univ.  of  111.,  1943 
Lipton,  Morris  Abraham,  P,  UNO  Sch.  of  Med.,  Chapel  Hill;  Univ.  of  Chicago,  1948 
Llewellyn,  Charles  Elroy,  Jr.,  P,  Duke  Univ.  Med.  Center,  Durham; 

Med.  Coll.  of  Va.,  1946   

Lockhart,  Walter  Samuel,  Jr.,  NS,  1011  Broad  St.,  Durham;  Bowman  Gray,  1944  

London,  Arthur  Hill,  Jr.,  Pd,  306  S.  Gregson  Street,  Durham;  Univ.  of  Penn.,  1927... 

London.   William   Lord,   Pd.  306   S.  Gregson    St.,   Durham;   UNC,  1955   

Love,  Nicholas  Armistead,  GP,  Box  9364,  Raleigh;  Univ.  of  Va.,  1952  

Lowenbach,  Hans,   P,  Duke   Univ.  Med.  Center,   Durham; 

Hamburg,   Germany,   1929     

Lyle,  Carl   Blackburn,  Jr.,  I,  Dorothea  Dix   Hosp.,   Raleigh;   P.  &  S.,   1957  
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MacKinney,  Loren  Greenwood,  Pd,  UNO  Sch.  of  Med.,  Chapel  Hill;  Harvard,  1945  1958  1958 

Manning,  Isaac  Hall,  Jr.,  I,  415  Trust  Bldg.,  Durham;  Harvard,  1935  1938  1939 

Markham,  Blackwell,  (Life),  S,  123  W.  Main  Street,   Durham;  Harvard,  1922   1922  1925 

Martin,  Dan  Anderson,  I,  Sourwood  Dr.,  Chapel  Hill;  Harvard,  1952  1952  1959 

Mayes,  William  Fred,  PH,  603  Morgan  Creek  Rd.,  Chapel  Hill;  U.  of  Kansas,  1938 1963  1964 

McBryde,  Angus  Murdoch,  Pd,  8U9  W.  Chapel  Hill  St.,  Durham;  Univ.  of  Penn.,  1928  1931  1932 

McCollum,  Donald  Eugene,  Or,  Duke  Univ.  Med.  Center,  Durham;  Bowman  Gray,  1953  1953  1962 

McCracken,  Joseph  Pickett,   I,  609   Vickers  Ave.,  Durham;    Duke,  1937  1938  1941 

McCutcheon,  William  Benson,  Jr.,  S,  1007  Broad  St.,  Durham;  Med.  Coll.  of  Va.,  1952  1955  1958 

Mcintosh,  Henry  Deane,  C,  Duke  Med.  Center,  Durham;  Univ.  of  Penn.,  1950  1950  1956 

McKee,  Lewis  Middleton,  I,  3633  Hope  Valley  Rd.,  Durham;  Temple,  1933  1934  1934 

McKnight,  Rodney  Leonard,  Anes,  Cleveland  Mem.  Hosp.,  Shelby;   UNC,  1955   1955  1956 

McLain,  John  Edward  Gorsuch,  Ind,  3209  Rugby  Rd.,  Durham;   George  Wash.  Univ., 

1929  1941  1942 

McMillan,  Campbell  White,  Pd,  UNC  Sch.  of  Med.,  Chapel  Hill;  Bowman  Gray,  1952  1952  1961 

McPherson,  Harry  Thurman,  Endoc,  Duke  Univ.  Med.  Center,  Durham;   Duke,  1948  1953  1955 

McPherson,   Samuel  Dace,  Jr.,  Oph,  McPherson  Hosp.,   Durham;  Johns   Hopkins,  1943  1948  1948 

Menefee,  Elijah  Eugene,  Jr.,  I,  Duke  Hospital,  Durham;  Duke  Univ.,  1936    1940  1941 

Meyer,  George  Wright,  Oph,  906  Broad  St.,  Chapel  Hill;   Duke  Univ.,  1951   1957  1959 

Milam,  Daniel  Franklin,  PH,  N.  C.  State  Board  of  Health,  Raleigh;  Univ.  of  Chicago, 

1923      1939  1959 

Miller,  David  Edmond,  I,  2118  W.  Club  Blvd.,  Durham;  Duke,  1956  1956  1964 

Miller,  Milton  Leonard,  PN,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  Harvard,  1929  1959  1960 

Monroe,  John  Thaddeus,  Jr.,  P,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  UNC,  1955  1955  1962 

Monson,  Donald  Malvin,  K,  Watts  Hosp.,  Durham;   Univ.  of  Wisconsin,  1955  1962  1962 

Montrose,  Frank  James,  I,  209  N.  St.,  Chapel  Hill;   Syracuse,  1921  1961  1962 

Morgan,  William  Gardner,  Ed  &  I,  UNC  Infirmary,  Chapel  Hill;  Univ.  of  Penn.,  1931  1931  1937 

Morris,  Charles  Elliot,  N,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  Univ.  of  Colorado,  1955  1961  1961 

Morris,  Naomi  Carolyn  Minner,  PH,  UNC,  Chapel  Hill;  Univ.  of  Colorado,  1955  1961  1963 

Murphy,  Robert  Jennings,  Jr.,  Pd,  148  N.  Churton,  Hillsboro;  Vanderbilt,  1940  1940  1942 

Murray,  William  James,  Anes,  Plantation  Acres,  Rt.  2,  Chapel  Hill;  UNC,  1962  1962  1964 

Nashold,  Blaine  S.,  Jr.,  NS,  Duke  Univ.  Med.  Center,  Durham;  Univ.  of  Louis.,  1949  1960  1962 

Naumann,  Dorothy  Ethel,  GP,  Box  6635,  Collee-e  Station,  Durham;  Syracuse  U.,  1940  1963  1964 

Neal,  Charles  Bodine,  III,  Pd,  141U  Duke  Univ.  Rd.,  Durham;  Duke,  1955  1955  1960 
Nelius,  Sigrid  Johanna  von  Renner,  I,  2315  Wilson  St.,  Durham; 

Ludwig-Maximillian  Universitaet,  1949    1961  1964 

Newborg,  Barbara,  I,  Duke  Hosp.,  Durham;  Johns  Hopkins,  1949  1949  1959 

Newsome,  James  Frederick,   S,   N.  C.   Memorial  Hosp.,   Chapel   Hill;  Vanderbilt,   1949  1950  1956 

Nichols,  Claude  Ravmond,  P,  Duke  Univ.  Med.  Center,  Durham;  Baylor  U.,  1946  1955  1961 

Nichols,  Rhodes  Edmond,  Jr.,  I,  306  S.  Gregson  St.,  Durham;  Univ.  of  Penn.,  1930    1930  1932 

Nicholson,  William  McNeal,  I.  Duke  Hospital,  Durham;  Johns  Hopkins,  1931  1935  1937 

North,  William  Charles,  Anes,  Duke  Univ.  Med.  Center,  Durham;   Northwestern,  1950  1959  1960 

Nye,  Mary  Jane  Love,  Pd,  306  S.  Gregson  St.,  Durham;  Duke,  1960  1961  1964 

Odom,   Guy  Leary,  NS,   Duke  Univ.   Med.  Center,   Durham;  Tulane,   1933   1943  1944 

Orgain,  Edward  Stewart,  C,  Duke  Hospital,  Durham;  Univ.  of  Va.,  1930  1934  1936 

Owen,  George  Franklin,  Jr.,  I,  208  Milton  Ave.,  Durham;  Jefferson,  1944  1947  1949 

Page,  Harvey  Allsbrook,  GP,  731  Broad  Street,  Durham;  Univ.  of  N.  C,  1951  1957  1959 

Palmer,  J.  G.,  I,  UNC  School  of  Medicine,  Chapel  Hill;  Emory  Univ.,  1944  1952  1952 

Palumbo,  Leonard,  Jr.,  ObG,  N.  C.  Memorial  Hospital,  Chapel  Hill;  Duke,  1944  1947  1950 

Parker,  Roy  Turnage,  ObG,  Duke  Hospital,  Durham;  Med.  Coll.  of  Va.,  1944    1947  1950 

Patterson,  Carl  Norris,  ALR,  1110  W.  Main  Street,  Durham;  Univ.  of  Md.,  1944  1948  1948 

Patterson,  Fred  Geer,  GP,  1001  S.  Hamilton  Rd.,  Chapel  Hill;   Univ.  of  Penn.,  1937  ..  1937  1940 

Patterson,  Hubert  Clifton,  Jr.,  S,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  Harvard,  1937  1947  1947 

Peacock,  Erie  Ewart,  Jr.,  S,  N.  C.  Memorial  Hosp.,  Chapel  Hill;   Harvard,  1949  1953  1956 

Pearse,  Richard  Lehmer,  ObG,  1821   Green  St.,  Durham;  Harvard,  1931  1938  1938 

Peele    Talmadge  Lee,  N,  Box  3811,  Duke  Hospital,  Durham;   Duke,  1934  1940  1953 

Peete,  Charles  Henry,  Jr.,  ObG,  Duke  Hospital,  Durham;  Harvard,  1947  1947  1958 

Peete,  William  P.  J.    S,  Duke  Univ.  Med.  Center,  Durham;  Harvard,  1947  1949  1956 

Penick,  George  Dial,  Path,  UNC  Sch.  of  Med.,  Chapel  Hill;  Harvard,  1946  1946  1953 

Pepper,  Francis  DeWitt,  Jr.,  K,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  UNC,  1956  1956  1964 

Perrv,  David  Russell,  (Life),  I,  311  N.  C.  Nafl  Bank  Bldg.,  Durham;  Jefferson,  1919  ...  1919  1922 

Persons,  Elbert  Lapsley,  I,  Duke  Hospital,  Durham;  Harvard.  1927  1931  1931 

Peschel,  Ernst,  I,  Duke  Hospital,  Durham;  Berlin  Univ.,  Germany,  1930  1954  1955 

Peschel,  Ruth,  Duke  Hosp.,  Durham;  Berlin  Univ.,  Germany,  1930    1960  1961 

Peters,  Ann  DeHuff,  PH,  UNC  Sch.  of  Med.,  Chapel  Hill;  Wash.  Univ.,  St.  Louis,  1946  1953  19.54 

Peters,  Richard  Morse,  S,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  Yale,  1945           1952  1952 

Pfeiffer,  John  B.,  Jr.,  N,  Duke  Univ.  Med.  Center,  Durham;  Cornell,  1932  1949  1951 

Pickrell    Kenneth  L.,  PI,  Duke  Univ.  Med.  Center,  Durham;  Johns  Hopkins,  1935 1944  1945 

Pircher,' Felix  Joseph,  R,  Duke  Univ.,  Durham;  Univ.  of  Innsbrock,  1939  1961  1963 

Podger,  Kenneth  Arthur,  ObG.  1200  Broad  Street,  Durham;  Duke,  1941  1947  1949 

Portwood,  Richard  Meyers,  I,  Duke  Hosp.,  Durham;  Southwestern,  1954  1958  1963 

Powell,  Albert  Henry,  (Life),  I,  212  W.  Main  Street,  Durham;  Univ.  of  Ga..  1924  ,  1925  1926 

Prange   Arthur  Jergen,  Jr.,  P,  N.  C.  Memorial  Hosp.,  Chapel  Hill;  Univ.  of  Mich.,  1950  1954  1957 
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Raney,  Richard  Beverly,  Or,  N.   C.  Memorial  Hospital,   Chapel  Hill;  Harvard,  1930  .. 
Reckless,  John  Brian,  P,  Duke  Univ.  Med.  Center,  Durham;  Univ.  of  Birmingham, 

England,    1954        

Reeves,  Robert  James,  R,  Duke  Hospital,  Durham;  Bavlor  University,  1924   

Reifler,  Clifford  Bruce,  P,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  Yale,  1957  

Rhoads,  John  McFarlane,  P,  Duke  Hosp.,  Durham;  Temple  Univ.,  1943  

Rice,  A.  Douglas,  Pd,  1515  Ruffin  St.,  Durham;  Duke,  1951    

Rice,  Reed  Porter,  R.  N.  C.  Memorial  Hosp.,  Chapel  Hill;  Indiana,  1955  

Richardson,  William  Perrv,  (Life),  Ed,  UNC  Sch.  of  Med.,  Chapel  Hill; 

Med.   Coll.   of    Va.,    1928    

Robbins,  Jack  Guves,  D,  823  Broad  St.,  Durham;  Duke,  1948  

Roberts,  Bennett  Watson,  (Life),  Pd,  602  W.  Chapel  Hill  Street,  Durham; 

Univ.  of   Md.,    1924   

Roberts,  Elizabeth  Marie,  GP,  Bahama;  Med.  Coll.  of  S.  C.  1949         

Roberts,  Harold  Ross,  I,  Rt.  1,  Jones  Ferry  Rd.,  Chapel  Hill;  UNC,  1955  

Roberts,  Louis  Carroll,  U,  923  Broad  Street,  Durham;  Duke,  1933  

Robertson,  Edwin  Mason,  (Life),  S,  Box  1026,  Durham;  Univ.  of  Md.,  1924 

Rodman,  Nathaniel  Fulford,  Jr.,  Path.  UNC  Sch.  of  Med.,  Chapel  Hill;  Penn..  1951,  .. 

Rodwell,  Eleanor,  GP,  111  Corcoran  Street,  Durham;  Temple,  1942  

Rolett,  Ellis  Lawrence,  C,  N.  C.  Mem.  Hosp.,  Chapel  Hill;   Harvard,  1955   

Ross,  Robert  Alexander,  (Life),  ObG,  N.  C.  Memorial  Hosp.,  Chapel  Hill; 

Univ.  of  Penn.,  1922   

Royal,  Billy  Williamson,  P,  923  E.  Broad  St.,  Durham;  Bowman  Gray,  1958  

Ruffin,  Julian  Meade,  GE,  Duke  Hospital,  Durham;  Univ.  of  Va.,  1926  

Rundles,  R.  Wayne,  I,  Duke  Hospital,  Durham;  Duke,  1940 

Sallade,  Richard  Lawrence,  U,  311  Main  St.,  Newport  News,  Va.;  Univ.  of  Cinn.,  1955 

Saltzman,  Herbert  A.,  I,  Duke  Univ.  Med.  Center,  Durham;  Jefferson,  1952  

Sapp,  Oscar  LeMay,  GE,  UNC  Sch.  of  Med.,  Chapel  Hill;  Bowman  Gray,  1947  

Scales,  Margaret  Beron,  Path,  Knollwood  Dr.,  Chapel  Hill;  UNC,  1960  

Schiebel,  H.  Max,  S,  1202  Broad  Street,  Durham;  Johns  Hopkins,  1933  

Schlaseman,  Guy  W.,  R,  Watts  Hospital,  Durham;  Duke,  1946 

Schultz,  Everett  Hoyle,  Jr.,  R,  N.  C.  Memorial  Hosp.,  Chapel  Hill;  Bo\vman  Gray,  1952 

Scott,  Annie  V.,  Pd,  2-A  Graham  Court,  Chapel  Hill; 

Woman's  Med.  Coll.  of  Penn.,  1918   

Scott,  Thomas  Rufus,  N.  N.  C.  Mem.  Hosp.,  Chapel  Hill;  Bownan  Gray,  1958  

Sealy,  Will  Camp,  S,  Duke  Hospital,  Durham;  Emory,  1936 

Seavey,  Paul  Wallace,  I,  1200  Broad  St.,  Durham;  Emory,  1953  

Semans,  James  Hustead,  U.  Duke  Hospital,  Durham;  Johns  Hopkins,  1936  

Senior,  Robert  Joseph,  Pd,  Lennox  Bldg.,  Chapel  Hill;  Jefferson,  1955         

Sessions,  John  Turner,  Jr.,  GE,  Univ.  of  N.  C,  Chapel  Hill;  Emorv,  1945    

Sheaffer,  Charles  Isaac,  Pd,  Lennox  Bldg.,  Chapel  Hill;   Univ.  of  Va..  1958  

Sherrill,  John  Franklin,  R,  Watts  Hospital,  Durham;  Bowman  Gray.  1946       

Shingleton,  William  Warner,  S,  Duke  Hospital,  Durham;  Bowman  Gray,  1943     

Sieker,  Herbert  Otto,  I,  Duke  Hosp.,  Durham;  Wash.  U.,  1948  

Silberman,  Harold  Reiter,  I,  Duke   Hosp.,  Durham;   Washington  U.,  1956   

Silver,  Donald,  S,  Duke  Univ.  Med.  Center,  Durham;   Duke,  1955  

Silver,  George  A.,  P,  Duke  Medical  Center,  Durham;  Duke,  1938 

Silverman,  Albert  Jack,  P,  Rutgers  Med.  Sch.,  New  Brunswick,  N.  J.;  McGill  Univ.,  1949 

Simmons,  John  Lewis,  U,  N.  C.  Memorial  Hosp.,  Chapel  Hill;  Wash.  Univ.,  1951    

Singletary,  William  Vance,  I,  306  S.  Gregson  Street,  Durham;  Duke,  1943  

Skinner,  Benjamin  Smith,  Pd,  509  S.  Duke  Street,  Durham;  Wash.  Univ.,  1940    

Smith,  Albert  Goodin,  Path,  Duke  Hospital,  Durham;  Wash.  Univ.,  1947        

Smith,  Allen  Dale,  D,  1200  Broad  St..  Durham;  Med.  Coll.  of  Ga.,  1937 

Smith,  David  Tillerson,  Pul,  Duke  Hospital,  Durham;  Johns  Hopkins,  1922   

Smith,  J.  Graham,  Jr.,  D,  Duke  Univ.  Med.  Center.  Durham;  Duke,  1951   

Soniers,  James  Earl.  P.  209  Lennox  Bldg.,  Chapel  Hill;  Duke  Univ.,  1953     

Soo,  Dixie  Boney,  N,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  Bowman  Grav,  1959    

Sorrow,  John  Mitchell,  Jr.,  I,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  Univ.  of  Penn.,  1946 

Speers,  Rex  Wilson,  P,  N.  C.  Memorial  Hosp.,  Chapel  Hill;  Univ.  of  Utah,  1944  

Spencer,  Roger  Felix,  P,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  Harvard,  1959  

Spitznagel,  John  Keith,  I,  UNC,  Chapel  Hill;  Columbia  Univ.,  1946  

Stanford,  Lois  Brooke  Foote,  (Life),  Ret.,  Ed,  111   Corcoran  Street,  Durham; 

Univ.    of  Penn.,    1921    

Stanford,  William  Raney,  (Life),  I,  111  Corcoran  St.,  Durham;  Univ.  of  Penn.,  1919... 

Stead,  Eugene  Anson.  Jr.,  I.  Duke  Hospital,  Durham;  Emory,  1932  

Stephen,  C.  Ronald,  Anes,  Duke  Hospital.  Durham;   McGill,"  1940    

.Stickel.  Delford  LeFew,  S,  Duke  Hosp..  Durham;   Duke,  1953  

Stocker,   Frederick   W.,    (Life),   Oph,   McPherson   Hosp.,    Durham; 

Univ.    of   Bern,    Switzerland.    1919  

Stokes,  Thomas  Angier,  Jr.,  ObG.  1821  Green  St.,  Durham;  Duke,  1955  

Sugioka,  Kenneth,  Anes,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  Wash.  Univ.,  1949         

Summer,  George  Kendrick,  Pd,  UNC  Sch.  of  Med.,  Chapel  Hill;  Harvard,  1951  
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Swanton,  Margaret  Catherine,   Path,   UNO   Sch.   of  Med.,  Chapel  Hill; 

Johns     Hopkins,     1946  

Sweaney,  Hunter  McGuire.  (Life),  S.  1200  Broad  St.,  Durham;  Univ.  of  Penn..  1919  , 

Talbert,  Luther  Marcus,  ObG,  301  Wesley  Court,  Chapel  Hill;  Univ.  of  Va.,  1953  

Taylor,  Isaac  Montrose,  1.  UNC  Sch.  of  Med..  Chapel  Hill;  Harvard.  1945  

Taylor,  James  Ale.xander,  I,  UNC  Infirmary,  Chapel  Hill;   Harvard,  1943  

Thomas,  Colin  C,  Jr.,  S,  N.  C.  Memorial  Hosp.,  Chapel  Hill;  Univ.  of  Chicago,  1943    ,.. 

Thomas,  Walter  Lee,  ObG,  Duke  Hospital.  Durham;  Univ.  of  Va.,  1931  

Thompson,  Lloyd  James,  Ret.,  P,  Kings  Mill  Rd.,  Chapel  Hill;  Wash.  Univ.,  1919  

Timmons,  Robert  Lansing,  NS,  UNC  Sch.  of  Med.,  Chapel  Hill,  Harvard,  1953 

Tindall,  George  Taylor,  NS,  Duke  Hosp.,  Durham;  Johns  Hopkins,  1952  

Tolley,  Aubrey  Granville,  P,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  Univ.  of  Va.,  1952  

Tosteson,  Penelope  Kinsley,  D.  1014  Lamond  Ave.,  Durham;  Columbia,  1951  

Turner,  Larry,  Oph,  McPherson  Hosp.,  Durham;  Duke,  1939  

Turner,  Violet  Horner,  G,  2106  Summit  St.,  Durham;  Univ.  of  Chicago    1940  

Tver,  Malcolm  Paul,  GE.  Duke  Univ.  Med.  Center,  Durham;  Duke,  1946  

Vandiviere,  H.  Mac,  PH,  Gravely  Bldg.,  Box  372,  Chapel  Hill;  UNC,  1960  

Vennart,   George  Piercy,  Path,   UNC  Dept.  of  Path,  Chapel   Hill; 

Univ.    of    Rochester,   1953 
Vernon,  Charles  Robertson,  P.  Box  10426,  Raleigh;  Western  Reserve  Univ.,  1952 
Verwoerdt,  Adriaan,  P,  Duke  Univ.  Med.  Center,  Durham;  Med.  Sch.  of  Amsterdam,  1952 

Walker,  Richard  Isley,  I,  N.  C.  Memorial  Hosp.,  Chapel  Hill:  Harvard,  1954  

Warner,  John  Sloan,  N,  Duke  Univ.,  Durham;  Vanderbilt  U.,  1956   

Warren,  Sarah  Lou,  Ed.  N.  C.  Memorial  Hosp.,  Chapel  Hill;  Med.  Coll.  of  Va.,  1949  . 
Watkins,  Ralph  Martin,  I,  N.  C.  Memorial  Hosp.,  Chapel  Hill;  Syracuse  Univ.,  1920... 

Watkins,  William  Merritt,  (Life),  GP,  Box  107.  Durham;  Jefferson.  1923  

Watson,  George  A.,  Pd.  306  S.  Greeson  Street,  Durham;   Duke,  1939     

Webb,  Bailev,  Pd,  809  W.  Chapel  Hill  Street,  Durham;  Duke,  1946  

Weir,  Donald  Douglas,  T.  N.  C.  Memorial  Hosp.,  Chapel  Hill:  State  Univ.  of  Iowa,  1953 

Wells.  Warner  Lee.  S.  UNC  School  of  Medcine,  Chapel  Hill:  Duke,  1938   

Welt,  Louis  Gordon,  I,  UNC  School  of  Medicine,  Chapel  Hill;  Yale,  19.38  

Whatley,  Joseph  William,  Jr.,  Pd.  1410  Duke  Univ.  Rd.,  Durham;  Duke  U.,  1959  

Wheeler.  Clayton  Eugene,  Jr.,  D.  N.  C.  Memorial  Hosp.,  Chapel  Hill;  Univ. 

Wisconsin,     1941  

Wilkins,  Robert  Bruce,  (Life),  OALR,  505  N.  C.  Nat'l  Bank.  Bldg.,  Durham; 

N.  C.   Med.  Coll.,  1913  

Williams,  Edward  Sutherlin,  L  306  S.  Gregson  St.,  Durham;  UNC,  1954 

Williams,  Thomas  Franklin,  I.  N.  C.  Memorial  Hosn.,  Chapel  Hill;   Hfirvard.  1950 
Williamson,  Boston  Meldrim,  ObG,  306  S.  Gregson  St.,  Durham;  Med.  Coll.  of  Ga.,  1951 
Willis,  Gertrude  Mitchell,  I,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  Univ.  of  Mich.,  1930 
Willis,  Henry  Stuart,  I.  N.  C.   Sanatorium  System.  Chapel  Hill:  Johns  Hopkins,  1919 
Wilson.  Frank  Crane,  Jr.,  Or,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  Med.  Coll.  of  Ga.,  1954 

Wilson,  James  Stephenson.  S,  1200  Broad  St.,  Durham;  Duke,  1937         - 

Wilson.  William  P.,  P.  Duke  Univ.  Med.  Center,  Durham;  Duke,  1947  

Wolkoff,  A.  Stark,  ObG.  UNC  Sch.  of  Med..  Chapel  Hill:  Hahnemann.  1950  

Womack.  Nathan  Anthony,  S,  UNC  Med.  Sch.,  Chapel  Hill;  Wash.  Univ.,  1924  

Wood,  Ernest  Harvey,  R.  N.  C.  Mem.  Hosp..  Chapel  Hill;   Harvard.  1939   

Wood.  William  Bainster.  I,  N.  C.  Mem.  Hosp.,  Chapel  Hill;  UNC,  1956 

Woodhall,  Maurice  Barnes,  NS.  Duke  Med.  Center.  DuvhRni;   Johns   Hopkins.  1930     .. 

Woods.  James  Watson.  Jr..  I.  UNC  Sch.  of  Med.,  Chapel  Hill;  Vanderbilt,  1943  

Worde,  Bovd  Thomas.  R,  Duke  Hospital,  Durham;   Univ.  of  Tenn..  1947  

Wright,  John  Joseph,  PH.  UNC  Sch.  of  P.  H.,  Chapel  Hill;  Vanderbilt.  1935  

Wysor,  William  Geoffrey,  Jr.,  I,  N.  C.  Memorial  Hosp.,  Chapel  Hill;  Univ.  of  Va.,  1950 

Young,  Daniel  Test,  I,  N.  C.  Memorial  Hosp.,  Chapel  Hill;  Harvard,  1950  

Young   William  Glenn,  S,  Box  3617,  Duke  Hosp.,  Durham;  Duke,  1948  

Zeppa,    Robert,    S.   N.    C.    Memorial   Hosp.,  Chapel    Hill;   Yale.   1952  

Zinna,  Rosario  Frederico,  P,  33  Maple  St.,  Hanover,  N.  H.;  Naples  U.,  1948     

EDGECOMBE-NASH  COUNTIES    SOCIETY33 
OFFICERS — President:  Battle,  Margaret  W..  (Biog.  below).  Rocky  Mount 
Secretary:  Yenney.  Matthew  F.,  (Biog.  below).  Rocky  Mount 

Andracchio,  Vincent  C,  Anes,  Park  View  Hosp.,  Rocky  Mount;  Jefferson,  1956  

Bailey,  Clarence  Whitfield,  OALR.  147  N.  E.  Main  St.,  Rocky  Mount;  Jefferson,  1925 

Bailey,  Llovd  Whitfield,  Oph,  147N.  E.  Main  St.,  Rocky  Mount;  Jefferson,  1953  

Bass,  Spencer  Pippen,  (Life),  GP,  119  W.  St.  James  Street,  Tarboro;  Univ.  of  Va.,  1906 
Bass,  Spencer  Pippen.  Jr.,  Path.  N.  C.  Memorial  Hosp.,  Chapel  Hill;  Univ.  of  Va.,  1949 
Battle.  Margaret  E.  White,  ObG,  521  Peachtree   Street,  Rocky  Mount; 

Univ.    of   Mich.,    1933       

Battle,  Newsome  Pittman,  S,  404  Falls  Road,  Rocky  Mount;  Univ.  of  Penn.,  1926 

Bell,  Orville  Earl,  GP,  224  Rose  Street,  Rocky  Mount;  Okla.  Univ.,  1936      

Boice,  Edmund  Simpson,  (Life),  S,  Park  View  Hosp.,  Rocky  Mount; 

Univ.  of  Penn.,  1909  

Brantley,  Julian  Chisholm,  Jr.,  ObG,  410  Peachtree  St.,  Rocky  Mount;  Jefferson,  1943 
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Brantley,  Julian  Chisholm,  Sr.,  (Life),  GP,  P.  0.  Box  518,  Spring  Hope;  Jefferson,  1916 

Brock,  Julian  Stanley,  I,  619-H  Westover  Hills  Blvd.,  Richmond,  Va.;  Duke,  1950 

Brooks,  John  Irving,  Jr.,  I,  212  Thrash  Ave.,  Tarboro;  UNC,  1958  

Carter,  Needham  Battle,  1.  1605  West  Thomas  St.,  Rocky  Mount;  Duke,  1953        

Chamblee,  John  Sigma,  PH,  Nash  County  Health  Center,  Nashville;  Emory,  1938  

Chambliss,  John  Randolph,  I,  404  Peachtree  St.,  Rocky  Mount;  Harvard,  1944 
Grumpier,  James  Fulton,   Pd,  414   Peachtree  Street,  Rocky  Mount;   N.  Y.  Univ.,  1930 
Cutchin,  Joseph  Henry,  (Life),  GP,  Box  105,  Whitakers; 

Univ.    Coll.   of  Med.,    Richmond,   1911 

Doyle,  Raymond  Thomas,  I,  144  Coastline  St.,  Rocky  Mt.;  Johns  Hopkins,  1954  

Drew,  John  Eawin,  GP,  P.  0.  Box  176,  Macclesfield;  Bowman  Gray,  1960    

Dunn,  James  Ralph,  Jr.,  S,  Tarboro  Clinic,  Tarboro;   Johns  Hopkins,  1951    

Fish,  Harry  Gustav,  Jr.,  S,  404  Falls  Road,  Rocky  Mount;  Duke,  1947  

Frohbose,  William  J.,  U,  Park  View  Hosp.,  Rocky  Mount;  Med.  Coll.  of  Va.,  1938     

Gold,  Benj.  Miller,  Jr.,  ObG,  410  Peachtree  Street,  Rocky  Mount;  Univ.  of  Md.,  1947  .... 

Grant,  Henry  Boone,  Pd.  416  Hickory  Street,  Rocky  Mount;  Duke,  1941  

Hedijepeth,  Albert  William,  GP,  Box  85,  Pinetops;  Bowman  Gray,  1947  

Herring,  Victor  Gray,  HL  Pd,  800  St.  Patrick  St.,  Tarboro;   UNC.  1956     

High,  Larry  Allison,  GP,  322  E.  Elm  St.,  Nashville;  Med.  Coll.  of  Va.,  1945  

Hooks,  Wm.  Borden,  GP,  Tarboro  Clinic,  Tarboro;   Richmond,  1930    

Home,  Stephen  Francis,  D,  356  S.  Main  Street,  Rocky  Mount;  Duke,  1942  

Hussey,  Howard  S.,  Jr.,  GP,  Tarboro  Clinic,  Tarboro;  Jefferson,  1942   

Jones,  William  Robert,  GP,  600  Sunset  Ave.,  Rocky  Mount;  Bowman  Gray,  1947  

Jones,  William  Samuel,  (Life),  GP,  Box  206,  Nashville;  Med.  Coll.  of  Va.,  1927  

Justa,  Samuel  Harry,  GP,  513  Sunset  Ave.,  Rockv  Mount;  Med.  Coll.  of  Va.,  1933    

Knowles,  Daniel  Lamont,  (Life),  GP,  135  S.  E.  Main  St.,  Rocky  Mount; 

Univ.    of   Penn.,    1918      

Kornegav,  Lemuel  Weyher,  Jr.,  S,  144  Coastline  St.,  Rocky  Mount;  Duke.  1943  

Kornegay,  Robert  Dumais,  S.  144  Coast  Line  St..  Rocky  Mount;  Duke,  1939        

Liverman,  Joseph  Thomas,  GP,  P.  0.  Box  500,  Nashville;   Bowman  Gray,  1953   

Lovsrry.  Otis  Megel.  GP.  Sprine  Hope  Clinic.  Spring  Hope;  Univ.  of  N.  C.  1956 
Macaulav,  Robert  Joseph,  Jr.,  U.  Boice  Willis  Clinic,  Rockv  Mt.;  George  Wash.  U.,  1956 

McDowell.  William  Kitchin,  OALR,  Tarboro  Clinic,  Tarboro:  Jefferson,  1931      

Morgan,  Benjamin  Edward,  ObG,  144  Coast  Line  St.,  Rockv  Mount;  Bowman  Gray,  1947 
Noell,  Robert  Holman.  (Life),  Ret.,  Ind.  207  Academy  St..  Roxboro;  Univ.  of  Md.,  1916 
Norfleet.  Ashlev  Curtis,  GP,  Tarboro   Clinic,  Tarboro;   Univ.  of  Penn..   1924 

Payne,  Fred  William,  Jr.,  S,  400  Peachtree  St.,  Rockv  Mount;  Vanderbilt,  1953  

Pekrson.  Hugh  Oliver,  (Life),  GP,  Box  106,  Pinetops;  Med.  Coll.  of  Va.,  1926  

Perrv,  Ernest  Monroe,  (Life),  GP,  125  Sunset  Avenue,  Rockv  Mount; 

Coll.  of  P.   &   S.,   Baltimore,  1907    ...  

Raby,  James  Grover,  (Life),  GP,  Tarboro  Clinic,  Tarboro; 

Univ.  Coll.  of  Medicine.  Richmond,  1911       

Ratchford,  George  Rufus,  Jr.,  I,  844   Nash  St.,   Rocky  Mount;  Duke,  1956    

Roberson,  Edward  Leon.  S,  Tqrboro  Clinic,  Tarboro;   Univ.  of  Md.,   1934  

Robertson,  Leon  Whitfield.  GP,  224  Rose  St..  Rockv  Mt.;  Bowman  G'-av,  1945  

Seigman.  Edwin  Lincoln.  R.  404  Falls  Rd.,  Rocky  Mount;  Univ.  of  Md.,  1941     

Smith,  Claiborne  Thweat,  (Life),  L  400  Peachtree  St.,  Rockv  Mt.;  Univ.  of  Penn.,  1918 

Smith,  John  Goodrich,  L  400  PeRchtree  St.,  Rockv  Mount;  Duke,  1934  

Stone,  Leslie  Ogburn,  OALR.  224  Rose  St..  Rocky  Mount;  Jefferson,  1918  

Stone.  Marvin  Lee,  (Life),  GP,  Rockv  Mount;  Univ.  of  Penn.,  1924  

Suiter,  Thomas  B.    Jr.,  L  400  Peachtree  St..  Rocky  Mount;  Duke,  1946  

Thorp,  Lewis  Sumner,  I,  400  Peachtree  St.,  Rockv  Mount;  Univ.  of  Penn..  1952 

Vann,  Junius  Richardson,   (Life),  GP.  P.  0.  Box  86,  Spring  Hope;  Jefferson,  1917 

Vick.  Henry  Vernell,  GP,  Rocky  Mt.  Highwav,  Tarboro;  Bowman  Grav,  1955 

Wall,  WiHi'-'m   Stanley,  Oh.  132  Coast-  Line  St.,  Rockv  Mount;  Univ.  of  Penn..  1933  .... 

Warren,  Julian  Marion,  GP.  Sprine  Hope  Clinic,  Snring  Hope:  Univ.  of  Va.,  1956     

Wav,  Samuel  Eason,  S.  224  Rose  St.,  Rocky  Mt.;  U.  of  Md..  1933  

Weeks,  Kenneth  Durham,  L  1605  West  Thomas  Street,  Rocky  Mount;  Duke,  1939     

Whqlev,  John  Lambdin,  I.  Tnrbnro  Cl'nic.  Tarbovo;  Med.  Coll.  of  Va.,  1948  

fWheless,  William  Perry,  GP,  Box  458.  Spring  Hope;  Rush,  1930         

Whitaker.  James  Allen,  U,  144  Coast  Line  Street,  Rockv  Mount;  Temple.  1933       

Wh'tley.  Robert  M^con.  Jr.,  L  144  Coast  Line  Street.  Rocky  Mount;  Dnke.  1940     

Yenney,  Matthew  Fred  John,  Jr.,  R,  Box  111,  Rocky  Mount;  Jefferson,  1954  

FORSYTH  COUNTY  SOCIETY--'' 
OFFICERS — President:  Bradford,  George,  (Biog.  below).  Winston-Salem 

Secretary:  Pegg,  Fred  G.,  (Biog.  below),  Winston-Sa^em 
Adams,  Canton  Noble,  ObG.  Stratford  Med.  Center  #2,  Winston-Salem;  Duke,  1932 
Adams,  H.  Stewart,  R.  City  Memorial  Hospital,  Winston-Salem;  Western  Reserve,  1942 
Alexande--.  Eben.  Jr.,  NS.'Bowman  Grav  Sch.  of  Med.,  Winston-Salem;  Han'ard.  1939 
Alsup,  Wilii-^m  B..   ALR.  102  Professional  Bldqr.,  Winston-Salem;  Univ.  of  Ga..  1935 
Anderson,  David  Dixon,  Or,  Bowman  Gray,  Winston-Salem;  Bowman  Gray,  1954 
Anderson,  Katherine  H.,  Pd,  138  N.  Hawthorne  Road,  Winston-Salem;  Cornell,  1940 
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Name   and   Address 

Andrew,  Lacy  Allen,  Jr.,  U,  629  Reynolds  Bldg.,  Winston-Salem;  Duke,  1932     

Antonakos,  Theodore,  S,  Box  8,  Danbury;  Univ.  of  Ga.,  1935  

Ausband,  John  Rufus,  ALR,  Bowman  Gray.  Winston-Salem;  Bowman  Gray,  1943 
Aycock,  James  Bernice,  R,  2240  Cloverdale  Ave.,  Winston-Salem;  Bowman  Gray,  1944 
Bahnson,  Edward  Reid,  L  626  S.  Main  St.,  Winston-Salem;   Univ.  of  Penn.,  1942 
Benbow,  Edgar  Vernon,   (Life),  S,  1411   Revnolda  Rd.,  Winston-Salem;  Jefferson,  1925 
Bender,  John  Robert,  GP,  1401  S.  Hawthorne  Rd.,  Winston-Salem;  Med.  Coll.  of 

Va.,    1935 

Bittinger,  Isabel,  Or,  118  S.  Cherry  Street,  Winston-Salem;  Johns  Hopkins,  1936  

Blain,  Donald  Gray,  U,  Bowman  Gray,  Winston-Salem;  Wayne  Med.  Sch..  1950  

Blake,   Damon  Dalton,  R,  Bowman   Gray,  Winston-Salem; 

Columbia  Coll.  of  P  &  S,  1950        

Bland,  Delmar  Earl,  I,  2240  Cloverdale  Ave.,  Winston-Salem;   Bo\\Tnan  Gray,  1953   ... 
Blount,  Frederick  A.,  Pd,  2240  Cloverdale  Ave.,  Winston-Salem;  Univ.  of  Penn.,  1943      . 
Bond,  Vernard  F.,  Jr.,  I,  2240  Cloverdale  Ave.,  Winston-Salem;  Johns  Hopkins,  1945     .. 
Bowen,  Edwyn  Taylor,  Jr.,  Pd,  2240  Cloverdale  Ave.,  Winston-Salem;  Emory,  1955 
Boyce,  William  Henry,  U,  Bowman  Gray,  Winston-Salem;  Vanderbilt,  1944 
Bradford,  Georg-e  Edwin,  Otol,  104  Prof.  Bldg.,  Winston-Salem;  Univ.  of  Tenn.,  1933   .. 

Bradshaw,  Howard  Holt,  S,  Bowman  Gray,  Winston-Salem;  Jefferson,  1927        

Brame,  Robert  Griffin,  ObG,  301   Miller  St.,  Winston-Salem;   UNC,  1955  

Brice,  Robert  Samuel,  Jr.,  I,  2240  Cloverdale  Ave.,  Winston-Salem;  Duke,  1960  

Brooks,  Ernest  Bruce,  I,  2733  Pilgrim  Court,  Winston-Salem;   Duke,  1933  

Brown,  Gerald  Joseph.  GP,  Rt.  1,  Rural  Hall;  Long  Island  Coll.  of  Med.,  1948  

Bruce,  William  Henry,  Jr.,  ObG,  New  Walkertown  Rd.,  Winston-Salem;  Meharry,  1943 
BuUard,  Alton  Lane,  GP.  3075   Kernersville  Rd.,  Winston-Salem;   Bowman  Gray,  1945 

Bunn,  Richard   Wilmot,  Ind,  Reynolds   Bldg.,  Winston-Salem;   Temple,  1935   " 

Burt,  Richard   Lafayette,  ObG,  Bowman  Gray,  Winston-Salem;   Harvard,   1946   

Butler,  Radfoi-d  Norman,  I.  2240  Cloverdale  Ave.,  Winston-Salem;  BowTiian  Gray,  1950 
Byerly,  Frederick   Lee,  T,  Veterans  Admn.,  Winston-Salem;  Jefferson,  1939 
Carlton,  Romulus  Lee,   (Life),  Ret.,  PR,  Reynolds  Park  Rd.,  Winston-Salem; 

Univ.  of  Md.,  1906  

Carpenter,  Coy  Cornelius,   (Life),  Path,  Bowman  Gray  Hosp.,  Winston-Salem; 

Syracuse    Univ.,    1924  

Carpenter,  Harry  Mitten,  Path,  Bowman  Gray,  Winston-Salem;  Bowman  Gray,  1952 
Casstevens,  John  Claude,  (Life),  Hosp  Ad  &  S,  514  Stratford  Road,  Winston-Salem; 

Med.  Coll.  of  Va.,  1926  

Gayer,  David,  GE,  2240  Cloverdale  Avenue,  Winston-Salem;  Duke,  1938 

Chappell,  James  Anderson,  Pd,  138  N.  Hawthorne  Rd.,  Winston-Salem;  Bowman  Gray, 

1957  . 

Coker,  Tom  Phillip,  Or,  Bowman  Gray,  Winston-Salem;  Univ.  of  Tenn.,  1956         

Conrad,  Elizabeth,  Pd,  2240  Cloverdale  Ave.,  Winston-Salem;  Johns  Hopkins,  1943  .... 

Cordell,  Alfred  Robert,  S,  Bowman  Gray,  Winston-Salem;  Johns   Hopkins,  1947 

Cox,  Clair  E.,  U,  Bowman  Grav,  Winston-Salem;  Michigan,  1958  

Cox,  William  Foscue,  I,  2240  Cloverdale  Ave.,  Winston-Salem;  Med.  Coll.  of  Va.,  1942  . 
Craig,   Sylvester  Douglas,  (Life),   I,  Box   1950,  Winston-Salem;  Tulane,  1908 
Cramblett,  Henry  Gaylord,  Pd,  Bo\\nTian  Gray,  Winston-Salem;   Univ.  of  Cinn.,  1953    . 

Crandell.  Daniel  LeRoy,  Anes,  N.  C.  Baptist  Hosp.,  Winston-Salem;  Cornell,  1949  

Crut<:-hfield.  Andrew  Jackson,  I,  93  ProL  Bldg.,  Winston-Salem;   Univ.  of  Va.,  1942  ... 

Cutri,  Joseph  John,  P,   Bowman  Gray,   Winston-Salem;   Georgetown,   1953  

Davis,  Courtland  Harwell,  Jr.,  NS,  Bowman  Gray,  Winston-Salem;  Univ.  of  Va.,  1944   .. 

Davis,  John   Preston,  I,  Box  3194,  Winston-Salem;   Univ.  of  Penn.,   1934   

Davis,  Wayne  Edward,  U.  2240  Cloverdale  Ave.,  Winston-Salem;  Duke,  1949  

Davis,  William  Hershey,  Jr.,  Pd,  301   Miller  St.,  Winston-Salem;   Duke,  1944   

de  la  Torre,  Ernesto   Esteban,  NS,  256  Forsvth  Med.  Park,  Winston-Salem; 

U.   of   Havana,    1952    

Dorsett,  Fletcher  I.,  GP,  2020  Hollyrood  St.,  Winston-Salem;  Med.  Coll.  of  Va.,  1941 
Drummond,   Charles  Max,   Anes,   N.   C.   Bapt.   Hosp.,   Winston-Salem;    Bowman  Gray, 

1952      

Early,  Ira  Gordon,  I,  2240  Cloverdale  Avenue,  Winston-Salem;  Bowman  Grav,  1950 
Elesha,  William,  S,  1900  S.  Hawthorne  Rd.,  Winston-Salem;  Amer.  Univ.,  Beirut,  1945 

Felts,  John  H.,  Jr.,  I,  Bomnan  Grav,  Winston-Salem;   Med.  Coll.  of  S.  C,  1949       

Folds,  William  Franklin,  GP,  Walkertown;  Bowman  Gray.  1962  

Forsyth,  H.  Francis,  Or.  Bowman  Grav,  Winston-Salem;  Univ.  of  Mich.,  1940 

tFoster,  John  W.,  GE,  310  W.  Fourth  St.,  Winston-Salem;  Rush,  1930     

Foushee,  J.   Henry  Smith.  Jr.,  Path.   Bowman   Gray,   Winston-Salem;   Jefferson,   1947 

Fowler,  Henry  Jackson,  GP.  Box  416,  Walnut  Cove;  Bowman  Gray,  1946     

Frankl,  George,  P,  Child  Guidance  Clinic,  Winston-Salem;  Univ.  of  Vienna,  1922  

Fritz,  Olin  Gradv,  GP,  Box  109,  Walkerto\vn;  Med.  Coll.  of  Va.,  1931     

Garrett,  John  Bostian,  GP,  Box  229,  Walkertown;  Bowman  Gray,  1951  

Garrison,  Paul  Leslie,  I,  2240  Cloverdale  Ave.,  Winston-Salem;  Bowman  Gray,  1950 
Garvey,  Fred  Kestler,  U,  Bowman  Gray,  Winston-Salem;  Univ.  of  Cinn.,  1925 
Glenn,  Richard  Reece,  Pd,  Stratford  Med.  Center,  Winston-Salem;  Bowman  Gray,  1946 
Glod,  Albert  Paul,  S,  208  Prof.  Bldg.,  Winston-Salem;  Bowman  Gray,  1943 
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Goco,  Isaias  I.  R.,  S,  212  Forsyth  Med.  Park,  Winston-Salem;  U.  of  St.  Thomas,  1956 
Gordon,   Joseph  Grover,   R,   Kate  B.  Reynolds  Hosp.,   Winston-Salem;    Meharry   Med. 

Coll.,  1948   

Grant,  Willis  Jackson,  III,  P,  Child  Guidance  Clinic.  Winston-Salem;  UNC,  1954  

Green,  Harold  D.,  I,  Bownian  Gray,  Winston-Salem;  Western  Reserve,  1931  

Greiss,  Prank  Christian,  Jr.,  ObG,  Bowman  Gray,  Winston-Salem; 

Univ.   of  Penn.,   1953    

Griffith,  Mary  Irene,  ObG,  116  Lockland  Avenue,  Winston-Salem;  Univ.  of  Tenn.,  1942 

Gulley,  Marcus  M.,  P,  Bowman  Gray,  Winston-Salem;  Bowman  Gray,  1951  

Gunn,  Charles  G.,  Ind,  Box  1413,  Winston-Salem;  Duke,  1948  

Hampton,  James  Harris,  Jr.,  GP,  Shallowford  Road,  Levdsville;   Bowman  Gray,  1952 
Hanes,  Gideon  Isaac,  Jr.,  ObG,  301  Miller  St.,  Winston-Salem;  Bowman  Gray,  1951 
Hardy,  Thomas  Griffin,  Jr..  S,  301  Miller  St.,  Winston-Salem;  Johns  Hopkins,  1950 
Harrill,  James  Albert,  OALR,  Bowman  Gray,  Winston-Salem;  Univ.  of  Penn,  1935 
Harrington,  Lee,  Jr.,  Ind,  Reynolds  Tobacco  Co.,  Winston-Salem;   Temple  Univ.,  1944 
Harris,  Julian  Lynn,  GP,  2126  Waughtown  St.,  Winston-Salem;  Univ.  of  Ark.,  1946 
Hart,  Oliver  James,  Sr.,  U,  301  Miller  St.,  Winston-Salem;  Med.  Coll.  of  S.  C,  1925,   , 

Hart,  Oliver  James,  Jr.,  U,  301  Miller  St.,  Winston-Salem;  UNC,  1959  

Hartzog,  Donald  Clifford,  Jr.,  I,  2240  Cloverdale  Ave.,  Winston-Salem; 

Bowman   Gray,   1957  

Hayes,  Donald  Michael,  I,  Bowman  Gray,  Winston-Salem;  Bowman  Gray,  1954  

Headley,  Robert  Nelson,  I,  Bovionan  Gray,  Winston-Salem;  Univ.  of  Md.,  1956  

Hedrick,  Richard  E.,  ObG,  857  W.  Fifth  St.,  Winston-Salem;  Med.  Coll.  of  S.  C,  1943  ... 
Helsabeck,  Belmont  Augustus,  Oph,  324  Reynolds  Bldg.,  Winston-Salem; 

Med.   Coll.  of  Va.,   1931    

Henley,  Ruth  Dixon,  ObG,  718  Nissen  Bldg.,  Winston-Salem; 

Woman's  Med.  Coll.  of  Penn.,  1935    

Henry,  Ozmer  Lucas,  Jr.,  I,  Western  N.  C.   Sanatorium,  Black  Mountain; 

Bownnan   Gray,    1948 
Hightower,  Felda,  S,  Bowman  Gray  Sch.  of  Med.,  Winston-Salem;  Univ.  of  Penn.,  1933 

Hinman,  Alanson,  Pd,  Bowman  Gray,  Winston-Salem;  Johns  Hopkins,  1946  

Holmes,  George  Washington,  Or,  2240  Cloverdale  Ave.,  Winston-Salem; 

Med.  Coll.  of  Va.,   1931  

Holt,  Lawrence  Byerly,  Oph,  2240  Cloverdale  Ave.,  Winston-Salem;  Bowman  Gray,  1945 
Howell,  Charles  Maitland,  Jr.,  D,  Bowman  Gray,  Winston-Salem;  Univ.  of  Penn.,  1937 
Howell,  Julius  Amnions,  PI,  Bowman  Gray,  Winston-Salem.  Univ.  of  Penn.,  1943  .... 
Hudnell,  Armstead  B.,  Jr.,  Oph,  1900  S.  Hawthorne  Rd.,  Winston-Salem; 

Med.    Coll.   of   Ala.,   1955   

Hudspeth,  Allen  Sherrill,  S,  Bowman  Gray,  Winston-Salem;  Bowman  Gray,  1953  

Huntley,  Benjamin  Franklin,  I,  1900  S.  Hawthorne  Rd.,  Winston-Salem;  Harvard,  1948 

Huntley,  Carolyn  Coker,  A,  Bowanan  Gray,  Winston-Salem;  Duke,  1949       

Hurdle,  Samuel  Walker,  (Life),  Ret.,  Ins,  2571  Country  Club  Rd., 

Winston-Salem;    Jefferson,   1914      

Hutaff,  Lucille  W.,  I,  Bowman  Gray,  Winston-Salem;  Univ.  of  Rochester,  1940  

Izlar,  Henry  LeRoy,  Sr.,  (Life),  GP,  942  W.  Fourth  St.,  Winston-Salem  7; 

Med.  Coll.  of  S.  C,  1915       

James,  George  W.,  D,  205  S.  Hawthorne  Rd.,  Winston-Salem;  Univ.  of  Tenn.,  1940    . 
Jeffreys,  Everett  Osbourne,  NS.  705  O'Hanlon  Bldg.,  Winston-Salem;  Wash.,  1934 
Jemison,  Howard  Allen,     Jr.,    Box   7386,  Reynolda   Station,    Winston-Salem;    Bowman 

Gray,    1951    

Johnson,  Gast»n  Frank,  R.  310  W.  Fourth  St.,  Winston-Salem;  Jefferson,  1934  

Johnson,  Henry  Wesley,  Pd,  301  Miller  St.,  Winston-Salem;  Bowman  Gray,  1956     

Johnston,  Frank  R.,  S,  Bowman  Gray  Sch.  of  Med.,  Winston-Salem;  Dukej  1942 

Jones,  Beverly  Nicholas,  Sr.,  (Life),  OALR,  310  O'Hanlon  Bldg.,  Winston-Salem; 

Med.  Coll.   of  Va.,  1915    

Jones,  Beverly  Nicholas,  Jr.,  I,  2240  Cloverdale  Ave.,  Winston-Salem;  Duke,  1945  

Jones,  Joseph  Reid.,  Jr.,  GP,  Box  298,  King;  Bowman  Gray,  1951  

Kapp,  Constantine  Hege,  Pul,  436  Nissen  Bldg.,  Winston-Salem;  McGill  U.,  1938 
Keiger,  Oscar  R.,  (Life),  Ret.,  GP,  910  Olive  St.,  Greensboro; 

Univ.  Coll.  of  Med.,  Richmond,  1911  

Kelsey,  Weston  Maynard,  Pd,  Bowman  Gray,  Winston-Salem;  Johns  Hopkins,  1936 
Kemper,  Robert  James,  Anes,  3232  Robinhood  Rd.,  Winston-Salem;  Bowman  Gray,  1961 
Lambeth,  Wm.  A.,  Jr.,  I.  2240   Cloverdale  Ave.,  Winston-Salem;   Duke,  1946 
Lassiter,  Vernon  Clark,  (Life),  Ret.,  S,  7200  -  34th  St.,  S.,  Apt.  5-H,  St.  Petersburg,  Fla.; 

Emory,    1925    

Leinbach,  Laurence  B.,  R,  Bowman   Gray,  Winston-Salem;   Harvard,   1952   

Lide,  Thomas  Norwood,  Path,  Forsyth  Mem.  Hosp.,  Winston-Salem;  Duke,  1938  

Linton,  Eugene  Bell,  ObG,  Bo\vman  Gray,  Winston-Salem;  Va.,  1951  

Littlejohn,  Thomas  Willard,  ObG,  301  MUler  St.,  Winston-Salem; 

Univ.    of   Tenn.,    1947    

Locey,  Robert  Phillip,  PH.  Box  2975,  Winston-Salem;   Georgetown,  1957    

Lock,  Frank  Ray,  ObG,  Bowman  Gray,  Winston-Salem;  Tulane,  1935  

Malloy,  Henry  Rembert,  S,  801  Camel  Ave.,  N.  E.,  Winston-Salem;  Howard,  1939  
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Name   and   ,4(/drc'Ss 

Marr,  James  Tilden,  R,  2240  Cloverdale  Ave.,  Winston-Salem;  Univ.  of  Kansas,  1937 
Maishall,  James  Wluoiony,  S,  1900  S.  Hawthorne  Rd.,  Winston-Salem;  U.  of  Penn.,  1931 
Martin,  Benjamin  Franklin,  I,  1900  S.  Hawthorne  Rd.,  Winston-Salem;  Jefferson,  1936 
Martin,  James  Franlvlin,  K,  Bowman  Gray,  Wmston-Salem; 

Western    Reserve,    1942  

fMartin,  Lester  Poindexter,  (Life),  OALR,  Mocksville;  Jefferson,  1920  

Martinat.  Edwin  Henry,  PM,  Bowman  Gray,  Winston-Salem;  Bowman  Gray,  1948       .. 
May,  William  Joseph,  ObG,  121  Professional  Bldg.,   VVmston-Salem; 

Bowman    Gray,    1944       .         

McCall,  William,  Jr.,  I,  521  Nissen  Bldg.,  Winston-Salem;  Duke,  1949  

McDowell,  Harold  Clyde,  Or,  301   Miller  St.,  Winston-Salem;  Jefferson,  1931 
McMillan,  Robert  Lindsay,  C,  2240  Cloverdale  Avenue,  Winston-Salem;  Duke,  1933 

Meads,  Manson,  Ed,  Bowman  Gray,  Winston-Salem;  Temple,  1943  

Means,  Robert  Lee,  S,  96  Prof.  Bldg.,  Winston-Salem;   Wake  Forest,  1945   

Medlin,  Charles  Thomas,  GP,  Bo.x  267,  Rural  Hall;  Bowman  Gray,  1952  

Menzies,  Henry  Harding,  (Life),  ObG,  101  S.  Cherry  Street,  Winston-Salem; 

Med.   Coll.   of  Va.,  1923 
Meredith,  Jesse  Hedgepeth,  S,  Bowman  Gray,  Winston-Salem;  Western  Reserve,  1951 
Meschan,  Isadore,  R,  300  S.  Hawthorne  Rd.,  Winston-Salem;  Western  Reserve,  1938 
Miller,  Emery  C,  Jr.,  1,  Bowman  Gray,  Winston-Salem;  Johns  Hopkins,  1949 
Miller,  Henry  Shelton,  Jr.,  C,  Bowman  Gray,  Winston-Salem;  Bowman  Grav,  1954 
Minick,  James  Elder,  GP,  R.  J.  Reynolds  Tobacco  Co.,  Winston-Salem;   Temple,  1951 
Monroe,  John  H.,  ObG,  415   N.  Sprmg  St.,  Winston-Salem;   Harvard.   1947 
Moore,  Robert  Alexander,  (Life),  Ret.,  Or,  Bowman  Grav.  Winston-Salem; 

N.  C.  Med.  Coll.,  1911  

Moose,  Lathan  Thomas,  S,  1014  W.  5th  St.,  Winston-Salem;  Bo\vman  Gray,  1958  

Morehead,  Robert  Page,  Path,   Bowman  Gray,  Winston-Salem;  Jeffeisri.   1936      

Morris,  Donald  Shonk,  Path,  Forsyth  Memorial  Hosp.,  Winston-Salem; 

Med.  Coll.  of  Va.,  1941 

Munt,  Herbert  Frederick,  (Life),  Or,  814  Carolina  Ave.,  Winston-Salem; 

Med.   Coll.  of   Va.,  1911   

Myers,  Richard  Thomas,  S,  Bowman  Gray,  Winston-Salem;  Univ.  of  Penn.,  1943 
Nanzetta  Leonard,  Anes,  Forsyth  Mem.  Hosp.,  Winston-Salem;  Univ.  of  Mich.,  1942.  .. 
Napper,  Clay  Hughes,  I,  301  Miller  St.,  Winston-Salem;   Bowman  Gray,  1956 

Nifong,  Frank  Miller,  GP,  Clemmons;  Jefferson,  1943  

Nolan,  Robert  Earl,  S,  301  Miller  St.,  Winston-Salem;  Western  Reserve,  1955   

Norfleet,  Charles  Millner,  Jr.,  U,  2240  Cloverdale  Ave.,  Winston-Salem; 

Univ.  of  Penn.,  1937  

O'Brien,  Thomas  Francis,  Jr.,  GE,  Bowman  Gray,  Winston-Salem;  Yale,  1957 

Ochoa,  Francisco  Eladio,  S,  1900  S.  Hawthorne  Rd.,  Winston-Salem;  Columbia,  1952  .  .. 

Odom,  Robert  Taft,  S,  301  Miller  St.,  Winston-Salem;  Univ.  of  Tenn.,  1934 

O'Neal    Ruth,  Pd,  2240  Cloverdale  Ave.,  Winston-Salem;  Med.  Coll.  of  Va.,  1943  

O'Roark,  Henry  Clyde,  II,  ObG,  Bowman  Gray,  Winston-Salem;  Ohio,  1957  

Parris,  Alva  Edward,  GP,  857  W.  5th  St.,  Winston-Salem;  Wake  Forest,  1953         

Patterson,  Richard  Bruce.  Pd,  Bowman  Gray,  Winston-Salem;   Bowman  Grav.  1955 
Pegg,  Fred  Grant,  PH,  1020  E.  7th  St.,  Winston-Salem;  Med.  Coll.  of  Va.,  1934 
Perry,   David  Russell,  Jr.,   Pd,  301   Miller  St.,   Winston-Salem;    Bowman  Grav,   1946 
Ferryman,  Olin  Charles,  Jr.,  GP,  9  E.  Clemmonsville  Rd.,  Winston-Salem;  Duke,  1941 

Petty,  Tom  Allen,  ObG,  1415  W.  1st  St.,  Winston-Salem;  U.  of  Ark.,  1944     

Pixley,  John  Milton,  P,  Bowman  Grav,  Winston-Salem;  Ohio  State,  1957  

Pollock,  Frank  Edward,  Or,  1900  S.  Hawthorne  Rd.,  Winston-Salem;  Ohio,  1954  

Pool,  Bennette  Baucom,  (Life),  A,  521  Nissen  Bldg.,  Winston-Salem;  Jefferson,  1923... 
Price,  Harry  Johnson,  GP,  2206  N.  Patterson  Ave.,  Winston-Salem;   Emory,   1942 
Prichard,  Robert  W.,  Path  &  CP,  Bowman  Gray,  Winston-Salem; 

George    Washington   Univ.,    1947 
Proctor.  Richard  Culpepper,  P,  Bo\^^nan  Gray,  Winston-Salem;  Bowman  Gray,  1945 
Pulliam,  Benjamin  Eloth.  GP,  2900  Robin  Hood  Rd.,  Winston-Salem;  Jefferson,  1928 
Rabil,  William  Edmond.  S,  218  Prof.  Bldg.,  Winston-Salem;  Univ.  of  Va.,  1946 
Randolph,  Angus  Crawford,  P,  BowTnan  Gray,  Winston-Salem  7;   Univ.  of  Va.,  1940 
Reid,  Charles  Hamilton,  Jr.,  I,  2240  Cloverdale  Ave.,  Winston-Salem;   Duke,  1942 
Reynolds,  Joyce  Hinson,  GP,  109  Clifton  St.,  Kernersville;  Bowman  Gray,  1952 
Robbins,  Grover  Jay,  GP,  3718  Reynolda  Rd.,  Winston-Salem;  Bowman  Gray,  1955 
Roberts,  R.  Winston,  Oph,  N.  C.  Baptist  Hospital,  Winston-Salem;  Duke,  1940 
Robinson,  James   Elbert,   Or.  206   Prof.  Bldg.,   Winston-Salem;   Northwestern,   1953 
Rogers,  Jack  Marrell,  P,  1900  S.  Hawthorne  Rd.,  Winston-Salem;  Bowman  Gray,  1958 
Rogers.  John  William,  Oph,  422  Edison  Dr.,  Pensacola,  Fla.;  Bowman  Gray,  1958 
Rousseau,  James    Parks,    (Life),   R,   808   Oaklawn   Ave.,  Winston-Salem; 

Univ.  of  Md.,  1918  

Santos,  Juan  J.,  R,  Citv  Memorial  Hosp.,  Winston-Salem;  Med.  Coll.  of  Va.,  1943 
Savage,  Robert  T.,   GP,  1020   S.  Stratford  Rd.,   Winston-Salem;   Univ.   of  N.   C,   1955 

Sawyer,  Charles  Glenn,  I,  Bowman  Grav,  Winston-Salem;  Bowman  Grav,  1944     

Schallert,  Paul  Otto,  (Life),  Ret.,  GP,  Box  446  Altamonte  Springs,  Fla.; 

Univ.   of  111.,   1904  ., ^... ........ .,....,. 
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Name  and  Address 

Shaffner,  Louis  deS.,  S,  Bowman  Gray,  Winston-Saleni;  Harvard,  1941  

Simpson,  Thomas  Edward,  GP,  P.  O.  Box  327,  Walnut  Cove;  Bowman  Gray,  1957  

Simpson,  Thomas  William,  GE,  360  Forsyth  Med.  Park,  Winston-Salem; 

Johns  Hopkins,   1943   

Slate,  John  Samuel,  (Life),  GP,  1215  W.  Fourth  St.,  Winston-Salem; 

Univ.  Coll.  of  Med.,  Richmond,  1900  

Sohmer,  Marcus  Frank,  Jr.,  GE,  Prof.  Bldg.,  Winston-Salem;  Bowman  Gray,  1952      

Spahr,  Richard  Rockefeller,  1225  Forsyth  St.,  Winston-Salem;  Univ.  of  Penn.,  1913  .... 
Speas,  Dallas  Cleaborn,  (Life),  GP,  2598  Reynolda  Rd.,  Winston-Salem; 

Univ.  of  Md.,  1911  

Speas,   William  Paul,   (Life),  Oph,  324  Reynolds  Bldg.,  Winston-Salem; 

Univ.  Coll.  of  Med.,  Richmond,  1911   

Speas,   William   Paul,  Jr.,   GP,   301  Miller   St.,  Winston-Salem; 

Univ.  of  Penn.,  1939   

Sprunt,  William   Hutchinson,  Jr.,  (Life),  S,   1931   Virginia  Rd.,  Winston-Salem; 

Univ.  of  Penn.,  1918  

Spudis,  Edward  Verhines,  N,  Bowman  Gray,  Winston-Salem;  Univ.  of  Md.,  1953 

Spurr,  Charles  Lewis,  I,  Bowman  Gray,  Winston-Salem;  Rochester,  1940  

Stallings,  Davey  Bingham,  GP,  P.  0.  Box,  Rural  Hall;  Bowman  Gray,  1957  

Stanley,  Charles  Claud,  Pd,  Stratford  Med.  Center,  Winston-Salem;  Harvard,  1953  

Stanley,  Ronnie  Lee,  GP,  Box  626,  King;  Bowman  Gray,  1960  

Starling,  Howard  Montfort,  S,  2240  Cloverdale  Ave.,  Winston-Salem; 

Med.   Coll.   of  Va.,   1931  

Stewart,   Frances  Asbury,   GP,   301   Miller   St.,  Winston-Salem; 

Univ.  of  N.  C,  1955   

Street,  Claudius  Augustus,  (Life),  Pd,  405  N.  Spring  St.,  Winston-Salem; 

Harvard,    1918    

Sturkie,  Henry  Ray,  Jr.,  ObG,  1900  S.  Hawthorne  Rd.,  Winston-Salem;  Med.  Coll.  of 

Ala.,    1955     

Sugg,  William  Cunningham,  I,  2240  Cloverdale  Ave.,  Winston-Salem;  Jefferson,  1953 
Sutton,  Homer  George,  Jr.,  GP,  3722  Reynolda  Rd.,  Winston-Salem; 

Bowman   Gray,   1953   

Taylor,   Mary   Ann  Hampton,   Box   7386    Reynolda    Station,    Winston-Salem;  Bowman 

Gray,    1960   

Thompson,  Walter  Lee,  Jr.,  GP,  1900  S.  Hawthorne  Rd.,  Winston-Salem; 

Bowman   Gray,   1953   

Toole,  James  Francis,  N,  Bowman  Gray,  Winston-Salem;  Cornell,  1949  

Tuttle,  Reuben  Gray,  (Life),  GP,  784  Stratford  Rd.,  Winston-Salem  3; 

N.   C.  Med.  Coll.,   1909   

Tyner,  Kenneth  Vann,  S,  220  Prof.  Bldg.,  Winston-Salem;  Temple,  1943  

Underdal,  Robert  Gorder,  Or,  1900  S.  Hawthorne  Rd.,  Winston-Salem; 

Bowman    Gray,   1956       

Valk,  Henry  Lewis,  L  Bowman  Gray,  Winston-Salem;  Duke,   1941   

Vann,  Robert  Lee,  Pd,  301  Miller  St.,  Winston-Salem;  Bowman  Gray,  1945  

Vreeland,  Walling  Douglas,  Jr.,  GP,  3910  Country  Club  Rd., 

Winston-Salem;    Bowman    Gray,  1955    

Walker,  Joseph  Monroe,  Jr.,  S,  114  Third  St.,  N.  E.,  Winston-Salem; 

Univ.  of  Illinois,  1934      

Walker,  William  Thomas,  GP,  116  S.  Main  St.,  Kernersville;  Med.  Coll.  of  Va.,  1949  ... 
Wall,  Roscoe  LeGrand,  (Life),  Ret.,  Anes,  121  Prof.  Bldg.,  Winston-Salem; 

Jefferson,    1912    

Wall,  Roscoe  LeGrand,  Jr.,  ObG,  121  Prof.  Bldg.,  Winston-Salem;  Jefferson,  1940 

Walls,  Bruce  Ensor,  P,  1900  S.  Hawthorne  Rd.,  Winston-Salem;  Tenn,  1946  

Weaver,  Richard  Grey,  Oph,  Bowman  Gray,  Winston-Salem; 

Wash.  Univ.,  St.  Louis,  1947  

Weiss,  Larry  Lister,  Oph,  2240  Cloverdale  Ave.,  Winston-Salem;  Ohio,  1958     

Welfare,  Charles  Randall,  I,  Professional  Bldg.,  Winston-Salem;   Univ.  of  Penn.,  1940 
Whitaker,  Richard  Harper,  GP,  133  S.  Main  St.,  Kernersville;   Univ.  of  Penn.,  1934  . 

White,  James  Alfred,  Jr.,  Path,  2240  Cloverdale  Ave.,  Winston-Salem;  Tenn.,  1948  

Whitener,  Donald  Leonard,  ObG,  2240  Cloverdale  Avenue,  Winston-Salem; 

Johns  Hopkins,  1946 

Whitley,  Joseph  Efird,  R,  Bowman  Gray,  Winston-Salem;  Bowman  Gray,  1955  

Whittington,  James  Benbow,  (Life),  Hosp  Ad,  P.  0.  Box  2954,  Winston-Salem; 

N.   C.  Med.   Coll.,  1911      

W'iggins,  John  Carroll,  Jr.,  I,  2240  Cloverdale  Ave.,  Winston-Salem;  Harvard,  1941   .... 
Williams,  Kenan  Banks,  Pd,  301  Miller  St.,  Winston-Salem;  Jefferson,  1944 
Williams,  Samuel  Clay,  I,  1900  S.  Hawthorne  Rd.,  Winston-Salem;  Univ.  of  Penn.,  1945 
Wilsey,  John  Derrick,  IH,  Oph,  262  Forsyth  Med.  Park,  Winston-Salem; 

Johns    Hopkins,    1941  ,  ...  

Wilson,  Virgil  A.,  Ind,  1300  Old  Lexington  Rd.,  Winston-Salem;  Univ.  of  N.  C,  1954... 
W^olfe,  Ralph  Verlon,  S,  119  Marshall  Street,  S.  W.,  Winston-Salem; 

Univ.   of  Indiana,  1937  1940  1941 
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Nanir   and   Address 

Wright,  Orpheus  Evans,   (Life),  GP,  126  E.   Sprague   St.,  Winston-Salem; 

Emory    Univ.,   1924 

Wylie,  William  DeKale,  (Life),  I,  306  Nissen  Bldg.,  Winston-Salem;  Univ.  of  Va.,  1924 
Yount,  Ernest  Harshaw,  Jr.,  I,  Bowman  Gray,  Winston-Salem;  Vanderbilt,   1943 

FRANKLIN    COUNTY   SOCIETYS". 
OFFICERS— President:  Medders,  J.  Doyle,  (Biog.  below),  Louisburg 
Secretary:  Perry,  Carey  J.,   (Biog.  below),  Louisburg 

Cole,  Walter  Franklin,  GP,  Bo.x  6,  Bunn;  Univ.  of  Va.,  1934 

Corpening,  Albert  N.,  GP.  P.  0.  Box  15S,  Youngsville;  Bowman  Gray,  1955  

Lloyd,  John  T.,  S,  111  Jollv  St.,  Louisburg;  Temple,  1941  

Medders,  J.  Doyle,  GP,  113  Jollv  St.,  Louisburg;  UNC,  1956  

Nowell,  James  S.,  GP,  4  E.  Mason  St.,  Franklinton;  Temple,  1943 

Patterson,  Bernard  L.,  GP,  Perry  Bldg.,  Louisburg;  Med.  Coll.  of  Virginia,  1952         

Perry,  Carey  J.,  GP,  113  Jolly  St.,  Louisburg;  UNC,  1956  

Perry,  William  Clifton,  PH,  College   St.,  Louisburg;   Emory,  1934    

Stallings    S.  Durwood,  Jr.,  GP,  Route  2,  Zebulon;   Bowman  Gray,  1946      

Tabor,  Charles  Gordon,  I,  Box  76,  Pusan,  Korea;  Bowman  Gray.  1954      

Wheless,  James  Block,  GP,  Market  St.,  Louisburg;  Univ.  of  Md..  1935  

Wheless,  Thomas  0.,  GP,  105  Market  Street,  Louisburg;  Bo\vman  Gray,  1943  

GASTON  COUNTY  SOCIETY-"' 
OFFICERS— President:    Morris,  Leslie  M.,    (Biog.  below),  Gastonia 
Secretary:  Miller,  J.  T.,   (Biog.  below),  Gastonia 

Adams,  Simeon   Huey,  S.  318  South  Street,  Gastonia;  Med.   Coll.  of  Va.,   1953      

Agner,  Marshal  Edward,  GP,  107  S.  Oak  St.,  Cherrvville;  Duke,  1952       

Anders,  McTyeire  Galant,   (Life),  GP,  416  W.  5th  Ave.,  Gastonia; 

Med.  Coll.  of   Md.,   1901   

Anthony,  Luther  L.,  Jr.,  I,  312  N.  Highland,  Gastonia;  Jefferson,  1953 

Anthony,  William  Augustus,  I.  312  N.  Highland  St.,  Gastonia;  Med.  Coll.  of  Va.,  1929 

Baker,  Larrv  Duane,  GP,  213  W.  Main  St.,  Gastonia;  Vanderbilt,  1953 

Belk,  George  W.,  (Life),  GP,  403  W.  Sixth  Ave.,  Gastonia;  Atlanta  Sch.  of  Med.,  1913 

Blair,  James  Samuel,  Ob,  210  S.  York  Street,  Gastonia;  Med.  Coll.  of  S.  C,  1937 

Bond,  John  Pennington,  S,  155  S.  York  Street,  Gastonia;  Univ.  of  Ga.,  1940  

Boyce,  Oren  Douglas,  I,  406  S.  Chester  Street,  Gastonia;  Duke,  1933  

Cain,  Frank  Coral,  Jr.,  GP,  New  Hope  Rd.,  Gastonia;  Duke,  1952      

Caldwell,  Jesse,  ObG,  114  W.  Third  Ave.,  Gastonia;  McGill  Univ.,  1941  . 

Cameron,  Joseph  Harold,   GP,  401  S.  Marietta  St.,  Gastonia;   Geo.   Wash.  Univ.,  1944 

Chambers,  Robert  Edward,  Pd,  New  Hope  ProL  Bldg.,  Gastonia;  Duke,  1952  

Chastain,  Loren  Lee,  GP,  106  West  First  Street,  Cherryville;  Bowman  Gray,  1944     

Cochcroft,  Roy  Leicester,  GP,  115  W.  Penn.  Ave.,  Bessemer  City; 

Med.  Coll.  of  S.   C,  1951      

Conner,  Joel  Dewitt,  ObG,  Akers  Center,  Gastonia;  UNC,  1957  

Creed,  Donald  Lamonte,  Path,  Gaston  Mem.  Hosp.,  Gastonia;  Pittsburgh,  1945   

Davis,  Jefferson,  OALR,  Medical  Bldg.,  Gastonia;   Tulane,  1934  

Davis,  Rufus  Jackson,  GP,  Box  317,  Cramerton;   Med.  Coll.  of  S.  C,  1946       

Dickson,  Brice  Templeton,  Jr.,  I,  1418  York  Rd.,  Gastonia;  Jefferson,  1944  

Drake,  Benjamin  Michael,  PH,  615  N.  Highland  St.,  Gastonia;  Vanderbilt,  1935    

Eckbert,  William  Fox,  GP.  Box  317,  Cramerton;  Duke,  1939  

Edmondson,  Richard  E.,  Anes,  2549  Pinewood  Rd.,  Gastonia;  Hahnemann,  1937  

Fesperman,  Joseph  Claude,  Gl',  Box  517.  Stanley;  Bowman  Gray,  1951  

Feuer,  Abe  Lawrence,  ALR,  224  New  Hope  Rd.,  Gastonia; 

Hahnemann   Med.   Coll.,   1939  

Forrester,  James  Summers,  Box  565,  Stanley;  Bowman  Gray,  1962  

Freeman,  Percy  Lee,  U,  406  N.  Highland  Street,  Gastonia;  Univ.  of  Ga.,  1943  

Gibbs,  Stuart  Wynn,  R,  Medical  Bldg.,  Gastonia;   Bowman  Gray.  1944 
Glenn,  Charles  Arthur,  S,  314  N.  Highland  St.,  Gastonia;  Med.  Coll.  of  S.  C,  1936 
Glenn,  Dorothy  Norman,  ObG,  Box  906,  Gastonia;  Woman's  Med.  Coll.  of  Penn.,  1938 
Glenn,  Lucius  "Newton,  (Life),  Ret.,  S,  P.  0.  Box  1144,  Gastonia;  Univ.  of  Md.,  1897 
Gregory,  Wm.  Lvon,  GP.  1518  Ozark  Ave.,  Gastonia:  Med.  Coll.  of  S.  C.  1955 
Groves,  Robert  B.,  Jr.,  Ob,  206  North  Highland  St.,  Gastonia;  Med.  Coll.  of  Va.,  1953 
Herrin,  Hermon  Keith,  OALR,  212  W.  2nd  St.,  Gastonia;  Med.  Coll.  of  Va.,  1935 

Horslev,  William  Nolen,  GP,  28  E.  Woodrow  Avenue,  Belmont;  Duke.  1941  

Houser,  Forest  Melville,  GP,  410  S.  Elm  St..  Cherryville;   Univ.  of  Penn.,  1928  

Jai'vis,  James  Luther,  R.  Medical  Bldg.,  Gastonia;  Bo^\^nan  Gray,  1946         

Jennings,  Lowell  Eugene,  GP,  2495  Lowell  Rd.,  Gastonia;   Indiana,  1949    

Jones,  William  McConnell,  (Life),  GP,  211  W.  Main  Street,  Gastonia; 

Med.  Coll.  of  S.  C,  1922  

Lahser,  Charles  Irvin,  Pd.  318  South  Street.  Gastonia;  Bo\vnian  Gray,  1946  

Leeper,  William  Edward,  Jr.,  I,  818  W.  Mauney  Ave..  Gastonia;  Duke,  1943  

Lowery,  Charles  Donald,  GP,  Box  368,  Lowell;  Bowman  Gray,  1958  
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Name  and  Address 
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1910 

1917 

1954 

1956 
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1931 

1955 

1960 

1950 
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1946 

1948 
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1943 
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1949 
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1924 

1927 

1932 
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1947 

1948 

1910 

1910 

1950 

1952 
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1928 

1929 

1954 
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1962 

1963 

1964 

1945 

1949 

1946 
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1938 

1946 
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1964 

1952 

1957 

1949 
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1956 

1956 

Lyday,  Charles  Emmett,   (Life),  GP,  304  Commercial  Bldg.,  Gastonia; 

Atlanta  School  of  Medicine,  1910  

Harder,  Gerard,  Pd,  New  Hope  Prof.  Bldg.,  Gastonia;   Duke,  1951   

McChesney,  W.  W.,  1220  S.  York  St.,  Gastonia;  IVIed.  Coll.  of  Va.,  1915  

McConnell,  Harvey  Russell,  (Life),  S,  Box  875,  Gastonia;  Univ.  of  Md..  1924  

McDowell,  Roy  Hendrix,  GP,  Main  St.,  Belmont;  Univ.  of  Md.,  1929  

Miller,  Andrew  Cleveland,  IH,  GP,  213  W.  Main  Ave.,  Gastonia;  UNC,  1955  

Miller,  George  R.,  Or,  Box  176,  Gastonia;   Univ.  of  Rochestei-,  1943  

Miller,  Joseph  Teles,  I,  155  S.  York  St.,  Gastonia;  McGill  Univ.,  1951  

Moore,  Burmah  Dixon,  (Life),  GP,  125  W.  Central  Ave.,  Mt.  Holly; 

Med.  Coll.   of  Va.,   1915    

Moore,  Robert  Love,  GP,  W.  Penn.  Ave.,  Bessemer  City;  Med.  Coll.  of  S.  C,  1940  

Morgan,  Charles  Hermann,  S,  109  W.  3rd  Ave.,  Gastonia;  Columbia,  1944  

Morris,  Leslie  Morgan,  R,  Med.  Bldg.,  Gastonia;  Bowman  Gray,  1943  

Ogle,   Ben   C,  Anes,   Gaston   Mem.   Hosp.,    Gastonia;   Columbia,    1943  

Parks,  Walter  Beatty,  (Life),  GP,  102  S.  Dalton,  Gastonia;  Univ.  of  Md.,  1924  

Powell,  Herman  Sutton,  GP,  Box  2365,  Gastonia;  Univ.  of  Va.,  1932  

Prince,  George  Edward,  Pd,  318  S.  Street,  Gastonia;  Duke,  1944      

Pugh,  Charles  Harrison,  (Life),  GP,  Box  1478,  Gastonia;  N.  C.  Med.  Coll.,  1910  

Rankin,  Richard  Eugene,  GP,  Rankin  Clinic,  Mt.  Holly;  Univ.  of  Va.,  1950     

Riddle,  Harry  Duff,  GP,  322  S.  Marietta  St.,  Gastonia;  Med.  Coll.  of  S.  C,  1944  

Roberts,  William  McKinley,  (Life),  Or,  P.  O.  Box  176,  Gastonia;  Tufts,  1925  

Seear,  Torben,  ObG,  114  W.  Third  Ave.,  Gastonia;  Univ.  of  Copenhagen,  1941  

Shaver,  S.   L.,  GP,   Breeland  Bldg.,   Belmont;   Arkansas,  1958  

Smith,  Douglas  Ray,  GP,  126  W.  Charlotte  Ave.,  Mt.  Holly;  Bowman  Gray,  1963      

Smith,  Joseph  Pinkney.  GP,  1508  S.  York  Street,  Gastonia;  Bo\^Tnan  Gray,  1945 
Stroup,  Matthew  Alfred,  Jr.,  I,  529  S.  Chester  St.,  Gastonia;  George  Wash.  Univ..  1945 
Stroupe,  Albertus  Ula,  Jr.,  GP,  P.  0.  Box  445,  Mount  Holly;  Med.  Coll.  of  Va.,  1931   .. 

Tyner,  Hugh  Edward,  S,  815  W.  Mauney  Ave.,  Gastonia;  Bowman  Gray,  1946  

Waggoner,  Lcnnie  Augustine,  Jr.,  I,  601  S.  York  St.,  Gastonia;  Duke,  1947  

Wallace,  John  Dixon,  Jr.,  I,  601  S.  York  St.,  Gastonia;  Duke,  1952        

Weathers,  Bailev  Graham,  GP,  Box  398,  Stanley;  Med.  Coll.  of  Va.,  1929  

White,  Grover  Watts,  U,  406  N.  Highland,  Gastonia;  Univ.  of  Ala.,  1956  

Whitesides,  Edward  Steele,  Or,  Medical  Bldg.,  Gastonia;  Duke,  1951  

Will,  Thomas  Augustine,  GP,  Box  515,  Dallas;  Bowman  Gray,  1948  

Williams,  Ernest  Council,  S,  319  N.  Highland  St.,  Gastonia;  Tulane,  1951  

GATES  COUNTY  SOCIETY- 
OFFICERS— President  : 

Secretary:  Payne,  John  A.,  Ill,  (Biog.  below),  Sunbury 
Payne,  John  Abb,  III,  GP,  Box  157,  Sunbury;  Med.  Coll.  of  Va.,  1933  1935  1942 

GRAHAM   COUNTY  SOCIETY'S 

GRANVILLE  COUNTY   SOCIETYS^' 
OFFICERS— President:  Taylor,  Rives  W.,   (Biog.  below),  Oxford 
Secretary:  Simonson,  Delia  S.,  (Biog.  below),  Butner 

Barker,  Carolvn  E.  Culbreth,  John  Umstead  Hosp.,  Butner;  UNC,  1958  

Bradsher,  James  Sidney,  Jr.,  (Life),  GP,  Box  83,  Stovall;  Univ.  of  Va.,  1925  

Carter,  Warren  Dallas,  P,  John  Umstead  Hosp.,  Butner;  Med.  Coll.  of  S.  C,  1934  

Cathell,  James  L.,  P,  Broughton  Mem.  Hosp.,  Morganton;  Emorv  University,  1937 

Clay,  Earl  Lewis,  Ret.,  GP,  302  Henderson  St.,  Oxford;  Univ.  of  Kentucky,  1929 

Daniel,  Louie  Samuel,  GP,  1001  College  St.,  Oxford;  Univ.  of  Md.,  1940  

Desrosiers,  Norman  Alfred,  P,  104  Westbrook  Dr.,  Butner;  UNC,  1959   

Elliott,  James   Francis,   P,   Murdoch  Center,  Butner;    Duke,  1954   

Elliott,  Julian  Carr,  (Life),  S  &  GP,  Box  315,  Oxford;  Univ.  of  Md.,  1926     

Finch,  Charlie  Bryan,  GP,  Daniel-Finch  Clinic,  Oxford;  Duke  Univ.,  1954 

Fowlkes,  William  Mortimer,  Jr.,  P,  John  Umstead  Hosp.,  Butner;  Bo^viuan  Gi-ay,  1944 

Grady,  Edward  Stephen,  P,  John  Umstead  Hosp,,  Butner;  Tulane,  1937 

Irigaray,  Pedro  Jose,  P,  609  Central  Ave.,  Butner;   U.  of  Mexico,  1955  

Lokev,  Julian  Lee,  I,  631  Macon  PL,  Raleigh;  Univ.  of  Ga.,  1943  

Noblin,  Roy  Lee,  (Life),  GP.  105  College  St.,  Oxford;  Med.  Coll.  of  Va.,  1924     

Noel,  Richard  David,  S,  P.  0.  Box  713,  Oxford;  Univ.  of  Georgia,  1949      

Rogers,  Stanley  James,  PN,  Montana  State  Hosp.,  Warm  Springs,  Mont.; 

Univ.  of   Liverpool,  1951    

Shearin,  Dorothy  Ray  Blackwell,  Pd,  Murdoch  Sch.,  Butner;  Penn,  1954         

Simonson,  Delia   Sue,  GP.  Murdoch  School,  Butner;  Univ.  of  Arkansas,  1955 

Tarry,  James  Rovster,  GP,  24  Albemarle  Ave.,  Richmond,  Va.;  Med.  Coll,  of  Va.,  1952 

Tarry,  William  Burwell,  Jr.,  GP,  104  New  College  St.,  Oxford; 

Med.  Coll.  of  Va.,  1953     

Taylor,  Rives  Williams,  (Life),  GP,  105  College  St.,  Oxford;  Tulane,  1926       

Taylor,  William  Louis,  (Life),  GP.  College  St.,  Oxford;  Univ.  of  Va.,  1900     

Varner,  John  Wesley,  PH,  John  Umstead  Hosp.,  Butner;  U.  of  Tenn.,  1932  
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NaTnc  and  Address 

GREENE— SEE  LENOIR-GREENE-JONES 

OFPrrFRc;     P      -^     ,     r        .  GUILFORD    COUNTY   SOCIETY^i 

OFFICERS-President:  Lynch,  John  F.,   (Biog.  below),  High   Point 
Ah         ,u      J^'^^^'y-  Auman,  E.   L.,   (Biog.  below)     High  Poim 

Alley,  James  Thomnson^  Onh    .i^vL.^l^T.SiJIl'^'^.L^^^-  H'g^Po.nt;_  Univ.  of  Md.,  1943 


Univ.   of  Md.,   1899  '  ^°^  ^-  ^'™  ^^•'  Greensboro; 


1954 


^^'3^r^^:^0^'^'^'''S^-  ViH.,  Greensboro;   Duke.  1938 


Berry 

B 

B 


:erry,  Francis  X     ObG.  309  E.  Wendover  Ave.,  Greensboro;  Georgetown    1942 
Bird,  Ignacio,  R,  Drawer  X-3,  Greensboro;  Yale    1930  ^'  

Bradley,  Harold  John,  Jr.,  U,  1018  N.  Elm  St.,  Greensboro;  UNO,  1957 


Brockmann,  John  Lyndon,  S.  624  Quaker  Lane,  High  Point-  Duke    19=^3 
iroo  ::  ir^^Tf,!  fV^."??.^- J"S,St-et,  Green^sbororkPv"Vf  ^^fn. 


1943  

owTiian  Gray,  1944 
UNC,  1955 
;  Vanderbilt,  1938 
ge  Wash.,  1951 


^,"i!'„?.°i':."'^.'?,/^I=U-'<.',J'^  1..1022  Prof.  Vill.,  Greensboro;  Bowman  GraV,"l9a4 

•eei    '  -.    . 

^^]!ll^Il?'  J^!n?"<=!  9^"^:^-'!d°Ir'atri600  W.'cone'Blvd..-Greensboro;  U.  of"Havan7.  1951 


iurTen'"jo'hn°c"  le  It'  "'obc'  S.^'p   %'-  G-ensboro;  Med.  Coll.  of  Va.;  i939 
r._i:':"'_''?i'"  ^°"^j  Ji.,  ObG,  1026  Professional  Village,  Greensboro;  Duke,  1933 


Western  Ontario,   Canada,   1942 

rhfw'  M^"ru  ^^"'•'^'^;  I-  624  Quaker  Lane,  High  Point;  Bowman  Gray    1943  

Chiles,  Noah  Hampton,  L  527  N.  Main  St.,  High  Point;  Univ.  of  LouisvUle    1944 

ri.'vv   ?v'l,^"'"V',"^''''P^>.PJ'  ^^^  Walker  Ave.  Greensboro;  Bowman  Gray      951   

Cay,  William  Thomas,  ObG,  1029  ProL  Vill.,  Greensboro;  Univ.  of  Penn     l'9o|"  
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ROSTER  OF  MEMBERS 

Name  and   Address 

Cook,  Henry  Lillie,  Jr.,   (Life),  OALR,  319   Jefferson  Bldg.,  Greensboro; 

Jefferson,    1918 
Cook,  Joseph  Lindsay,  (Life),  Ins,  Drawer  F-2,  Greensboro;  Univ.  of  Penn.,  1925 
Cozart,  Samuel  Rogers,   (Life),  GP,  122  S.  Greene   St.,  Greensboro; 

Med.  Coll.  of  Va.,  1923 
Creech,  Lemuel  Underwood,  GP,  138  Church  Street,  High  Point;  Tulane,  1939 
Croom,  Arthur  Bascom,  R,  624  Quaker  Lane,  High  Point;  Med.  Coll.  of  Va.,  1940 
Cross,  Almon  Rufus,  ObG,  624  Quaker  Lane,  High  Point;  Duke,  1938 
Cross,  Robert  V.,  ObG.  624  Quaker  Lane,  High  Point;  Univ.  of  Pittsburgh.  1947 
tDalton,  William  B.,  S,  4217  Henderson  Rd.,  Greensboro;  Univ.  of  Md.,  1918 
Davis,  Philip  Bibb,  (Life),  S,  442  N.  Wrenn  Street,  High  Point;  Jefferson,  1926 
Davis,  Richard  Boyd,  (Life),  S,  122  S.  Greene  St.,  Greensboro;  Med.  Coll.  of  Va.,  1915 
Deaton,  W.  Ralph,  Jr.,  S,  1027  Professional  Village,  Greensboro;  Vanderbilt,  1935 
Donald,  William  Blanton,  Jr.,  Oph,  624  Quaker  Lane,  High  Point;  Bowman  Gray,  1952 
Douglass,  Donald  Perry,  S,  110  Church  St.,  High  Point;  Bowman  Gray,  1953 
Doyle,  Owen  William,  R,  1013  Professional  Village,  Greensboro;  Yale  Univ.,  1947 
Dunn,  Richard  Berry,  ObG,  1014  N.  Elm  Street.  Greensboro;  McGill  Univ.,  1933 
Durham,  Carey  Winston,  GP  &  S,  330  Southeastern  Bldg.,  Greensboro; 

Geo.   Wash.   Univ.,  1927     

Dyer,  John  Wesley,  (Life),  GP,  134  Old  Mill  Rd.,  High  Point;  Univ.  of  Louisville,  1916 

Edwards,  Vertie  Edward,  (Life),  GP,  Box  801,  Stokesdale;  Univ.  of  Md.,  1913  

Ellinwood,  Everett  Hews,  PR,  300  E.  Northwood  St.,  Greensboro;  Temple,  1935    

Epple,  Kenneth  Hall,  P,  1018  Prof.  Village,  Greensboro;  Univ.  of  Va.,  1952    

Farmer.  William  Dempsey,  OALR,  1014  Professional  Village,  Greensboro;  Duke,  1934 
Fincher,  Robert  Charles,  Jr.,  PN,  107  Spencer  Ave.,  High  Point;  Med.  Coll.  of  S.  C,  1944 
Flythe,  William  Henry,  1,  624  Quaker  Lane,  High  Point;  Vanderbilt,  1933 

Folio,  Paige  Bill,  Pd,  1209  Magnolia  St.,  Greensboro;  Harvard,  1947  

Forrest,  William  Womble,  Path,  501  N.  Elam  Ave.,  Greensboro;  Harvard,  1948  

Fortney,  Austin  Powell,  I,  Box  329,  Jamestown;   Emory,  1946    

Fortune,  Alexander  Fletcher,  (Life),  GP,  Bpx  256,  Greensboro; 

Univ.  Coll.  of  Med.,  Richmond.  1900  

Fortune,  Benjamin  Fletcher,  GP,  P.  O.  Box  1922,  Greensboro;  Jefferson,  1941  

Fox,  Norman  Albright,  Jr.,  GP,  Rt.  3,  Box  184-A,  Greensboro;   Duke,  1954  

Fraser,  Hugh  Erskine,  Jr.,  D,  1030  Prof.  Village,  Greensboro;  Med.  Coll.  of  Va.,  1956 

Frazer,  Joe  Walton,  Jr.,  S,  1018  Prof.  Village,  Greensboro;  Duke,  1952       

Freedman,  Arthur,  I,  1000  N.  Elm  Street,  Greensboro;  Vanderbilt,  1939   

Fulton,  James  Walker,  ObG,  132  Church  St.,  High  Point;  Duke  U.,  1957  

Garrard,  Robert  Lemley,  PN,  800  N.  Elm  Street,  Greensboro;  Harvard.  1932      

Garrett,  Norman  H.,  Jr.,  L  1038  Prof.  Village,  Greensboro;  Duke,   1950  

Garvey,  Alfred  Hamilton,  U,  1309  N.  Elm  St.,  Greensboro;  Bowman  Gray,  1954  

Geddie,  Kenneth  Baxter,  (Life),  Pd,  High  Point  Med.  Center,  High  Point; 

Jefferson,    1921     

Gilliam,  James  Sylvester,  Jr.,  U,  217  Gatewood  Ave.,  High  Point;  Duke,  1941  

Gilmore,  Brooks  Webster,  1,  342  N.  Elm  St.,  Greensboro;  Univ.  of  Penn.,  1956  

Grabeel,  William  Sims,  Forrest  Dr.,  Box  217,  Pleasant  Garden;  Med.  Coll.  of  Va.,  1960 

Gray,  Cyrus  Leighton,  R,  225  Boulevard,  High  Point;   Duke.  1937  

Grimsley,  William  Tull,  GP,  Box  806,  Stokesdale;  Bowman  Gray,  1952     

Groat,  Richard  Arnold,  Path,  1321  N.  Elm  St.,  Greensboro;  Bowman  Gray,  1952 
Groome,  James  Gordon,  (Life),  GP,  517  N.  Main  St.,  High  Point;  Univ.  of  Cinn.,  1924 
Gross,  Francis  Warren,  OALR,  110  Church  St.,  High  Point;  Univ.  of  Oklahoma,  1937 

Gunter,  Van  Wyke,  Ins,  Jefferson  Bldg.,  Greensboro;   Med.  Coll.  of  Va.,  1946 

Hambright,  Rufus  Roberts,  ObG.  1309  N.  Elm  St.,  Greensboro;  Duke,  1950  

Harden,  Robert  Norman,  (Life),  S,  222  Jefferson  Bldg.,  Greensboro; 

Univ.    of   Penn.,  1922 
Harrill,  Henry  Clay,  U,  1012   Professional  Village,  Greensboro;  Johns   Hopkins.  1933 

Harris,  Carlton   McKenzie,  I,   1011   Prof.   VilL.   Greensboro;   Bowman   Gray.   1947    

Hassell,  Charles  Matthews,  Jr.,  Path,  Moses  H.  Cone  Mem.  Hosp.,  Greensboro; 

U.  of  Pa.,  1958    

Henson,  Joseph  Bascom,  Jr.,  I,  1029  Madison  Avenue,  Greensboro;  Temple,  1945  

Henson,  Thomas  Albert,  Pd.  1006  Professional  Village,  Greensboro;  Temple,  1937 
Hertle,  Xaver  Franz,  P,  300  E.  Northwood  St.,  Greensboro;  Univ.  of  Munich,  1950  ... 
Holt,  Duncan  Waldo,  (Life),  Ret.,  I,  1712  Madison  Ave.,  Greensboro;  Jefferson,  1918.. 

Horn,  Helen  Amelia,  Path,  225  Blvd.,  High  Point;  Univ.  of  Md.,  1944   

Hunt,  William  Jack,  I,  136  Church  Street,  High  Point;  Univ.  of  Md.,  1943 

Hunter,  John  Gray,  S,  1016  Prof.  Village,  Greensboro;   Univ.  of  Penn.,  1943 

Inabnet,  William  Barlow,  Otol,  1208  Briarcliff  Rd.,  Greensboro;  La.  State  U.,  1958  ... 

Ingram,  Charles  Hal,  S,  624  Quaker  Lane.  High  Point;  Univ.  of  Md.,  1943 

Jenkins,  Ramon  Barton,  N,  1018  Prof.  Village,  Greensboro;  Cambridge  Univ.,  1954 

Jennings,  Royal  Green,  D,  624  Quaker  Lane,  High  Point;  Bowman  Gray,  1945    

Johnson,  Harry  Wallace,  ObG,  823  N.  Elm  St,.  Greensboro;  Duke,  1955 

Johnson,  Robert  Charles,  Or,  624  Quaker  Lane.  High  Point;  Coll.  of  Med.  Evang.,  1949 

Joyner,  Samuel  Balfour,  I,  1219  Magnolia  St.,  Greensboro;   UNC,  1955  

Kelly,  Richard  Alexander,  Jr.,  GP,  1116  Grove  St.,  Greensboro;  Duke,  1954     
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Name  and   Address 

Kesler,  Robert  Cicero    OATR    initj  m    n 

Kin^,  Walter  Gorrr^e    S    U«  E    NmtWo  fj^f^    Greensboro;  Tulane,  1928 

Lake    Ralph  Callihan^  S,  902  N    Elm  S  reerCln  ^'■"'"^^'"■•"=   ^^'^^  Co"-  of  Va.,   1940 

Lashley,  Curtis  Ray,  GP    5-110  Fdendh    Rr  '  9."'''"''i°''°''  Umv.  of  Louisville,  1931 

Leath,  MacLean  Bacon    6  VI  K    V^  kt  "m      '  e/^^"'T?''°=  ^NC,  1959 

LeBauer,  Maurice  LeoA    S    1   b?  Profefsfonaf  Xni''  ^'^^  ^°'"'j  J^«erson.  1933 

LeBauer,  Sidney  Ferrinff        10  7  P,  of!f=  °      ,  Y  ,'f ^*''  Greensboro;   Univ.  of  Va 

LeGrand,  Robert  hL'  Hon    S      0^3  P°of   Vill     C.      ^''k  G>-eensboro;   Univ.  of  Va.- 

Lennon,   Her.shel  Clan  on.   Pa\h    Box  X  3    rVpp.T"'''"!?^^^""-'  ^^^^ 

Leonard,  Donald  Dean,  Path.  l"'oo  N   Elm's^     r         '?=   ""'7-  °^  P«^""-   1931 

Leonard    WilHan,  Albert.  L  lOfi  E    nS  woo'd^ret    r"''  ^^t'*"'"  ^''''"''  1956    ■■■ 

Lewis,   Clifford   Whitfield    ObG    330  r  oTe  Qt    '^^'.'^f-  Greensboro;   Tufts,  1943 

Lewis,  Walter  Glenn    GP    Box  4or;L''-i?' .?'?''   ^""^^'   M^-d.  Coll.  of  Va     1930 

Little,  Howard  Q.  L.    Gp' '^3  Bm^ini-t.     p^'^ v'^  "''•  ^°"-  "^  ^a.,  1938  '     ^° 

Lodmell,  Elmer  ArthuR,"l20(fNEt  St     r,^"'^'^^^  

Lund,  Herbert  Z.,  CP,  1200  N    E hii  Street    'rK^"''°VTU"'^-  °^  ^inn.,  1927 

Lupton,  Carroll  Crescent^S,  1100  OHve  Str^ef'r'^"™',  ^"'^^^^^  1931    ...  

Lupton.  Emmett  Stevenson    Dioo  Olive  qf  V     ■"'l'''°''''iJ^"'P'e'  1932 
Lusk,  John  Alexander.  Ill    I    1034   Prof' Vi,7  ^'r''''''^u'°'-  ^^  ^^  ^niv.  of  Med., 
Lusk,   Walter  Coles,  I  ,  Endoc    1034   P,L    Iril.    '''T'^°'"=u^^'^-  ^o".  of  Ala., 
Lyday,  John   Elliott    S    1031   pVofestion.l  Vm      ^'^^''^''?^°''°=   Emory,   1950 
Lyday,  Russell  Osborne,   (Life)    S    1031   plofv1li°r'"'''°u"°'   U"iv.  of  Penn., 
Lynch,  John  Franklin,  Jr     Pd    fi^'on^ko,   T  u-   r"'^^"'''°''°=  P^^n"-  1920 

MabiT,  Edward  Bloxtin    ObG'  8^3  N    Elm  ^^C  ^'^\  ^"'"U  J^^^-^on    1944     ;■; 

Mahaffee,  W.  Collins    GP    SOO^R   F    R  '  Greensboro;  Duke,  1953  

Maness,  Archibald  Kelly    \Life)    ObG    lioroli  ^^Iv  Greensboro;   UNO.  1954 
Marks,  Edgar  Seymour    I.  nm    Olive   St     C?pp;^'k^'''^  Greensboro;  Jefferson    1928 
McAhster,  Jean  Colvin,  Pd    104  E    North wooHc,?'^?''''^   bowman   Gray,  1945 
McCracken,  J.  Williuii    S    lorFWo^Ji^^ .?'''''''*•  Greensboro;  Univ.  of  Penn     1933 
McFalls,  Vernon  WendeH'  Pd    I^^X^^l^Tf'  ^'-eensboro;  Univ.  of  Md.,  1953        ' 
McGee    Julian  Murrill.  (Life)    S    SU   N    Fpm"^;  ^r^^  ^T^'  ^NC  1958 
McLendon,   William  Woodard    Path  Vn,;     i?    St.    Greensboro;   Univ.  of  Penn     1995 
McRae.  Marvin  Everett    D    .344  N    Kin,  i^t     r"''  ",°'P-'  Greensboro;   UNC.   1956 

Merritt,  J.  Frederic,  I    344  N    E^m   St     r  "  ^'-eensboro;  Med.  Coll.  of  Va.    1938     

Miller,  Ira  Ben,  I,  110  Church  St  Ipt^- ^/■''p"'^°''°'   Northwestern  Univ.,  19.36       

Mills,  Charles  Rose,  Oph.  802  Sou  rea's"™  Pk?'" ^  G'.^^'  '^''' 

Mills,  Warden  Hardee%)ALR.°ioi4  pS.sSt  VnZfT''  ^T'  "'  Pi«sburgh,  1936 
Moore,  John  Andrew.  I,  344  X    Elm  St     rf-lu  f?' .Greensboro;  Duke,  1940 

Moore,  William  Locke,  Pd    616  Pasteur'  D.      P?      '°i.  Med.  Coll.  of  Va.,  1948 
Morris,  Marshall  Glenn    Jr     S    1 3nq  W    T?^    '  £'«'5,"sboro;   Harvard,  1952 

N=t.'w&^-^„[;  Str^'^^  Village,  Greensboro;  Duke,  1944    :: 

Nowlan.  F  agg  Bernard    GP    Box  4^S    Pi        '  G/eensboro;  Jefferson,  1922 

Ogburn    Herbert  Hammond;  (Life)    Ret     s1806'^w'^m'  i^""S^""  G''«-^'  1946     ■.■.■.■.■.'.■.•.:- 
Johns    Hopkins,    1913  '  '     '  ^^''*'  ^^ '  Mai'^et  St.,  Greensboro; 

P^^'^^^m^l^.?'f%l^^^^^^  Point;  Univ.  of  Penn..  1943 

Parks,  W.  Craig,  I.  624  Quike,   LJ;e    High  PoTnTs    r^M^^.^'^^'^l^™'   ^y-euse,    1923 
Patterson,  Fred  Marion,   (Life)     Ret     IT    in/  t     •'       t? '  f^"^'  GoU.,  1938 

Univ.  of  Penn.    1924  '      '  ^^^  ^'"'''"^  P^''"^  Court,  Greensboro; 

P"r?;  H:^A.'^:Lrjr'^^"l|;or^^^Hi^h  Point;  Med.  Coll.  of  Va.,  1933      

Phillips,  Robert  Lewis    NSn'.6N%l''^q?"   ^p••   G-'eensboro;   Univ.  'of  Md.,  1943 
Prefontaine,  J.  Edouard    OALR    401    Wf         '^,P,''*'^"^'^°''°-'  J<^«erson,  1952 

^       Laval    University    of   Quebec     1 907        '°"  ''''^•'  G^'eensboro;  

KaDold.   Leonard  Jam  PC    t    i  noo  rJ     .^ 

Ravenel,  Samuel   Fkzsimons'  '(LiFeT^'lfrTo^'  ^p'"^^<^;  G.'eensboro;  Vanderbilt,  1941  

Johns    Hopkins      1993    ^''  ^  ^'  "'-l  E.  Northwood  St.,  Greensboro- 

R^i^fwilfl^l^r  J^;:;f  b^^y^|«  P;;^^Vi^    Greensboro;  S.C.  Med;  Coll.,  1931      

Reinhardt,  James  Frank  i'nR    PoIh        ^^  Greensboro;  N.  Y.  Med.  Coll.,  1948 
Rhudy,  Booker  Eph  am     Life)'   R^"'  R°?n9  ^'''^'^"^b"™;   Duke,  1942 

Med.  Coll.  of  Va     1916  '  Greenwood  Ave.,  Sarasota.  Fla.- 

Sr?i/drcigi„'ip^\lv*kSr5j*„7^,°p™  

SSf£.?°&-'it»j„;f.>t'';ir|f/-'"?««^  "  ""■■  "'■' ■ 

of   Va.,    1955  '        ■        '  ^^-^  E-  Lexington  Ave.,  High  Point;  Med.  Coll 

rS;  sl^4^;^^l^,f^tt'■i^-- High  Point;  Duke^942  .::.:::: 

Rubin,  Adrian  Stevens,  Pd,  342  N.^V^T,  lree';^ri^'rN.S^- Jed''"c:,l.,^?9^3^  ;.;.;;;;; 
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!-!|(Rubin,  M.  Harvey,  Oph,  1311  N.  Elm  St.,  Greensboro;  L.  I.  Coll.  of  Med.,  1948  

.'"fl'Sardi,  Carl  Anthony,  ALR,  1100  Olive  St.,  Greensboro;   Temple  Univ.,  1952   

:  ■    Sargeant,  Angus  Gerard,  Ins,  Pilot  Life  Ins.  Co.,  Greensboro;  Bowman  Gray.  1953 

Saunders,  Stanley  Stewart,  (Life),  Ret.,  Pd,  1322  Greenway  Dr.,  High  Point;  Harvard, 

1924        

^Sawyer,  John  Wilson,  I,  609  Walter  Reed  Dr.,  Greensboro;  Western  Reserve,  1952  

iSchafer,  Earle  W.,  Or,  High  Point  Medical   Center,  High  Point;  Jefferson,  1941 
rif  Scheibling,    Norman  John,    Ins,   Jefferson    Life    Ins.   Co.,   Greensboro;    Temple,    1957 
■'*'' Scliweizer,  Donald  Conrad,  ObG,  1024  Prof.  Vill.,  Greensboro;  Med.  Coll.  of  Va.,  1943 

Sharp,  Oliver  Ledbetter,  (Life),  C,  101  N.  Elm  St.,  Greensboro;  Jefferson,  1922 

Shelburne,  Palmer  Augustine,    (Life),  I,  1011   Prof.  Vill.,   Greensboro;  Va.,   1927   

Shelburne,  Palmer  Friend,  I,  1011  Prof.  Village,  Greensboro;   UNC,  1955    

Shepard.  Karl,  I,  205  Westwood,  High  Point;  Harvard,  1935 

Sikes,  Charles  Henry,  S,  332  Jefferson  Bldg.,  Greensboro;  Jefferson,  1931   

Simel,  Paul  Joseph,"  Oph,  914  N.  Elm   St.,  Greensboro;  Boston  Univ.,  1955  

Siske,  Grady  Cornell,  GP,  Box  278,  Pleasant  Garden;  Chicago  Med.  Coll.,  1936  

Slate,  Joseph  Esmond,  GP,  203  E.  Green  St.,  High  Point;  Tulane,  1934  

Slate,  Marvin  Longworth,  GP,  203  E.  Green  St.,  High  Point;  Univ.  of  Md.,  1931 

Smith,  Alick  Thomas,  (Life),  Ret,  GP,  5306  Dorchester  Rd.,  Greensboro; 

Med.  Coll.  of  Va.,  1908  

I  Smith,  0.  Norris,  I,  1019  Professional  Village,  Greensboro;  Univ.  of  Penn.,  1933   

Smith,  Roy  Meadows,  Pd,  1006  Professional  Village,  Greensboro;  Univ.  of  Penn.,  1934 
■  Spangler,  Ernest  Burton,  R,  1301  Lakewood  Drive,  Greensboro;  Univ.  of  Penn.,  1952 
I    Sparrow,  Harry  Ward,  I,  342  N.  Elm  St.,  Greensboro;  Northwestern  Univ.,  1943 

Spencer,  Richard  Earl,  Anes,  1200  N.  Elm  St.,  Greensboro;  Albany  Med.  Coll.,  1946    

Stafford,  Willie  Ransome,  GP,  950  Walker  Ave.,  Greensboro;   UNC,  1956  

'  Starr,  H.  Frank,  Jr.,  Ins,  Box  P,  Greensboro;  Jefferson,  1948 

Starr,  Henry  Frank,  (Life),  Ret.,  GP,  Rt.  7,  Box  295,  Greensboro;  Jefferson,  1916  

Stevens,  Joseph  Blackburn,  I,  1017  Professional  Village,  Greensboro;  Duke,  1935  

Stovall,  Horace  Henry,  S,  204  Hopedale  Rd.,  Burlington;  Tulane.  1943  

Sue,  Samuel  Arthur,  Jr.,  Or,  1311  N.  Elm  St.,  Greensboro;  Bowman  Gray,  1956  

Sumner,  Emmett  Ashworth,  S,  502  Overbrook  Drive,  High  Point;  Baylor  Univ.,  1925  ... 

Tannenbaum,  Abraham  Jack,  I,  1001  N.  Elm  St.,  Greensboro;  Duke,  1935  

Taylor,  Shahane  Richardson,   (Life),  OALR,  348  N.  Elm  St.,  Greensboro; 

Univ.  of  Penn.,  1921    

Taylor,  Shahane  Richardson,  Jr.,  Oph,  348  N.  Elm  St.,  Greensboro;  UNC,  1959  

Terrell,  Sara  Eldora  Haworth,  I,  624  Quaker  Lane,  High  Point;   Duke,  1953   

Terrell,  Thomas  Eugene,  I,  624  Quaker  Lane,  High  Point;  Duke,  1953  

Tester,  Richard  Dean,  R,  2106  Alpine  St.,  High  Point;  Med.  Coll.  of  Va.,  1958  

Thayer,  Edna  Calderwood,  Pd,  5205  High  Point  Rd.,  Greensboro;  Univ.  of  Penn.,  1923 

Thompson,  Claude  Durant,  (Life),  GP,  809  Willowbar  Terrace,  High  Point; 

Univ.  of  Tenn.,  1901  

Tice,  Walter  Thomas,  (Life),  I,  624  Quaker  Lane,  High  Point;  Jefferson,  1927  

Troxler,  Eulyss  Robert,  Or,  1005  Professional  Village,  Greensboro;  Duke,  1938 
,    Tyson,  Thomas  David,  Jr.,  ObG,  624  Quaker  Lane,  High  Point;  Johns  Hopkins,  1933  .. 
I    Tyson,  Woodrow  Wilson,  I,  624  Quaker  Lane,  High  Point;   Med.  Coll.  of  Va.,   1935  .. 
j    Vatz,  Benjamin,  I,  1001  N.  Elm  Street,  Greensboro;  Duke,  1945  

Vaughan,  Edwin  Warner,  I,  342  N.  Elm  Street,  Greensboro;  Univ.  of  Va.,  1937 

I    Velat,  Clarence  Anthony,  Path,  225  Blvd.,  High  Point;  St.  Louis  U.,  1946  

Wainer,  Howard  Scheyer,  I,  1001  N.  Elm  St.,  Greensboro;  Bowman  Gray,  1954  

Walker,  Ernest  Thayer,  R.  Box  138,  Summerfield;  Univ.  of  Kansas,  1937         

;    Wallace,  Hugh  T.,  GP,  307  Lindsay  St.,  High  Point;  Bowman  Gray,  1960    

!  Warwick,  Hight  Claudius,  Anes,  P.  0.  Box  2559,  Greensboro;  Med.  Coll.  of  Va.,  1934  .  ,. 
;  Watson,  Hugh  Alfred,  S,  906  Southeastern  Bldg.,  Greensboro;  Med.  Coll.  of  Va.,  1930  .. 
!    Weatherly,  Carl  Holmes,  Pd,  1603  Independence  Rd.,  Greensboro;  Duke,  1949 

Wells,  Rheudolph  James,  914  N.  Elm  St.,  Greensboro;  Med.  Coll.  of  Va.,  1956  

White,  James  Stark,  Jr.,  Pd,  342  N.  Elm  St.,  Greensboro;  Northwestern,  1947  

Whitener,  Robert  Wilfong,  P,   1305   N.   Elm  St.,  Greensboro;  Northwestern,  1954     

Whittington,  Claude  Thomas,  (Life),  S,  108  E.  Northwood  St.,  Greensboro; 
S|  Univ.    of   Md.,    1927    

Wilder,  Raboteau  Terrell,  ALR,  624  Quaker  Lane,  High  Point;  Temple,  1941  

Wilkinson,  Louis  Lee,  S,  400  Lindsay  St.,  High  Point;  Univ.  of  Va.,  1926  

Williams,  Bessie  Kay,  ObG,  132  Church  St.,  High  Point;  Bowman  Gray,  1952  

Williams,  John  Dudley,  Jr..  ObG,  127  Stafford  Place,  Greensboro;  Temple,  1930 

Williamson,  Harold  Gene,  Or,  602  Pasteur  Dr.,  Greensboro;  UNC,  1954  

Wilson,  John  Knox,  Pd,  1209   Magnolia   Street,   Greensboro;  Jefferson,  1943  

Wolff,  George  Thomas,  GP,  1311  N.  Elm  St.,  Greensboro;  Jefferson,  1952   

Wood,  George  Thomas,  Jr.,  S,  330  Locke  Street,  High  Point;  Jefferson,  1928      

Wood,  William  Reed,  ObG,  .344  N.  Elm  St.,  Greensboro;  Univ.  of  Louisville,  1938 

Woodruff,  Fred  Gwyn,  (Life),  GP,  330  Locke  St.,  High  Point;  Med.  Coll.  of  Va.,  1917 

Wright,  William  David,  Or,  1311  N.  Elm  St.,  Greensboro;  Univ.  of  Virginia,  1948  

Young,  Charles  Gibson,  GP,  1018  N.  Elm  St.,  Greensboro;  Duke,  1953     
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Name  and  Address  Licensed  StaU 

Soeielu 
HALIFAX  COUNTY  SOCIETY" 
OFFICERS— President:  Weathers,  Hany  H.,   (Biog,  below),  Roanoke  Rapids 

Secretary:  Portela,  A.  I.,   (Biog.  below),  Roanoke  Rapids 
Acklen,   Thomas   Robert,  Jr.,  R,  Roanoke   Rapids  Hosp.,   Roanoke  Rapids; 

Univ.  of  Tenn.,  1953                                                                   1960  1961 

Beckwith,   Robert  Payne,   (Life),  Ret.,  GP,   Box  589,  Roanoke  Rapids;   Penn.,  1911   ....  1913  1916 

Blowe,  Ralph  Boyd,  Sr.,  GP,  6  W.  4th  St.,  Weldon;  Med.  Coll.  of  Va.,  1938                1938  1941 

Boone,  John  Woodie,  Jr.,  GP,  442  Jackson  St.,  Roanoke  Rapids;  Bowman  Gray,  1951     ..  1951  1954 
Broun,  Matthew  Singleton,  (Life),  OALR,  606  Roanoke  Ave.,  Roanoke  Rapids; 

Columbia,    1919  1922  1923 

Byrum.  Graham  Vance,  GP,  10th  St.  Prof.  Bldg.,  Scotland  Neck;  Bowman  Gray,  1952  1952  1956 
Covington,  John  Mallov  Clayton,  OALR,  201  Jackson  St.,  Roanoke  Rapids; 

Univ.  of  Va.,  1929"  1930  1933 

Craig,  William  Kenneth,  GP,  Box  248,  Enfield;  Bowman  Gray,  1946  1947  1954 

Fleetwood,  Joseph  Anderton,  Jr.,  GP,  Box  408,  Conway;  Bo\\Tnan  Gray,  1947  1948  1950 

Fondren,  Frank  Burkett,  Jr.,  GP,  Central  Medical  Clinic,  Roanoke  Rapids;  Emory,  1950  1956  1957 

Gregory,  Miles  Cunningham,  Pd,  826  Monroe  St.,  Roanoke  Rapids;  Duke,  1959  1959  1964 

fHall,  William  Dewey,  GP,  643  Roanoke  Ave.,  Roanoke  Rapids;  Med.  Coll.  of  S.  C,  1932  1933  1934 
Jarman,  Fontaine  Graham,  Jr.,  S,  Central  Medical  Clinic,  Roanoke  Rapids; 

Med.   Coll.   of  Va.,  1943     1952  1952 

Kroncke,  Fred  George,  I,  615  Jackson  St.,  Roanoke  Rapids;  Univ.  of  Wisconsin,  1937  1941  1942 
McCampbell,  Leo  Clayton,  ObG,  Central  Medical  Clinic,  Roanoke  Rapids; 

Univ.   of  Cinn.,  1950                                      1951  1961 

Maddrey,  Milner  Crocker,  S,  643  Roanoke  Ave.,  Roanoke  Rapids; 

Jefferson  Med.  Coll.,  1931                                  1931  1937 

Neville,  Cecil  Howell,  (Life),  GP,  Drawer  E,  Scotland  Neck;  Tulane  Univ.,  1927  1927  1928 

Parker,  John  Wesley.  Jr.,  (Life),  GP.  Box  578,  Seaboard;  Med.  Coll.  of  Va.,  1927  1927  1929 

Portela,  Angel  Ismael,  I,  643  Roanoke  Ave.,  Roanoke  Rapids;  Va.,  1951  1962  1963 

Robertson,  Carroll  Bracev,  GP,  P.  O.  Box  495,  Jackson;  Med.  Coll.  of  Va.,  1933  1934  1938 

Sutton,  Julian  T.,  GP,  10th  St.  Professional  Bldg.,  Scotland  Neck;  Univ.  of  Md.,  1951  1951  1953 

Taylor,  Thomas  Jefferson,  GP,  643  Roanoke  Ave.,  Roanoke  Rapids;  Jefferson,  1934  1934  1937 
Weathers,  Harry  Huntington,  S,  Central  Medical  Clinic,  Roanoke  Rapids; 

Bowman   Gray,   1953  1953  1959 

tWhite,  Francis  Willard  Moody,  (Life),  GP,  Box  16,  Halifax;  Med.  Coll.  of  Va.,  1924  1924  1924 

Wood,  Sherrod  Newberry.  GP,  111  Railroad  St.,  Enfield;  Jefferson  Med.  Coll..  1950  1950  1952 

Woodburn,  Clark  Harold,  GP,  318  Mosby  Ave.,  Littleton;  Med.  Coll.  of  Va.,  1940  1940  1944 

Young,  Robert  Foster,  PH,  Halifax  County  Health  Dept.,  Halifax;   Emory.  1937   1939  1940 
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HARNETT  COUNTY  SOCIETY" 
OFFICERS— President:  Johnson,   Gale  D.,    (Biog.  below),  Dunn 

Secretary:  Eyerman,  Melvin  F.,   (Biog.  below),  Dunn 

Adair,  William  Edward,  Jr.,  GP,  P.  O.  Box  578,  Erwin;  Temple,  1938      1938  1941      ,sf 

Blackmon,  Bruce  Bernard,  GP,  Box  8,  Buies  Creek;  Bo\\Tiian  (3rav,  1951  1951  1953      leeS 

Byrd,  Charles  Wm.,  GP,  208  N.  Ellis  Ave.,  Dunn;  Temple,  1940                       1940  1947      Fain 

Castellanos.  Jose  O.,  GP,  Box  337,  Coats;  Havana.  1949  1962  1963       orti 

Connell,  Hewlette  Collier,  GP,  Duke  Univ.  Med.  Center,  Durham;  Med.  Coll.  of  Ga.,  1957  1958  1961      W 

Corbett,  Clarence  Lee,  (Life),  GP,  Box  508,  Dunn;  Emory  Univ.,  1927     1927  1928      lost 

Daughtridge,  Griffin  Caswell,  R,  Betsy  Johnson  Mem.  Hosp.,  Dunn;  Penn,  1931  1931  1957      i™ 

Doffermyre,   Luther  Randolph,  GP,  Box  708,   Dunn;  Temple   Univ.,  1938   1938  1939 

Duncan,  Margareta  Johnson,  GP,  306  W.  Edgerton  St.,  Dunn;  UNO,  1956  1956  1960 

Duncan,  Stacy  Allen,  Jr.,  GP,  306  W.  Edgerton  St..  Dunn;  UNC,  1956  1956  1960    Kni 

Eldridge,  Harvey  A.,  OALR,  Box  205,  Dunn;  Med.  Coll.  of  Va.,  1934  1934  1936 

Everman,  Melvin  Frederic,  PH,  Box  36.  Lillington;  Ohio,  1935    1962  1962 

Forbis,  Samuel  Earl,  GP,  Box  578-A,  Lillington;  Tulane,  1959                     1964  1964      yr 

Hunter,  William  Blair,  (Life),  Ret,  PH,  Box  264,  Lillington;  Penn.,  1911  1911  1920 

Johnson,  Gale  Denning,  S,  119  Lucknow  Sq.,  Dunn;  Jefferson,  1944      1944  1947      u, 

Johnson,  John  Ralph,  S,  802  W.  Broad  St.,  Dunn;  Med.  Coll.  of  Va.,  1932  1932  1941 

Lilly,  William  Harold,  GP.  208  N.  Ellis  Ave.,  Dunn;  Univ.  of  Va.,  1953                        1953  1954 

Mabe,  Henderson  David.  Jr.,  GP.  Erwin;  Bo\\^nan  Grav,  1950  1950  1952       fc 

Martin,  John  Floyd,  (Life),  OALR,  907  N.  Ellis  Ave.,  Dunn;  N.  C.  Med.  Coll.,  1905  ....  1905  1908       \1 

Moore,  William  Donald.  GP,  Box  337,  Coats;  Med.  Coll.  of  Va..  1944                 1947  1950       ' 

Peede,  Alvin  Wortham,  GP,  927  W.  James  St.,  Lillington;  Jefferson.  1930       1930  1933 

Poole,  Marvin  Bailey,  GP,  802  W.  Broad  St..  Dunn;  Med.  Coll.  of  Va.,  1938  1938  1941 

Sheehan,  Lucius  Clyde,  Jr.,  Or.  204  E.  Cumberland  St.,  Dunn;  Med.  Coll.  of  Ga.,  1957  1964  1964 

Williford,  John   Kenneth,   GP.   900   9th   St..   Lillington;   Bo^\^nan   Grav,   1946  1946  1948 


;ait 


Wilson,  Stephen  Glenn,  Sr.,  GP,  Box  158,  Angier;  Med.  Coll.  of  Va.,  1930         1930  1932       s,ij 

h 
Stri 


HAYWOOD  COUNTY  SOCIETY-i^ 
OFFICERS— President:  Duekett,  Charles  H.,  (Biog.  below).  Canton 

Secretary:   MacDonald,  M.  J.,    (Biog.   below].   Canton 
Boatwright,  Robert  S.,  Path,  Haywood  Co.  Hosp.,  Waynesville;  Med.  Coll.  of  Va.,  1955  1960  1960       •>t 

Brown,  Alan  Reid,  R,  Midway  Medical  Center,  Canton;  Michigan,  1941  1953  1953 
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Name   and   Address 

Brown,  George  W.,  GP,  102  Brown  Ave.,  Hazelwood;  Univ.  of  N.  C,  1954 
Butler,  Raymond  Kenneth,  Sr.,  PH,  Box  669,  Waynesville;   Univ.  of  Pittsburgh,  1925 
Camp,  Edward  Hays,  S,  Midway  Medical  Center,  Canton;  Univ.  of  Chicago.  1939 
Dickerson,  Andrew  Jackson,  S,  1600  N.  Main  St.,  Waynesville;  Bowman  Gray,  1948 

Duckett,  Charles  Howard,  GP,   Midway  Clinic,  Canton;   Bowman   Gray,  1957  

Dyer,  David  Patterson,  Pd,  Medical  Bldg.,  Waynesville;  Vanderbilt,  1944     

Feichter,  Ralph  Norbert,  I,  Box  923,  Waynesville;  Northwestern  U.,  1956  

Fender,  James  Earle,  GP,   106  Broadview  Rd.,  Waynesville;   Med.  Coll.  of  S.  C,  1945 

Hammett,  Doris  Bixby,  Pd,  104  Broadview  Rd.,  Waynesville;  Kansas,  1948  

Hammett,  James  Frank,  Jr.,  GP,  104  Broadview  Rd.,  Waynesville;  Bowman  Gray,  1947 

Jarrett,  David  Lincoln,  GP,  2  Bonner  St.,  Clyde;  Loma  Linda  U.,  1963    

Kearse,  William  Oliver,  GP,  Midway  Medical  Center,  Canton;  Emory,  1950         

MacDonald,  Malcolm  John,  Ind,  Champion  Paper,  Inc.,  Canton;   Temple,  1942  

Matthews,  Hugh  Archie,  GP,  Midway  Medical  Center,  Canton;  Duke,  1943  

Milling,  James  Reaves,  GP,  102  Brown  Ave.,  Hazelwood;  Med.  Coll.  of  S.  C,  1955  

Moore,  Rov  Hardin,  GP,  Medical  Bldg.,  Canton;  Wash.  Univ.,  1931   

Morrison,  Frank  Crawford,  Jr.,  GP,  Box  1192,  Canton;  UNC,  1955   

Owen,  Margaret  Lineberry,  GP,  127%  Main  Street,  Canton;  Univ.  of  Penn.,  1932      ... 

Owen,  Robert  Harrison,  S,  127V2  Main  Street,  Canton;  Univ.  of  Penn.,  1931  

Owen,  W.  Boyd,  GP,  P.  O.  Box  770,  Waynesville;  Univ.  of  Penn.,  1942  

Presley,  George  Donald,  GP,  Midway  Medical  Center,  Canton;  Univ.  of  N.  C,  1954  

Reeves,  Jerome  Lyda,  (Life),  GP,  Box  112,  Canton;  Vanderbilt  Univ.,  1913  

Roberson,  Robert  Stuart,  GP,  301  Brown  Ave.,  Hazelwood;  Med.  Coll.  of  Va.,  1930    ... 
iRussell,  Jesse  Milton,    (Life),  Ret,  GP,  P.  O.  Box  687,  Canton;   Univ.  of  Nashville, 

1911      

Smith,  Albert  Heyward,  Jr.,  GP,  Box  770.  Waynesville;  Bowman  Gray,  1951 

Stines,  Ernest  Harrison,  GP,  Midway  Medical  Center,  Canton;  Bowman  Gray,  1957    ... 

Stretcher,  Robert  Hatfield,  GP,  25  Church  St.,  Waynesville;  Rush  Med.  Coll.,  1927  .... 

Stringfield,  James  King,  GP,  Box  909,  Waynesville;  Jefferson  Med.  Coll.,  1951  

Stringfield,  Thomas,  GP,  421  Main  St.,  Waynesville;  Med.  Coll.  of  S.  C,  1934  

Weaver,  Kenneth,  Medical  Arts  Bldg.,  Waynesville;   UNC,  1960    

Westmoreland,  Joseph  Robert,  GP,  Medical  Bldg.,  Canton;  Washington  Univ.,  1932  ... 

HENDERSON  COUNTY  SOCIETY-*"' 
OFFICERS— President:  Alexander,  Wm.  McK.,  (Biog.  below),  Hendersonville 

Secretary:   Falvo,  Samuel  C,   (Biog.  below),   Hendersonville 
Alexander,  William  McKinley,  I,  P.  0.  Box  627,  Hendersonville; 

Med.  Coll.  of  S.  C,  1945     

Bailey,  Joseph  Peden,  GP,  117  Fifth  Ave.,  W.,  Hendersonville;  Med.  Coll.  of  S.  C,  1943 

Bartels,  Kenneth  Garber.  S,  724  5th  Avenue,  W.,  Hendersonville;  Yale,  1952  

Burch,  William  Hobart,  GP,  Box  67,  Bat  Cave;  Western  Reserve  Univ.,  1950  

Chidester,  Augustus  Benjamin,  ObG,  630  5th  Ave.,  W.,  Hendersonville;  Syracuse,  1923 
Cosgrove,  Kenneth  Edward,  I,  510  Seventh  Ave.,  W.,  Hendersonville;  New  York,  1946 

Deeds,  Charles  Ross,  Pr,  5th  at  Oak,  Hendersonville;  Eclectic  Med.  Coll.,  1916  

Falvo,  Samuel  Catanzaro,  S,  511  6th  Avenue,  W.,  Hendersonville;  Georgetown,  1952 
Fortescue,  William  Nicholas,  GP  &  S,  Oakley  Med.  Center,  Hendersonville:  Duke,  1934 
Gardner,  Joseph  Leland,  GP,  1801  Asheville  Hwy.,  Hendersonville;  Med.  Evang.,  1955 

Goswick,  Claude  Benjamin,  Jr.,  GP,  726  5th  Ave.,  W.,  Hendersonville;  Duke,  1955 

Irving,  Richard  C,  GP,  502  Seventh  Ave.,  W.,  Hendersonville;  Duke,  1941  

tJoyner,  Theodore  Harold,  GP,  Fletcher;  Coll.  of  Med.  Evang.,  1940  ..    

Kaufman,  Karl   Frederick,   R,  Pardee  Mem.   Hosp.,   Hendersonville;   Ohio,   1935   

King,  Duncan  Ingraham  Campbell,  GP,  506  Seventh  Ave.,  W.,  Hendersonville; 

S.  C.   Med.   Coll.,  1935 
Lampley,  William  Askew,  S,  433  N.  Church  St.,  Hendersonville;  Univ.  of  Md.,  1944  ... 
LaTourette,  Kenneth   Abram,  Path,  Pardee  Mem.   Hosp.,  Hendersonville; 

N.  Y.  U.  Coll.  of  Med.,  1939        

Lutz,  James  Dvdght,  GP,  600  Fifth  Avenue,  W.,  Hendersonville;  Duke,  1945  

Major,  Richard  Smart,   (Life),  ALR,  Northwestern  Bank  Bldg.,  Hendersonville; 

Johns    Hopkins,    1916    

Moore,  Pierce  Jones,  Jr.,  S,  Mt.  Sanitarium  &  Hosp.,  Fletcher;  Med.  Evang.,  1944   

Norton,  Howard  Binning,  GP,  Rt.  1,  Horse  Shoe;  Med.  Coll.  of  S.  C,  1953 

Porter,  Richard  Allison,  GP,  712  5th  Ave.,  W.,  Hendersonville;  Western  Reserve,  1943 
Raiford,  Fletcher  Lindsay,  Pd,  722  5th  Ave.,  W.,  Hendersonville;  Med.  Coll.  of  Va.,  1941 

Romeo,  B.  J.,  I,  501  Sixth  Ave.,  W.,  Hendersonville;  N.  Y.  Univ.,  1942      

Ross,  John  Marion,  ObG,  630  5th  Ave.,  W.,  Hendersonville;   S  .C,  1955  

Sample,  Robert  Cannon,  (Life),  GP,  Box  428,  Hendersonville;  Univ.  of  Penn.,  1915   

Sellers,  Phillip  Alan,  I,  510  7th  Ave.,  W.,  Hendersonville;  Bowman  Gray,  1957  

Souther,  Wallace  Edward,  GP,  Fletcher;   Univ.  of  Tenn.,  1943    

Strickland,  William  Herman,  Jr.,  GP,  501   Sixth  Ave.,  W.,  Hendersonville; 

Bowman   Gray.   1954 

Ulloth,  Gustave,  GP,  P.  0.  Box  185,  Fletcher;  Coll.  of  Med.  Evan.,  1932  

van  Dooren,  Peter,  U,  1303  Fifth  Ave.,  W.,  Hendersonville;  Univ.  of  Leyden,  1945 
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Joined 

Name  and  Atldruiin  Licensed  State 

Society 

Veazev,  Alex  H.,  Jr.,  GI',  600  5th  Ave.,  W.,  Hendersonville;  Univ.  of  Penn.,  1951  1951  1956 

ZulicU,  Philip  Diefenderfer,  GP,  Valley  Clinic  and  Hosp.,  Bat  Cave;  Univ.  of  Penn.,  1940  1957  1958 

HERTFORD    COUNTY   SOCIETY^" 
OFFICERS— President:  Viser,  Edward  T.,  (Biog.  below),  Ahoskie 
Secretary:  Barnhill,  Ed.,   (Biog.  below),  Murfreesboro 

Anderson,  Robert  Allen,  S,  405  Colony  Avenue,  Ahoskie;  Johns  Hopkins.  1943      1950  1951 

Barnhill,  Lamuel  Edgar,  Jr.,  GP,  Box  126,  Murfreesboro;  Duke,  1957         1957  1961 

Boyette    Dan  P.,  Jr.    Pd,  217  West  Main  Street,  Ahoskie;  Univ.  of  Va.,  1943  1943  1948 

Calvert,' Samuel  James,  I,  420  Peacock  St.,  Ahoskie;  Bowman  Gray,  1947  1947  1955 

Cooke,  Quinton  Edwin,  PH,  Box  96,  Murfreesboro;  Va.,  1937                                              1937  19.39 

Darden,  James  Lee,  Jr.,  GP,  707  E.  Memorial  Drive,  Ahoskie;  Bowman  Gray,  1947 1948  1950 

Eagles,  Archie  Yelverton,  I,  407  Colony  Ave.,  AhiTskie;  Duke,  1939                       1946  1947 

Fields,  James  Armstead,  PH,  P.  O.  Box  366,  Ahoskie;  Med.  Coll.  of  Va.,  1917  1941  1941 

Frank,  Joe  Lee,  Jr.,  R,  Roanoke-Chowan  Hosp.,  Ahoskie;  Columbia  Univ.,  1943  1955  1955 

tFutrell,   Lokie  Melton,   (Life),  GP,  106  W.  Main   St.,  Murfreesboro; 

Med.    Coll.    of  Va.,    1914                                   1914  1918 

Hand,  LeRoy,  Jr.,  GP,  Gates  Clinic,  Gatesville;  Bowman  Gray.  1950  1950  1951 

Matheson,  Jos.  Gaddv,  Oph,  106  McGlohone  St.,  Ahoskie;  Jefferson,  1929        1929  1931 

McLean,  Augustus  A.,  GP,  Box  126,  Murfreesboro;  Med.  Coll.  of  Va.,  1945       1945  1948 

Ruffin,  Jennings  Bryan,  Ob,  422  Peacock  St.,  Ahoskie;  Med.  Coll.  of  Va.,  1937  1937  1942 

Stanley,  John  Hampton,  GP,  Box  717,  Woodland;   Med.  Coll.  of  S.  C,  1954  1955  1956 

Viser,  Edward  Taylor,  GP,  101  E.  Church  St.,  Ahoskie;  Penn,  1953                  1953  1954 

Wadsworth,  George  Henry,  S,  405  Colony  Ave.,  Ahoskie;  Univ.  of  Cinn.,  1935  1947  1948 

HOKE  COUNTY   SOCIETY" 
OFFICERS — President:  McLean,  Harry  H.,  Ill,  (Biog.  below),  Raeford 
Secretary:  Morley,  John  W.,  (Biog.  below),  McCain 

Berry,  Rov  Venden,  Pul,  N.  C.  Sanatorium,  McCain;  Univ.  of  London,  1954       1960  1961 

Gentry,  William  Harold.  Pul,  N.  C.  Sanatorium,  McCain;  Duke.  1948  1949  1950 

Johnson,   L.  Meredith,  PMR,  42  W.  35th  St.,  New  York  1,  N.  Y.; 

Med    Coll.  of  Va.,  1939         1939  1944 

Jordan,  Riley  Moore,  GP,  110  Campus  Ave.,  Raeford;   Bowman  Gray,  1951  1951  1953 

McCarthy,   John  Joseph,  Pul,    N.    C.    Sanatorium,  McCain;    Univ.   of  Pittsburgh,   1922  1957  1958 

McLean    Harry  Herndon,  III,  GP.  Box  126,  Raeford;  Washington,  1953  1953  1954 

Morley    John  Wilson,  Pul,  Box  4,  McCain;  Edinburgh  Univ.,  1951  1958  1959 

Murray,  Robert  Lebby,  (Life),  GP.  212  N.  Main  St.,  Raeford;  Univ.  of  Md.,  1923  1923  1925 

O'Briant,  Albert  Lee,   (Life),  GP,  P.  0.  Box  245,  Raeford;  Jefferson,  1920  1920  1922 

Richardson    Lucile  Welsh,  Pul,  N.  C.  Sanatorium,  McCain;  Med.  Coll.  of  Va.,  1943  1956  1957 

Richer,  Charlotte  Martha,  Pul,  N.  C.  Sanatorium,  McCain;   Heidelberg,  1946  1962  1963 

Sandzen,  Sigurd  Carl,  Ret.,  Pul,  Box  870,  McCain;  Kansas  Univ.,  1923  1960  1960 

Stull,  Evelyn  Louise,  Pul,  N.  C.  Sanatorium,  McCain;  Med.  Coll.  of  Va.,  1942  1956  1957 

Townsend,  Robert  Glenn,  Jr.,  GP,  110  Campus  Ave.,  Raeford;  U.  of  Louis.,  1961  1964  1964 

HYDE   COUNTY    SOCIETY 

(See  No.  7) 
IREDELL-ALEXANDER  COUNTIES  SOCIETY-19 
OFFICERS— President:   Stewart,  J.  Regan,   (Biog.  below),  Statesville 

Secretary:  Lewis,  Max,  (Biog.  below),  Statesville 

Bittinger,  Charles  Lewis,  GP,  146  E.  McLelland  Ave.,  Mooresville;  Univ.  of  Va.,  1935  1936  1937 

Boyd,   Richard  Armistead,  ObG,  Davis   Hosp.,   Statesville;    UNC,  1956                    1956  1963 

Buddington,  Weston  T.,  U,  213   S.  Center  St.,   Statesville;  Hai-vard,  1929  1963  1964 

Caldwell,  Eston  Robert,  Jr.,  I.  709  W.  End  Ave.,  Statesville;  Bowman  Gray,  1945 1945  1953 

Causey,  Andrew  Jackson,  OALR.  310  N.  Center  St.,  Statesville;  Vanderbilt,  1943  1946  1956 

Clayton,  Milton  Burns,  OALR,  15th  &  K  Sts.,  N.  W.,  Washington  5,  D.  C; 

Univ.    of    Louis.,    1917 1933  1935 

Dame,  Robert  Lowell,  S,  709  W.  End  Ave.,  Statesville;  Northwestern,  1948  1960  1960 

Deaton    Paul  McNeely,  GP,  766  Hartness  Rd.,  Statesville;  Univ.  of  Penn.,  1939  1939  1948 

Dick,  Frederick  William,  I,  760  Hartness  Road,  Statesville;  Duke,  1950   1954  1954 

Dunn,  Presley  Zachary,  Jr.,  Pd,  942  Davie  Ave.,  Statesville;  UNC,  1955  1955  1961 

Eckley,  George  Morgan,  Jr.,  I,  709  W.  End  Ave.,  Statesville;  Univ.  of  Penn.,  1943 1960  1961 

Goode   Thomas  Vance,  III,  S.  Box  1068,  Statesville;  Med.  Coll.  of  Va.,  1943          1947  1949 

Griffin,  Thomas  Ray,  GP,  Box  328,  Troutman;  Bowman  Gray.  1947                              1948  1950 

Hardaway   John  Stegar,  GP.  752  Hartness  Road,  Statesville;  Bowman  Gray.  1952  1952  1954 

Harrell,  AUen  Lamar,  I,  Davis  Hosp.,  Statesville;   Med.  Coll.  of  S.  C,  1956  1958  1959 

Henderson,  Andrew  McKnitt,  Jr.,  GP,  252  West  McLelland  Ave.,  Mooresville; 

Bowman    Gray,    1950     1950  1952 

Henninger,  Joseph  Baylor,  I,  652  Davie  Ave.,  Statesville;  Northwestern,  1945    1945  1951 

Holbrook    Joseph  Samuel.  I  &  C,  Davis  Hosp.,  Statesville;  Univ.  of  Penn.,  1932     1932  1934 

Kearns,  Paul  Rutherford,  ObG,  213  S.  Center  St.,  Statesville;  Bowman  Gray,  1946  1946  1949 

Kutteh,  Hanna  C,  ObG,  564  Brookdale  Drive,  Statesville; 

American  Univ.,  Beirut,  Lebanon,  1947  1951  1953 
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Name  and  Address 

Lewis,  Dockery  Durham,  Jr.,  Pd,  942  Davie  Ave.,  Statesville;  Bowman  Gray,  1955 

Lewis,  Newman  Maxiville,  I,  Box  789,  Statesville;  Bowman  Gray,  1957  

Little,  Lonnie  Marcus,  (Life),  GP,  113  W.  Broad  St.,  Statesville;  Jefferson,  1925  

MacBrayer,  Lewis  Burgin,  III,  Pd,  417  E.  Statesville  Ave., 

Mooresville;  Med.  Coll.  of  S.  C.,  1946        

McCoy,  Edwin  Richard,  ObG,  709  W.  End  Ave.,  Statesville;  Jefferson,  1940  

McLain,  Billv  Reid,  GP,  Mooresville;   Bowman  Gray,  1955   

McLelland,  John  R.,  GP,  427  E.  Statesville  Ave.,  Mooresville;  Jefferson,  1945  

Mason,  Phillip  R.,  ObG,  303  Davie  Ave.,  Statesville;  Med.  Coll.  of  Va.,  1957 
Nicholson,  John  Harvey,  II,  I,  101-D  Stockton  St.,  Statesville;  Med.  Coll.  of  Va.,  1945 

Ogburn,  P.  Lanier,  S,  Davis  Hosp.,  Statesville;  Duke,  1946         

Painter,  William  Watson,  S,  417  East  Statesville  Ave.,  Mooresville; 

Med.  Coll.  of  S.  C,  1937     

Palmes,  Wesley  Calhoun,  Jr.,  S,  403  W.  Broad  St.,  Statesville;  Univ.  of  Va.,  1946 

Pressly,  David  Lowry,  GP,  1109  Davie  Ave.,  Statesville;  Jefferson,  1942    

Rhyne,  Sam  Albertus,  (Life),  GP,  407  Walnut  St.,  Statesville;  N.  C.  Med.  Coll.,  1915 
Robertson,  James  Mebane,  GP,  Harmony;  Tempie  Univ.,  1932 

Rosser,  John  Hays,  S,  961  Davie  Ave.,  Statesville;  Univ.  of  Md.,  1947       

Rowe,  Charles  Roy,  Jr.,  S,  238  W.  Broad  St.,  Statesville;  Vanderbilt.  1950        

Shafer,  Irving-  Everett,  Jr.,  R,  618  Margaret  Dr.,  Statesville;  Med.  Coll.  of  Va.,  1949.... 
Shaw,  Lloyd  Roosevelt,  Ob  &  Pd,  709  W.  End  Ave.,  Statesville;  Med.  Coll.  of  Va.,  1930 

Skeen,  Leo  Brown,  GP,  804  N.  Main  St.,  Mooresville;  Univ.  of  Md.,  1935  

Sloan,  Allen  Barrv,   (Life),  GP,  312   S.  Academy  St.,  Mooresville;  Med.   Coll.   of  Va., 

1924         

Stegall,  John  Thomas,  GP,  310  Davie  Ave.,  Statesville;  Univ.  of  Md.,  1943  

Stewart,  John  Regan,  OALR,  Davis  Hosp.,  Statesville;  Tulane,  1935  

Taylor,  George  Winston,  Sr.,  (Life),  S,  417  E.  Statesville  Ave,.  Mooresville; 

N.  C.  Med.  Coll.,  1906 

Templeton,  Thomas  Brevard,  I,  HOC  Stockton  St.,  Statesville;  Jefferson,  1955  

Underwood,  Harry  Burnham,  S,  709  W.  End  Ave.,  Statesville;  Jefferson,  1938  

Walker,  Harry  Gordon,  GP,  310  Davie  Ave.,  Statesville;  Univ.  of  Va.,  1949     

Williams,  Marguerite  L.,  Pd,  624  Hedrick  Dr.,  Statesville;  Bownnan  Gray,  1946  

Wrenn,  Creighton,  S,  435  Statesville  Avenue,  Mooresville;  Tulane,  1935      

JACKSON  COUNTY  SOCIETYSO 
OFFICERS— President:  Durr,  W.  J.,  (Biog.  below),  Sylva 

Secretary:  Cannon,  Velta  B.,  (Biog.  below),  Sylva 

Briuks-Cannon,  Velta  F.,  Pd,  Box  497,  Sylva;  U.  of  Latvia,  1943  

Daniel,  Roy  David,  Pd,  Eastgate,  Sylva;   Duke,  1942  

Dewees,  Philip  Ernest,  GP,  Eastgate,  Sylva;  Univ.  of  Penn.,  1950  

Durr,  Walter  J.,  S,  Ferguson  Bldg.,  Sylva;  Long  Island  Coll.  of  Med.,  1937  

Googe,  James  Turner,  PH,  Box  176,  Marshall,  Tex.;  Tenn.,  1911     

Hooper,  Delos  D.,  (Life),  Ret.,  GP,  Main  St.,  Sylva;  Med.  Coll.  of  Va.,  1905    

Kirchberg,   Roy  William,  ObG,  Eastgate,  Sylva;    Tulane,   1933    

Morgan,  Ralph  Siler,  C,  Spring  at  Jackson  Street,  Sylva;  Univ.  of  Chicago,  1941  

Moses,  Marina  Henry,  GP,  Box  1136,  Sylva;  Woman's  Med.  Coll.  of  Penn.,  1938  

Oliver,  James  Edward,  GP,  Eastgate,  Svlva;  Jefferson,  1951   

Seals,  D.  Hilton,  I,  Eastgate,  Sylva;  Temple,  1953  

Slagle.  Thomas  Dick,  S,  Eastgate,  Svlva;  Cornell  Univ.,  1932  

Wilkes,  Grover,  (Life),  GP,  Svlva;  N.  C.  Med.  Coll.,  1916  
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JOHNSTON  COUNTY  SOCIETYf-i 
OFFICERS— President:  Cheek,  T.  S.,  (Biog.  below),  Smithfield 

Secretary:  Johnson,  Thomas,   (Biog.  below),  Smithfield 

Alderman,  Edward  H.,  GP,  Box  278,  Four  Oaks;  Med.  Coll.  of  Va.,  1945  

Aycock,  Francis  Marion,  (Life),  Ret.,  GP,  Box  56,  Princeton;  Med.  Coll.  of  Va.,  1921.  . 

tBarnes,  Frank  Edward,  Jr.,  S,  713  Hancock  St.,  Smithfeld;  N.  Y.  Med.  Coll.,  1951  

Bass,  Thomas  Rector,  GP,  221   South  Barbour  St..  Clavton;   Univ.  of  Tenn.,  1957  

Batten,  Woodrow,  I,  601-B  N.  8th  St.,  Smithfield;  Bowman  Grav,  1944  

Bolin,  Grover  Cleveland,  Jr.,  R,  Box  178,  Smithfield;  Med.  Coll.  of  S.  C,  1948  

Chapin,  John  Harmon,  GP,  Box  428,  Benson;  Univ.  of  Alabama,  1952        

Cheek,  Thomas  Sidney,  I,  713  Hancock  St.,  Smithfield;  Med.  Coll.  of  Va.,  1947  

Cole,  Herman  A.,  GP,  Main  St.,  Clayton;  Univ.  of  Va.,  1937  

Daniel,  Thomas  Manning,  Pd,  501   Selma  Rd.,  Smithfield;  Duke,  1951        

Davidian,  Vartan  Amber,  S,  713  Hancock   St.,  Smithfield;   Univ.  of  Kiev., 

Russia,    1919    

Duncan,  Stacy  Allen,  Sr.,  (Life),  GP,  Box  336,  Benson;  Tulane,  1924  

Earp,  Raymond  Elmore,  Ret.,  S,  Brookhill  Farms,  Selma;  Univ.  of  Per.n,  1928     

Fitzgerald,  John  Herbert,   (Life),  Ret.,  OALR,  Upchurch  Bldg.,  Smithfield;  Jefferson, 

1920      

Hunter,  Shelton  Brinson,  Jr.,  GP,  P.  0.  Box  128,  Kenly;  Med.  Coll.  of  Va.,  1940  

Jackson,  Marshall  Vaden,  GP,  Box  87,  Princeton;  Univ.  of  Md.,  1930  
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Name  and   Address 

Johnson,  Thomas  Milton,  GP,  708  Wilkins  St.,  Smithfield;   UNC,  1957  

Jones,  Donnie  Hue,  Jr.,  GP,  P.  O.  Box  67,  Princeton;  Univ.  of  Va.,  1942    

Lassiter,  Will  Hardee,  Jr.,  GP,  71.3  Hancock  St.,  Smithfield;  Med.  Coll.  of  Va.,  1938  .... 
Lee,  Allen  Henry,  GP,  Bo.\  8,  Selma;  Jefferson,  1946 

Olson.  Robert  Mortimer,  0/VLR,  P.  O.  Box  126,  Kenly;  George  Wash.  Univ.,  1932  

Poteat,  Hubert  McNeill,  Jr.,  S.  713  Wilkins  St.,  Smithfield;  Jefferson,  1940  

Prevette,  John,  ObG,  601-A  8th  St.,  Smithfield;  Bowman  Gray,  1951  

Royster,  J.  Dan,  VA\  Elm  St.,  Benson;  Univ.  of  Md.,  1936  

Sox,  Carl  Caughman,  GP,  Box  66,  Kenly;  George  Wash.  Univ..  1932  

Stockdale,  Wayne  H.,  S,  703  North  Street,  Smithfield;  Univ.  of  Louisville,  1945  

Story,  Stratton  Rowland,  OALR,  707  North  S.,  Smithfield;  Emory,  1954  

Upchurch,  Thaddeus  Gilbert,  ObG,  301  Market  St.,  Smithfield;  Duke,  1932  

Wharton,  Charles  Watson,  GP,  Hospital  Grounds  at  Lassiter  Street,  Smithfield; 

La.    State    Univ.,    1937  

Wilson,  William  Gilliam,  (Life),  Ret.,  GP,  Box  296,  Smithfield;  Jefferson,  1921  

Woodall,  Leonard   Schmick,  ObG,  711  North   St.,  Smithfield;   UNC,  1956   

Woodard,  Barney  Lelon,  GP,  Box  128,  Kenly;  Univ.  of  Md.,  1933  

JONES— SEE   LENOIR-GREENE-JONES 

LEE  COUNTY  SOCIETYSS 
OFFICERS— President:  Covington,  M.  C,   (Biog.  below),  Sanford 
Secretary:  Blue,  John  F.,  (Biog.  below),  Sanford 

Alexander,  Lawrence  Melton,  GP,  409  Carthage   St.,   Sanford;   Duke,  1952  

Blue,  John  Frederick,  GP,  153  N.  Steele  St.,  Sanford;  Geo.  Wash.  Med.  Sch.,  1951   

Byerlv,  James  Hampton,  GP,  140  N.  Steele  St.,  Sanford;  Northwestern  Univ.,  1935  .... 

Covington,  M.  Cade,  GP,  212  W.  Main  Street,  Sanford;  Med.  Coll.  of  Va..  1950      

Daly,  Roswald  Bernard,  GP,  Main  St.,  Broadway;  Bowman  Gray,  1946      

Dotterer,  Elizabeth  James,  G,  118  Hawkins  Avenue,  Sanford;  Univ.  of  Penn.,  1939     

Dotterer,  John  Emanuel,  ObG,  118  Hawkins  Ave.,  Sanford;  Univ.  of  Penn..  1938      

Foster,  John  Franklin,  (Life),  Ret.,  GP,  707  E.  Beech  St.,  Goldsboro; 

N.  C.  Med.  Coll.,  1916  

Foushee,  John  Caldwell,  S,  103  Hillcrest  Drive,  Sanford;  Bowman  Gray,  1944  

Hartness,  William  Rufus,  Jr.,  GP,  207  E.  Main  St.,  Sanford;  Univ.  of  Louisville,  1938  , 

Howard,  Paul  Osman,  GP,  409  Carthage  St.,  Sanford;  Univ.  of  Va.,  1955    

James,  Arthur  Augustus,  Jr.,  I,  Box  1051,  Sanford;  Univ.  of  Penn.,  1932  

Jordan,  Robert  Calhoun,  Jr.,  R,  Box  1007,  Sanford;  UNC,  1955 

Knight,  Flovd  LaFavette,   (Life),  S,  103  Hillcrest  Drive,  Sanford;   Univ.  of  Va.,  1924 

Larson,  John  David,  Jr.,  ObG,  410  E.  Main  St.,  Sanford;  George  Wash.,  1943 

Lutterloh,  I.  Hayden,  Jr.,  I,  201  Chatham  St.,  Sanford;  Jefferson,  1952       

Lutterloh,  Isaac  Hayden,  Sr.,  (Life),  GP,  201  Chatham  St.,  Sanford;  Jefferson,  1921.... 

McLeod,  Mary  Margaret,  Pd,  114  S.  Gulf  Street,  Sanford;  Vanderbilt,  1935  

Oelrich,  August  M.,  S,  103  Hillcrest  Drive,  Sanford;  Univ.  of  Iowa,  1939    

Sowers,  Roy  Gerodd,   (Life),  OALR,  120  S.   Steele  St.,  Sanford;   Univ.  of  Md.,  1923 

LENOIR-GREENE-JONES    COUNTIES    S0CIETY5* 
OFFICERS— President:  Ford,   Charles   P.,   (Biog.  below),  Kinston 
Secretary:  Herring,  Charles  L.,   (Biog.  below),  Kinston 

Arnold,  Jesse  Hoy,  Jr.,  Pd,  Kinston  Clinic,  Kinston;   Univ.  of  Md.,  1946  

Badrock,  Frank,  P,  P.  O.  Box  909,  Kinston;  Univ.  of  Leeds,  1933       

Bell,  John  Cleveland,  (Life),  GP,  614  Main  St.,  Mavsville;  Coll.  of  P  &  S,  Bait,  1910  .. 

Bower,  Joseph  Shelton,  I,  Box  12,  Pink  Hill;  Univ.  of  Va.,  1943         

Chandler,  E.  T.,  GP,  Richlands;  Univ.  of  Tenn.,  1936  

Cranz,  Oscar  William,  S,  Kinston  Clinic,  Kinston;  Med.  Coll.  of  Va.,  1931  

Dale,  Frederick  Payne,  S,  Kinston  Clinic,  Kinston;  Temple  Univ.,  1946      

Dalton,  Horace  Milton,  Oph,  Kinston  Clinic,  Kinston;  Univ.  of  Va.,  1939  

Davis,  Rachel  Darden,  G,  111  E.  Gordon  St.,  Kinston;  Woman's  Coll.  of  Penn.,  1932  .... 

Dunning,  Preston  M.,  Ind.,  du  Pont  de  Nemours  and  Co.,  Kinston;  Temple,  1943  

Fogleman,  Ross  Lee,  Jr.,  GP,  Kinston  Clinic,  Kinston;  Duke,  1953  

Ford,  Charles  Phillip,  Jr.,  Ind.  DuPont  Co.,  Kinston;  Med.  Coll.  of  Va.,  1943     

Fuller,  Henry  Fleming,  ObG,  Kinston  Clinic,  Kinston;  Univ.  of  Penn.,  1936         

Harper,  Matt,  GP,  Caswell  Training   Sch..  Kinston;   Duke,   1953  

Henderson,  John  Percy,  Jr.,  GP,  Kinston  (jlinic,  Kinston;  Bowman  Gray,  1951  

Herring,  Charles  Leonidas,  I,  310  Glenwood  Ave.,  Kinston;  Univ.  of  N.  C,  1955  

Hood,  Richard  Thornton,  Jr.,  Pd  &  A,  1306  N.  Heritage  St.,  Kinston; 

Bowman   Gray,   1949  

Hughes,  James  Richard,  GP,  Hines  St.,  Snow  Hill;  UNC,  1958    

Katz,  Joseph,  I,  116  E.  Gordon  St.,  Kinston;  Med.  Coll.  of  Ga.,  1954  

Keiter,  William  Eugene,  Pd,  400  Glenwood  Ave.,  Kinston;  Wash.  Univ.,  1931     

Kling,  Llewellyn  Emil,  PH,  Lenoir  County  Health  Dept.,  Kinston;  Louisiana,  1940 

Langley,  John  Thomas,  Or,  Kinston  Clinic,  Kinston;   Duke,  1955  

LaPrade,  Bennett  Watterson,  ObG,  Kinston  Clinic,  Kinston;  U.  of  Va.,  1956  
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Name  and  Address 

Lee,  Mike,  (Life),  GP,  107  E.  Caswell  Street,  Kinston;  Tulane,  1926  

Moseley,  Zebulon  Vance,  (Life),  GP  &  ObG,  202  E.  Gordon  St.,  Kinston; 

Univ.  Coll.  of  Med.,  Richmond,   1913  

Nisbet,  Douglas  Heath,  (Life),  Ret,  GE,  903  West  Road,  Kinston;  Harvard,  1917  

Noble,  Baxter  Gardner,  \.  1009  N.  College  St.,  Kinston;   Penn.,  1943     

Offutt,  Vernon  Delmus,  I,  400  Glenwood  Ave.,  Kinston;  Med.  Coll.  of  Va.,  1933  

Parker,  Samuel  L.,  Jr.,  ObG,  Kinston  Clinic,  Kinston;  George  Wash.  Univ..  1942  

Parrott,  John  A.,  S,  807  N.  Queen  St.,  Kinston;  Temple,  1940         

Parrott,  William  Thomas,  Jr.,  I,  109   E.   Gordon  St.,  Kinston;  Johns  Hopkins,  1943   ... 

Patrick,  Simmons  Isler,  R,  400  Glenwood  Ave.,  Kinston;  Duke,  1950        

Peele,  James  Clarendon,  ALR,  Kinston  Clinic,  Kinston;   Temple,   1937  

Peery,  Vance  Price.  (Life),  Ret.,  OALR,  1105  Pollock  St.,  Kinston; 

Med.   Coll.   of  Va.,   1916   

Pully,  Rose,  GP,  1007y2  North  College  St..  Kinston;  Univ.  of  Penn..  1951  

Quinn,  Clifton  Lee,  GP,  LaGrange  Clinic,  LaGrange;  Univ.  of  N.  C,  1954  

Ruffin,  David  Winston,  OALR,  Pink  Hill;  Med.  Coll.  of  Va..  1932  

Sabiston.  Frank,  (Life),  OALR,  115  East  Gordon  Street,  Kinston;  Univ.  of  Md.,  1918 

Smith,  Charles  Gordon,  GP,  Box  188,  Snow  Hill;  Univ.  of  Penn.,  1940  

Smith,  M.  Jean,  ObG,  2104  N.  Heritage  St..  Kinston;  Univ.  of  Tenn.  Med.  Coll.,  1949 

Spigner,  Prescott,  Or,  P.  0.  Box  1062,  Kinston;  Med.  Coll.  of  S.  C,  1953  

Temple,  Rufus  Henry,  I,  306  N.  Queen  Street,  Kinston;  Univ.  of  Penn.,  1936  

Thompson,  John  Hargett,  GP,  P.  O.  Box  337,  Trenton;  UNC,  1959    

Troutman,  Belk  Connor,  GP,  Box  428,  Grifton;  Univ.  of  Md..  1952  

Turrentine,  Kilby  Pairo,  I,  400  Glenwood  Ave.,  Kinston;  Rush.  Med.  Coll.,  1931 

Tyndall,  Robert  Glenn,  S.  Parrott  Hospital,  Kinston;   Univ.  of  Penn.,  1928   

Ward,  John  Charles,  GP,  Box  518,  LaGrange;  Univ.  of  North  Carolina,  1954  

West,  Bryan  Clinton,  (Life),  GP,  113  E.  Gordon  Street,  Kinston;  Univ.  of  Penn.,  1924 

West,  Clifton  Forrest,  (Life),  I.  107  E.  North  St..  Kinston;  Univ.  of  Penn.,  1917  

Whitaker,  David  Louis,  GP,  905  N.  Queen  St.,  Kinston;  UNC,  1959   

Whitaker,  Paul  Frederick,  (Life),  Ret.,  \,  1205  N.  Queen  Street..  Kinston; 

Med.   Coll.  of  Va.,   1922     

Williams,  Lynwood  Earl,  I,  400  Glenwood  Ave.,  Kinston;  Univ.  of  Penn.,  1940  

Witherington,  Dexter  Thompson,  S,  801  E.  Gordon  St.,  Kinston;  Harvard,  1948  

Withers,  Sydnor  Terry,  D,  905  N.  Queen  St.,  Kinston;  Med.  Coll.  of  Va.,  1945  

Wooten,  Cecil  William,  Jr.,  GP,  Kinston  Clinic,  Kinston;  Harvard,  1945    

LINCOLN  COUNTY  SOCIETY-^" 

OFFICERS — President:  Cornwell,  Abner  M.,  (Biog.  below),  Lincolnton 

Secretary:  Cronland,  Murphy  A.,  (Biog.  below),  Lincolnton 

Canaday,  Maurice  Lewis,  GP,  Box  270,  Lincolnton;  UNC,  1958  1962  1963 

Cornwell,  Abner  Milton,  (Life),  S,  Crowell  Hosp.,  Lincolnton; 

George   Wash.    Univ..   1927    

Costner,  Walter  Vance,  (Life),  GP,  P.  O.  Box  408,  Lincolnton;  Jefferson,  1924  

Cronland,  Murphy  Alan,  GP,  317  E.  Main  St.,  Lincolnton;  Univ.  of  N.  C,  1955     

Crowell,  Gordon  Cameron,  I,  816  S.  Aspen  St.,  Lincolnton;  UNC,  1957  

Crowell,  Lester  Avant,  Jr.,  I,  Box  390,  Lincolnton;  Tulane,  1930   

tEdwards,  Forest  D.,  (Life),  Ret.,  Ob,  Route  3,  Lawndale;  Atlanta  Med.  Coll.,  1914  

Fitzgerald,  John  Hill,  Jr.,  Pd,  Crowell  Hosp.,  Lincolnton;  Univ.  of  Va.,  1938    

Gamble,  John  Reeves,  Jr.,  S,  Box  250,  Lincolnton;  Univ.  of  Md.,  1946  

Griggs,  Boyce  Powell,  GP,  334  W.  Svcamore  St..  Lincolnton;  Bowman  Grav,  1943      

Jacocks,  William   Picard,   (Life),  Ret.,  PH,  Carolina   Inn,   Chapel   Hill; 

Univ.  of  Penn.,  1911         

Lawing,  Daniel  Philmon,  GP,  212  E.  Water,  Lincolnton;  UNC,  1962  

Lawing,  Karl  Lander,  GP,  208  E.  Water  St.,  Lincolnton;  Tulane,  1953      

Reid,  Robert  Leary,  GP,  816  S.  Aspen  St.,  Lincolnton;  Wake  Forest,  1954  

Wilson,  Samuel  Allen,  GP,  816  S.  Aspen  Street,  Lincolnton;  Emory,  1937  

MACON— CLAY    COUNTIES   SOCIETY56 
OFFICERS— President:  Fisher,  E.  W.,   (Biog.  below),  Franklin 

Secretary:  Rawlins,  George  M.,   (Biog.  below),  Franklin 

Angel,  Edgar,  S,  Angel  Hospital,  Inc.,  Franklin;  Jefferson,  1928         

Angel,  Furman,  (Life),  S,  Angel  Clinic  Hospital,  Inc.,  Franklin;  Jefferson.  1918 

Bauer-Kahn,  Amelia,  P,  106  Harrison  Ave.,  Franklin;  Univ.  of  Minn.,  1943  

Fisher,  Ernest  Woodrow,  GP,  Bk.  of  Franklin  Bldg.,  Franklin;  Med.  Coll.  of  S.  C,  1941 

Harmon,  Doralea  Ryle,  GP,  Box  297,  Highlands;  U.  of  Wisconsin.  1950     

Horsley,  Howard  Theodore,  Sr.,  GP,  Box  521,  Franklin;  Baltimore  Med.  Coll.,  1907 

Kahn,  Joseph  William,  GP,  Angel  Hospital.  Inc.,  Franklin;  Univ.  of  Ciim..  1942  

Killian,  Frank  McClure,  OALR,  Box  435,  Franklin;  Univ.  of  Louisville,  1929         

Rawlins,  George  McVay,  GP,  Angel  Hosp.,  Franklin;  Med.  Coll.  of  Ga..  1962  

Winstead,  G.  Ashby,  U,  Ashear  Bldg.,  Franklin;  Duke,  1941  
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Joined 
Name  and  Address  Licensed  Slate 

Societii 

MADISON  COUNTY  SOCIETY" 
OFFICERS— President:  Duck,  W.  0.,  (Biog.  below),  Mars  Hill 
Secretary:  McElroy,  J.  L.,  (Biog.  below),  Marshall 

Duck,  Walter  Otis,  GP,  Drawer  517,  Mars  Hill;  Hahnemann  Med.  Coll.,  1943       

McElroy,  James  Lawrence,  GP,  Box  486,  Marshall;  George  Wash.,  Univ.,  1930  

Powell,  Charles  Hari-is,  GP,  Community  Med.  Center,  Mars  Hill-  Jefferson    1954 
Powell,  William   Ernest,  Jr.,  GP,  Box  517,  Mars  Hill;   Duke,  1950 

Sams,  William  Albert,  (Life),  GP,  Box  335,  Marshall;  Lincoln  Memorial,  1911  

Whitson,  William  Andrew,  GP,  Box  326,  Mars  Hill;  Univ.  of  Tenn..  1952  

MARTIN— SEE    BEAUFORT-HYDE-MARTIN- 
WASHINGTON-TYRRELL 

McDowell  county  SOCIETY^^a 
OFFICERS— President:  Miles,  F.  0.,  (Biog.  below).  Old  Fort 
Secretary:  McCall,  M.  A.,   (Biog.  below),  Marion 

Allen,  John  O.,  GP,  31   State  Street,  Marion;  Bowman  Gray,  1951  

Dobias,  Stephen  Glenn,  GP,  Rt.  2,  Box  60,  Old  Fort;  Med.  Coll.  Evang.,  1938     

Hagna,  Lewis  William,  GP,  10  S.  Logan  Street,  Marion;  Univ.  of  Penn..  1936      

Johnson,  John  Brown,  (Life),  S,  Box  104,  Old  Fort;  Univ.  of  Louisville,  1905  

McBee,  Paul  Thomas,  S,  122  S.  Main  St.,  Marion;  Med.  Coll.  of  Va.,  1930      

McCall,  Michael  Alvin.  GP,  442  Fleming  Ave.,  Marion;  Duke,  1952  

Mcintosh,  Archibald  Noch,  GP,  219  S.  Main  St.,  Marion;  Duke.  1944 

Miles,  Francis  Orla,  GP,  P.  O.  Box  248,  Old  Fort;  Coll.  of  Med.  Evangelists,  1952  

Miller,  Lloyd  Davis,  GP,  105  Henderson  St.,  Marion;   Med.  Coll.  of  Va.,  1939 

Ragaz,  Florian  J.,  GP,  S.  Main  St.,  Marion;  Univ.  of  Wise,  1949  

Rowe,  George  Catlett,  GP,  10  S.  Logan  St.,  Marion;  Univ.  of  Penn.,  1939  

MECKLENBURG  COUNTY  SOCIETY60 
OFFICERS— President:   Carr,   Chalmers  R.,    (Biog.  below),   Charlotte 
Secretary:  Dulin,  Thomas  L.,   (Biog.  below),  Charlotte 

Adams,  Carlisle,  Pd,  601  Independence  Blvd.,  E.,  Charlotte;  Harvard,  1947       

Adams,  James  Robert,  Pd,  1350  S.  Kings  Drive,  Charlotte;  Univ.  of  Va.,  1928  

Adickes,  Henning  Frederick,  Jr.,  P,  2201  Randolph  Rd.,  Charlotte; 

Med.  Coll.  of  S.  C,  1954     

Albergotti,  Julian  Sheppard,  Jr.,  GP,  4101  Central  Ave.,  Charlotte;  UNC,  1955  

Alexander,  Henry  Clifford,  Jr.,  I,  605  Doctors  Bldg.,  Charlotte;  Duke,  1949      

Alexander,  James  Moses,  I,  309  S.  Laurel  Ave.,  Charlotte  7;  McGill  Univ.,  1934  

Alexander,  James  Porter,  I,  1012  Kings  Drive,  Charlotte  7;   Univ.  of  Penn.    1950     

Altany,  Franklin  Edward,  PI.  1012  Kings  Drive,  Charlotte  7;  Duke,  1948  

Armstrong,  Beverly  Weller,  Otol.  106  W.  Seventh  St,  Charlotte  2;  Svracuse,  1941   

Arrendell,  Cad  Walder,  Jr.,  S,  1322  Scott  Ave.,  Charlotte;  Univ.  of  Okla.,  1945 
Ashe,  John  Rainey,  (Life),  Pd.  1505  Elizabeth  Ave.,  Charlotte;  Columbia  Univ.,  1911 
Ausherman,  Howard  M.,  Anes,  200  Hawthorne  Lane,  Charlotte; 

Coll.  of  Med.  Evangelists,  1936    

Bailey,  Sara  Lynn,  Pd,  4126  Park  Rd.,  Charlotte;  Bowman  Gray,  1957  

Baird,  Harry  Haynes,  U,  1012  Kings  Drive,  Charlotte;  Washington  Univ.,  1942  

Baker,  Thos.  Williams,  Ret.,  I.  2029  Queens  Rd.,  Charlotte;  Penn.,  1931  

Barnes,  Margaret  Alford,  Pd.  930  East  Blvd.,  Charlotte  3;  Univ.  of  Va.,  1943  

Barr,  Frank  Woodworth,  GP.  4200  Park  Rd.,  Charlotte;  Duke,  1954      

Bell,  Ralph  Monroe,  I,  1012  Kings  Drive,  Charlotte  7;  Jefferson,  1941   

Bellows,  Rowland  Thompson,  NS,  Box  484,  Charlotte  7;   Cornell.  1930    

Berkeley,  Alfred  Rives,  Jr.,  Or,  412  N.  Church  St.,  Charlotte;  Univ.  of  Va.,  1942  

Berkeley,  William  Thomas,  Jr.,  PI,  1012  S.  Kings  Dr.,  Charlotte;  Georgetown,  1943  ...^ 

Bigham,  Roy  Stinson,  Jr.,  I,  1708  E.  4th  St.,  Charlotte;  Univ.  of  Va..  1941      

Black,   George   William,   (Life),   GP,   1516   Harding   PI.,  Charlotte;   Med.   Coll.  of  Va., 

1924  

Blanchard,  George  Carswell,  NS,  1012  Kings  Drive,  Charlotte  7;  Cornell  Med.  Coll.,  1942 
Boggs,  Lawrence  Kennedv,  U,  1012  Kings  Drive,  Charlotte  7;  Jefferson  Med.  Coll.,  1949 
Bolon,  Charles  Gordon,  ObG,  1012  Kings  Drive,  Charlotte  7;  Ohio  State,  1948 
Bos,  John  Fremont,  Path,  Presbyterian  Hosp.,  Charlotte;  Med.  Coll.  of  Va.,  1951 
Bost,  Thomas  Creasv,   (Life),  S,  225  Hawthorne  Lane,  Charlotte;   Geo.  Wash.,  1915    . 

Boyd,   Basil  Manly,  Or,  1822  Brunswick  Ave.,  Charlotte;   BowTiian  Gray,  1953   

Brabson.  John  Anderson,  S,  225  Hawthorne  Lane,  Charlotte;  Harvard,  1939      

Bradford,  Wallace  Brown,  ObG,  1509  Elizabeth  Ave.,  Charlotte  4;  Univ.  of  Penn.,  1932 
Bradford,  Williamson  Zeigler,   ObG,   1509   Elizabeth   Ave.,   Charlotte;   Univ.   of  Penn., 

1928  

Bradford.  Williamson  Zeigler,  Jr.,  ObG,  1509  Elizabeth  Ave.,  Charlotte;  U.  of 

Penn.,    1957  

Brenizer,   Addison   Gorgas,   Jr.,   S,   504  Doctors  Bldg.,  Charlotte;   Harvard,   1940 

Brittian,  Lowell  Ellis,  GP,   1421   Eastway  Drive,  Charlotte;  Univ.  of  Md.,  1952  

Brooks,  William  Lester,  Jr.,  I,  211  Hawthorne  Lane,  Charlotte  4;  Duke,  1947  
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Brown,  Charles  William,  ObG,  1530  Elizabeth  Ave.,  Charlotte;  Georgetown  Univ.,  1941 

Bryan,  William  Blair,  Pd,  1630  Mockingbird  Lane,  Charlotte;  Duke,  1956  

Bryant,  William  Franklin,  Jr.,  Pd,  1630  Mockingbird  Lane,  Charlotte;  Duke,  1958  

Burnett,  Thomas  J.  M.,  R,  200  Hawthorne  Lane,  Charlotte  4;  Bowman  Gray,  1946  

Burns,  Stanley  Sherman,  ALR,  106  W.  Seventh  St.,  Charlotte;  Harvard,  1948 

Byrnes,  Thomas  Henderson,  Path,  Mercy  Hosp.,  Charlotte;  Med.  Coll.  of  S.  C,  1926  ... 

Carmichael,  Dennis  Dickenson,  P,  1850  E.  3rd  St.,  Charlotte;  Aberdeen  U.,  1950  

Carr,  Chalmers  R.,  Or,  1822  Brunswick  Ave.,  Charlotte;  Jefferson  Med.  Coll.,  1936 

Gates,  Banks  Raleigh,  Jr.,  I,  1012  Kings  Drive,  Charlotte;  Duke,  1944  

Caughran,  John  Hamilton,  Or,  1500  Elizabeth  Ave.,  Charlotte;  Indiana  Univ.,  1951   

Chamblee,  Donald  Vance,  GP,  200  Greenwich  Rd.,  Charlotte;  U.  of  Tenn.,  1956  

Chaplin,  Charles  Hal,  PI,  1012  Kings  Dr.,  Charlotte;  Jefferson,  1953  

Chapman,  Charles  Granger,  Anes,  Mercy  Hosp.,  Charlotte  5;  Med.  Coll.  of  S.  C,  1940 
Childers,  Melvin  Davis,  Jr.,  Oph,  1012  Kings  Drive,  Charlotte;  Med.  Coll.  of  Va.,  1958 
Choate,  Allyn  Blythe,  I,  1012  Kings  Drive,  Charlotte;  Med.  Coll.  of  Va.,  1929 

Chrysler,  Charles  Otis,  GP,  3894  N.  Independence  Blvd.,  Charlotte;  Ohio,  1956  

Citron,  David  Sanford,  I,  1900  Brunswick  Ave.,  Charlotte;  Washington  Univ.,  1944  ... 

Cobev,  William  Gray,  Pd,  1346  Durwood  Drive,  Charlotte;  Duke,  1953      

Cochrane,  Fred  Richard,  Pd,  1012  Kings  Drive,  Charlotte;  Jefferson,  1942  

Coffee,  Archie  T.,  Jr.,  N,  1012  Kings  Drive,  Charlotte;  Emory  Univ.,  1944 
Cole,  Robert  Hickman,  Anes,  1534  Coventry  Rd.,  Charlotte;   Univ.  of  Manitoba,  1945 
Collan-n,  Thomas  Herbert,  Anes,  500  Ellsworth  Rd.,  Charlotte;  Univ.  of  Md.,  1956  , 
Conard-Corkey,  Elizabeth  Moon,  PH,  1200  Blythe  Blvd.,  Charlotte;  Michigan,  1929 
Coppedge,  Thomas  Oliver,  Jr.,  R,  225  Hawthopne  Lane,  Charlotte;  Bowman  Gray,  1947 
Crosby,  James  Foster,  Pd,  Norfolk  Gen.  Hosp.,  Norfolk,  Va.;  Med.  Coll.  of  S.  C,  1954 
Crowell,  James  Allen,  ObG,  1350  S.  Kings  Drive,  Charlotte;  La.  State  Univ.,  1939 

Culbreth,  George  Gordon,  NS,  225  Hawthorne  Lane,  Charlotte;  Duke,  1943  

Culton,  Julian  C,  Oph,  106  W.  7th  St.,  Charlotte;  Duke,  1956  

Curry,  Clayton  S.,  ObG,  1309  Plaza,  Charlotte;  Univ.  of  Tenn.,  1944  

Daniel,  Walter  Eugene,  U,  803  Doctors  Bldg.,  Charlotte;  Med.  Coll.  of  Va.,  1931   

Davis,  William  Alexander,  Jr.,  GP,  Box  146,  Cornelius;  Duke,  1956 

Dayton,  John  Thomas,  GP,  3S94  E.  Independence  Blvd.,  Charlotte;  Ohio,  1956 

DeCamp,  Allen  Ledyard,  ObG,  1505  Elizabeth  Avenue,  Charlotte;  Univ.  of  Penn.,  1934 

Dickson,  Griggs  Cameron,  Pd,  1850  E.  3rd  St.,  Charlotte;  UNC,  1955  

Dillard,  Sam   Booker,   D,  1U12  Kings  Drive,   Charlotte;   Med.   Coll.   of  Va.,  1946       . 
Donner,  Paul  G.,  P,  2201  Randolph  Road,  Charlotte  7;  Indiana  Univ.,  1945 
Dorenbusch,  Alfred  A.,  ALR,  106  West  Seventh  St.,  Charlotte;  Univ.  of  Louisville,  1940 

Dorsett,  John  Dewey,  Jr.,  I,  211  Hawthorne  Lane,  Charlotte;  Wash.,  1951  

Douglas,  John  Munroe,  I,  1012  Kings  Drive,  Charlotte;  Duke,  1939       

Downs,  Kenneth  Ray,  GP,  1617  E.  Fifth  St.,  Charlotte;  Louisville,  1952  

Downs,  Posey  Edgar,  Jr.,  ObG,  1530  Elizabeth  Ave.,  Charlotte;  Bowman  Gray,  1952    . 

Dulin,  Thomas  Leroy,  200  Greenwich  Rd.,  Charlotte;  Duke,  1957  

Dunning,  Everett  Jackson,  S,  1012  Kings  Drive,  Charlotte;  Univ.  of  Penn.,  1943  

Edgerton,  Glenn  Souders,  ObG,  1012  Kings  Dr.,  Charlotte;  Temple  Univ.,  1932    

Elliott,  Joseph  Alexander,  Jr.,  D,  1012  Kings  Dr.,  Charlotte;  Univ.  of  Mich.,  1944  

Elrod,  Inez  Willoughby,  CP,  2425  Park  Rd.,  Charlotte;  Rush.  Med.  Coll.,  1942  

Eubanks,  William  Malcolm,  ObG,  4126  Park  Rd.,  Charlotte;  Med.  Coll.  of  Ga.,  1954 

Faison,  Elias  Samson,  I,  1012  Kings  Drive,  Charlotte;  Emory  Univ.,  1929 

Faison,  Yates  Wellington,  (Life),  Ret.,  Pd,  1018  Queens  Rd.,  Charlotte;  Harvard,  1910 

Ferguson,  Robert  Thrift,  (Life),  Ret.,  G,  237  Middleton  Dr.,  Charlotte; 

Univ.   of  Richmond,    1906     

Finklea,  Orion  Townsend,  U,  1333  Romany  Rd.,  Charlotte;  Med.  Coll.  of  Va.,  1955  

Fisher,  Marshall  Louis,  P,  1012  Kings  Drive,  Charlotte;  Univ.  of  Illinois,  1934  

Fleming,  Laurence  Edwin,  S,  1531  Elizabeth  Ave.,  Charlotte;  Univ.  of  Penn.,  1931    

Foust,  John  Worth,  Otol,  1350  S.  Kings  Dr.,  Charlotte;  UNC,  1955  

Fraasa,  Robert  Conrad,  GP,  2101  N.  Independence  Blvd.,  Charlotte;  Univ.  of  Cinn.,  1953 
Franklin,  Ernest  Washington,  ObG,  1324  Scott  Ave.,  Charlotte;  Univ.  of  Penn.,  1930 
Gage,  Lucius  Gaston,   (Life),  Ret.,  I,  1350  Kings  Dr.,  Charlotte;  Univ.  of  Va.,  1915  ... 

Gage,  Lucius  Gaston,  Jr.,  A,  1350  Kings  Dr.,  Charlotte;  Duke,  1952  

Gallant,  Robert  Miller,  (Life),  GP,  824%  E.  Trade  St.,  Charlotte; 

N.   C.  Med.   Coll.,  1915   

Galusha,  Bryant  Leroy,  Pd,  Charlotte  Mem.  Hosp.,  Charlotte;  Western  Reserve,  1952 
Garrison,  Robert  Lee,  S,  225  Hawthorne  Lane,  Charlotte;  Bowman  Gray,  1944 

Gaskin,  Ernest  Reed,  Oph,  1012  Kings  Drive,  Charlotte;  Emory  Univ.,  1951    

Gaul,  John  Stuart,  (Life),  Or,  225  Hawthorne  Lane,  Charlotte; 

Medico-Chir.  Coll.  of  Phil.,  1913   

Gaul,  John  Stuart,  Jr.,  Or,  225  Hawthorne  Lane,  Charlotte;  Ttemple,  1946  

Gaul,  Rufus  Wharton,  Or,  225  Hawthorne  Lane,  Charlotte  4;   Univ.  of  Penn.,  1953  .... 

Gay,  Charles  Houston,  Pd,  1012  Kings  Drive,  Charlotte;  Duke,  1933     

Germuth,  Frederick  George,  Jr.,  Path,  Charlotte  Memorial  Hosp.,  Charlotte; 

Johns    Hopkins,    1945      

Ghent,  Thomas  Doyle,  Oph,  110  N.  Torrence  St.,  Charlotte;  Med.  Coll.  of  S.  C,  1944 
Gilmour,  Monroe  Taylor,  I,  1351  Durwood  Drive,  Charlotte;  Harvard,  1936  
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Glasgow,  Douglas  McKav.  I,  924  Doctors   Bldg.,   Charlotte;   McGill  Univ..   1943 

Glenn,  John  C,  Jr.,  R,  2000  E.  5th  St.,  Charlotte;  Duke,  1943    

Glover,  Fred  Weston,  Jr.,  I'd,  126  Cottage  Place,  Charlotte;  UNO,  1955     

Graham,  David  Eric,  GP,  IGG  Eastwav  Dr.,  Charlotte;  U.  of  Md.,  1952 
Graham,  Walter  Raleigh,  Oph,  1012  Kings  Drive,  Charlotte;  Univ.  of  Md.,  1940 
Greenwood,  James  Brooks,  Jr.,  GP,  4101   Central  Ave.,  Charlotte;  Univ.  of  Penn..  1944 
Gunter,  Arthur  Rhett,  I,   1205  E.   Morehead   St.,  Charlotte;   Emory  Univ.,   1944 
Hall,  James  Brownlee,  R,  Presbyterian  Hosp.,  Charlotte;  Univ.  of  Penn.,  1933 
Hall,  William  Hugh,  Pd.  1505  Elizabeth  Ave.,  Charlotte;  Med.  Coll.  of  S.  C,  1943       .... 
Hamer,  Jerome  B.,  1521  Elizabeth  Avenue,  Charlotte;  Univ.  of  Ga..  1938 

Hamer,  William  Alexander,  Anes,  2414  Forest  Dr.,  Charlotte;  Univ.  of  Md.,  1930  

Hamilton,  Frank  H.,  Jr.,  I,  3740  Freedom  Drive,  Charlotte;  Univ.  of  Va.,  19.t1 
Hardman,  Edward  Francis,  ObG,  1350  S.  Kings  Drive,  Charlotte;  Temple,  1938 

Harloe,  John  Pinckney,  GP.  1850  E.  3rd  St.,  Charlotte;  Univ.  of  Va.,  1945  

Harris,  Anderson  Page,  U,  225  Hawthorne  Lane,  Charlotte;  Johns  Hopkins,  1946  

Hart,  Verling  Kersey,  (Life),  ALR,  106  West  Seventh  St.,  Charlotte  2; 

Univ.   of   Penn.,    1921      .  

Hawes,  Cecil  Jennings,  U,  1333  Romany  Road,  Charlotte;  Vanderbilt,  1942  

Hawes,  G.  Aubrey,  U,  1333  Romany  Road,  Charlotte;  Vanderbilt,  1933  

Hayes,  Hugh  Harrison,  Jr.,  R,  Presbyterian  Hosp.,  Charlotte;  Univ.  of  Tenn.,  1959  

Heinig,   Charles   Frederick,  Or,  1822  Brunswick   Ave.,   Charlotte; 

New  York  Coll.  of  Med.,  1955  

Henry,  Hector  H.,  GP,  3000  Tuckaseegee  Rd.,  Charlotte;  Tulane,  1936 
Hicks,  J.  Robinson,  Or,  1350  S.  Kings  Drive,  Charlotte;   Univ.  of  Va.,  19.53 
Hiestand,  Fitz  Gerald,  Jr.,  GE.  1350  S.  Kings  Drive,  Charlotte;  Univ.  of  Va.,  1956 
Hilderman,  Walter  Carrington,  S.  1350  S.  Kings  Dr..  Charlotte;  Jefferson  Univ..  1942 
Hipp,  Edward  Reginald,  Jr.,  S,  1350  S.  Kings  Dr.,  Charlotte;   Univ.  of  Va.,  1947 
Hipp,  Edward  Reginald,  Sr.,  (Life),  S,  1350  S.  Kings  Drive,  Charlotte;   Univ.  of  Va., 

1918      

Hobson,  Jack  Bro^\^^,  1351  Durwood  Dr.,  Charlotte;  UNC,  1957 
Hodges,  Horace  Hayden,  I,  1351   Durwood  Drive,  Charlotte;  Univ.  of  Penn.,  1940 
Holbrook,  William   Douglas,  P,  225  Hawthorne  Lane,  Charlotte;   Bowman   Gray,  1946 
Hollingsworth,  Walter  Claudius,  ObG,  1530  Elizabeth  Ave.,  Charlotte;   Bowman  Gray, 

HoUowell,  Victor   Bovce,   S,   404  Doctors  Bldg.,   Charlotte;    Harvard,   1946 
Hood,  Christopher  Kennedv,  ObG,  4200  Park  Rd.,  Charlotte  9;  Jefferson.  1954 
Hope,  Alex  Chalmers,  GP.  1057  E.  Morehead  St.,  Charlotte;  Med.  Coll.  of  S.  C,  1937 
Hough,  Mac  Johnson,  Oph,  1012  Kings   Drive.  Charlotte;   Med.  Coll.  of  Va.,  1945    ... 
Huey,  Thomas  W.,  Jr.,  ObG,  1012  Kings  Drive,  Charlotte;  Univ.  of  Penn.,  1942 
Humphrevs,  John  Leslie,  Jr.,  Oph,  1850  E.  3rd  St.,  Charlotte;  U.  of  Pitts.,  1956 
Hunt,   Jasper    Stewart,   Pd,   1523    Elizabeth  Ave..  Charlotte;   Vanderbilt  Univ..   1929 
Jacobs,  Julian   Erich  John,  Or,  1822   Brunswick   Ave..   Charlotte;    Univ.   of   Neb.,   1935 
James,  Richard  Thomas,  Jr.,  I.  217  Travis  Ave.,  Charlotte;  Univ.  of  Penn.,  1943 
Johnston,  Harvey  Wylie,  U,  803  Doctors  Bldg.,  Charlotte;  George  Wash.  Univ.,  1952 
Johnston,  William  Oliver,  L  1710  East  Fourth  St..  Charlotte;  Vanderbilt,  1936 
Jones,  Logan  Oliver,  I.  1900  Brunswick  Ave.,  Charlotte;  Harvard,  1943 
Jones,  Otis  Hunter,  ObG,  1012  Kings  Drive,  Charlotte:  Columbia  Univ..  1933 

Jones,  William  Isaac,  GP,  2914  Crosbv  St.,  Charlotte;  Med.  Coll.  of  S.  C,  1950    

Justis,  Homer  R^  U,  1012  Kings  Drive,  Charlotte;  Univ.  of  Va.,  1946  

Kalevas,  Harrv  John,  GP,  1630  Mockingbird  Lane,  Charlotte;  Duke,  1945  

Kamp,  Maurice  Arthur,  PH,  1200  Blvthe  Blvd.,  Charlotte;  Med.  Coll.  of  Va.,  1932     

Keleman,  William  Arthur,  I.  1361  East  Morehead  St.,  Charlotte;  Ohio  State,  1950      

Kellam,  Donald  Swift,  Jr.,  Or,  1500  Elizabeth  Ave.,  Charlotte;  George  Wash..  1955  .... 

Keller,  Guy  Otis,  S,  1012  Kings  Drive,  Charlotte  7;  Univ.  of  Va..  1944  

Kelly,  Luther  W.,  Jr.,  Endoc,  Nalle  Clinic,  Charlotte;  Harvard,  1948  

Kelly,  Luther  Wrentmore,  Sr.,  (Life),  I,  1350  S.  Kings  Dr.,  Charlotte; 

Univ.    of  Va.,   1924  

Kendrick,  Richard  Leon.  I.  1012  Kings  Drive,  Charlotte;  Univ.  of  Penn.,  1945 

Kennedy,  John  Presslv,  (Life),  S,  206  Doctors  Bldg.,  Charlotte  7;  Jefferson.  1915      

Kennedy.  Leon  Toland",  h  1340  Romanv  Rd.,  Charlotte;  Jefferson,  1935 

Kester,"john  Marcus,  Jr.,  S,  1012  Kings  Dr.,  Charlotte;  Med.  Coll.  of  Va..  1943        

Kidd,  Ralph  V.,  Jr.,  I,  1320  Scott  Ave.,  Charlotte;  Tulane,  1947  

Kocak    Theodore  Joseph,  GP.  113  Seneca  Place,  Charlotte;   Temple,  1961  

Kossove,  Albert  A.,  I,  1530  Elizabeth  Ave.,  Charlotte;  Med.  Coll.  of  Va.,  1938     

Kossove.  Irene  Lew,  I,   1530   Elizabeth  Avenue,  Charlotte;   Med.   Coll.  of  Va.,  1939 

Kouri,  William  Herbert,  GP.  2028  Woodland  Dr..  Charlotte;   UNC.  1961  

Kreshon.  Martin  John.  Oph,  106  W^  Seventh  St.,  Charlotte;  Marquette  U..  1954 
Kroh,   Laird   Franklin,  GP,   2201    McClintock   Road,   Charlotte;    Univ.  of  Penn.,   1912 
Lackey,  Robert   Stevenson,  R,  Charlotte   Mem.   Hosp.,   Charlotte;  Jefferson,  1948 
Laferty,  John  Ogden,  R,  1012  Kings  Drive,  Charlotte  7;  Univ.  of  Penn..  1942 
Large,  Hiram  Lee,  Jr.,  Path  &  CP,  Presbyterian  Hosp.,  Charlotte  4;  Vanderbilt.   1942 
Lawrence,  Patricia  Ann,  ObG,  1340  Romanv  Rd.,  Charlotte;  Univ.  of  Va.,  1950 
Leath,  Thomas  Edward.  GP.  3047  Freedom  Dr.,  Charlotte;  Med.  Coll.  of  S.  C,  19.55  .  .. 
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Name  and   Address 

Lee,   Ferdinand   Wayne,  Or,  225  Havrthorne  Lane,  Charlotte;   Univ.  of  Md.,  1943 
Leinbach,  Robert  Fredric,  (Life),  Ret.,  I,  3940  Arbor  Lane,  Charlotte;  Univ.  of  Penn., 

1907      

Leonard,  Ruth,  Oph,  106  West  Seventh  St.,  Charlotte  2;  Temple  Univ.,  1942 

Lewis,  Andrew  Jackson,  Jr.,  ObG,  1530  Elizabeth  Ave.,  Charlotte;  Alabama,  1957  

Link,  Melvin  Robert,  ALR,  Doctors  Bldg.,  Charlotte;  Univ.  of  Louisville,  1942   

Lovell,  William  Figgatt,  A,  1600  E.  5th  St.,  Charlotte;  Duke,  1945    

Lucas,  Robert  Theodore,  Jr.,  Pd,  1350  S.  Kings  Dr.,  Charlotte;  Tulane,  1954  

Lyday,  William  Davie,  S,  225  Hawthorne  Lane,  Charlotte;  Duke,  1953      

Lymberis,  Marvin  Nicholas,  Oph,  106  West  Seventh  St.,  Charlotte;  Tulane,  1941  

MacDonald,  Donald  Ewan,  P,  1200  Blythe  Blvd.,  Charlotte;   St.  Andrews,  1948  

MacDonald,  J.  Kingsley,  ObG,  1524  Harding  Place,  Charlotte;  McGill  Univ.,  1926  

Massev,  Charles  Caswell,   (Life),  Pr,  1318  Carlton  Avenue,  Charlotte; 

Jefferson,    1923    

Massey,  Thomas  Neely,  Jr.,  I,  217  Travis  Ave.,  Charlotte;  Bowman  Gray,  1955  

Matthews,  William  Camp,  I,  217  Travis  Avenue,  Charlotte;  Univ.  of  Va.,  1937  

May,  Harvey  Craig,  ObG,  1524  Elizabeth  Ave.,  Charlotte;  Tulane,  1942  

Mayer,  Walter  Brem,  1,  1350  S.  Kings  Dr.,  Charlotte;  Univ.  of  Penn.,  1930  

McAdams,  Charles  Rupert,  Jr.,  S,  205  Hawthorne  Medical  Center,  Charlotte; 

McCall,  Marvin  Mather,  III,  I,  1900  Brunswick  Ave.,  Charlotte;  UNC,  1956   

McCarty,  R.  Leeves,  Pr,  1515  Elizabeth  Ave.,  Charlotte;  Tulane  Univ.,  1942 

McCoy,  Joseph  Bennett,  Jr.,  ObG,  1509  Elizabeth  Ave.,  Charlotte;  Univ.  of  Penn.,  1950 

McDonald,  Angus  Morris,  U,  225  Hawthorne  Lane,  Charlotte;  Univ.  of  Penn.,  1928   , 

McElwee,  Ross  S.,  Jr.,  S,  1340  Romany  Road,  Charlotte;  Cornell,  1944  

McKay,  Clinton  Hull,  I,  1900  Brunswick  Ave.,  Charlotte;  Univ.  of  Tenn.,  1939 
McKay,  Hamilton  Witherspoon,  (Life),  U,  1012  Kings  Dr.,  Charlotte;  Jefferson,  1910 
McKay,  Hamilton  Witherspoon,  Jr.,  A,  1600  E.  Fifth  St.,  Charlotte;  Johns 

Hopkins,    1955      

McKay,  Robert  Witherspoon,  (Life),  U,  1012  Kings  Drive,  Charlotte; 

Johns    Hopkins,    1923         

McKnight,  Roy  Bowman,   (Life),  Ret.,  S,  Tarheeland  Acres,  Shallotte; 

Univ.  of  Penn.,  1920  

McLaughlin,  Calvin  Sturgis,  Jr.,  Ind,  Rt.  4,  Concord;  Univ.  of  Tenn.,  1935  

McLean,  Ewen  Kenneth,  (Life),  Pd,  225  Hawthorne  Lane,  Charlotte; 

Univ.  of  Texas.,  1919    

McLean,  Malcolm,  Pd,  225  Hawthorne  Lane,  Charlotte;   UNC,  1956  

McLeod,  Wm.  Leslie,  ObG,  1524  Elizabeth  Ave.,  Charlotte;  La.  State  Med.  Coll.,  1945 

McManus,  Hugh  Forrest,  Sr.,  GP,  Box  415,  Matthews;  Emory,  1913  

McMillan,  Thomas  Henry,  Jr.,  I,   1900  Brunswick  Ave.,  Charlotte;   Emory  Univ.,   1953 
Melton,  Katherine  Rose,  S,  Box  587,  Matthews;  Woman's  Med.  Coll.  of  Penn.,  1954 

Messinger,  Harold  Ernest,  GP,  6110  A  Derita  Rd.,  Derita;  Loma  Linda,  1962  

Miller,  Oscar  Lee,  (Life),  Or,  1822  Brunswick  Ave.,  Charlotte; 

Atlanta  Coll.  of  P  &  S,  1912  

Miller,  Robert  Evans,  Or,  1822  Brunswick  Ave.,  Charlotte;   Univ.  of  Penn.,  1948  

Milton,  Cecil  Jerome,  Or,  225  Hawthorne  Lane,  Charlotte;  Bowman  Gray,  1956  

Mitchell,  Fred  Neal,  Pd,  229  N.  Torrence  St.,  Charlotte  4;  Univ.  of  Va.,  1953  

Mitchner,  Calvin  Chambers,  D,  1600  E.  5th  St.,  Charlotte;  Jefferson,  1949   

Mize,  Edwin  Sims,  Jr.,  113  Seneca  PL,  Charlotte;  Univ.  of  Miss.,  1963  

Mock,  Charles  Glenn,  Path,  200  Hawthorne  Lane,  Charlotte;  Univ.  of  Penn.,  1935 
Montgomery,  John  Christian,  Anes,  2017  Radcliffe  Ave.,  Charlotte;  Univ.  of  Penn.,  1932 
Moore,  Robert  Ashe,  (Life),  Pd,  1505  Elizabeth  Ave.,  Charlotte:  Univ.  of  Penn.,  1923 

Morton,  L.  Thomas,  OALR,  Box  1934,  Charlotte  1;  Univ.  of  Penn.,  1927    

Motley,  Fred  Elliott,  (Life),  Ret.,  ALR,  748  Hempstead  Place,  Charlotte; 

Mich.    Univ.,   1922    

Mundorf,  George,  P,  225  Hawthorne  Lane,  Charlotte;  Bowman  Gray,  1946  

Nance,  Charles  Lee,   (Life),  GP,  404  Prof.  Bldg.,  Charlotte;  N.  C.  Med.  Coll.,  1919  .... 

Nash,  Hoke   Smith,  ALR,  106  W.  7th  St.,  Charlotte;  Vanderbilt,  1954  

Naumoff,  Philip,  GP,  1012  Kings  Drive,  Charlotte;  Duke,  1937  

Neal,  Rutherford  Douglas,  S,  206  Hawthorne  Medical  Center,  Charlotte; 

Med.  Coll.   of  Va.,  1942      

Newell,  Ernest  T.,  GP,  1421  Eastway  Dr.,  Charlotte;  Duke,  1950  

Newell,  Leon  Burns,  (Life),  GP,  921  Berkeley  Ave.,  Charlotte;  UNC,  1905  

Newton,  Graham  Dougald,  D,  1600  E.  5th  St.,  Charlotte;  Cornell,  1954  

Newton,  Howard  Lowell,  (Life),  GP,  225  Havrthorne  Lane,  Charlotte; 

Northwestern,    1921    

Nicholson,  Henry  Hale,  Jr.,  S  &  Pr,  1012  Kings  Drive,  Charlotte;  Duke,  1947  

Nightingale,  David  Stamper,  S,  1012  Kings  Dr.,  Charlotte;  U.  of  Louisville,  1956  

Norris,  Charles  Bradley,  I,  1310  Scott  Ave.,  Charlotte;  Georgetown  U.,  1941    

tNorthington,  James   Montgomery,    (Life),  Ret.,  I,  2148  Malvern   Road,  (Charlotte; 

Med.  Coll.  of  Va.,  1905  

Nowlin,  George  Preston,  U,  1350  S.  Kings  Drive,  Charlotte;  Univ.  of  Va.,  1924  
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Name  and   Address 

O'Brien,  Paul  Stevens,  K,  Meicv  Hospital,  Charlotte;   Ohio.   1951  

Owensby,  Clyde   Norman,  GP,  Box  337,  Matthews;  Tulane,  1958       

Paden,  Paul  Alexander,  H,  Presbyterian  Hosp.,  Charlotte;  Tenn.,  1932  

Page,  George  Dantzler,  S,  101:2  Kings  Drive,  Charlotte;  Emory,  1942  

Parke,  James  Clifton,  Jr.,  Pd,  1850  E.  3rd  St.,  Charlotte;  UNC,  1954         

Payne,  Robert  Benjamin,  I,  309  S.  Laurel  Ave.,  Charlotte;  UNC,  1960  

Pender,  John  Robert,  S,  1012  Kings  Dr.,  Charlotte;  Jefferson,  1947  

Pennington,  Glenn  Walton,  ALR,  1318  Scott  Ave.,  Charlotte;   Univ.  of  Ga.,  1937   

Perrin,  Thomas  Samuel,  Jr.,  I,  309  S.  Laurel  Ave.,  Charlotte;  Johns  Hopkins,  1943  

Petteway,  George  Henry,  (Life),  ObG,  1524  Elizabeth  Ave.,  Charlotte; 

N.  C.  Med.  Coll.,  1913  

Pettus,  William  Henry,  Jr.,  S,  808  Doctors  Bldg.,  Charlotte;  Cornell,  1937  

Phelps,  James  Solomon,  Jr.,  GP,  2032  N.  Graham  St.,  Charlotte;  Univ.  of  Md.,  1952 
Phillips,  DeWitt  Dewey,  Jr.,  GP,  1402  E.  Morehead  St.,  Charlotte; 
Bowman   Gray,   1946 

Pitts,  William  Reid,  NS,  1012  Kings  Drive,  Charlotte;  Harvard,  1933  

Pixley    Roland  Theo,  ObG,  1340  Romany  Rd.,  Charlotte;  Univ.  of  Buffalo,  1946  

Potter!  E.  Lindsay,  Jr.,  GP,  Hawthorne  Medical  Center,  Charlotte;  Temple,  1939 
Powe,  Charles  Edwin,  Jr.,  ObG,  225  Hawthorne  Lane,  Charlotte;   Med.  Coll.  of  S.  C, 

1958  

Powers,  John  Alfred,  Or,  1500  Elizabeth  Ave.,  Charlotte;  Univ.  of  Oregon,  1945 

Pressly,  Claude  Lowry,  S,  1012  Kings  Drive,  Charlotte;  Univ.  of  Penn.,  1943 

Pritchard,  William  Lee,  NS,  225  Hawthorne  Lane,  Charlotte;  Johns  Hopkins,  1956 

Query,  Richard  Zimri,  Jr.,  I,  1335  Romany  Rd.,  Charlotte;   Duke  Univ.,   1934 

Raby,  William  Thomas,  I,  1012  Kings  Drive,  Charlotte;  Univ.  of  Md.,  1942 

Rankin,  Rufus  Pinkney,  Jr.,  ObG,  225  Hawthorne  Lane,  Charlotte;  Univ.  of  Penn.,  1952 

Rankin,  Watson  Smith,  (Life),  Ret.,  Hosp  Ad,  The  Duke  Endowment, 

Charlotte;  Univ.  of  Md.,  1901  

Ranson,  John  Lester,  Jr.,  I,  1012  Kings  Dr.,  Charlotte;  Jefferson,  1942    

Ranson,  William  A.,  I,  225  Hawthorne  Lane,  Charlotte  4;  Jefferson,  1948   

Rapp,  Ira  Hammes,  Or,  1500  Elizabeth  Ave.,  Charlotte;  Univ.  of  Penn.,  1943 
Raymer,  James  Barker,  S,  225  Hawthorne  Lane,  Charlotte;  Western  Reserve,  1953 

Reid,  Ralph  Connor,  GP,  Box  368,  Pineville;   Columbia  Univ..  1940  

Roberson,  George  Don,  Otol,  1350  S.  Kings  Dr.,  Charlotte;  Med.  Coll.  of  Va.,  1958  

Robicsek,  Francis,  S,  Doctors  Bldg.,  Charlotte;  Univ.  of  Budapest,  1950  

Robinson,  Charles  Wilson,  GP,  403  N.  Tryon  St.,  Charlotte;  Univ.  of  Penn.,  1930  

Rogers,  Arthur  Merriam,  I,  1351  Durwood  Dr.,  Charlotte;  Cornell,  1937 

Ross,  Otho  Bescent,  Jr.,  I,  223  Doctors  Bldg.,  Charlotte;  Duke,  1943 

Ross,  Otho  Bescent,  Sr.,  (Life),  GP,  203  Doctors  Bldg.,  Charlotte;  Univ.  of  Penn.,  1909 

Ross,  Thomas  Wallace.  GP,  1912  Central  Avenue,  Charlotte;  Jefferson,  1927  

Rutledge,  Mary  Louise,  Pd,  1804  E.  Fourth  St.,  Charlotte;  Temple  Univ.,  1948  

Sanger,  Paul  Weldon,  S,  1012  Kings  Drive.,  Charlotte  7;  Vanderbilt.  1931      

Seay   Hillis  Ledbetter,  GP,  Box  294,  Huntersville;  Vanderbilt,  1930  

Selby,  Wi'liam  EUedge,  GP,  1416  E.  Morehead  St.,  Charlotte;  Temple  Univ.,  1934 
Shaia,  William  Harry,  GP,  2125  Berryhill  Road,  Charlotte;  Med.  Coll.  of  Va.,  1945 
Shaver,  Edward  Franklin,  Jr.,  Otol,  1928  Randolph  Rd.,  Charlotte;  Tulane,  1959 
Shull,  Joseph   Rush,   (Life).  R,   1633  E.   Morehead  St.,  Charlotte;  Univ.  of  Penn.,   1910 
Shull,  William  Henry,  I,  705  Doctors  Bldg.,  Charlotte;  Jefferson,  1944 

Shuford,  Jacob  Harrison,  S,  1610  Brunswick  Ave.,  Charlotte;   U.  of  Pa.,  1936  

Sing,  Jeannie  Marie  Voltaggio,  P,  905  Doctors  Bldg,  Charlotte;  Tulane,  1954  

Sing,  Robert  Lloyd,  Jr.,  Path,  1012  Kings  Dr.,  Charlotte;  Duke,  1954  

Sledge   John  Burton,  Jr.,  GP,  429  E.  Catawba  St.,  Belmont;  Duke  Univ.,  1955  

Sloan, 'Henrv  Lee,  Jr.,  Oph,   106  W.   Seventh   St.,  Charlotte;   Univ.  of  Penn.,  1947 

Sluder,  Harold  Miles    ObG,   1012  Kings  Drive,  Charlotte;   Bowman  Gray,  1945  

Smith,  John  Randolph.  I,  1350  Kings  Drive,  Charlotte;  Va.,  1956 

Smith    Lester  Leigh,  Jr.,  U,  1350  Kings  Drive,  Charlotte;  Med.  Coll.  of  S.  C,  1953 

Smith,  W^ilford  M.,  GP,  633  Woodlawn  Rd.,  Charlotte;  Med.  Coll.  of  S.  C,  1950 

Snelling,  John  McLucius,  S,  1012  Kings  Dr.,  Charlotte;  Univ.  of  Ga.,  1943 

Sparrow   Thomas  DeLaniar,  (Life),  S,  1012  Kings  Dr.,  Charlotte;  Univ.  of  Penn.,  1920 

Spaugh, 'Earle,  Pd,  126  Cottage  PL,  Charlotte;   Univ.  of  Penn.,  1950 

Squires    Claude  Babington.  (Life),  U,  225  Hawthorne  Lane,  Charlotte;  Jefferson,  1919 

Stallworth,  William  King,  ObG.  1524  Elizabeth  Ave.,  Charlotte;  Tulane,  1959  

Starling,  Charles  Ray,  P,  1850  E.  3rd  St.,  Charlotte;  Univ.  of  Md.,  1952      

Seiger,  Howard  Paul,  D,  1600  E.  5th  St.,  Charlotte;  Duke,  1939   

Sternbergh,  Waldemar  C.  A.,  R,  Box  2554,  Charlotte;  Univ.  of  Vt.,  1933  

Stewart,  William  Sinclair,  IV.  Or,  1012  Kings  Drive,  Charlotte;  Duke,  1945 

Stratton,  J.  David,  Oph.  1012  Kings  Drive,  Charlotte  7;  Rush,  1937      

Stuckey,  Charles  LeGrand,  I,  1515  Elizabeth  Avenue.  Charlotte;  Univ.  of  Va.,  1940 

Summerville,  Walter  Monroe,  CP.  603  Doctors  Bldg.,  Charlotte;  Emory  Univ.,  1936  

Sweeney,  Edgar  Chew,   Pd,  601   Independence   Blvd.,  Charlotte;   Jefferson,  1949   

Tart,  James  Milton   Jr.,  ObG,  1337  Romanv  Rd.,  Charlotte;  Temple,  1953  

Taylor,  Andrew  DuVal,  A.  1012  Kings  Drive.  Charlotte;  Univ.  of  Md.,  1934    

Taylor,  Frederick  Harvey.  S,  1012  Kings  Drive,  Charlotte;   Duke.  1945      
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Thompson,  W.  Chandler,  Jr.,  S,   1340  Romany  Rd.,   Charlotte;   Cornell  Univ.,  1950  .... 

Tickle,  Dewey  Reid,  R,  2001  Beverly  Dr.,  Charlotte;  Duke,  1954      

Tillett,  Charles  Walter,  Oph,  1511  Scott  Avenue,  Charlotte;  Johns  Hopkins,  1946  

Tillett,  Grace  Montana,  R,  1511  Scott  Avenue,  Charlotte;  Syracuse,  1949     

Timmerman,  William  Bledsoe,  Anes,  Charlotte  Memorial  Hosp.,  Charlotte; 

Med.  Coll.  of  S.  C,  1933   

Townsend,  Maurice  Lyndon,    (Life),  Ret.,  P,   Society  Hill,   S.   C; 

Indiana  Med.  Coll.,   1906    

Tracy,  Harold  William,  Jr.,  Or,  1822  Brunswick  Ave.,  Charlotte;  Univ.  of  Maryland, 

1954      

Van  Hoy,  Joe  Milton,  S,  804  Doctors  Bldg.,  Charlotte;  Duke,  1938  

Verdone,  George  Frederick,  I,  1012  Kings  Drive,  Charlotte;  N.  Y.  Med.  Coll.,  1943  

Verhoff,  Dirk,  Pul,  Rt.  1,  Huntersville; 

Med.  Sch.  of  the  Univ.  of  Utrecht,  Netherlands,  1933  

Verner,  Hugh  David,  I.  309  S.  Laurel  Ave.,  Charlotte;  Johns  Hopkins,  1943  

Walker,  Thomas  English,  Pd,  1527  Elizabeth  Ave.,  Charlotte;  Harvard,  1950  

Wannamaker,   Edward  Jones,  Jr.,   (Life),  Ret.,  Ins,   Box   1519,  Charlotte; 

Univ.   of   Penn.,  1921       

Wansker,  Bernard  Arthur,  D,  1331  Romany  Rd.,  Charlotte;  Duke.  1952  

Warner,  Charles  Ernest,  Pd,  1630  Mockingbird  Lane,  Charlotte;  Duke,  1958  

Watkins,  Carlton  Gunter,  Pd,  1630  Mockingbird  Lane,  Charlotte;  Washington  Univ., 

1943      

Welton,  David  Goe,  D,  1012  S.  Kings  Drive,  Charlotte;  Univ.  of  Wise,  1935 
Wheeler,  Raymond  Milner,  I,  1900  Brunswick  Ave.,  Charlotte;  Washington  Univ.,  1943 
White,  Thomas  Preston,  (Life),  I,  211  Hawthorne  Lane,  Charlotte;  Univ.  of  Penn.,  1922 

White,  William  Elliott,  Pd,  306  Doctors  Bldg.,  Charlotte;  Bowman  Gray,  1946    

Whitesides,  William  Carl,  Jr.,  I,  1515  Elizabeth  Ave.,  Charlotte;  Duke,  1944     

Williams,  Charles  D.,  Jr.,  I,  1320  Scott  Ave.,  Charlotte  4;  Duke,  1949  

Williams,  Charles  Warren,  S,  1218  Beatties  Ford  Rd..  Charlotte;  Meharry 

Med.   Coll.,   1947   

Williams,  McChord,  S,  225  Hawthorne  Lane.  Charlotte;  Harvard,  1937 

Williams,  William  Lawson,  Jr.,  Path,  Mercy  Hosp.,  Charlotte;   Univ.  of  Tenn.,  1952 

Wilson,  Franklin  LeRov,  GP.  1700  Mecklenburg  Ave.,  Charlotte:  Middlesex  Coll.,  1936 

tWinkler,  Harry,  Or,  1500  Elizabeth  Ave.,  Charlotte;  Rush  Medical  College,  1929  

Wise,  Fred  Eugene,  Jr.,  R,  1350  S.  Kings  Drive,  Charlotte;  Med.  Coll.  of  Va.,  1915     

Woltz,  John  Henry  Early,  ObG,  1509  Elizabeth  Ave..  Charlotte;   Univ.  of  Penn.,  1942 
Woods,  James  Baker,  Jr.,  GP,  230  South  St.,  Davidson;  Med.  Coll.  of  Va.,  1922 

Wrenn,  Richard  Nickles,  Or.  1012  Kings  Drive,  Charlotte;  Duke,  1947  

Wright,  Thomas  Hasel,  Jr.,  P,  207  Doctors  Bldg.,  Charlotte;  Univ.  of  Penn.,  1936  

Yudell,  Robert  Benjahin,  Oph,  1530  Elizabeth  Ave.,  Charlotte;   Duke,  1954  

MITCHELL-YANCEY  COUNTIES  SOCIETY" 
OFFICERS— President:  Kimberly,  George  D.,  (Biog.  below),  Bakersville 
Secretary:   Urquhart,   Stanley,   (Biog.  below),  Burnsville 

Gouge,  Arthur  Edward,  (Life),  GP,  Bakersville;  Medical  College  of  Virginia,  1917     

Horner,  Jack  C,  S,  119  Hosp.  Drive,  Spruce  Pine;  Geo.  Wash.  Univ.,  1937 
Johnson,  James  Nolen,  Jr.,  GP.  117  Hosp.  Dr.,  Spruce  Pine:  Univ.  of  Tenn.,  1957 

Kimberly,  George  Douglas,  GP,  Box  25,  Bakersville;  Bowman  Gray,  1958     

McRae,  James  Thomas,  S,  117  Hosp.  Dr.,  Spruce  Pine;  Bowman  Gray,  1945   

Phillips,  David  Lawrence,  GP,  130  Oak  Avenue,  Spruce  Pine;  Bowman  Grav,  1945 
Sargent,  Winston  Arthur  Young,  GP.  Main   St.,  Burnsville:   Univ.  of  Vt.,  1930 
Urquhart,  Stanley  Parker,  GP,  Rt.  4,  Box  62,  Burnsville;  Coll.  of  Med.  Evang.,  1955 

Wampler,  Garland  Earhart,  GP,  Box  518,  Burnsville;  Univ.  of  N.  C,  1956  

Webb,  Melvin  Walter,  GP,  Box  37,  Burnsville;  Bo\\Tnan  Gray,  1945     

Wilson,  Charles  Jefferson,  GP,  119  Hosp.  Drive,  Spruce  Pine;  Univ.  of  Louis.,  1959  .... 
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MONTGOMERY  COUNTY  S0C1ETYS2 
OFFICERS— President :  Armstrong,  George  H.,   (Biog.  below),  Mt.  Gilead 
Secretary:  Lassiter,  Tally  E.,   (Biog.  below),  Biscoe 

Andrews,  Vernon  Liles,  GP,  Box  407,  Mt.  Gilead:  Columbia  Univ..  1942     

Armstrong,  George  Herbert,  GP,  Box  518,  Mt.  Gilead;  Bowman  Gray,  1960  

Bruton,  Charles  Wilson,  GP,  Box  287,  Troy;  Bowman  Grav,  1945         

Eckerson,  Charles  Neil,  GP,  Box  725,  Troy;  Med.  Coll.  of  Va.,  1935     

Highsmith.  Charles.  S.  Montgomery  Mem.  Hosp..  Trov;   George  Wash.  Univ.,  1942 

Lassiter,   Tally   Edward,   GP,   Box  308,   Biscoe;   Harvard,   1954    

Scarborough,  Charles  Foster,  GP,  202  Okeeweemee  Rd.,  Star;  Jefferson,  1946  
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MOORE  COUNTY  SOCIETYR^ 
OFFICERS— President:  Green,  Philip  P.,  (Biog.  below),  Pinehurst 

Secretary:  Sipple,  Edward  M.,  (Biog.  below),  Pinehurst 
Allen,  William  Walker,  ObG,  Pinehurst  Surgical  Clinic,  Pinehurst; 

Univ.  of  Tenn.,  1953  I960  1960 

Bowen,  James  Poore,  GP  &  S,  117  W.  Main  St.,  Aberdeen;  Univ.  of  Md.  1929     1982  1934 
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Name  and   Address 

Brady,  Charles  Eldon,  GP,  Box  308,  Robbins;  Univ.  of  Md.,  1944  

Caddell,  H.  Morris,  GF,  Box  887,  Aberdeen;  Univ.  of  Ga.,  1952 

Caddell,  Tillie  Hoi  key,  GP.  Roseland  Rd.,  Box  887,  Aberdeen;  Med.  Coll.  of  Ga.,  1951 
tChester,  Pinkney  Jones,  (Life),  OALR.  Box  720,  Southern  Pines;  N.  C.  Med.  Coll.,  1913 
Daniel,  Louis  Broaddus,  Jr.,  Or.  Pinehurst  Surgical  Clinic,  Pinehurst; 

Bowman  Gray,    1956  

Davenport,  Clifton,  GP,  520  S.  W.  Broad  St.,  Southern  Pines;   Duke,  1952 
Dougherty,  Raymond  Joseph,  GP,  Box  1003,  Southern  Pines;  Oklahoma  Univ.,  1947 

Felton,  Robert  Lee,  Jr..  GP,  Box  176,  Carthage;  Univ.  of  Penn.,  1927  

Foster,  Clarence  Batchelder.  Oph,  139  E.  Pennsylvania  Ave.,  Southern  Pines; 

Univ.   of   Vt.,   1932 
Gadd,  Duwayne  Douglas,  U,  Pinehurst  Surgical  Clinic,  Pinehurst;  Univ.  of  Mich.,  1946 
Green.  Philip  Palmer,  Path,  Moore  Memorial  Hosp.,  Pinehurst;  St.  Louis  Univ.,  1914 
Grier.  John  Calvin.  Jr.,  PN,  Carthage  Rd.,  Pinehurst;  Jefferson,  1940 

Hartsell,  Charles  Jacob,  Jr.,  Anes,  Moore  Mem.  Hosp.,  Pinehurst;  Duke,  1958  

Heinitsh,  George,  O.VLU,  125  E.  Pennsylvania  Ave.,  Southern  Pines;  Duke,  1932 

Hiatt,  Joseph  Spurgeon,  Jr.,  I,  Box  85,  Southern  Pines;  Duke,  1939  

HoUister.  William  Fredwin,  S,  Pinehurst  Surgical  Clinic,  Pinehurst;  Duke.  1938 

Home,  Harvey  Danner,  P,  Box  1098,  Southern  Pines;  Med.  Coll.  of  S.  C,  1959  

Kemp,  Malcolm  Drake.  P,  Pinebluff  Sanitarium,  Pinebluff;  Washington   Univ..  1930 
Lane,  Bessie  Evans,  (Life),  Ret.,  I,  275  W.  New  Hampshire  Ave.,  Southern  Pines; 

Woman's  Med.  Coll.  of  Penn.,  1921  

Marr,  Myron  Whitniore,  (Life),  I,  Linden  Rd.,  Pinehurst;  Tufts  Med.  School,  1907     . 

McLeod,  Alexander  Canaday,  Station  Hosp.,  MCAS,  Cherry  Point;  Duke,  1960     

McLeod,  ^'ida  Canadav.  GP,  155  E.  New  Hampshire  Ave.,  Southern  Pines; 

Baylor    Univ.,    1919  

McMillan,  Robert  Mnn.-oe,  1,  140  S.  W.  B'oad  St.,  Southern  Pines;  Johns  Hopkins,  1938 

Monroe,  Clement  Rosenburg,  S,  Box  1068,  Pinehurst;   Univ.  of  Md.,  1924   

Morrison,  H.  Maxwell,  Jr.,  Box  720,  Southern  Pines;   UNC.  1957      

IVIudgett.  William  Chase,   (Life),  Ret.,  I,  1109  Island  Dr.,  Delray  Beach,  Fla.; 

Md.   Med.  Coll.,  1903  

Owens,  Francis  Leroy,  S.  510  N.  W.  Broad  St.,  Pinehurst;  Duke  Univ.,  1934  

Peck,  Harold  A.,  R,  Moore  Memorial  Hosp.,  Pinehurst;  Albany  Med.  Coll.,  1916 
Phillips,  Chailes  A.  Speas,  S.  Pinehurst  Surgical  Clinic,  Pinehurst; 

Northwestern,   1947  

Pishko,  Michael  T.,  ObG,  Pinehurst  Surgical  Clinic,  Pinehurst;   Duke,  1936      

Sipple,  Edward  M.,  K,  Moore  Mem.  Hosp.,  Pinehurst;  Univ.  of  Maryland,  1951  

Street,  Murdo  Eugene,  Jr.,  GP,  Glendon;  Duke  University,  1937  

Tufts,  Emily.  Pd.  660  S.  W.  Broad  St.,  Southern  Pines;  Temple,  1950      

Vanore,  A.  A.,  GP.  Box  4.58,  Robbins;  Long  Island  Coll.  of  Med.,  1937  

Wilcox,  Jesse  Womble,   (Life),  PH,  Box  278,  Carthage;   Univ.  of  N.  C,  1906  

NASH— SEE   EDGECOMBE-NASH 

NEW  HANOVER  COUNTY  SOCIETY''^* 
OFFICERS— President:  Dickie,  J.  W.,   (Biog.  below),  Wilmington 
Secretary:  Boyes,  J.  G.,  (Biog.  below),  Wilmington 
Anderson,  Elbert   Carl,    Oph,   806   Murchison   Bldg.,  Wilmington;    Northwestern,   1937 
Andrews,  Robert  Jackson,  GP,  5221   Wrightsville  Ave.,  Wilmington; 

Univ.  of  Tenn.,  1946    

Barefoot,  Graham  Ballard,  (Life),  R,  10th  and  Rankin  St.,  Wilmington; 

Jefferson  Med.  Coll.,  1923  

Bear,  Sigmond  Aaron,  ObG,  306  N.  11th  Street,  Wilmington;  Johns  Hopkins,  1948 

Black,  Paul  Adrian  Lawrence,  OALR,  419  Chestnut  St.,  Wilmington; 

Coll.  of  Med.  Evang.,  1932 
Boyes,  James  Gordon.  Jr.,  Or,  315  N.   17th  St.,  Wilmington;   Western   Ontario,   1953 

Brown,  Landis  Gold,  S,  P.  O.  Box  428,  Southport;  Northwestern  Univ.,  1934    

Burdette,  Fred  McPherson,  Jr.,  GP,  Box  398,  Southport;  Med.  Coll.  of  S.  C,  1942 
Codington,  John  Bonnell,  S,  408  North  11th  St.,  Wilmington;  Univ.  of  Md.,  1953 

Couturier,  Maurice  George,  Sr.,  ObG,  Box  442,  Leaksville;   Bo\vnian  Gray,  1950  

Craven,  Thomas,  Jr.,  Or,  315  N.  17th  St.,  Wilmington;   UNC,  1958       

Crouch,  Auley  McRae,  (Life),  Ret.,  Pd,  520  Dock  St.,  Wilmington;  Jefferson,  1916      ... 
Crouch,  Auley  McRae,  Jr.,  Pd,  1002  Grace  St.,  Wilmington;  Jefferson,  1943 

Crouch,  Walter  Lee,  Pd,  1002  Grace  St.,  Wilmington;  Univ.  of  Md.,  1946  

Darrow,  Daniel  Cadv,  Pd,  757  George  Trask  Dr.,  Wilmington;  Johns  Hopkins,  1920 

Dees,  John  Tyler,  GP,  Box  815,  Burgaw;  Duke,  1952  

Dickie,  James  W.,  S,  509  Princess  Street,  Wilmington;  Univ.  of  Penn..  1942    

Dorman,  Bruce  Hugh,  Or,  315  N.  17th  St.,  Wilmington;  Duke,  1948  

Elliot,  Avon  Hall,  (Life),  Ret.,  PH,  607  Colonial  Dr.,  Wilmington;  Jefferson,  1919   

Fales,  Robert  Martin,  S,  913  Murchison  Bldg.,  Wilmington;  Jefferson,  1932 

Ficklen,  Conway  Hamilton,  ObG,  306  N.  11th  St.,  Wilmington;  Univ.  of  Va..  1954      

Fisscher,  Rolf  Hendrik,  P,  4826  College  Dr.,  Wilmington;  Leyden  U.,  1955     

tFreeman,  Jere  David,  (Life),  OALR,  1004  Murchison  Bldg.,  Wilmington; 

Med.  Coll.  of  Va.,  1918  

fDeceased 
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Name   and  Address 

Gibson,  James  Franklin,  S,  1909  College  Drive,  Wilmington;  Duke.  1956      

Graham,  Charles  Pattison,  S,  304  N.  11th  Street,  Wilmington;  Harvard,  1932    

Grove,  Raymond  F.,  Oph,  905  Murchison  Bldg.,  Wilmington;  Northwestern  Univ.,  1939 
Hall,  Rowena  Sidburv,  Pd,  7225  Wrightsville  Ave.,  Wilmington;  Johns  Hopkins,  1943  ,, 
Hare,  Ransom  Bryant,  U,  410  N.  11th  St.,  Wilmington;  Med.  Coll.  of  S.  C,  1930 
Hoggard,  John  Thomas,   (Life),  Ret.,  GP,  504  Orange  St.,  Wilmington; 

University  of  Medicine,  Richmond,  1906  

Hooper,  Joseph  Ward,  Jr.,  U,  410  N.  11th  St.,  Wilmington;  Harvard,  1946  

Hornstein,  Norman  M.,  GP,  Box  488,  Southport;  Univ.  of  London,  1941  

James,  Joseph  McCraw,  R,  James  Walker  Mem.  Hosp.,  Wilmington;  Duke,  1955  

Johnson,  George  W.,  (Life),  ObG,  201  N.  Front  St.,  Wilmington;   Univ.  of  Penn.,  1920 

Johnson,  Heber  W.,  ObG,  5305  Wrightsville  Ave.,  Wilmington;   Harvard,  1939   

Johnson,  Hooper  DuBois,  ALR,  P.  O.  Box  3623,  Wilmington;  Bowman  Gray,  1953  

Knox,  Joseph  Clyde,  Pd,  308  North  11th  Street,  Wilmington;  Univ.  of  Md.,  1924  

Koonce,  Donald  Brock,  S,  408  North  11th  St.,  Wilmington;  Univ.  of  Penn.,  1929  

Koseruba,  George  Michael,  Pd,  420  Orange  St.,  Wilmington;  Med.  Evang.,  1939  

Lounsbui-y,  James  Breckinridge,  ObG,  1006  Grace  St.,  Wilmington;  Yale,  1935  

Lumb,  George  Dennett,  CP,  James  Walker  Memorial  Hosp.,  Wilmington; 

St.   Bartholomew's  Med.   Coll.,  1939     

MacKay,  James  Calvin,  I,  1719  Dawson  St.,  Wilmington;  Bowman  Gray,  1947  

McEachern,  Duncan  Roland,  S,  203  Murchison  Bldg.,  Wilmington; 

Med.  Coll.  of  Va.,  1932  

McMillan,  James  F..  P,  308  N.  Third  St.,  Wilmington;  Bowman  Gray,  1947  

Marshall,  James,  GP,  Box  66,  Shallotte;  Bowman  Gray,  1954  

Marshbum,  Elisha  Thomas,  Jr.,  I,  3008  Oleander  Drive,  Wilmington; 

Bowman   Gray,  1947      

Martin,  James  Franklin,  GP,  1309  S.  Kerr  Ave.,  Wilmington;  U.  of  Tenn.,  1960 
Mason,  Lockert  Bemiss,  S,  James  Walker  Mem.  Hosp.,  Wilmington;  Med.  Coll.  of  Va., 

1945  

Mebane,  William  Carter,  Jr.,  S,  5303  Wrightsville  Ave.,  Wilmington; 

Univ.   of  Md.,  1931      

Melton,  Robert  Allen,  Pd,  3008  Oleander  Drive,  Wilmington;  Duke,  1954  

Moore,  Horace  Greely,  Jr.,  S,  308  N.  Third  St.,  Wilmington;  Johns  Hopkins,  1945 

Moore,  Ralph  Bryan,  Jr.,  Pd,  3008  Oleander  Drive,  Wilmington;  Cornell,  1952  

Moore,  Robert  Alexander,  Jr.,  NS,  1006  Murchison  Bldg.,  Wilmington; 

Bov^Tnan    Gray,    1951    

Murchison,  David  Reid,  (Life),  I,  17  N.  Front  St.,  Wilmington;  Johns  Hopkins,  1916 

Nicholson,  Robert  William,  ObG,  1006  Grace  St.,  Wilmington;  Temple,  1943  

O'Quinn,  Edward  Nelson.  ObG,  1624  Princess  St.,  Wilmington;  Emory,  1951    

Ormand,  John  William,  Jr.,  ObG,  206  Murchison  Bldg.,  Wilmington;   UNC,  1956  

tPace,  Samuel  Eugene,  GP,  1309  S.  Kerr  Ave.,  Wilmington;  Jefferson,  1932   

Peedin,  James  Harold,  Jr.,  GP,  Box  248,  Burgaw;   Duke,  1952  

Perritt,  John  Olin,  Jr.,  R,  Box  1198,  Wilmington;  Univ.  of  Penn.,  1952  

Phillips,  William  Allan,  D,  3008  Oleander  Drive,  Wilmington;  Jefferson,  1947  

Pickard,  Henry  Mack,  I,  7  N.  17th  Street,  Wilmington;  McGill,  1938     

Pigford,  Robert  Toms,  I,  155  Colonial  Drive,  Wilmington;  Univ.  of  Md.,  1940  

Powell,  Charles  James,  ObG,  515  Murchison  Bldg.,  Wilmington;  Univ.  of  Tenn..  1943 
Reynolds,  Frank  Russell,  Pd.  1613  Dock  St.,  Wilmington;  Univ.  of  Penn.,  1944 
Robertson,  James  Farish,  (Life),  S,  Box  605,  New  Smyrna  Beach,  Fla.;  U.  of  Penn.,  1913 

Robinson,  James  Hendry,  Anes,  26  Kenwood  Ave.,  W.,  Wilmington;  UNC,  1961 

Rollins,  Robert  LeRov,  Jr.,  P,  420  W.  Kennedy  Blvd.,  Tampa,  Fla.;  Duke,  1956  

Sidbury,  James   Buren,   (Life),   Pd,   15    N.  Fifth   St.,   Wilmington;    Columbia,  1912   .. 
Sinclair,  Robey  Thomas,  Jr.,  R,  5303  Wrightsville  Ave.,  Wilmington; 

Georgetown    Univ.,    1938        

Singletary,  Henry  Pate,  Path,  James  Walker  Memorial  Hosp.,  Wilmington; 

Northwestern,   1953         

tSloan,  David  Bryan,  (Life),  OALR,  P.  O.  Box  277,  Wilmington;  Univ.  of  Penn.,  1914 

Taylor,  William  Ivev,  Jr.,  GP,  Box  873,  Burgaw;  Jefferson,  1941   

Templon,  Norman  Albert,  Jr.,  GP,  Box  458,  Southport;  Med.  Coll.  of  Va..  1961  

Thomas,  David  Pryse,  Or,  308  N.  3rd  St.,  Wilmington;  Univ.  of  Penn.,  1938      

Thompson,  George  Richard  Cunliffe,  GP,  407  Murchison  Bldg.,  Wilmington; 

Med.  Coll.  of  S.  C,  1939  

Tidier,  James,  I,  1010  Grace  St.,  Wilmington;  Med.  Coll.  of  Va.,  1944  

Van  Velsor,  Harrv,  D,  920  Grace  St.,  Wilmington;  Albany  Med.  Sch.,  1947  

Walker,  Elmer  Pixley,  ObG,  1624  Princess  St..  Wilmington;  Emory  Univ.,  1936  

Ward,  Bennie  Brooks,  GP,  Shallotte;  UNC,  1959      

Warshauer,  Albert  David.  Anes,  218  Forest  Hills  Drive,  Wilmington; 

Wash.  Univ.,  St.  Louis,  1947         

Warshauer,  Samuel  E.,  I,  301  N.  Tenth  St.,  Wilmington;  Med.  Coll.  of  Va.,  1936  

Weinel,  William  Harvev,  Jr.,  ObG,  206  Murchison  Bldg.,  Wilmington;   UNC.  1954 

Wells,  Edwin  Julius.  S,  303  N.  10th  St.,  Wilmington;  Univ.  of  Penn.,  1946  

Williams,  Ralph  Bertram,  Jr.,  S,  308  N.  Third  St..  Wilmington;  Vanderbilt,  1943  

Williams,  Robert  Wefer,  S,  3008  Oleander  Dr.,  Wilmington;  Cornell,  1945  

tDeceased 


Joined 

Lice-nsed 

State 

Society 

1956 

1963 

1932 

1937 

1950 

1951 

1943 

1951 

1933 

1934 

1906 

1922 

1946 

1953 

1941 

1949 

1955 

1963 

1920 

1921 

1947 

1948 

1953 

1957 

1924 

1932 

1929 

1934 

1942 

1944 

1941 

1942 

1959 

1960 

1954 

1954 

1932 

1935 

1948 

1952 

1954 

1957 

1948 

1954 

1962 

1963 

1945 

1952 

1932 

1934 

1954 

1960 

1953 

1953 

1956 

1956 

1952 

1960 

1922 

1923 

1955 

1956 

1951 

1956 

1956 
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1932 

1939 

1952 
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1952 

1956 

1953 

1953 

1946 

1946 

1940 

1947 

1946 

1947 

1944 
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1913 

1916 
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1915 

1916 
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1940 

1960 

1960 

1914 
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1941 

1946 

1963 

1964 

1956 

1956 

1942 
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1949 

1950 

1954 

1954 

1936 
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1959 

1960 

1947 

1959 

1936 

1946 

1954 

1958 

1946 

1953 

1949 

1951 

1953 

1953 
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Nam^   and   Address 


Wolfe,  Nathan  Carl,  GP,  Box  146,  Burgaw;  Vanderbilt,  1929 

Yates,  Percy  Fenton,  GP,  5219  Wrightsville  Ave.,  Wilmington;  Emory.  1935 


ieensed 

Joined 
State 
Society 

1930 
1935 

1944 
1938 

NORTHAMPTON  COUNTY  S0CIETY6" 
OFFICERS— President:  Stanley,  John  H.,  (Biog.  below).  Woodland 
Secretary:  Parker,  W.  R.,  (Biog.  below),  Jackson 

Fleetwood,  Joseph  Anderton,  (Life),  GP,  Box  245,  Conway;  Tulane  Univ.,  1921  

Outland,  Robert  Boone,  GP,  Box  98,  Rich  Square;  Univ.  of  Penn.,  1932 

Stephenson,  Bennette  Edward,  GP,  P.  0.  Box  206,  Rich  Square;  Med.  Coll.  of  Va.,  1935 

ONSLOW   COUNTY  SOCIETY'" 
OFFICERS— President:  Jones,  James  G.,   (Biog.  below),  Jacksonville 
Secretary:  Piver,  James  D.,  (Biog.  below),  Jacksonville 

Barnes,  M.  Russell,  Jr.,  GP,  New  River  Clinic,  Jacksonville;  Bowman  Gray,  1948  

Corbett,  James  Patrick,  GP,  Box   8,   Swansboro;   Wash.   Univ.,   1928  

Cox,  Samuel  Clements,  GF',  237  New  River  Dr.,  Jacksonville;  Med.  Coll.  of  Va.,  1935  .... 
Gurganus,  Elisabeth  Jane  McCauley,  Pd,  202  Warlick  St.,  Jacksonville; 

Univ.   of   Md.,   1948  

Gurganus,  George  Elwood,  0.\LR,  202  Warlick  St.,  Jacksonville;  Temple,  19.37  

Hayman,  Louis  DeMaro,  Jr.,  I,  617  College  St.,  Jacksonville;  McGill,  1943  

Henderson,  John  Percy,  (Life),  GP,  417  College  St.,  Jacksonville; 

Med.   Coll.   of  Va.,  1918  

Jones,  James  Grady,  GP,  615  College  St.,  Jacksonville;  Bowman  Gray,  1959  

Mease,  Willis  Eugene,  GP,  Box  327.  Richlands;  Univ.  of  Nebraska,  1945    

Moore,  Thomas  Phillip,  R,  Onslow  Mem.  Hosp.,  Jacksonville;  UNC,  1955  

Piver,  James  D.,  S.  Box  177,  Jacksonville;  Univ.  of  Penn.,  1943  

Streeter,  Charles  Truman,  GP,  P.  O.  Box  1177,  Jacksonville;   Univ.  of  Nebraska,  1945 
Turlington,  William  Troy,  Jr.,  GP,  Box  1217,  Jacksonville;  Univ.  of  N.  Y..  1929 

ORANGE— SEE  DURHAM-ORANGE 

PAMLICO— SEE  CRAVEN-PAMLICO 

PASQUOTANK-CAMDEN-CURRITUCK-DARE 
COUNTIES  S0CIETY70 
OFFICERS— President:  Hoggard,  W.  A.,   (Biog.  below),  Elizabeth  City 

Secretary:  Jenkins,  S.  G.,  (Biog.  below),  Elizabeth  City 
Bailey,  Claude  Fletcher,  ObG.  1502  Carolina  Ave.,  Elizabeth  City;  Univ.  of  Md.,  1945 

Bailey,  Mercer  H..  GP  &  S,  P.  0.  Box  366,  Elizabeth  City;  Northwestern,  1931    

Blanchard,  Trvin  Thomas,  R,  Albemarle  Hosp..  Elizabeth  Citv;  Temple,  1940 

tBonner,  John  Brvan  Havens,  GP,  Box  305,  Elizabeth  Citv;  Med.  Coll.  of  Va.,  1932  

Booth,  J.  H.  R.,  R,  Lemon  Springs;  Tulane,  1921  

Fearing,  Isaiah,  (Life),  Ret.,  GP,  203  W.  Main  St.,  Elizabeth  City; 

P.  &  S.,  Baltimore,  1896  

Gill,  Joseph  Armstrong,  GP,  1502  Carolina  Ave.,  Elizabeth  Citv;   Syracuse  Univ.,  1932 

Grant,  Isa  Costen,  PH,  Box  651,  Elizabeth  City;  Med.  Coll.  of  Va.,  1941  

Harrell.  William  Fletcher,  Jr.,  Pd,  Wachovia  Bank  Bldg..  Elizabeth  City; 

Univ.  of  Va.,  1943  

Harvey,  Wallace  Watson,  Jr.,  GP,  Mem.  Clinic,  Manteo;   Duke.  1954  

Hoggard,  William  Alden,  Jr.,  GP,  1502  Carolina  Ave.,  Elizabeth  City; 

Bo\^Tnan    Gray,  1944 
Horslev,  Thomas  Martin,  I,  301  W.  Fearing  St.,  Elizabeth  Citv;  Johns  Hopkins,  1945 

Jenkins,  Samuel  Gatlin,  Jr.,  S,  Med.  Bldg.,  Elizabeth  City;  UNC,  1955        

Johnston,  Wiley  Warren,  (Life),  PH,  P.  0.  Box  175,  Manteo;  N.  C.  Med.  Coll.,  1913  .... 

Nash,  Thomas  Palmer.  Ill,  S,  Medical  Bldg.,  Elizabeth  City;  Univ.  of  Tenn.,  1945  

Owens,  Zack  Doxey,  S,  Medical  Bldg.,  Elizabeth  City;  Univ.  of  Md.,  1930         

Peters,  William  Anthony,  Jr.,  ObG,  206  S.  Road  St.,  Elizabeth  Citv;  Duke,  1943  

Pugh,  Stephen  Cornelius,  GP.  1502  Carolina  Ave.,  Elizabeth  City;   UNC,  1957 

Romm,  William  Henrv,  GP.  Box  26,  Moyock;  Univ.  of  Va.,  1950  

Salters,  Frederic  Hay,  OALR,  Medical  Bldg.,  Elizabeth  City;  S.  C.  Med.  Coll.,  1965      

Sawyer,  Logan  Everett,  I.  104  West  Colonial  Ave.,  Elizabeth  Citv;  Duke,  1939  

Shipley,  John  LeRov,  OALR,  Box  ,342,  Elizabeth  Citv;  St.  Louis  Univ.,  1917  

Spaeth,  Walter,  I,  116  S.  Road  St.,  Elizabeth  City;  Duke.  1943  

Thomas,  William  Ralph,  GP,  Route  4,  Elizabeth  City;  Western  Resei-ve,  1949  

Wassink,  William  Klein.  GP,  Box  68,  Camden;   Leiden,  Holland,  1948   

Weeks,  John  F.,  GP,  Medical  Bldg.,  Elizabeth  Citv;  Jefferson,  1942     

West.  Brvan  Clinton,  Jr.,  ObG,  206  S.  Road  St..  Elizabeth  City;  Duke,  1955  

Wright,  Charles  Newbold,  GP,  P.  0.  Box  218,  Jarvisburg;  Temple,  1941  

tDeceased 


1921 

1923 

1933 

1936 

1935 

1937 

1949 

1955 

1928 

1930 

1935 

19.37 

1952 

19.52 

1937 

19.39 

1947 

1957 

1919 

1921 

1959 

1961 

1948 

1948 

1955 

1964 

1944 

1951 

1955 

1956 

1929 

1930 

1945 

1948 

1933 

1940 
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1946 

1932 

1941 

1921 

1952 

1896 

1904 

1932 
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1941 

1959 

1947 

1947 

1954 

1957 

1944 

1947 
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1955 

1963 

1913 

1915 

1953 
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1930 

1940 

1944 

1944 

1957 

1961 
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1952 

1939 

1940 

1946 

1947 

1947 
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1947 

1950 

1953 

1953 

1954 

1955 

1942 

1946 

1955 

1961 
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1946 

1945 

1950 

1934 

1937 

1947 

1950 

1910 

1911 

1959 

1960 

1937 

1938 

1917 

1919 

1952 

1956 

1954 

1959 

1908 

1909 

1961 

1961 

ROSTER  OF  MEMBERS  123 

Joined 
Name  and  Address  Licensed  State 

Society 

Pender 
PERQUIMANS— SEE    CHOWAN-PERQUIMANS 

PERSON   COUNTY   SOCIETY'S 
OFFICERS— President:  Gentry,  George  W.,  (Biog.  below),  Roxboro 

Secretary:  Gentry,  George  W.,  Jr.,  (Biog.  below),  Roxboro 

Bradsher,  James  Donald,  GP,  Roxboro  BIdg.,  Roxboro;  Bowman  Gray,  1945      

Fitzgerald,  John  Dean,  S,  409  Roxboro  Bldg.,  Roxboro;  Duke,  1934     

Fitzgerald,  Robert  Greeson,  GP,  Box  256,  Roxboro;  Univ.  of  Md.,  1947  

Gentry,  George  W.,  (Life),  GP,  Box  146,  Roxboro;  Univ.  of  N.  C,  1910  

Gentry,  George  Wesley,  Jr.,  GP,  Roxboro  Bldg.,  Roxboro;   UNC,  1959  

Hedgepeth,  Emmett  Martin,  GP,  415  Roxboro  Bldg.,  Roxboro;  Northwestern,  1936  

Long,  David  Thomas,  OALR,  405  S.  Main  St.,  Roxboro;  Emory,  1917  

Long,  Thomas  Drumwright,  I,  Hosp.  Rd.,  Roxboro;  Bowman  Gray,  1952  

Melero,  Andres  Tarcisio,  S,  Hosp.  Road,  Roxboro;  Duke,  1950  

Nichols,  Austin  Flint,  (Life),  GP,  Box  498,  Roxboro;  UNC,  1908  

Vaughn,  Donald  Eugene,  GP,  411  Roxboro  Bldg.,  Roxboro;  Tenn.,  1957  

PITT  COUNTY  SOCIETY74 

OFFICERS— President:  Wooten,  J.  L.,  (Biog.  below),  Greenville 

Secretary:  Clement,  James  E.,  (Biog.  below),  Greenville 

Adams,  Charles  Patrick,  GP,  525  Evans  St.,  Greenville;  Wash.  Univ.,  1952    

Aycock,  Ed\vin  Burtis,  GP,  Box  900,  Greenville;  McGill  Univ.,  1936  

Bartlett,  Stephen  Russell,  Jr.,  S,  1001  E.  4th  St.,  Greenville;  Duke,  1944  

Beasley,  Edward  Bruce,  (Life),  GP,  P.  0.  Box  114,  Fountain;  Univ.  of  Penn.,  1911  

Brooks,  Frederick  Phillips,  I,  525  Evans  St.,  Greenville;  Univ.  of  Mich.,  1933 

Brown,  William  Moye  Benjamin,  OALR,  Box  58,  Greenville;  Med.  Coll.  of  Va.,  1929  .... 

Carson,  Jack  Oliver,  GP,  301  W.  McCrae  St.,  Grifton;  Univ.  of  Maryland,  1952 

Clement,  James  Edwin,  ObG,  1001  E.  4th  St.,  Greenville;  Duke,  1954  

Deyton,  Robert  G.,  Jr.,  ObG,  1001  E.  4th  St.,  Greenville;  Duke,  1955  

Dixon,  John  Elliot,  GP,  215  E.  2nd  St.,  Ayden;  Duke,  1957  

Edwards,  James  Ronald,  GP,  121  W.  Power,  Ayden;  UNC,  1958  

Fearrington,  Eric,  I,  2  Med.  Pavilion,  Greenville;   UNC,  1957   

Fitzgerald,  Charles  Edmund,  GP,  125  N.  Main  St.,  Farmville;  La.  State  Univ.,  1937  ... 

Fletcher,  John  D.,  Pd,  5  Med.  Pavilion,  Greenville;  U.  of  Va.,  1960  

Frizzelle,  Mark  Twain,  (Life),  GP,  Box  476,  Ayden; 

Univ.   Coll.   of  Med.,   Richmond,  1907  

Garrenton,  Connell  George,  GP,  Bethel  Clinic,  Bethel;  Univ.  of  Penn.,  1935  

Gradis,  Howard  Henry,  S,  2010  W.  Sixth  St.,  Greenville;  Western  Resei-ve  Univ.,  1939 
Haar,  Frederick  Behrend,  Pd,  State  Bank  Bldg.,  Greenville;  Jefferson,  1932 

Hoke,  Harold  Reid,  ObG.  1800  W.  5th  St.,  Greenville;  Bowman  Gray,  1952  

Hoot,  Melvin  Phillip,  OALR,  521  Evans  St.,  Greenville;  Univ.  of  Oklahoma.  1934     

Huizenga,  Ann  Harriet,  ObG,  State  Bd.  of  Health,  Raleigh;  Rush,  1937 

Irons,  Gary  Frederick,  Jr.,  GP,  1001  E.  Fourth  St.,  Greenville;  Med.  Coll.  of  Va.,  1941  .. 

Irons,  Malene  Grant,  Pd,  801   Evans  St.,  Greenville;   Med.  Coll.  of  Va.,  1941   

Jordan,  Charles  Daniel,  GP,  Bethel  Clinic,  Bethel;  Med.  Coll.  of  Va.,  1948  

Longino,  Frank  Henry,  S,  1800  W.  5th  St.,  Greenville;  Duke,  1947  

Mewborn,  John  Moses,  GP,  108  S.  Greene  St.,  Farmville;  Med.  Coll.  of  Va.,  1932  

Minges,  Ray  Donald,  S,  1800  W.  5th  St.,  Greenville:  Med.  Coll.  of  Va.,  1944  

Monroe,  Edwin  Wall,  I,  1800  W.  5th  St.,  Greenville;  Penn.,  1951   

Moody,  Wm.  Alton,  GP,  Bethel  Clinic,  Bethel;  Duke,  1951     

Moore,  Davis  Lee,  GP,  525  S.  Evans  St.,  Greenville;  Jefferson,  1936  

Morton,  Leslie  Bryant,  GP,  210  W.  4th  St.,  Greenville;  Bowman  Gray,  1952  

Mumford,  Ander  Morgan,  ALR,  Medical  Pavilion,  Greenville;  Jefferson,  1942  

Nelson,  Kara  Elizabeth,  P,  9  Medical  Pavilion,  Greenville;  Univ.  of  Heidelberg,  1958 

Nelson,  Luther  Sullivan,  GP,  121  W.  Power  St.,  Ayden;  UNC,  1958  

Nelson,  Philip  Groesbeck,  P,  9  Medical  Pevilion,  Greenville; 

Catholic  Univ.  of  Louvain,  1954   

Pace,  Karl  Busbee,  (Life),  GP,  Box  620,  Greenville;  Jefferson,  1914  

Patterson,  Thomas  Henry,  Jr.,  GP,  Box  147,  Farmville;  UNC,  1954  

Salle,  George  F.,  U,  Medical  Pavilion,  Greenville;  Med.  Coll.  of  Va.,  1933    

Smith,  James  Jefcoat,  GP,  202  W.  3rd  St.,  Greenville;  Univ.  of  Tenn.,  1944  

Taylor,  Allen,  R,  Radiological  Clinic,  Greenville;  Duke,  1947 

Trevathan,  Gordon  Earl,  Jr.,  Pd,   5   Medical   Pavilion,   Greenville;   Univ.   of  Colorado, 

1951  

Tucker,  Donald  Hugh,  I,  1001  E.  4th  St.,  Greenville;  Duke,  1958  

Ward,  Joseph  Major,  GP,  Route  1,  Box  6,  Greenville;  Duke,  1947  

tWilliams,  Roderick  Thomas,  GP,  122  N.  Main  St.,  Farmville;  Vanderbilt,  1937  

Winstead,  John  Lindsay,  S,  1001  East  Fourth  St.,  Greenville;  Univ.  of  Md.,  1925    

Wooten,  Harriet  Husted,  GP,  1807  Circle  Drive,  Greenville;  Univ.  of  Md.,  1950  

Wooten,  John  Lemuel,  Or,  1800  W.  Fifth  St.,  Greenville;  Duke,  1947  

tDeceased 


1952 

1954 

1936 

1940 

1950 

1950 

1911 

1915 

1933 

1935 

1929 

1931 

1952 

1954 

1955 

1962 

1955 

1964 

1958 

1964 

1958 

1963 

1957 

1964 

1937 

1940 

1960 

1964 

1907 

1907 

1935 

1937 

1950 

1950 

1932 

1935 

1952 

1957 

1946 

1947 

1951 

1952 

1946 

1946 

1946 

1946 

1950 

1950 

1951 

1956 

1932 

1935 

1944 

1954 

1951 

1957 

1953 

1954 

1936 

1938 

1952 

1959 

1942 

1944 

1959 

1960 

1958 
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1957 

1959 

1914 

1920 

1955 

1958 

1933 

1946 

1948 

1948 

1952 

1954 

1954 

1954 

1958 

1964 

1949 

1950 

1937 

1942 

1925 

1930 

1955 

1955 

1954 

1955 
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POLK  COUNTY    SOCIETY'^ 

OFFICERS— President:  Bradshaw,  John  S.,   (Biog.  below),  Tryon  ^"^ 


Secretary:  Paul,  Joseph  E.,  (Biog.  below),  Tryon 


Mchi 


Bayard,  Walter  Locke,  Oph,  100  Jervey  Rd.,  Tryon;  U.  of  111..  1947  1963  1963 

Bosien,  Marian  Kreider,  Anes,  P.  O.  Box  520,  Trvon;  Univ.  of  Penn.,  1948  1950  1955       v;l 

Bosien,  William  Riley,  S,  100  Jervey  Rd.,  Tryon;  Univ.  of  Penn.,  1948  1949  1955 

Bradshaw,  John  Schwab,  S,  Tryon;  Harvard,  1951  1960  1961       p,,, 

Edwards,  Eugene  A.,  ObG,  Box  778,  Tryon;  Univ.  of  Illinois,  1924  1960  1962       "jj 
Jaynes,   Grace  Swinburne   Harris,  GP,  Box  327,  Tryon;  Woman's  Med.  Coll.  of  Penn, 

1930                1949  1949 

Miller,  James  Franklin,  GP,  Box  217,  Landrum,  S.  C;  Med.  Coll.  of  S.  C,  1955         1955  1957       ,■„ 

Morgan    Roy  Lockwood,  GP,  Box  588,  Columbus;  Coll.  of  Med.  Evangelists,  1954  1954  1956 

Pagter,  Amos  Townsend,  Jr.,  I,  Box  520,  Tryon;  Duke,  1955  1961  1961 

Palmer,  Robert  M.,  GP.  Godshaw  Hill,  Tryon;   Med.  Coll.  of  S.  C,  1955  1956  1956 

Paul,  Joseph  Edward,  R,  Box  1114,  Tryon;  U.  of  Penn.,  1953  1963  1964 

Placak,  Joseph  Charles,  Jr..  Ind.  Box  520,  Tryon;   Harvard.  1933  1947  1962        |1F[ 

Preston,  John  Zenas,  GP,  202  Chestnut  St.,  Tryon;  Temple,  1934                   1935  1937 

Rollins,  James  Letcher,  GP,  113  Oakleaf  Dr.,  Landrum,  S.  C;  U.  of  Tenn..  1962  1963  1964        ,, 

Vosburgh,  George   Shibley,  Jr.,   GP,   101  Depot  St.,  Tryon;   Northwestern   Univ.,  1950  1952  1952 

Woody,  John  Wyckliffe  Austin,  GP,  Box  1111,  Tryon;  Univ.  of  Penn.,  1937  1939  1940 

RANDOLPH   COUNTY   SOCIETY'" 
OFFICERS— President:  Suggs,  Ann  H.,   (Biog.  below),  Asheboro 
Secretary:  Adams,  Harvey,    (Biog.  below),  Asheboro 

Adams,  Harvey,  ObG,  167  MacArthur,  Asheboro;  UNC,  1955                                   1955  1962 

Barham,  Berlin  F.,  GP,  530  S.  Cox  St.,  Asheboro;  Washington  Univ.,  1939                     1939  1941 

Barnes,  Jesse  Thomas,  GP,  135  McArthur  St.,  Asheboro;  Med.  Coll.  of  Va.,  1929    1929  1932        Cla 

Barnes,  Tiffany  Nolan,  GP,  200  Foust  St.,  Asheboro;  Med.  Coll.  of  Va.,  1958  1958  1961        Col 

Burnette,  Howard  Olsen,  GP,  Main  Street,  Randleman;  Med.  Coll.  of  Va.,  1947  1948  1949        Cn 

Cannon,  Eugene  Bolivia,  Pd,  143  McArthur  St.,  Asheboro;  Vanderbilt  Univ.,  1937  1937  1941         Dii 

Cleek,  Thornton  R.,  GP,  379  S.  Cox  St.,  Asheboro;  Med.  Coll.  of  Va.,  1950  1951  1952        h 

Cochran,  John  L.,  Jr.,  GP,  149  McArthur  Street,  Asheboro;  Bowman  Gray,  1950     1952  1953         fk 

Dalton,  Bennie  Booker,  GP,  149  McArthur  St.,  Asheboro;  Duke,  1932                             1933  1935 

Edmondson,  Frank,  Jr.,  GP,  167  McArthur  St.,  Asheboro;  Temple  Univ.,  1937     1937  1939 

Eller,  Luke  Branson,  GP,  P.  0.  Box  8,  Liberty;  Bownan  Gray,  1953  1953  1955 

Fitzpatrick,  Hugh,   GP,   125  E.  Taft  Ave..  Asheboro;    Med.   Coll.   of  Va.,   1950    1951  1952 

Fitzpatrick,  John  Francis,  Path,  Randolph  Hosp.,  Asheboro;  Hahnemam,  1943  1964  1964 

Fowle,  Willis  Happer.  Ill,  GP,  200  Worth  St.,  Asheboro;  Temple  Univ.,  1952     1953  1954 

Fritz,  Jacob  Luther,  Sr.,  Ind,  P.  O.  Box  990,  Asheboro;  Temple  Univ.,  1936     1936  1938         ji 

Graham,  Frederick  William.  Jr.,  GP,  200  Worth  Street,  Asheboro;  Duke,  1955  1956  1959         jj 

Groseclose,  James  David.  GP,  124  Commerce  PI.,  Randleman;  Univ.  of  N.  C.  1955     19.55  1956 

Jamison,  Edgar  Lament,  OALR,  147  McArthur  St.,  Asheboro;  U.  of  Pittsburgh,  1933...  1964  1964 

Johnston,  George  Browne,  S,  127  McArthur  St.,  Asheboro;  Jefferson,  1945  1945  1952 

Joyner,  George  William,  S,  127  McArthur  St.,  Asheboro;  Duke  Univ.,  1932  1937  1938 

Mitchell,  Edward  Lee,  GP.  Box  156,  Liberty;  UNC,  1959                                   1959  1962 

Owen,  Charles  Fletcher,  Jr.,  R.  634  Maple  Ave..  Asheboro;  Univ.  of  Penn..  1937 1937  1940 

Query,  Luke  Walter,  Jr.,  I,  208  Foust  St.,  Asheboro;  Med.  Coll.  of  Va.,  1941  1941  1949 

Smith    Melvin  Bo\vman,  GP,  Box  367,  Ramseur;  Univ.  of  Penn.,  1938    1938  1940 

Stout,  Charles  Walter,  GP,  1713  N.  Fayetteville  St.,  Asheboro;  UNC,  1958  1958  1962 

Suggs,  C.  Ann  Howard,  Pd,  317  Ridgecrest  Rd.,  Asheboro;  Med.  Coll.  of  Va.,  1947  1950  1951 

Sykes,  Rufus  Preston.  GP,  134  Sunset  Ave.,  Asheboro;  Tulane  Univ.,  1929                  1929  1931 

Thompson,  Joe  Wayne,  GP,  1715  N.  Fayetteville  St.,  Asheboro;  UNC,  1958  1958  1963 

Whims,  Harold  Carter,  PH,  139  N.  Cox  St.,  Asheboro;  Univ.  of  Md.,  1931  1931  1933 

Wilhoit,  Robert  Marion,  GP,  1203  S.  Fayetteville  St.,  Asheboro;  Duke,  1947  1948  1950 

Willford,  Robert  Earl,  GP,  Foust  St.,  Asheboro;  Emory,  1955  1955  1959 

RICHMOND  COUNTY  SOCIETY" 
OFFICERS — President:   Garrison,  Ralph,   (Biog.  below),  Hamlet 

Secretary:  Covington,  A.  1\[.,  (Biog.  below),  Rockingham 
Bristow,  Charles  Oliver,  (Life),  GP,  221  E.  Washington  St.,  Rockingham; 

Jefferson,     1918    1920  1921 

'Buchanan,  Luther  Thomas,  (Life),  Ret.,  GP,  1013  Lake  Jessie  Drive, 

Winter  Haven.  Fla.;  Jefferson  Med.  Coll..  1913  

Cloninger,  Giles  Lathern,  Jr.,  GP,  P.  O.  Box  151,  Hamlet;  Bowman  Gray,  1954  

Covington,  Alpheus  McCullen,  S,  303  Leak  St.,  Rockingham;  Duke,  1950 

DiRienzo,  Vincent  Lawrence,  S,  232  E.  Franklin  St.,  Rockingham;  Loyola  U.,  1943  

Galloway,  George  Washington,  Jr.,  GP,  Hamlet  Hosp.,  Hamlet;   Univ.  of  Tenn.,  1958 
Garrison,  Ralph  Bernard,  GP.  220  N.  Main  St.,  Hamlet;  Univ.  of  Md..  1933 
Haines,   Hilton  Drummond.   ObG,   208   Leak   St.,   Rockingham;   Geo.  Wash.,    1934 
Hemphill,  James  Eugene,  R,  Richmond  Mem.  Hosp.,  Rockingham;  Univ.  of  Va.,  1937  .... 

Howell   William  Lawrence,  (Life),  GP,  Box  73,  Ellerbe;  N.  C.  Med.  Coll.,  1910 

James,  William  Duer,  Jr.,  S,  Box  1129,  Hamlet;  La.  State  Med.  Center,  1941   
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Lindsey,  Mark  McDonald,  S,  Hamlet  Hosp.,  Hamlet;  Yale  Univ.,  1945 
Long,  Zachary  Fillmore,  GP,  304  E.  Washington  St.,  Rockingham;  Univ.  of  Penn.,  1928 
Mcintosh,  William  Rufus,  (Life),  GP,  Box  6,  Rockingham;  N.  C.  Med.  Coll..  1913 
Nicholson,  Neill  Graham,  Jr.,  OALR,  204  E.  Franklin  St.,  Rockingham; 

Bowman   Gray,   1946    

Nicholson,  Neill  Graham,  Sr.,  (Life),  OALR,  Box  119,  Rockingham; 

N.   C.  Med.  Coll.,  1917   

Parsons,  William  Herbert,  (Life),  GP.  Box  25,  Ellerbe;  N.  C.  Med.  Coll.,  1916    

Queen,  Hugh  Oscar,  GP,  315  Charlotte  St.,  Hamlet;   Med.  Coll.  of  Georgia,  1952      

Rankin,  Pressly  Robinson,  Jr.,  GP,  P.  0.  Box  47,  Ellerbe;  Bowman  Gray,  1946  

Ross,  Thomas  Edgar,  GP,  108  S.  Randolph  St.,  Rockingham;  Univ.  of  Tenn.,  1959  

Vetter,  John  Stanley,  GP,  307  Leak  St.,  Rockingham;  Duke  Univ.,  1953 

White,  Phillip  Fletcher,  GP,  108  S.  Randolph  St.,  Rockingham;  Hahnemann,  1942      

ROBESON  COUNTY  SOCIETY" 

OFFICERS — President:  Silverton,  George,  (Biog.  below),  Lumberton 
Secretary:  Andrews,  Bob  B.,   (Biog.  below),  Lumberton 

Alexander,  Joseph  Black,  I,  500  W.  27th  St.,  Lumberton;  Bowman  Gray,  1947  

Allen,  George  Calvin,  OALR,  2608  N.  Elm  Street,  Lumberton;  Rush  Med.  Coll.,  1932 

Andrews,  Bob  Barcus,  Path,  Box  1411,  Lumberton;  Univ.  of  Kansas,  1951  

Baker,  Horace  Mitchell,  Jr.,  S,  Medical  Arts  Bldg.,  Lumberton;  Duke,  1944  

Bender,  John  Joseph,  GP,  Box  630,  Red  Springs;  Coll.  of  P.  &  S.,  Boston,  1935  

Benson,  Norman  Oliver,  U,  206  E.  Fifth  St.,  Lumberton;  Univ.  of  Ga.,  1930  

Biggs,  John  Irvin,  S  &  Or,  208  E.  14th  St.,  Lumberton;  Northwestern  Univ.,  1932    

Brooks,  Martin  Luther,  GP,  P.  0.  Box  278,  Pembroke;  Univ.  of  Mich.,  1955  

Brown,  Ernest  Hyde,  Jr.,  ObG,  Box  431,  Lumberton;  UNC,  1957  

Clark,  Douglas  Hendon,  S,  Box  1171,  Lumberton;  Univ.  of  N.  C,  1944  

Coley,  Elwood  Brogden,  Pd,  103  W.  27th  St.,  Lumberton;  Univ.  of  Penn.,  1952  

Croom,  Robert  DeVane,  Jr.,  GP,  Box  597,  Maxton;  Med.  Coll.  of  Va.,  1934  

Dunlap,  Jack  Erwin.  Or,  Med.  Arts  Bldg.,  Lumberton;   Univ.  of  Tenn.,  1952    

Dyer,  Robert  Kent,  U,  101  W.  27th  St.,  Lumberton;  Univ.  of  Va.,  1953  

Floyd,  Hal  Stanfield,  GP,  603  S.  Main  St.,  Fairmont;  Med.  Coll.  of  Va.,  1943     

Hardin,  Eugene  Ramsey,  (Life),  PH,  Box  1088,  Lumberton;   Univ.  of  Ga.,  1911  

Hayes,  James  Willard,  GP,  605  S.  Main  St.,  Fairmont;  Coll.  of  S.  C,  1937  

Hedgpeth,  Louten  Rhodes,  OALR,  Box  1081,  Lumberton;  Md.  U.,  1933 

Hedgpeth,  William  Carey,  ObG,  Box  1021,  Lumberton;  Northwestern,  1938  

Hodgin,  Henry  Hiram,  (Life),  GP,  Red  Springs;  N.  C.  Med.  Coll.,  1906  

Hooks,  Ri.  hard  Eugene,  GP,  123  N.  2nd  St.,  St.  Pauls;  Univ.  of  Md..  1947  

Inman,  Charles  Ernest,  GP,  208  lona  St.,  Fairmont;  Duke,  1951  

Johnson,  Charles  Thomas,  (Life),  GP,  222  S.  Main  St.,  Red  Springs;  Jefferson,  1920  ... 

Johnson,  Charles  Thomas.  Jr.,  GP,  222  S.  Main  St.,  Red  Springs;  Jefferson,  1953 

Kinlaw,  Murray  Carlyle,  Ob,  2612  N.  Elm  St.,  Lumberton;  Temple  Univ.,  1935  

Kramer,  Morris,  R,  2612  N.  Elm  St.,  Lumberton;  Univ.  of  Zurick,  Switzerland,  1944 
Lancaster,  James   Monroe,   Sr.,   U,   Wachovia   Bank  Bldg.,    Goldsboro;   Bowman  Gray, 

1951        

Lawrence,  John  Charles,  S,  Medical  Arts  Bldg.,  Lumberton;  Vanderbilt  Univ.,  1950 

Lee,  Henry  Neill,  Jr.,  I,  500  W.  27th  St.,  Lumberton;  UNC,  1956  

Martin.  James  Alfred,  (Life),  Pd,  Box  715,  Lumberton;  Med.  Coll.  of  Va.,  1915  

McAllister,  Hugh  Alexander,  ObG,  27th  at  Barker  St.,  Lumberton;  Duke,  1937  

McCaskill,  Lloyd  Curtis,  GP,  Box  788,  Maxton;  Univ.  of  N.  C,  1955  

McGrath,  Frank  Bernard,  GP,  1808  Pine  St.,  Lumberton;  Northwestern  Univ.,  1933  .... 

tMcIntyre,  Stephen,  S,  306  W.  23rd  St.,  Lumberton;  Jefferson  Med.  Coll.,  1928  

McMillan,  Roscoe  Drake,  (Life),  GP,  Box  232,  Red  Springs;  Univ.  of  Md.,  1910     

Mees,  Theo  Howell,  I,  Lumberton  Med.  Clinic,  Lumberton;  Duke,  1942  

Mohr,  Jack  Elmer,  ObG,  Box  431,  Lumberton;  Tufts,  1953   

Parsons,  Lucy  Jack,  Ob,  206  W.  27th  St.,  Lumberton;  N.  Y.  Univ.,  1942  

Pate,  James  Lloyd,  GP,  208  lona  St.,  Fairmont;  Bowman  Gray,  1948      

Pate,  Marion  Butler,  Jr.,  GP,  Sea  Level  Clinic,  Sea  Level;  Bowman  Gray,  1945  

Pence,  James  Jerome,  Jr.,  GP,  Box  218,  Rowland;   Duke,  1959     

Pickrel,  Jerry  Cline,  Path,  Southeastern  Gen.  Hosp.,  Lumberton;   Tulane,  1958  

Pittman,  Alfred  Rowland,  Jr.,  I,  2606  N.  Elm  St.,  Lumberton;  Duke,  1945  

Robertson,  John  Kenneth,  GP,  Box  458,  Pembroke;  Univ.  of  Va.,  1950       

Silverton,  George,  R,  Southeastern  General  Hosp.,  Lumberton;  Univ.  of  Md.,  1932  

Strawcutter,  Howard  Elsworth,  U,  Box  1450,  Lumberton;  Jefferson  Med.  Coll.,  1950 

Ward,  D.  E.,  Jr.,  S,  2604  N.  Elm  St.,  Lumberton;  Bowman  Gray,  1945    

Ward,  Frank  Pelouze,  I,  500  W.  27th  St.,  Lumberton;  Med.  Coll.  of  S.  C,  1943     

Weinstein,  Rayford  Lee,  GP,  105  Jenkins,  Fairmont;  Jefferson,  1936    

Wester,  Thaddeus  Bryan,  Pd,  103  W.  27th  St.,  Lumberton;  Duke  Univ.,  1950  

Wilkinson,  Charles  Albert,  S,  2604  N.  Elm  St.,  Lumberton;   Duke,  1956  
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ROCKINGHAM  COUNTY  SOCIETY'" 
OFFICERS— President:  Mabe,  Paul,   (Biog.  below),  Reidsville 
Secretary:  Sharp,  Gwen,   (Biog.  below),  Reidsville 

Balsley,  Robert  Eugene,  Pd,  234  Settle  St.,  Reidsville;   Univ.  of  Va..  1944     1944  1950 

tBeach,  William   Roseboro,  Jr.,  GP,  Box  471,  Madison;   Emory,  1934          1934  1935 

Clarke,  L.  Gordon,  GP.  122  Mill  Ave.,  Draper;  Bowman  Gray,  1949                              1949  1953 

Clay,  Thomas  Barger,  Jr.,  GP,  300  N.  Third  Ave.,  Mayodan;  Univ.  of  Buffalo,  1947  .   ,  1949  1950 

Council.  Albert  Barbee,  Jr.,  GP,  Boulevard,  Leaksville;  Wake  Forest,  1951                  1951  1956 

Cox,  Alexander  McNeil,  GP,  200  N.  Main  St.,  Madison;  Med.  Coll.  of  Va.,  1932         1932  1938 

Crescenzo,  Victor  Michael,  I.  403  W.  Harrison  St..  Reidsville;  Bowman  Grav.  1943      ...  1943  1948 

Crook,  John  Allen,  Jr.,  S,  1108  Green  St.,  Reidsville;  Med.  Coll.  of  Ala.,  1958  1963  1964 

Crosby,  Lewis  Pearce,  GP.  Box  210,  Reidsville;  Univ.  of  Louisville,   1952                  1953  1954 

DeStefano,  Neil  Michael,  S,  406  Piedmont  St.,  Reidsville;  N.  Y.  Med.  Coll.,  1956     1957  1964 

DeWolf,  Phillip  William,  S.  P.  0.  Box  112,  Leaksville;  Columbia,  1945  1957  1957 

Elliott,  John  Palmer,  GP,  Van  Buren  Rd.,  Leaksville;  George  Washington  Univ..  1942  1942  1949 

Ellis,  Robert  Gardner,  S,  1  Hoovan  Buren  Rd..  Leaksville;  Med.  Coll.  of  Ga.,  1953  1960  1961 

Ferneyhough,  William  Todd,  (Life),  OALR,  202y2  S.  Scales,  Reidsville;  U.  of  Md.,  1916  1926  1927 

Forbes,  Thos.  Earl,  GP,  307  W.  Morehead  St.,  Reidsville;  Jefferson  Med.  Coll.,  1940  1940  1942 

Fulp,  James  Francis.  GP.  Box  19,  Stoneville;  Duke.  1935  1937  1940 

Hester,  William  Shepherd,  S,  1080  S.  Main  St.,  Reidsville;  Jefferson  Med.  Coll.,  1926  1929  1930 

Jamison,   Robert  McClain,   R,   125   Highland   Drive,   Leaksville;   Med.  Coll.  of  Va.,  1950  1960  1960 

Joyce,  Charles  Weldon,  GP,  200  Market  St.,  Madison;  Bowman  Grav,  1947  1948  1949 

King,  Daniel  Denoon,  GP,  216  Main  St.,  Reidsville;  Michigan,  1959   1959  1960 

Klenner,  Fred  Robert,  GP,  216  Gilmer  Street,  Reidsville;  Duke,  1936  1937  1940 

Lewis,  diaries  Pell,  Jr.,  OALR,  Box  329,  Reidsville;  Duke,  1950    1952  1956 

Mclnnis,  Angus  G.,  GP,  216  S.  Main  St.,  Reidsville;   Duke.  1957                   1957  1963 

McMichael,  Peter  Dillard,  Jr.,  I,  617  S.  Main  St.,  Reidsville;  UNC,  195G  1957  1964 

Mabe,  Paul  Alexander.  Jr.,  GP,  629  S.  Main  St.,  Reidsville;   Duke.  195.J             1954  1956 

Mangum,  Carlyle  Thomas,  Jr.,  GP,  120  Monroe  St.,  Leaksville;  Harvard,  1947  1947  1949 

Matthews,  William  Walter,    (Life),   GP,   Box  2125,  Leaksville;    Chicago  Coll.  of  Med. 

and  Surgery,   1913                               1915  1916 

Moricle,  Charles  Hunter,  S.  629  S.  Main  St..  Reidsville;  Univ.  of  Md.,  1939       1939  1942 

Payne,  Clifton  Gadberry,  Ind,  American  Tobacco  Co.,  Reidsville;  UNC,  1956      1956  1960 

Reeser,  Archibald  W.,  GP,  Box  666,  Leaksville;   Univ.  of  Tenn.,  1936                1936  1947 

Rejaiolds,  Ernest  Harold,  GP,  629  S.  Main  St.,  Reidsville;  N.  Y.  Univ.,  1935     1935  1936 

Richardson,  George  Irvin,  GP.  Box  1289.  Reidsville;  Univ.  of  N.  C.  1955  1955  1958 

Rudd,  Paul  Dalton,  I.  Denton;  Med.  Coll.  of  Va.,  1932  1935  1935 

Sacrinity,  Nicholas  William,  I,  120  Monroe  St.,  Leaksville;   Bowman  Gray,  1952  1952  1960 

Sharp,  Gwen  Roberts,  Anes,  Box  780,  Reidsville;  Bowman  Gray,  1955  1955  1959 

Sharp,  James  Vance,  S,  Box  780,  Reidsville;  Bowman  Gray.  1948         1949  1959 

Sherrill,  Frank  Howard,  Jr.,  GP,  Box  327,  Leaksville;  Bowman  Grav,  1951  1951  1952 

tStallard,  Sam  Kane,  GP,  718  Parkway  Blvd.,  Reidsville;  Harvard,  1951     1951  1953 

Trigg,  William  White,  Jr.,  GP,  Box  359,  Reidsville;  Med.  Coll.  of  Va.,  1952  1953  1954 

Truslow,  Roy  Earl,  R,  Annie  Penn.  Mem.  Hosp.,  Reidsville;  Bowman  Gray,  1945     1945  1953 

Tyner,  Carl  Vann,  (Life),  S,  201  N.  Henry  St.,  Leaksville; 

Univ.  &  Bellevue  Hospital  Med.  Coll.,  New  York.  1916  1916  1919 

ROWAN-DAVIE    COUNTIES    SOCIETYSO 
OFFICERS— President:  Hall,  J.  C-ullen,   (Biog.  below).  Salisbury 

Secretary:   Spargo,  John   P.,   (Biog.  below),  Cooleemee 

Agner,  Roy  Augusta   I,  701  Barker  Street,  Salisbury;  Duke,  1951  1952  1955 
Armstrong,  Charles  Wallace,   (Life),  Ret.,  PH,  629  Mitchell  Ave.,  Salisbury;  Univ.  of 

Md.,  1914  1914  1915 

Bailey,  Hilda  Hart,  Pd,  Rox  1156.  Salisbury;  Univ.  of  Penn.,  1945     1946  1947 

Baker,  Herbert  Marvin,  GP.  P.  O.  Box  10,  Faith;  Coll.  of  Med.  Evang.,  1957  1958  1958 

Black,  Kyle  E.,  S,  825  W.  Henderson  St.,  Salisbury;  Univ.  of  Mich.,  1938           1941  1946 

Black,  Oscar  Reid,  (Life),  GP,  119  S.  Central  Ave.,  Landis;  N.  C.  Med.  Coll.,  1914  1914  1918 

Brown,  James  Arthur,  GP.  Box  156,  Cleveland;  Tulane,  1934  1934  1938 

Busby,  George  Francis,  S,  901  W.  Henderson  St..  Salisbury;  Johns  Hopkins.  1932  1932  1936 

Busby,  Julian  Goode,  (Life),  Pr,  901  W.  Henderson  St.,  Salisbury;   Univ.  of  Md.,  1904  1904  1905 

Busby,  Trent,  ObG,  901  W.  Henderson  St.,  Salisbury;  Johns  Hopkins,  1946        1953  1954 

Choate,    James   Walter,    (Life),   GP,    400   Wallace   Bldg.,    Salisbury; 

Med.   Coll.   of  Va.,  1915   1915  1924 

Cline,  Wayne  Allen,  U,  909  W.  Henderson  St..  Salisbury;  Bowman  Gray,  1946 1947  1953 

Coffey,  James  Cecil,  GP,  130  N.  Main  St.,  Salisbury;  Emory  Univ.,  1937           1937  1940 

Cooper,  Frank  Benton,  OALR,  826  W.  Henderson  St.,  Salisbury;   Duke,  1952    1954  1956 

Corpening,  Joseph  Durham.  Pd,  720  Grove   St.,   Salisbury;  Duke.   1952                           1954  1956 

Dameron,  Joseph  Thomas,  S.  302  Wallace  Bldg.,  Salisbury;   Bowman  Gray.  1945       1945  1953 

Eddinger,  Charles  Frederick.  GP.  117  Fifth  St.,  Spencer;   Univ.  of  N.  C,  1955          1955  1957 

Erb,  Norris  Scribner,  U.  909  W.  Henderson  St.,  Salisbury;  Med.  Coll.  of  Va.,  1944  1946  1947 

Feezor,  Charles  Noel,  GP.  729  Barker  St..  Salisbury;  Temple,  1937                                .  ...  1937  1940 

Field,  Bob  Lewis,  GP,  Professional  Bldg.,  Salisbury;  Med.  Coll.  of  Va.,  1931      1933  1939 
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Foster,  Bobby  Maxwell,  GP,  717  Hospital  Drive,  Mocksville;  Bowman  Gray,  1957 
Prazier,  John  Wesley,  Jr.,  (Life),  U,  909  W.  Henderson  St.,  Salisbury;  Jefferson,  1924 

Green,  Paul,  Jr.,  ObG,  832   W.  Henderson  St.,  Salisbury;   Duke   Univ.,   1951   

Gregory,  John  Eugene,  Path,  612  Mocksville  Ave.,  Salisbury;  Univ.  of  Cinn.,  1940  ... 

Hall,  Joseph  Cullen,  ObG,  500  Mocksville  Ave.,  Salisbury;  Vanderbilt,  1942  

Higbee,  Jane  Nash,  P,  Community  Bldg.,  Salisbury;  Univ.  of  Texas,  1942         

Johnson,  Harry  Lester,  Jr.,  GP,  E.  Rowan  Med.  Center,  Granite  Quarry;  UNC,  1957  .. 

Kavanaugh,  William  Paul,  GP,  5th  St.,  Spencer;  Duke,  1935         

Ketchie,  James  Meredith,  (Life),  GP,  Box  1354,  Salisbury;  Jefferson,  1922  

Little,  Joseph  Rice,  OALR,  124  Rutherford  St.,  Salisbury;  Jefferson.  1942  

Lomax,  Donald  H.,  GP,  Ketner  Center,  Salisbury;  Bo\\anan  Gray,  1951  

Lombard,  Elizabeth,  GP,  Box  536,  Rockwell;  Coll.  of  Med.  Evan?.,  1953  

Long,  William  Matthews,  GP,  S.  Main  St.,  Mocksville;  Tulane  Univ.,  1933  

Lowery,  John  Robert,  (Life),  GE,  510  W.  Innes  St.,  Salisbury;  Univ.  of  Md.,  1904   

Marsh,  Frank  Baker,  (Life),  I,  713  Barker  St.,  Salisbury;  Jefferson,  1919      

McCubbins,  Paul  Swicegood,  I,  1429  Arbor  Dr.,  Salisbury;  UNC,  1958   

McCutchan,  Frank,  (Life),  OALR,  Box  1247,  Salisbury;  Univ.  of  Va.,  1920  

McElroy,  Richard  Allen,  GP,  Landis  Med.  Clinic,  Landis;  Tulane,  1952  

McKenzie,   Edward  Burt,  S,  709   Barker   St.,   Salisbury;   Rochester,  N.  Y.,  1951   

Miller,  Robert  Plato,  S,  1413  E.  Colonial  Dr.,  Salisbury;   Duke,  1940    

Murphy,  Thomas   Lynch,   I,    116   Rutherford    St.,   Salisbury;   Hai-vard,    1943     

Newman,  Harold  Hastings,  Jr.,  GP,  516  Mocksville  Ave.,  Salisbury; 

Johns    Hopkins,    1945 

Oliver,  Joseph  Andrew,  GP,  P.  0.  Box  458,  Rockwell;  Coll.  of  Med.  Evang.,  1933  

Parrott,  Frank  Strong,  S,  911  W.  Henderson  St.,  Salisbury;  Univ.  of  Md.,  1943  

Rendleman,  David  Atwell,  Jr.,  GP,  600  Wallace  Bldg.,  Salisbury;   Emory,  1944   

Richards,  Bernard  Leslie,  GP,  222  N.  Main  St.,  Mocksville;  Coll.  of  Med.  Evang.,  1958 

Robertson,  Lloyd  Harvey,  GP,  Box  519,  Salisbury;  Univ.  of  Penn.,  1929  

Scott,  Alan  F.,  GP,  Barker  St.,  Salisbury;  Univ.  of  Penn.,  1943  

Shafer,  Frank  Tyack,  I,  705  Barker  St.,  Salisbury;  Bownan  Gray,  1951    

Shinn,  George  Clyde,  GP.  Ill  N.  Main  St.,  China  Grove;  Univ.  of  Md.,  1933  

Slate,  Francis  Wesley,  S,  P.  O.  Box  407,  Mocksville; 

Univ.  of  Cape  Town,  South  Africa,  1947       

Sloop,  Norman  R.,  GP,  116  Statesville  Blvd.,  Salisbury;   Bowman  Grav,  1959  

Smith,  Jay  Leland,  Jr.,  GP,  110  4th  St.,  Spencer;  Jefferson,  1942  

Spargo,  John  Prichard,  GP,  Box  278,  Cooleemee;   Bowman  Gray,  1955   

Spencer,   Allen,  S,  820   W.   Henderson  St.,  Salisbury;    UNC.  1954   

Spencer,  Frederick  Brunell,  (Life),  GP,  820  W.  Henderson  St.,  Silisbury; 

Univ.  of  N.  C,  1909   

Spencer,  Frederick  Brunell,  Jr.,  I,  820  W.  Henderson  St.,  Salisbury; 

Med.  Coll.   of  Va.,   1945   

Tannehill,   Robert  Bruce,  Pd,  720   Grove  St.,  Salisbury;  Med.  Coll.  of  Ga.,   1959 

Taylor,  Charles  Whitfield,  P,  Bryce  State  Hosp.,  Tuscaloosa,  Ala.; 

Med.   Coll.   of  Va.,   1933  

Thurston,  Thomas  Gardiner,  R,  512  Mocksville  Ave.,  Salisbury;  Harvard,  1941 

Walsh,  Carle  Douglas,  D,  1927  W.  Innes   St.,  Salisbury;  Columbia,  1931 

Wear,  John  Edmund,  R,  512  Mocksville  Ave.,  Salisbury;  Northwestern,  1945 
Weathers,  Bailev   Graham,  Jr.,  GP,  Farmington   Med.   Center,   Mocksville:    Med.   Coll. 

of    Va.,     1960    

Wentz,  Irl  Jesse,  Or,  911  W.  Henderson  Street,  Salisbury;  Univ.  of  Md.,  1946     

Whicker,  Max  Evans,  GP,  Box  506.  China  Grove;  Univ.  of  Md..  1932  

Wright,  Richard  Brandon,  Jr.,  GP,  Box  507,  Salisbury;  Tulane,  1942     

RUTHERFORD  COUNTY  SOCIETY^ 

OFFICERS— President :  Mooring,  Stewart  L.,  (Biog.  below),  Rutherfordton 
Secretary:   Hendrick,  Hari-y  V.,  (Biog.  below),  Rutherfordton 

Bass,  Beaty  Lee,  S,  Rutherford  Hosp.,  Rutherfordton;  Tulane  Univ.,  1939  

Becknell,  George  Franklin,  Jr.,  GP,  407  S.  Broadway,  Forest  City; 

Med.  Coll.  of  S.  C,  1951  

Eaves,  Rupert  Spencer,  GP,  501  N.  Main  St.,  Rutherfordton;  Med.  Coll.  of  Va.,  1932  .. 

Elliott,  William  McBrayer,  GP,  8  S.  Broadway,  Forest  City;  Univ.  of  Ga.,  1934  

England,  Bobby  Flay,  GP,  Charlotte  Rd.,  Forest  City;  Med.  Coll.  of  S.  C,  1962  

Hahn,  Theodore  F.,  PR,  Rutherford-Polk  Dist.  Hth.  Dept.,  Rutherfordton;   Yale,  1931 
tHarrill,  Lawson  Baxter,   (Life),  GP,  Box  176,  Caroleen;  Chattanooga  Med.  Coll.,  1897 
Head,  William  Thomas,  (Life),  GP,  Melvin  Hill;  Atlanta  Coll.  of  P.  &  S..  1911 
Hendrick,  Harry  Vance,  S,  Rutherford  Hosp.,  Rutherfordton;  Johns  Hopkins,  1943 
Hunt,  John   Franklin,   (Life),  GP,   3C6   Maryland  Ave.,   Spindale;   Univ.  of  Tenn.,   1900 

Hyde,  Austin  Taber,  Jr.,  I.  Rutherford  Hosp.,  Rutherfordton;   Univ.  of  Va.,  1951   

Logan,  Frank,  Jr.,  GP,  411  N.  Vvashington  St.,  Rutherfordton;  Johns  Hopkins,  1946  ,,. 
Logan,  Frank  William  Hicks,  (Life),  GP,  411  N.  Washington  St.,  Rutherfordton; 

N.  C.  Med.  Coll.,   1916         

Lovelace,  Thomas  Claude,  (Life),  GP,  P.  0.  Box  295,  Henrietta;  N.  C.  Med.  Coll.,  1917 
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McFarland,  James  Arthur,  I,  Norris-Biggs  Clinic,  Rutherfordton;  Johns  Hopkins,  1956 

Mebane,  J.  Gilmer,  I,  Norris-Biggs  Clinic,  Rutheifoidton;  Harvard,  1941 

Mitchell,  Landis  Patterson,  GP,  103  Wilson  St.,  Spindale;  Washington  Univ.,  1938 

Mooring,  Stewart  Lee,  R.   Rutherford   Hosp.,  Rutherfordton;   UNC,   1955 

Moss,  Geo.  Oren,  (Life),  PH,  133  Bangsberg  Rd.,  Pt.  Charlotte,  Fla.;  Emory,  1927 

Nunnery,   William    Ernest,    U,  Rutherford  Hosp.,  Rutherfordton; 

Univ.  of  Kansas,    1942 

Radford,  Howard  Lee,  GP,  Box  457,  Cliffside;   Bowman   Gray,  1954   '''..'.'.'''''^'^'.'  .  .^.. 

Stuntz,  Richard  Clark.  ObG,  Norris-Biggs  Clinic,  Rutherfordton;  Vanderbilt,  1960 
Tanner,  Kenneth   Spencer,  Jr.,   S,   Rutherford  Hospital,   Rutherfordton;   Harvard,   1943 
■Verner,  Carl  Hugh,  (Life),  GP,  224  W.  Main  St.,  Forest  Citv;  P.  &  S.,  Atlanta,  1912 
Washburn,  Benjamin  Earl,   (Life),  Ret.,  PH,  219  S.  Ridgecrest  Ave.    Rutherfordton; 

Univ.  of  Va.,  1911 
Wiseman,  Perry  Haynes,  (Life),  GP,  Avondale;  Med.  Coll.  of  Va.,  1925           1L.17.  !.!.!" 
Yelton,  Ernest  Hugh,  GP,  Box  589,  Rutherfordton;  Cornell  Univ.,  1942      

SAMPSON    COUNTY    SOCIETY"-' 
OFFICERS— President:  Nance,  John  W.,  (Biog.  below),  Clinton 

Secretary:  Peak,  L.  C,  (Biog.  below),  Clinton 
Ayers,  James   Salisbury,  GP,   Main   St.,  Clinton;   Jefferson   Med.  Coll.,  1932 

Best,  Glenn  Eben,  GP,  lOm  Main  St.,  Clinton;  Temple  Univ.,  1938  

Brewer,  James  Street,  (Life),  GP,  P.  0.  Box  98,  Roseboro;  Jefferson  Med.  Coll.,  1919 
Callison,   Caroline  Hollingsworth,  PH,  Sampson  Co.   Health   Dept.,  Clinton;   Med.  Coll. 

of  S.    C,   1939  

Carr,  Henry  James,  Jr..  I,  405   Cooper  Dr.,   Clinton;   Duke,   1954   

Crumpler,  Paul,  (Life),  GP,  401  Lafayette  St.,  Clinton;  Univ.  of  Tenn.,  1907 
Howard,  Joseph  Cooper.  Jr..  S,  Sampson  Co.  Mem.  Hosp.,  Clinton;  Temple,  1942 
Johnson,  Amos  Neil,  GP.  Box  158,  Garland;   Univ.  of  Penn.    1933 

Kendall,  John  Harold,  GP,  800  Stewart  Ave.,  Clinton;  Coll.  of  Med.  Evang.,  1934      

Kitchin,  William  Walton,  S,  Sampson  Co.  Mem.  Hospital,  Clinton;  Jefferson,  1940  

Nance,  John  Wesley,  GP,  401  Cooper  Dr.,  Clinton;  Bowman  Gray,  1948 
Nelson,  William  Howell,  GE',  409  Cooper  Drive,  Clinton;  Temple,  1934 

Newman,   Glenn  Carraway,  I.  405   Cooper  Dr.,  Clinton;   Duke,   1939  

Packard,  Douglas  Richards,  R,  P.  O.  Box  22,  Clinton;   Univ.  of  Maryland,  1951  

Parker.  Oscar  Lee,  (Life),  OALR,  104  Main  St.,  Clinton;  Med.  Coll.  of  Va.,  1918    

Peak,  Latham  Conrad,  GP,  401  Cooper  Dr.,  Clinton;  Bowman  Gray,  1951  

Royal,  Donnie  Martin,  (Life),  GP,  Box  156,  Salemburg;  Med.  Coll.  "of  Va.,  1926 

Small,  Victor  Robert.  (Life),  GP,  709  College  St.,  Clinton;  Ohio  Univ.,  1916  

Starling,  Wyman,  GP.  P.  0.  Box  98,  Roseboro;  Med.  Coll.  of  Va.,  1933        

SCOTLAND  COUNTY  SOCIETY^s 
OFFICERS— President:   Ham,   Clem,    (Biog.  below),   Laurinburg 

Secretary:  Shannon,  Geo.  W.,   (Biog.  below),   Laurinburg 
Creed,  George  Otis,  GP,  420  Biggs  St.,  Laurinburg;  Med.  Coll.  of  S.  C,  1942 
Erwin,  Evan  A.,  Jr.,  R,  Scotland  County  Mem.   Hosp.,  Laurinburg;  Jefferson,  1943 
Forbes,  Gus  E.,  I,  Medical  Arts  Bldg.,  Laurinburg;   Univ.  of  Penn.,  1943 
Gibson.  Thomas  Guthrie,  Jr.,  GP,  P.  0.  Box  54,  Gibson;  Duke,  1956 
Ham,  Clem,  PH,  Scotland  Co.  Health  Dept.,  Laurinburg;  Med.  Coll.  of  S.  C,  1926 
Huckeriede,  Mark  Henry,  GP.  142  S.  Main  Street,  Laurinburg;  Indiana.  1949 

McArn,  Hugh  Monroe,  Jr.,  GP,  422  King  St.,  Laurinburg;   Duke,  1953  

McKeithen.  Murdock  Ritchie,  ObG,  507  W.  Covington  St..  Laurinburg;  Wash.,  1953  

Mitchener,  James  Samuel,  Jr.,  S,  Box  1599,  Laurinburg;  Johns  Hopkins,  1947  

Neal,  John  William,  GP,   Main   Street,  Gibson;    Duke,   1955  

Purcell,   William   Robert,  Pd,  418  King   St.,  Laurinburg;   UNC,   1956  

Richardson,  James  Justus,   S,   iled.   Arts   Bldg.,  Laurinburg;   Temple,   1942  

Shannon,  George  Ward,  U,  507  W.  Covington  St.,  Laurinburg;  Univ.  of  Va.,  1945 
Summerlin,  Harry  H.,  GP,  313  Atkinson  St.,  Laurinburg;  Med.  Coll.  of  S.  C.  1933 
Vinson,  Thomas  Chalmers,  GP.  Box  278,  Laurel  Hill;  Med.  Branch  Univ.,  Texas.,  1940 

Williams,  David  Armon,  GP.  421  S.  Main  St.,  Laurinburg;  UNC,  1957  

Womble,  Edwin  Cornelius,  GP,  Box  C.  Wagram;  Med.  Coll.  of  S.  C,  1942       

STANLY  COUNTY  SOCIETY^-i 
OFFICERS— President:  Wall,  G.  Ritchie,   (Biog.  below),  Albemarle 
Secretary:  Duncan,  Orville  J.,   (Biog.  below).  Badin 

Ballenger,  Claude  Newton,  Jr..  Pd,  220  Yadkin  St..  Albemarle;  Univ.  of  Va..  1954 

Bassow,  Carlton  Francis,  GP,  Med.  Arts  Bldg.,  Albemarle;  U.  of  Vt..  1933     

Bivens,  Edward  Shirley,  R,  Stanlv  County  Hospital,  Albemarle;  Bowman  Gray,  1946 
Brunson,  Edward  Porcher,  S,  120  North"  St.,  Albemarle;  Jefferson  Med.  Coll".,  1921     .. 

Duncan,  Orville  J.,  GP,  Badin  Clinic,  Badin;  U.  of  Tenn.,  1962      

Dunlap,  Lucius  Victor,  (Life\  GP,  128  W.  Main  St.,  Albemarle;  Univ.  of  N.  C,  1909  .... 

Eddins,  George  Edgar.  Jr.,  I,  214  E.  North  St.,  Albemarle;  Cornell,  1945        

Fox,  Robert  Eugene,   (Life),  PH,  Box  680,  Greenville;  Univ.  of  Penn,  1926   

tDeceased 
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t'reeman,  William  Harrison,  S,  901  N.  Third  St.,  Albemarle;  Bowman  Gray,  1944 

Gaskin,  John  Stover,  Jr.,  GP,  119  Yadkin  St.,  Albemarle;   Duke,  1959  

Gaskin,  Madge  Baker,  GP,  165  N.  2nd  St.,  Albemarle:  Med.  Coll.  of  S.  C.  1926  

Green,  Francis  Weatherly,  I,  228  Yadkn,  Albemarle;  UNC,  1956  

Hill,  William  Henry,  GP,  310  Hill  Bldg.,  Albemarle;  Bowman  Gray,  1944  

Humphrey,  Edward  Cornelius,  PH,  Box  707,  Albemarle;  Harvard,  1932  

Huneycutt,  Joel  Broadus,  ObG,  P.  O.  Box  727,  Albemarle;   Harvard,  1952  

Kelley,  Thomas  Francis,  GP,  Box  749,  Albemarle;   Duke,  1946  

Lapsley,  A.  Fraser,  GP,  Box  848,  Badin;  Med.  Coll.  of  Va.,  1933 

tLaton,  James  Franklin,   (Life),  OALR,  P.  O.  Box  147,  Albemarle;  N.  C.  Med.  Coll., 
1904 

Liles,  Richard  Vernon,  Jr.,  GP,  Box  676,  Norwood;  UNC,  1957  

McKenzie,  Wayland  Nash,  GP,  320  N.  Second  St.,  Albemarle;  Med.  Coll.  of  Va.,  1935  -, 

McLendon,  Walter  Jones,  GP,  Box  67,  Oakboro;  Med.  Coll.  of  Va.,  1941  

McLeod,  William  Louis,  GP,  N.  Main  St.,  Norwood;  Temple,  1938     

Paschold,  John  Henry,  S,  118  W.  North  St.,  Albemarle;  Western  Reserve  Univ.,  1941 
Ross,  Joseph  Alderman,  GP,  117  Yadkin  St.,  Albemarle;   Emory,  1954 

Ross,  Willis  Richard,  GP,  123  N.  First  St.,  Albemarle:  Med.  Coll.  of  S.  C,  1952   

Smith,  Whitman  E.-skine,  Jr.,  S,  Box  988,  Albemarle;  Duke,  1957  

tTuttle,  James  Gray,  I,  228  Yadkin  St.,  Albemarle;  Bo\\-man  Gray,  1948  

Wall,  George  Ritchie,  GP.  903  N.  3rd  St.,  Albemarle;  Duke,  1940     

Wallace,  John  Morris,  Path,  Stanly  Co.  Hosp.,  Albemarle;  Med.  Coll.  of  S.  C,  1959  .... 

STOKES   COUNTY   SOCIETY 

SURRY-YADKIN  COUNTIES   SOCIETYse 
OFFICERS— President:  Caldwell,  Robert  M.,  (Biog.  below),  Mt.  Airy 
Secretary:  Hall,  Gray,    (Biog.   below),   Dobson 

Beale,  Seth  McPherson,  GP,  1236  Elk  Spur  Extension,  Elkin;  Tulane,  1935  

Bell,   Spencer  Alexander,  GP,  Hamptonville;    Northwestern   Univ.,   1935   

Bickley,  Samuel  Taylor,  GP,  Box  352,  Yadkinville;  Bowman  Gray,  1961       

Bolin,  Lewis  Bryant,  GP,  Box  1053,  Mt.  Airy;  Bowman  Gray,  1954  

Britt,  Tilman  Carlisle,  Jr.,  GP,  130  Rawley  Ave.,  Mt.  Airv;  BowTuan  Gray,  1947  

Caldwell,  Robert  Manfred,  PH.  113  Gilmer  St.,  Mt.  Airy;  Univ.  of  Va.,  1936  

Cleary,  Jim  Ray,  GP,  Box  146,  East  Bend;  Bowman  Gray,  1960     

Cooke,  Ralph  M.,  GP,  E.  Main  St.,  Elkin;  Univ.  of  Louisville,  1940  

Dudley,  Charles  Council,  Jr.,  GP,  813  N.  Bridge  St.,  Elkin;  UNC,  1955  

Everhart,  Carlton  Dhu,  GP,  1301  W.  Pine  St.,  Mount  Airv;  Bowmran  Gray,  1958  

Fleming,   Frank   Reavis,  OALR,  Box   398,   Yadkinville;   Jefferson,  1935 

Fox,  Dennis  Brvan,  S,  232  Hawthorne  Rd.,  Elkin;  Vanderbilt,  1937         

Gift,  Jack  Donovan,  R,  136  Woodruff  St.,  Elkin;  U.  of  111.,  1957        

Grymes,  William  Lloyd,  GP,  224  S.  Main  St.,  Mt.  Airv;  U.  of  Tenn.,  1957  

Hall,  James  Grayson,  GP,  Box  158,  Dobson;  UNC,  1957  

Hall,  John  Moir,  GP,  W.  Main  St.,  Elkin;  Univ.  of  Va.,  1942    

Hughes,  Carlisle  Bee,  Jr.,  S,  Box  326,  Yadkinville;  Med.  Coll.  of  Va.,  1940  

Jackson,  Richard  DeWitt,  S.  821  Rockford  St.,  Mt.  Airv;  Temple,  1945        

Jarrell,  Wilburn  Eric,  GP,  2007  Salem  Rd.,  Mt.  Airv;  Univ.  of  Va.,  1954  

Johnson,  Harry  Lester,   (Life),  S,  232  Hawthorne  Rd.,  Elkin;   Univ.  of  Cinn.,  1924  .... 

Kern,  John  Campbell,  GP,  Box  8,  Boonville;  Univ.  of  Penn.,  1933   

Lawrence,  Benjamin  Jones,  Jr.,  S,  Box  72,  Mt.  Airy;  Jefferson,  1947  

Littleton,  Leonidas  Rosser,  Jr.,  R,  Northern  Hosp.  of   Surry  Co.    Mt.  Airy;   Univ.   of 

Va.,    1945       " 

tLovill,  Robert  Jones,  (Life),  GP,  P.  0.  Box  647,  Mt.  Airv;  Univ.  of  Md.,  1910  

McNeill,  Claude  Ackle,  Jr.,  GP,  121  Church  St..  Elkin;   Bo-\vman  Gray,  1943  

Mitchell,  Roy   Colonel,   (Life),  I,  221   S.  Main,  Mt.  Airv;   Uni-.   of  Penn..   1919   

Newsome,  Henry  Clay,  Jr.,  GP.  Box  385,  Pilot  Mountain;  Univ.  of  Va.,  1945     

Powell,  John  D.,  GP.  221   S.  Main   St.,  Mt.  Airv;   Univ.  of  Penn.,  1943  

Robertson,  Charles  Gurney,  Jr.,  GP,  815  Rockford  St.,  Mt.  Airy;  UNC,  1954  

Scherer,  Irvin  George,  GP,  Union  Grove;  Univ.  of  Kansas,  1954  

Simmons,  Jimmie  Dale,  GP,  819  Rockford  St.,  Mount  Airv;  Bowman  Grav.  1957 
Smith,  Robert  Edwin,  (Life),  OALR,  615  N.  Main  St.,  Mt.'  Airv;  Univ.  of'  Penn.,  1923 

Spillman,  Louis  Cromwell,  Jr.,  GP,  Box  346,  Pilot  Mountain;  Univ.  of  N.  C,  1954    

Stuart,  Hal  Martin,  GP,  111  E.  Main  St.,  Elkin;  Bowman  Grav,  1956     

Sutter,  Renzo  Humberto,  Path,  401  S.  Main  St.,  Mt.  Airy;  Univ.  of  Havana,  1938  

Sykes,  Charles  Louis,  GP,  205  Rawley  Ave.,  Mt.  Airv;  (Seorgetown  Univ.,  1938  

Sykes,  Ralph  Judson,  GP,  203  Rawley  Ave.,  Mt.  Airv";  Med.  Coll.  of  Va.,  1934        

Taylor,  Vernon  Williams,  Jr..  GP.  815  N.  Bridge  St.,  Elkin;  Jefferson.  1938  

Wood,  William  Lupton,  Sr.,  GP,  P.  0.  Box  728,  Yadkinville;  Bowman  Gray,  1945  

SWAIN  COUNTY  SOCIETY^- 
OFFICERS — President:  Bacon,  Harold  L.,   (Biog.  below),  Bryson  City 

Secretary:  Moore,  Allen  H.,   (Biog.  below),  Bryson  City 
Bacon,  Harold  Lyle,  GP,  Branton  Bldg.,  Bryson  City;   Northwestern,  1934  1935  1936 
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Mitchell,  William  E.,  GP.  Biyson  City;  Univ.  of  Tenn.,  1945  

Moore,  Allen  Hoyt,  Jr.,  Drawer  Z,  Bryson  City,  UNC,  1962    

Xordling,  Robert  Eric,  GP,  Box  365,  Brvson  City;  Univ.  of  Nebraska,  1958  

Scruggs,  William  Henry,  (Life),  GP,  Box  390,  Murphy;  Univ.  of  Md.,  1913  

TRANSYLVANIA  COUNTY  SOCIETYss 
OFFICERS— President :  Wells,  Marius  H.,  (Biog.  below),  Brevard 

Secretary:  Ryan,  .41bert  O.,  (Biog.  below),  Pisgah  Forest 
Ansell,  Burness  Ferdinand,  Jr.,  Ind,  Box  200,  Pisgah  Forest;  Med.  Coll.  of  Va.,  1957 
Boyer,  George  Norman,  Ind,  10028  Woodhill  Rd..  Bethesda  14,  Md.;  Bowman  Gray,  1946 
Cannon.  Edward  Gaine,  GP,  Balsam  Grove;  Med.  Coll.  of  Va.,  1931 
Dy.sart,  George  Barton,  GP,  202  S.  Caldwell  St.,  Brevard;  Med.  Coll.  of  S.  C,  1955 

Folger,  John  Russell,  Jr.,  GP,  202  S.  Caldwell  St.,  Brevard;  Bowman  Gray,  1953  

Casque,  Mac  Roy,  Ind,  460  Park  Ave.,  New  York  22,  N.  Y.;   Univ.  of  Va.,"l944 
Newland,  Charles  Logan,  GP.  202  S.  Caldwell  St.,  Brevard;  Med.  Coll.  of  Va.,  1927 
Osborne,  Joseph   Evans.  GP.  Box  345,  Rosman;   Med.  Coll.  of  Va.,  1930 
Ryan,  Albert  Olen.  Jr.,  Ind,  Box  200,  Pisgah  Forest;   Cincinnati,  1947 

Sader,  Julius,  GP,  205  E.  Main  St.,  Brevard;  New  York  Univ.,  1928  

Sanders.  James  H.,  Jr.,  GP,  Professional  Bldg.,  Brevard;  Med    Coll.  of  S.  C,  1951 

Strieker,  Robert  Lewis,  GP,  205  E.  Main  St.,  Brevard;   Univ.  of  Penn.,  1941 

Wells,  Marius  Ilughey,  S,  202  S.  Caldwell  St.,  Brevard;  Med.  Coll.  of  S.  C,  1952  

TYRRELL— SEE    BEAUFORT-HYDE-MARTIN- 
WASHINGTON-TYRRELL 

UNION   COUNTY  SOCIETYno 
OFFICERS— President:  Faulk,  J.  G.,  (Biog.  below),  Monroe 

Secretary:  Hopper,   C.   G.,    (Biog.  below).  Monroe 
Barringer,  Phil  Louis,  S.  P.  O.  Box  472,  Monroe;  Jefferson,  1942 
Bolt,  Conway  Anderson,  PH,  300  South  Hayne  St.,  Monroe;  Med.  Coll.  of  S.  C,  1926 
Faulk,  James  Grady,  S,  Box  496,  Monroe;  Med.  Coll.  of  Va.,  1931 

Garland,  W.  Scott.  GP,  109  North  Elm  St.,  Marshville;  Boston  U.,  1955  

Greene,  Joseph  Elmo,  GP.   Marshville   Boulevard,  Marshville;    Univ.  of  Ga.,  1949 
Hamer.  Eugene  Floyd.  GP,  Box  476.  Monroe;  Med.  Coll.  of  S.  C,  1941 

Holland,  George  Elmer,  GP,  Box  338,  Waxhaw;  Bowman  Gray,  1959  

Hopper.  Clyde  Graham.  Jr.,  R,  Union  Mem.  Hosp.,  Monroe;  Med.  Coll.  of  S.  C,  1950 

King,  James  LeRoy,  GP,  W.  Jefferson  St..  Monroe;  Bowman  Grav,  1958 

Lee,  Francis  Brown,  S,  Box  468,  Monroe;  Med.  Coll.  of  Va.,  1943 

McLeod,  John  Purl  Uttley,  GP,  103  S.  Elm  St.,  Marshville;  Coll.  of  Med.  Evang.,  1939 

Neese,  Kenneth  Earle,  GP,  101  S.  Hayne  St.,  Monroe;  Washington  Univ.,  1929  

Oleen,  George  G.,  GP.  103  S.  Hayne  St..  Monroe;  Univ.  of  Kansas.  1939  

Ormand,  John  William,  (Life).  0.\LR,  Box  397,  Monroe;  Univ.  of  Cinn.,  1926 

Ormand,  Thoman  Lane,  ObG,  114  N.  Main  St.,  Monroe;  UNC,  1958  

Peoples,  Claude  T.,  GP,   Box  217,  Marshville;  Jefferson.  1945 
Phifer.  William  Houston,  GP,  207  West  Jefferson  St.,  Monroe;  Univ.  of  Ark.,  1946 
Smith,   George  Marvin,   (Life),  GP.  214  Secrest  Bldg.,  Monroe;   N.  C.  Med.  Coll.,  1914 
Whitt,  Walter  Fuller,  Jr.,  GP,  P.  O.  Box  466,  Monroe;  Duke,  1942     

VANCE  COUNTY  SOCIETY" 
OFFICERS— President :  Boyd,  Joseph  A.,   (Biog.  below).  Henderson 
Secretary:  Tolson,  James  M.,   (Biog.  below),  Henderson 

Boyd,  Joseph  Alston,  Jr.,  R,  406  Chestnut  St.,  Henderson;  Med.  Coll.  of  Va.,  1945 

Burwell,  Walter  Brodie,  I,  317  Orange  St.,  Henderson;  Tulane.  1941  

Currin.  Robert  Graves.  Pd.  519  Chestnut  St.,  Henderson;  Med.  Coll.  of  S.  C,  1945  .... 

Jones,  William  Osborne,  Pd,  15  Northampton  Dr.,  Hampton,  Va.;  UNC,  1957  

Mayo,  Joseph  Dixon,  Jr.,  GP,  220  Horner  St.,  Henderson;   Univ.   of  Penn.,  1949    

Mills,  Randolph  Dennis,  GP,  Professional  Bldg.,  Henderson;  Bowman  Gray,  1951 
Newcomb,   Andrew  Purefoy,  Jr.,   (Life),  GP,  232   Orange  St.,   Henderson; 

Jefferson,    1922  

Noel,  William  Walker.  S,  Professional  Bldg.,  Henderson;  Johns  Hopkins,  1929 
Parham,  Summer  Malone.  ObG,  523  South  Chestnut  St.,  Henderson;  Univ.  of  Md.,  1945 

Rollins,  Charles  Dick,  GP,  238  Orange   St.,  Henderson;  Univ.  of  Penn.,  1935   

Schorr,  Robert  Thomas,  S,  221  Orange   St.,  Henderson;  Penn,  1951  

Tolson,  James  Monroe,  GP,  238  Orange  St.,  Henderson;  Bowman  Grav,  1951  

Tucker,  George  Reginald.  Jr..  GP,  506  S.  Chestnut  St,.  Henderson;   UNC,  1955  

Weaver,  Joseph  Upton.  PH,  P.  O.  Box  571,  Henderson;  St.  Louis  Univ.,  1931  

Wester.  Millard  Winston,  Jr.,  GP,  506  Chestnut  St.,  Henderson;  Duke,  1951  

tWhite,  Clarence  Hunt,  ALR,  230  Orange  St.,  Henderson;  Tulane,  1928   

WAKE  COUNTY  SOCIETY92 
OFFICERS— President:  Thornhill,  Hale,  (Biog.  below),  Raleigh 
Secretary:  Page,  Ernest  B.,  (Biog.  below).  Raleigh 
Adcock,  William  Lester,  N,  2005  Clark  Ave.,  Raleigh;  Bowman  Gray,  1956  1956  1964 
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Alderman,  Allison  M.,  Jr.,  GP,  224  Bryan  Bldg.,  Raleigh;  Bowman  Gray,  1946  

Allen,  LeRoy,  NS,  2005  Clark  Ave.,  Raleigh;  Bowman  Gray,  1946  

Ballew,  James  Robert,  OALR,  504  Prof.  Bldg.,  Raleigh;   Emory,  1940  

Barrick,  Harry  Welling,  Jr.,  GP,  2025  Clark  Ave,.  Raleigh;   Duke,  1957       

Barringer,  Thad  Jones,  P,  800  St.  Mary's  Street,  Raleigh;  Vanderbilt,  1953  

Bellamy,  William  Edward,  Jr.,  I,  209  Bryan  Bldg.,  Raleigh;  Bowman  Gray,  1947  

Bensen,  Vladimir  Basil,  GP,  422  St.  Mary's  St.,  Raleigh;  N.  Y.  Med.  Coll.,    1946     

Bethel,  Millard  Baimbridge,  PH,  Box  949,  Raleigh;  U.  of  Tenn.,  1936  

Bethune,  William  Murphy,  Jr.,  S.  309  Woodburn  Rd.,  Raleigh;  Duke,  1955  

Betts,  Wilmer  Conrad,  P,  21U9  Clark  Ave.,  Raleigh;  Duke.  1948  

Bishop,  John  Mason,  Jr.,  ObG,  211  Bryan  Bldg.,  Raleigh;  Med.  Coll.  of  Va.,  1957  

Bland.  William  Herbert,  GP,  159  W.  Chatham  St.,  Carv;  Wake  Forest,  1948  

Bolus,  Michael,  D,  800  St.  Mary's  St.,  Raleigh;  Jefferson,  1934  

Branaman,  Guv  He^vitt,  Jr.,  ObG,  1015  Cameron  St.,  Raleigh;  Med.  Coll.  of  Va.,  1939 

Brannon,  Loyd  Clarence,  P,  1330  St.  Mary's  St.,  Raleigh;  Univ.  of  Va.,  1957  

Brashear.  Ralph  Guy,  GP,  South  Main  St.,  Wendell;  Ohio  State,  1960  

Britt,  Benjamin  Earl,  P,  Dorothea  Dix  Hosp.,  Raleigh;  Duke,  1955    

Broughton,  Arthur  Calvin,  Jr.,  GP,  1110  Wake  Forest  Road,  Raleigh; 

Med.  Coll.   of  Va.,   1937   

Bugg,  Charles  Paulett,  Pd,  623  W.  Jones  St.,  Raleigh;  Johns  Hopkins,  1951  

tBugg,  Charles  Richard,  (Life),  Pd,  627  W.  Jones  St.,  Raleigh;  Johns  Hopkins,  1922.. 
Bulla,  Alexander  Chester,  (Life),  Ret,  PH,  1709  Colonial  Rd.,  Raleigh; 

N.  C.  Med.  Coll.,  1915  

Byrum,  Clifford  Conwell,  ObG,  724  St.  Mary's  St.,  Raleigh;  Jefferson,  1943  

Castelloe,  Thomas  Edison,  Or,  6C0  Wade  Ave.,  Raleigh;  UNC,  1956        

Caviness,  Verne   Strudwick,   (Life),  C,  109   N.   Boylan   Ave.,   Raleigh;  Jefferson,   1921 

Chasson.  Albert  Leon,  Path,  Rex  Hosp.,  Raleigh;   Univ.  of  Cinn.,  1954      

Combs,  Joseph  John,  (Life),  I,  127  W.  Hargett  St.,  Raleigh;  Columbia 

Univ.  Coll.  of  P.  &  S.,  1926  

Cooper,  George  Marion,  Jr.,  ALR,  201  Bryan  Bldg.,  Raleigh;  Univ.  of  Va.,  1944  

Corbin,  George  Wesley,  Jr.,  GP,  Box  431,  Wake  Forest;  Univ.  of  Penn.,  1943 

Cozart,  Wiley  Holt,  GP,  112  Raleigh  St.,  Fuquay  Springs;  Med.  Coll.  of  Va.,  1949 

Grumpier,  Amos  Gilmore,  GP,  Box  128,  Fuquay  Springs;  Temple  Univ.,  1936  

Dameron,  Thomas  Barker,  Jr.,  Or,  600  Wade  Ave.,  Raleigh;   Duke,  1947  

Daniel,  Thomas  Brantley,  U,  700  W.  Morgan  St.,  Raleigh;  Bowman  Gray,  1943  

Davis,  Arthur  E.,  Jr.,  Path,  Rex  Hosp.,  Raleigh;  U.  of  Minn.,  1952      

Davis,  D\\aght  Groome,  Jr.,  S,  1110  Wake  Forest  Rd.,  Raleigh;  Jefferson,  1954       

Dewar,  William  Banks,  (Life),  I,  930  Vance  Street,  Raleigh;  Univ.  of  Penn.,  1920  

Diab,  Albert  Joseph,  I,  1919  Wade  Ave.,  Raleigh;  UNC,  1954 

•Dickinson,  Kenneth  D.,  ObG,  1316  Canterbury  Rd.,  Raleigh;  Univ.  of  Minn.,  1932  

Doerr,  John  Charles,  Anes,  621  W.  Jones  St.,  Raleigh;  Univ.  of  Louis.,  1944  

Donnelly,  James  Ford,  PH,  Stete  Board  of  Health,  Raleigh;   Univ.  of  Chicago,  1939 

Eastwood,  Frederick  Thomas,  Pd,  2029  Clark  Ave.,  Raleigh;  Temple,  1944  

Edwards,  George  Sadler,  Or,  Box  12032,  Raleigh;  UNC,  1957 

Egerton,  Courtney  David,  ObG,  714  St.  Mary's  St.,  Raleigh;  Univ.  of  Louisville,  1946 

Eldridge,  Charles   Patterson,    (Life),  I,  Ret.,  1621   St.  Mary's   St.,  Raleigh; 

Univ.   of    Penn.,    1926         

Fagan,  Harry,  Jr.,  I,  2017  Clark  Ave.,  Raleigh;  Bowman  Gray,  1947  

Farley,  William  Winfree,  Pd.  903  W.  Peace  St.,  Raleigh;  Med.  Coll.  of  Va.,  1943     

Farmer,  John  Lovelace,  Jr.,  D,  210  Bryan  Bldg.,  Raleigh;  Duke,  1955    

Ferrell,  John  Atkinson,  Hosp  Ad,  Ret.^  Hotel  Carolina,  Raleigh;  Univ.  of  N.  C,  1907    . 

Fleming,  Paul  Arthur,  ObG,  221  Russ  St.,  Raleigh;  Univ.  of  Utrecht,  1955        

Fleming,  Robert  Henry,  Pd,  623  W.  Jones  St.,  Raleigh;  Bowman  Gray,  1960  

Foard,  Fred  T.,  Jr.,  PH,  State  Bd.  of  Health,  Raleigh;  Univ.  of  Md.,  1916 

Fox,  Powell  Graham,  Jr.,  U,  1110  Wake  Forest  Rd.,  Raleigh;  Med.  Coll.  of  Va.,  1952 
Fox,  Powell  Graham,  Sr.,  (Life),  U,  1110  Wake  Forest  Rd.,  Raleigh;  Med.  Coll.  of  Va., 

1922    

Galloway,  James  Hervey,  GP,  223  Bryan  Bldg.,  Raleigh;  Univ.  of  Penn.,  1950  

Gaskin,  Lewis  James,  Anes,  1330  St.  Mary's  St..  Raleigh;  Emory,  1958  

Goodwin,  Oscar  Sexton,   (Life),  GP,  Raleigh  Rd.,  Apex;  Jefferson,  1923  

Green,  Julius  Alpheus,  Jr.,  R,  227  Bryan  Bldg.,  Raleigh;  UNC,  1957  

Greer,  Thomas  Bywater,  ObG,  417  St.  Mary's  St.,  Raleigh;  Bowman  Gray,  1954  

Hall,  Helen  Elizabeth,  Anes,  Box  10502,  Raleigh;  Med.  Coll.  of  Va.,  1950  

Hamilton,  Alfred  T.,  S,  233  Bryan  Bldg.,  Raleigh;  Harvard,  1936  

Hamilton,  John  Homer,  (Life),  PH,  2124  Cowper  Drive,  Raleigh;  Harvard,  1916      

Hardison,  Joseph  Hammond,  Jr.,  I,  119  N.  Boylan  Ave.,  Raleigh;  Duke,  1956  

Harer,  Adolph  Eugene,  Or,  Brvan  Bldg.,  Raleigh;  Univ.  of  Buffalo,  1942      

Hargrove,  Eugene  Alexander,  P,  2100-C  Hillsboro  St.,  Raleigh;  Texas,  1942  

Harper,  Robert  Normet,  P,  2109  Clark  Ave.,  Raleigh;   Bowman   Gray,  1951      

Hart,  Lillard  Franklin,  GP,  Martin  Bldg.,  Apex;  Bowman  Gray,  1944     

Haywood.  Hubert   Benbury,  Jr.,  Oph,  201   Bryan   Bldg.,  Raleigh;   Duke,  1941  

Hedrick,  William  Weston,  GP,  3311  North  Boulevard,  Raleigh;  Bowman  Grav,  1957    ... 
Herman,  Bernard  Don,  Pd,  4209  Six  Forks  Rd.,  Raleigh;  Bowman  Gray,  1957  
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Baltic  and  Address  Licensed  State 

Society 

Herring,  Edward  Humphrey,  S,  1126  Harvey  St.,  Raleigh;  Univ.  of  Penn.,  1930  1930  1934 

Hester,  Joseph  Robert,  (Life),  GP,  Box  157,  Wendell;  Univ.  of  N.  C,  1910  1910  1911 

Hicks,  Vonnie  Monroe,  (Life),  Oph,  201  Prof.  Bklg.,  Raleigh;  Jefferson,  1918  1918  1921 

Hicks.  Vonnie  Monroe,  Jr.,  Oph,  201  Professional  Bldg.,  Raleigh;  Jefferson,  1952     1952  1957 

tHiggins,  Robert  Donald,  PH,  State  Board  of  Health,  Raleigh;  Univ.  of  Louis.,  1917...  1957  1957 

Hill,  Millard  Daniel,  GP,  15  W.  Hargett  St.,  Raleigh;  Med.  Coll.  of  Va.,  1928  1928  1931 

Hitch,  Joseph  Martin,  D,  415  Professional  Bldg.,  Raleigh;  Univ.  of  Va.,  1933  1938  1939 

Hunt,  Walter  Skellie,  Jr.,  Or.  600  Wade  Ave.,   Raleigh;   Northwestern  Univ.,  1939 1939  1948 

Jackson,  Robert  Toombs,  R,  Re.\  Hosp.,  Raleigh;  Univ.  of  Ga.,  1941    1956  1956 

Jenkins,  Albert  M.,  R.  227  Bryan  Bldg.,  Raleigh;  Univ.  of  Ginn.,  1947  1953  1953 

Johnson,  Donald  Edward,  GP,  1603  N.  Blount  St.,  Raleigh;  Bowman  Gray,  1963  1963  1964 

Jones,  William  Burns,  PH.  St.  Bd.  of  Health,  Raleigh;  Med.  Coll.  of  S.  C,  1955      1960  1960 

Judd,  Glenn  Ballentine,  GP,  P.  O.  Box  275,  Varina;  Vanderbilt  Univ.,  1932       1934  1935 

Kaasa,   Laurin  Juul,   Path,   3000   New  Bern   Ave.,   Raleigh;    Univ.  of   Minn.,   1942   1961  1961 

Kenan,  LeRoy  Fulton,  GP,  N.  Hills  Shopping  Center,  Raleigh;  Bowman  Gray,  1956  ....  1956  1959 

Kermon,  Louis  Todd,  I,  17  S.  Boylan  Ave.,  Raleigh;  Jefferson,  1950                                    ...  1950  1952 

Kimbrell,  Odell  C,  Jr.,  I,  226  Bryan  Bldg.,  Raleigh;  Univ.  of  Penn.,  1951                   1951  1960 

Koomen,  Jacob,  Jr.,  PH,  Box  2091,  Raleigh;   Univ.  of  Rochester,  1945      1958  1960 

Lawrence,  Benjamin  Jones,  Sr.,  (Life),  S,  Ashton  Hall,  Pace.  Va.;  Jefferson,  1918  1918  1919 

Liles,  Lonnie  Carl,  I,  707  Professional  Bldg.,  Raleigh;  Med.  Coll.  of  Va.,  1930     1930  1933 

Lloyd,  Clyde  Franklin,  GP,  Main  Street,  Garner;  Univ.  of  N.  C,  1956                     1957  1958 

Mackie,  George  Carlyle,  GP,  340  N.  Main  St.,  Wake  Forest;  Univ.  of  Penn.,  1928  1928  1932 

Madry,  Herbert  Raymond,  Jr.,  GP,  2935  Six   Forks  Rd.,  Raleigh;  Bowman  Gray,  1956  1956  1962 

Manly,  Isaac  Vaughn,  S,  2021  Clark  Ave..  Raleigh;  Harvard,  1946  1946  1955 

Manly,  James  Hollowell.  Jr.,  S,  2007  Clark  Ave.,  Raleigh;  Penn.,  1946  1946  1954 

Martin,  Sidney  Arnold,  GP,  222  Bryan   Bldg.,  Raleigh;   Bowman  Grav,  1953       1953  1957 

Martin,  Thomas  Adrian,  Oph,  1300  Brookside  Drive,  Raleigh;  Univ.  of  Md.,  1931      1939  1941 

Martin.  William  James,  GP,  815  New  Bern  Ave.,  Raleigh;  Chicago  Med.  Sch.,  1939  1950  1952 

McElrath,  Percy  John,  ObG,  500  St.  Mary's  St.,  Raleigh;  Med.  Coll.  of  Va.,  1941  1949  1949 

Mclnnis,  Alice  Pugh,  I'd,  1321  Oberlin  Rd,.  Raleigh;  Bowman  Gray.  1947  1948  1952 

McLaurin,  Daniel  Archie,  GP,  Box  36,  Garner;  Univ.  of  Ga.,  1949  1949  1951 

McManus,  Hugh  Forrest,  Jr.,  GP,  722  St.  Mary's  St.,  Raleigh; 

Med.  Coll.  of  S.  C,  1938        1938  1941 

McRee,  J.  Douglas,  P,  2109  Clark  Ave.,  Raleigh;  Univ.  of  Tenn..  1946     1956  1957 

Meritt,  Joseph  E..  Jr.,  I,  615  St.  Mary's  St..  Raleigh;  Univ.  of  Chicago,  1942  1951  1952 

Merwarth,  Charles  Richard,  I.  608  Wade  Ave.,  Raleigh;  Duke,  1955  1955  1963 

Middleton,  Gordon  Kennedy,  Jr.,  Pd,  1321   Oberlin  Rd.,  Raleigh;   Bowman  Gray,  1955  1955  1963 

Moore,  Barbara,  P,  100  S.  Harrington  St.,  Raleigh;   UNC,  1954  1954  1959 

Moore,  James  L.,  Or.  1321   Oberlin  Rd.,  Raleigh;  Jefferson,  1944             1944  1950 

Moseley,  Robert  Galloway,  Pd,  2111  Clark  Ave.,  Raleigh;  Duke,  1953  1957  1962 

Neal,  Joseph  Walter,  S,  233  Bryan  Bldg.,  Raleigh;  Tulane,  1932            1934  1935 

Neal,  Kemp  Prather,  (Life),  Ret..  S.  Box  1231,  Mvrtle  Beach,  S.  C;  Harvard,  1917     ..  1920  1921 

tNoble,  Robert  Primrose,  (Life),  R,  515  Prof.  Bldg.,  Raleigh;  Univ.  of  N.  C,  1907  1907  1908 

Norton,  John  W.  Rov,  PH,  N.  C.  State  Board  of  Health,  Raleigh;  Vanderbilt,  1928      ...  1928  1932 

Ogburn.  Leon  N.,  GP,  416  St.  Mary's  St.,  Raleigh;  Temple,  1941                                       ..  1941  1954 

Oliver,  Jim  Upton,  ObG,  211  Brvan  Bldg.,  Raleigh;  Jefferson  Med.  Coll.,  1947     1947  1953 

Owen,  John  Fletcher,  (Life),  P.  835  W.  Morgan  St.,  Raleigh;  Jefferson,  1920       1920  1927 

Page,  Ernest  Benjamin,  Jr.,  I,  608  Wade  Ave.,  Raleigh;  Duke,  1948  1953  1955 

Paschal,   George   Washington,  Jr.,  S,  1110  Wake  Forest  Rd,.   Raleigh;  Jefferson,  1931  1931  1946 

Paulson,  George  Wesley,  NS,  Dorothea  Dix  Hosp.,  Raleigh;  Duke,  1956  1956  1963 

Pearson,  John  Kent,  GP.  Box  86,  Apex;  Duke.  1953                                                                 ..  1953  1956 

Pediaditakis,  Nicholas,  P,  3008  New  Bern  Ave.,  Raleigh;  Aristoteliam  Univ..  1954    1961  1961 

Perkins,  Henry  Thomas.  Jr.,  I,  615  St.  Mary's  St.,  Raleigh;  Duke,  1957  1957  1963 

Pierce,  Edwin  Lee,  I,  1110  Wake  Forest  Rd.,  Raleigh;  Bowman  Grav,  1952  1952  1960 

Pizer,  Morton  E.,  Pd.  2019  Clark  Ave.,  Raleigh;  UNC  &  Louisville,  1947    1948  1953 

Poole,  Robert  Franklin,  Jr.,  Pd,  817  Hillsboro  St.,  Raleigh;  Duke,  1947         1955  1956 

Pritchett,  Newton  George,  I,  800  St.  Mary's  St.,  Raleigh;  Dalhousie  Med.  Sch.,  1943  ....  1953  1953 
Procter,  Ivan  Marriott,   (Life),  Ret.,  ObG,   209   Hillcrest  Rd.,  Raleigh; 

Univ.  of  Penn.,   1915                                                            1915  1917 

Procter,  William  Ivan,  I,  219  N.  Boylan  Ave.,  Raleigh;  Duke,  1957  1957  1964 

Pugh,  Vernon  Watson,  Jr.,  Pd,  1321  Oberlin  Rd.,  Raleigh;  Jefferson,  1953  1953  1957 

Rath,  Charles  Kirby,  S,  Box  526,  Apex;  Temple  Univ.,  1943                       1962  1963 

Reibel,  Donald  Baumann,  Or,  600  Wade  Ave..  Raleigh;  Indiana  Univ.,  1957  1964  1964 

Rhodes,  James  Kent,  S,  307  Woodburn  Rd.,  Raleigh;  Bo^vman  Gray,  1947      1948  1956 

Rhodes,  John  Sloan,  U,  700  W.  Morgan  St.,  Raleigh;   Harvard,  1929                 1929  1936 

Rood,  Mary  Frances  Munch,  I.  Dorothea  Dix  Hosp.,  Raleigh;  UNC.  1955  1955  1959 

Rose,  A.  Hewitt,  Jr     S,  2009  Clark  Ave.,  Raleigh;  McGill,  1950  1950  1956 

Rose,  Ira  Woodall,  Jr.,  S,  202   Bryan   Bldg.,  Raleieh;   Wash.   Univ.,  1943     1946  1951 

Royster,  Chauncey  Lake,  I,  515  St.  Mary's  St.,  Raleigh;  Cornell  Univ.,  1935      1935  1941 

Ruark,  Robert  James,  ObG,  714  St.  Mary's  St.,  Raleigh;  Univ.  of  Penn.,  1931  1931  1934 

Saleebv.  Richard  G.,  Pr,  224  Hillsboro  St.,  Raleigh;  Jefferson,  1946  1947  1955 

Sanders,  Lee  Hvman,  Pd,  623  W.  Jones  St.,  Raleigh;  Temple,  1942  1942  1946 

Sandifer,  Mvron  Guy,  Jr.,  PN,  Box  7532,  Raleigh;   Harvard,  1947  1947  1955 
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Satterfield,  G.  Howard,  Jr.,  ObG,  2113  Clark  Ave.,  Raleigh;  Duke,  1957 

Scurletis,  Theodore  Dennis,  Pd,  N.  C.  State  Bd.  of  Health,  Raleigh;   U.  of  Pittsburgh, 

1951        

Sedwitz,  Joseph  Lee,  S,  Wendell-Zebulon  Hosp.,  Zebulon;   Univ.  of  Va.,  1951 
Senter,  William  Jeffress,  I,  702  W.  Jones  St.,  Raleigh;  Univ.  of  Md.,  1942 

Sikes,  Walter  Allen,  P,  Dorothea  Dix  Hosp.,  Raleigh;  Med.  Coll.  of  Georgia,  1946  

Simpson,  Paul  Ervin,  G,  2115  Clark  Ave.,  Raleigh;  Duke,  1940      

Sinclair,  Louis  Gordon,  S,  704  W.  Jones  St.,  Raleigh;  Univ.  of  Penn.,  1933     

Smith,  William  Alexander,  T,  N.  C.  State  Board  of  Health,  Raleigh; 

Univ.  of  Penn.,  1916    

Sprunt,  William  Hutchinson,  HI,  R,  3000  New  Bern  Ave.,  Raleigh;  Harvard,  1945 

Stallings,  Tolbert  Lacy,  S,  704  W.  Jones  St.,  Raleigh;  Duke,  1954  

Stratas,  Nicholas  Emanuel,  P,  Box  10426,  Raleigh;  U.  of  Toronto,  1957        

Styron,  Charles  Woodrow,  I,  615  St.  Mary's  St.,  Raleigh;  Duke,  1938         

Summerlin,  Arthur  Rogers,  ObG,  500  St.  Mary's  St.,  Raleigh;  Univ.  of  Va.,  1948  

Sweeney,  C.  Leslie,  Jr.,  GP,  2514  Fairview  Rd.,  Raleigh;   Duke,  1957  

Thomas,  Ben  David,  GP,  Box  247,  Zebulon;  Med.  Coll.  of  S.  C,  1944     

Thompson,  Benjamin  Everett,  Jr.,  GP,  118  S.  Academy  St.,  Cary;  UNC,  1958  

Thompson,  Daniel  Fredric,  P,  800  St.  Mary's  St.,  Raleigh;  U.  of  Kan.,  1957  

Thompson,  Hugh  Alexander,   (Life),  Or,  1514  Jarvis  St.,  Raleigh;   Univ.  of  Penn.,  1914 
Thompson,  W.  Nelson,  Ins,  Durham  Life  Ins.  Co.,  Raleigh;  Boston  Univ.,  1939 

Thornhill,  Edwin  Hale,  OALR.  720  W.  Jones  St.,  Raleigh;  Duke  Univ..  1938     

Thornhill,  George  Tudor,  Jr.,  Oph,  720  W.  Jones  St.,  Raleigh;  Duke  Univ.,  1941  

Tucker,  George  Franklin,  GP,  Box  246,  Zebulon;  Med.  Coll.  of  Va.,  1952  

Umphlet,  Thomas  Leonard,  I,  119  North  Boylan  Ave.,  Raleigh;  Univ.  of  Penn.,  1934 
Valone,  James  Austin,  PI,  221  Bryan  Bldg.,  Raleigh;  Univ.  of  Buffalo,  1936 

Wall,  Roger  Irving,  OALR,  334  Professional  Bldg.,  Raleigh;  Tulane  Univ.,  1934  

Ward,  Wallace  Clyde,  GP,  231  Bryan  Bldg.,  Raleigh;  Univ.  of  Louisville,  1931 

Ward,  William  Titus,    (Life),  GP,   304   Prof.   Bldg.,   Raleigh;   Univ.   of  Maryland.  1925 

Weathers,  Rupert  Ryan,  (Life),  GP,  Box  187,  Knightdale;  Med.  Coll.  of  Va.,  1926 

Webb,  Alexander,  Jr.,  S,  515  St.  Mary's  St.,  Raleigh;   Harvard.  1937  

West,  Louis   Nelson,   (Life),  Ret.,  S,  Box   1525,  Raleigh;  Jefferson  Med.   Coll.,   1912... 

Wheliss,  John  Angus,  Oph,  1330  St.  Mary's  St.,  Raleigh;  Columbia,  1952  

Whitaker,  Donald  Nash,  GP,  2016  Cameron  St.,  Raleigh;  Temple  Univ.,  1940  

Wilkerson,  Annie  Louise,  ObG,  100  S.  Boylan  Ave.,  Raleigh;  Med.  Coll.  of  Va..  1938 
Wilkerson,  Charles  Baynes,  Jr.,  I,  100  S.  Boylan  Ave.,  Raleigh;  Med.  Coll.  of  Va.,  1944 
Wilkerson,  Louis  Reams,  ObG,  100  S.  Boylan  Ave.,  Raleigh;  Med.  Coll.  of  Va.,  1952  .... 
Wilkinson,  Charles  Tolbert,  (Life),  GP,  209  Wilkinson  Bldg.,  Wake  Forest; 

Tulane,    1922    

Wilkinson,  James  Spencer,  D,  618  Professional  Bldg.,  Raleigh;  Univ.  of  Penn.,  1938 
tWilkinson,  Robert  Watson,  Jr.,   (Life),  GP,  209  Wilkinson  Bldg., 

Wake   Forest;   Tulane,   1922  

Willett,  Robert  W.,  I,  608  Wade  Ave.,  Raleigh;   Duke,  1948  

Williams,  Charles  Frederick,  Ret.,  Pd,  P.  0.  Box  6002,  Raleigh;  Jefferson,  1934  

Williams,  Robert,  R,  1110  Wake  Forest  Rd.,  Raleigh;  Univ.  of  Penn.,  1935     

Wilson,  Margaret,  S,  510  Professional  Bldg.,  Raleigh;  Duke,  1943         

Wilson,  Thomas  Barnette,  Path  &  CP,  Rex  Hospital,  Raleigh; 

N.  Y.  Med.  Coll.,  1936   

Wilson,   Walter   Howard,  I,  403  Professional   Bldg.,  Raleigh;   Jefferson,  1937   

Wilson,  William  Lenoir,  PH,  State  Board  of  Health,  Raleigh;  Baylor,  1926  

Winslow,  Francis  Edward,  Jr.,  Pd,  817  Hillsboro  St.,  Raleigh;  Duke,  1953  

Withers,  William  Alphonso,  I,  16  N.  Dawson  St.,  Raleigh;  Rush  Med.  Coll.,  1936    

Wolff,  Alcuin  Donald,  R,  227  Bryan  Bldg.,  Raleigh;  UNC,  1954       

Wooten,  Eleanor  Jane  Herring,  Pd,  904   Williamson   Dr.,  Raleigh;   Duke,  1942  

Worth,  Thomas  Clarkson,  R,  Rex  Hospital,  Raleigh;  Harvard,  1936    

Wright,  Isaac  Clark,  I,  119  N.  Boylan  Ave.,  Raleigh;  Univ.  of  Md.,  1944  

Wright,  James  Rhodes,  OALR,  604  Prof.  Bldg.,  Raleigh;  Univ.  of  Md.,  1940  

Wright,  John  Everett,  GP,  P.  O.  Box  348,  Fuquay  Springs,  Jefferson,  1937  

Young,  David  Alexander,  P,  714  St.  Mary's  St.,  Raleigh;  Harvard,  1931  

WARREN  COUNTY  SGCIETYns 
OFFICERS— President:   Cline,  Robert  S.,   (Biog.  below),  Warrenton 

Secretary:  Allen,  Joseph  J.,    (Biog.   below),   Wai-renton    ■ 

Allen,  Joseph  Jethro,  GP,  P.  O.  Box  707,  Warrenton;  UNC,  1954     1957  1960 

Baxley,  Raiford  Douglas,  S,  125  W.  Beaver  St.,  Siler  City;  U.  of  Chicago,  1940  1940  1948 

Cline,  Robert  Seitz,  GP,  Graham  St.,  Box  707,  Warrenton;  UNC,  1957  1957  1961 

Foster,  Howitt  Hodge,  (Life),  GP,  Box  365,  Norlina;  Jefferson  Med.  Coll.,  1919  1919  1923 

Holt,  Thomas,  OALR,  110  Fairview  St.,  Warrenton;  Med.  Coll.  of  Va.,  1938       1938  1948 

Hunter,  Frank  Patterson,  (Life),  GP,  Box  647,  Warrenton;  Univ.  of  Va.,  1925  1925  1927 

WASHINGTON— SEE  BEAUFORT-HYDE-MARTIN- 
WASHINGTON-TYRRELL 
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WATAUGA  COUNTY  SOCIETY"'^ 
OFFICERS— President:  Michal,  Mary  B.  H.,  (Biog.  below),  Boone 

Secretary:  Harmon,  R.  H.,  (Biog.  below),  Boone 
Cooke,  Herschell  Marcus,  GP,  302  E.  King  St.,  Boone;  Med.  Coll.  of  Va.,  1941 
Davant,  Charles,  Jr.,  GP.  Blowing  Rock  Hosp.,  Blowing  Rock;  Med.  Coll.  of  S.  C,  1945 

Furman,  Lowell  Benjamin,  S,  Boone;  U.  of  Tenn.,  1955   ,  -  

George,  Lynn  Darcy,  GP,  Blowing  Rock;  George  Wash.,  1957  

Hagaman,  John  Bartlett,  Jr.,  GP,  300  E.  King  St.,  Boone;  Univ.  of  Tenn.,  1947     

Hagaman,  Len  Doughton,  GP,  233  E.  King  St.,  Buone;  Univ.  of  Penn.,  1936 

Harmon,  Raymond  Harris,  OALR,  327  E.  King  St.,  Boone;  Med.  Coll.  of  Va.,  1936  ... 

Heavrin,   Lawrence  A.,   GP,  Blowng  Rock  Med.  Clinic,   Blowing   Rock;    Med.    Sch.  of 

S.   C,  1960    

McGown,  Henry  Curtis,  III,  S,  Boone;  Univ.  of  Tenn.,  1955  

Michal,  Marv  Barrows  Harris,  PH,  District  Health  Dept.,  Boone;  Yale,  1928      

Smith,  William  Mitchell,  GP,  200  Appalachian  St.,  Boone;   Michigan,  1950         

Wilson,  Hadlev  McDee,  GP,  711  E.  King  St.,  Boone;  Univ.  of  Louisville,  1952  


WAYNE  COUNTY  SOCIETY'"-' 
OFFICERS— President:  Weyher,  John,  (Biog.  below),  Goldsboro 
Secretary:  Griffin,  Ashton,   (Biog.  below),  Goldsboro 

Abbott,  Robert  West,  P,  Cherry  Hospital,  Goldsboro;  Tufts,  1940  

Bennett,  Paul  Clifford,  Jr.,  GP,  805  Simmons  St.,  Goldsboro;  Duke,  1955 

Benton,  George  Ruffin,  Jr.,  S,  816  E.  Ash  St.,  Goldsboro;  Univ.  of  Penn.,  1934      

Berkeley,  Scott  Bruce,  Jr.,  S,  712  Simmons  St.,  Goldsboro;   Univ.  of  Md.,  1953 

Best,  Deleon  Edward,  (Life),  GP,  139  W.  Walnut  St.,  Goldsboro;  Univ.  of  Md.,  1924  .... 

Bizzell,  James  W.,  Oph,   314  Borden  Bldg.,  Goldsboro;   Univ.  of  Md.,   1943  

Bizzell,  Marcus  Edward,  (Life),  OALR,  Wachovia  Bank  Bldg.,  Goldsbj.o; 

Tulane   Univ.,    1923    

Bland,  Ralph  Wingate,  S,  403  N.  Herman,  Goldsboro;  Bowman  Gray,  1952  

Borden,  Richard  Winstead,  GP,  Box  386,  Goldsboro;  Duke,  1953  

Boyette,  Ben  Robert,  Jr.,  ObG,  1008  E.  Ash  St.,  Goldsboro;  Bowman  Gray,  1951  

Clark,  Milton  Stephen,  GP,  401  Wachovia  Bank  Bldg.,  Goldsboro;  Emory,  1937       

Campton,  John  Wallace,  R,  500  N.  Herman  St.,  Goldsboro;  Med.  Coll.  of  Va.,  1945  

Cra\vford,  William  Jennings,  (Life),  GP,  1500  E.  Ash  St.,  Goldsboro; 

Med.   Coll.  of  Va.,   1922  

Grumpier,  Warren  Harding,  GP,  Box  548,  Mt.  Olive;  Bowman  Gray,  1943  

Dale,  Grover  Cleveland,    (Life),  GP,  Wachovia  Bank  Bldg.,  Goldsboro; 

Univ.  of  Penn.,  1925         

Dawson,  William  Sidney,  Jr.,  GP,  Box  708,  Fremont;  Va.,  1961     

Drummond,  Jack  N.,  GP,  Grantham  Med.  Clinic,  Goldsboro;  Bowman  Gray,  1957  

Etherington,  John  L.,  OALR,  910  Wachovia  Bk.  Bldg.,  Goldsboro; 

Queens  Univ.,  Kingston,  Canada,  1936  

Fowler,  Evan  Charles,  P,  Cherry  Hospital,  Goldsboro;  Univ.  of  St.  Louis,  1937  

Futch,  William  Alexander,  Anes,  Conyers,  Ga.;   N.  Y.,   1953   .  

Griffin,  Ashton  Thomas,  III,  Pd.  810  E.  Ash  St.,  Goldsboro;   Duke,  1958     

Hammer,  Carl  W.,  PH,  Box  1537,  Goldsboro;  Wayne  U.,  1935 

Howard,  Corbett  Etheridge,  (Life),  R,  500  N.  Hermara  St.,  Goldsboro;  U.  of  Penn.,  1925 

Johnson,  Cecil  Lawrence,  I,  401  N.  Herman  St.,  Goldsboro;  UNC,  1955 

Kokiko,  George  Victor,  Path,  Wayne  Mem.  Hosp.,  Goldsboro;  Bowman  Gray,  1956  

Kornegay,  Hervy  Basil,  Jr.,  GP,  515  W.  Main  St.,  Mt.  Olive;  Bowman  Gray,  1957  

Kvles,  Bruce,  P,  Cherrv  Hospital,  Goldsboro;  Univ.  of  Toronto,  1926 
Lownes,  Milton  Markley,  Jr.,  GP,  130  N.  Center  St.,  Mt.  Olive; 

Univ.  of  Louisville,   1947   .  

Maher,  James  A.,  Path,  127  Overbrook  Rd.,  Goldsboro;   U.  of  Mich.,   1952   

Mangum.  Vernon  Pressley,  Hosp.  Ad.,  O'Berry  Sch.,  Goldsboro;  Duke.  1956 
McDonald,  Cornelius  Trawick,  S,  713  Simmons  St.,  Goldsboro;  Med.  Coll.  of  Ga.,  1953 

McLeod,  John  Calvin,  Jr.,  I,  811  Simmons  St.,  Goldsboro;  Tulane,  1941  

MePheeters,  Samuel  Brown,  (Life),  Ret.,  PH,  307  Linwood  Ave.,  Goldsboro; 

Washington  Univ.,   1906  

Miller,  Walton  H.,  Jr.,  S.  204  N.  Herman  St.,  Goldsboro;  Univ.  of  Cinn..  1940 

Morris',  James  Francis,  Pd,  P.  0.  Box  1153,  Goldsboro;  Univ.  of  Louisville,  1952  

Parker    Talbot  Fort,  Jr.,  ObG,  401   N.  Herman  St.,  Goldsboro;  Jefferson,  1951  

Pate   Archibald  Hanes,  Pd,  1008  E.  Ash  St.,  Goldsboro;  Duke  Univ.,  1937  

Pate',  William  Henrv,  GP,  Box  128,  Pikeville;  Med.  Coll.  of  Va.,  1948  

Powell,  Eppie  Charles,  ObG.  1008  E.  Ash  St..  Goldsboro;  Univ.  of  Penn.,  1935       

Rand,  Cecil  Holmes,  (Life),  GP,  Box  218,  Fremont;  Univ.  of  Penn.,  1926  

Sanford-Mangum,  Virginia  Gates,  Pd,  O'Berry  Sch.,  Goldsboro;  Duke,  1956         

Sasser    Patrick  Henrv.  GP,  208  W.  Ash  St.,  Goldsboro;  Bowman  Gray,  1955 

Shackl'eford   Robert  Hilliard,  GP,  115  W.  Main  St.,  Mt.  Olive;  Bowman  Gray,  1947    

Smith,  A.  Parker,  GP,  R.F.D.  #4,  Goldsboro;  Johns  Hopkins,  1945        

Stone,  John  S.,  GP,  O'Berry  Sch.,  Goldsboro;  Jefferson,  1942  
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Strosnider,  Charles   Franklin,    (Life),  I,   111   E.  Chestnut  St.,   Goldsboro; 

Univ.   of  Md.,  1909    

Thompson,  Winfield  Lynn,  S,  809  Simmons  St.,  Goldsboro;  Univ.  of  Md.,  1938  

Trachtenberg,  William,  GP,  714  Simmons  St.,  Goldsboro;  Duke,  1939 

Tyndall.  Hubert  Durwood,  GP,  208  N.  Herman  St.,  Goldsboro;  Univ.  of  N.  C,  1954 

Vitols,  Edite,  I  &  P,  Cherry  Hosp.,  Goldsboro;  Duke,  1955 

Vitols,  Mentauts  Mickey,  P,  Cherry  Hosp.,  Goldsboro;  Univ.  of  N.  C,  1956 

Weyher   John  E.,  Jr.,  U,  1006  Wachovia  Bank  Bldg.,  Goldsboro;  Jefferson,  1948 

Wilkins,  Kenneth  Worth,  ObG,  207  S.  Lee  St.,  Goldsboro;  Univ.  of  Md.,  1945     

Wolfe,  Harold  Eugene  D,  1100  E.  Ash  St.,  Goldsboro;  Med.  Coll.  of  Va.,  1943  

Zealy,  Albert  Hazel,  Jr.,  GP,  206  N.  Herman  St.,  Goldsboro;  Harvard,  1930  
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WILKES  COUNTY  SOCIETY97 
OFFICERS— President:  Bond,  John  L.,  Jr.,  (Biog.  below),  N.  Wilkesboro 
Secretary:  Smith,  Harold  B.,  (Biog.  below),  N.  Wilkesboro 
Bennett,  John   Northwood,   R,  Route  1,   Moravian  Falls;   McGill  Univ..   1947 

Bond,  John  Lawrence,  Jr.,  S,  Doctors  Bldg.,  N.  Wilkesboro;  Univ.  of  Tenn.,  1954  

Bryan,  T.  R.,  Jr.,  GP,  P.  0.  Box  232,  Wilkesboro;  Bowman  Gray,  1954  

Bundy,  William  Lumsden,  I,  Doctors  Bldg.,  N.  Wilkesboro;  Vanderbilt  Univ.,  1936  

Dawson,  Jack  Alexander,  GP,  Doctors  Bldg.,  N.  Wilkesboro;  Bowman  Gray,  1961  

Foster,  Jack  Edward,  Ob,  Box  232,  Wilkesboro;  Bowman  Gray,  1962    

Hawkins,  Hal  Burgess,  GP,  P.  0.  Box  68,  Moravian  Falls;  Western  Resei-ve,  1953 

Hayes,  William  Clayton,  GP,  Box  191,  Wilkesboro;  Bowman  Gray.  1947 

Holton,  Alford  J.,  PH,  Box  30,  Wilkesboro;  Univ.  of  Penn.,  1933  

Hubbard,  Frederick  Cecil,  (Life),  S,  408  8th  St.,  N.  Wilkesboro;  Jefferson,  1918  

Landon,  Henry  Clayton,  III,  GP,  821  B.  Street,  N.  Wilkesboro;  Univ.  of  Va..  1947 

Lewis.  Robert  Edward,  S,  8th  St.,  N.  Wilkesboro;  Jefferson,  1944     

McNeil,  Thomas  Lee,  GP,  408  8th  St.,  N.  Wilkesboro;  Bowman  Gray,  1947  

Miles,  Walter  W.,  GP,  Route  1,  Wilkesboro;  Univ.  of  Tenn.,  1931  

Mills,  James  Cobb,  GP,  316  C  St.,  N.  Wilkesboro;  Tulane,  1942    

Newton,  William  King,  OALR,  Box  191,  N.  Wilkesboro;  Med.  Coll.  of  Va.,  1931    

Sink,  Charles  Shelton,  (Life),  GP,  Box  607,  N.  Wilkesboro;  N.  C.  Med.  Coll..  1912 

Smith,  Harold  Benjamin,  GP,  113  9th  St.,  N.  Wilkesboro;  Med.  Coll.  of  S.  C.  1929 
Whicker,  Charles  Finch,  ObG,  820  B  Street,  North  Wilkesboro;  Temple,  1951 

WILSON  COUNTY  SOCIETYBs 
OFFICERS— President:  Wilkerson,  Jack,  (Biog.  below),  Stantonsburg 

Secretary:  Richards,  Robert  D.,  (Biog.  below),  Wilson 
Beddingfield,  Edgar  Theodore,  Jr.,  GP,  Community  Clinic,  Stantonsburg;  Harvard,  1948 

Bell,  G.  Erick,  Jr.,  Or,  Wilson  Clinic,  Wilson;  Harvard,  1948    

Bosley,  Robert  Johnson,  OALR,  Wilson  Clinic,  Wilson;  Western  Res.  U.,  1950  

Bullard,  Hoke  Vogler,  Jr.,  I.  Wilson  Clinic,  Wilson;  Harvard,  1951  

Campbell,  Joseph  Lester,  PH,  Wilson  Co.  Health  Dept.,  Wilson;  Univ.  of  Penn.,  1935 

Clark,  Badie  Travis,  S,  Carolina  Gen.  Hosp.,  Wilson;  Univ.  of  Ga.,  1930  

Clark,  Lee  Andrew,  Jr.,  Oph,  Wilson  Clinic,  Wilson;   UNC,  1956   

Cubberly,  Charles  Lamb,  Jr.,  GP,  Gold  Prof.  Bldg.,  Wilson:  Jefferson,  1940  

Davis,  Donald  Fales,  P,  505  Monticello,  Wilson;  Bowman  Gray,  1955  

Easom,  Herman  Franklin,  (Life),  T,  E.  N.  C.  Sanatorium,  Wilson; 

Geo.  Wash.   Univ.,  1927    

Farmer,  Thomas  Albert,  Jr.,  I,  Wilson  Clinic,  Wilson;   UNC,  1957    

Fleming,  Samuel  Wallace,  GP.  Box  503,  Elm  Citv;  Kansas  City  Coll.  of  P  &  S,  1941... 

Goodwin,  Cleon  Walton,  S,  208  N.  Douglas  St.,  Wilson;  Univ.  of  Penn.,  1934  

Herring,  Theodore  Tilghman,  S,  Wilson  Clinic,  Wilson;  Johns  Hopkins,  1938  

Hunter,  William  Cooper,  GP,  103  N.  Pine  St.,  Wilson;   Univ.  of  Penn.,  1928   

Kirkland,  John  Alvin,  ObG.  Wilson  Clinic,  Wilson;  Harvard,  1952 

Lawson,  Julius  Rutledge,  Pd,  Carolina  Gen.  Clinic,  Wilson;  Med.  Coll.  of  S.  C,  1963 

tLee,  Willard  E.,  P,  Pitt  Co.  Mental  Health  Clinic,  Greenville;  Med.  Coll.  of  Va.,  1955 

McCain,  John  Lewis,  I,  Wilson  Clinic,  Wilson;  Univ.  of  Va.,  1952      

Mattox,  Huitt  Everett,  Ji-.,  ObG,  Carolina  General  Hosp.,  Wilson;  Duke,  1954 

Maynard,  Eugene  V.,  GP,  Box  155,  Elm  City;  Jefferson,  1950  

Meadows,  Joseph  Herman,  OALR,  201   1st  Union  National  Bank  Bldg.,  Wilson;  Med. 

Coll.    of   Va.,    1934      

Melchoir,  Josephine  Trevvett.  Pd,  405  W.  Nash  St.,  Wilson;  Med.  Coll.  of  Va.,  1942  

Mitchell,  George  William,  (Life),  GP,  First  National  Bank  Bldg.,  Wilson; 

Univ.  of  Med.,  Richmond,  1913  

Neeland,  Eugene  Cravrford,  GP,  606  Fairview  Ave.,  Wilson;  Univ.  of  Alabama,  1954 
Newell,  Josephine  Evelyn,  GP.  Box  68,  Bailey;  Univ.  of  Maryland,  1949 
Noblin,  Frances  Elizabeth,  Pul,  Eastern  Carolina  Sanatorium,  Wilson; 

Med.   Coll.  of  Va.,   1936 

Parker,  Charles  Council,  S,  103  N.  Pine  St.,  Wilson;  Med.  Coll.  of  Va.,  1948  

Peter,  Ladislaw,  P,  Box  1774,  Wilson;  U.  of  Debrecen,  1934    

Pittman,  Malory  Alfred,  (Life),  S,  Wilson  Clinic,  Wilson;  Jefferson  Med.  Coll.,  1921  . 

tDeceased 
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1956 
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1955 
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1950 

1944 
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1948 
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1933 

1934 

1946 

1946 

1932 

1933 

1912 

1913 

1929 

1930 

1958 

1959 

1948 
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1948 

1957 

1962 

1963 

1951 

1958 

1955 

1956 

1934 

1935 

1956 

1963 

1947 

1947 

1955 

1964 

1927 

1929 

1957 

1964 

1950 

1954 

1934 

1940 

1938 

1941 

1928 

1931 

1952 

1960 

1963 

1964 

1961 

1962 

1956 

1957 

1954 

1961 

1950 

1952 

1934 

1947 

1948 

1949 

1913 

1914 

1954 

1955 

1949 

1951 

1950 

1951 

1957 

1958 

1958 

1959 

1924 

1927 
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Joined 

Nnine  inicl  A(l(lrcf:s  Licensed  SInte 

Soeict;/ 

Pope,  Robert  Clyde,  Pd.  Wilson  Clinic.  Wilson;  Bo\vnian  Gray,  1945  1945  1951 

Putney,  Robert  Hubbard,  Jr.,  GP,  P.  O.  Box  525,  Elm  City;  Med.  Coll.  of  Va.,  1943  ...  1943  1946 

Rasberry,  Edwin  Albert,  Jr.,  I,  Wilson  Clinic,  Wilson;  Univ.  of  Penn.,  1941           1941  1948 

Rhodes,  Cecil  David,  Jr.,  I,  Carolina  Gen.  Hosp.,  Wilson;   Bowman  Gray,  1956  1956  1964 

Richards,  Robert  Dav,  GP,  Route  2,  Wilson;  Med.  Coll.  of  Va.,  1954                       1957  1959       im 

Ryburn,  Samuel  Benjamin,  Pd,  Wilson  Clinic,  Wilson;  Med.  Coll.  of  Va.,  1954  1957  1958          t 

Simons,  Claude  Ernest,  GP,  103  N.  Pine  St.,  Wilson;  Med.  Coll.  of  Va.,  1930          1930  19.35 

Smith,  Anderson  Jones,  (Life),  GP,  Box  43,  Black  Creek;  Univ.  of  Penn.,  1921      1921  1923       ,..„ 

Spencer,  William  Gear,  Jr.,  ObG,  Wilson  Clinic,  Wilson;  Johns  Hopkins,  1944       1950  1951           , 

Strickland,  Ernest   Lee,   (Life),  Ret.,  GP,   612  Raleigh  Rd.,  Wilson;  ^ 

Med.   Coll.   of  Va.,  1916                                               1916  1917 

Thorne,  Edward  Young-  Cox,  Pd,  Carolina  Gen.  Hosp.,  Wilson;  George  Wash.,  1953  ....  1956  1957 

Tomlinson,  Robert  Lee,  Jr.,  ObG,  Carolina  General  Hosp.,  Wilson;  UNC,  1954     1954  1959 

Wilkerson,  Jack  Winfield,  GP,  Community  Clinic,  Stantonsburg;   McGill,  1953                ,  1953  1956 

Willis,  Harry  Clay,  (Life),  OALR,  Willis  BIdg.,  Wilson;  Coll.  of  P&S,  Memphis,  1911   .  1916  1924 

Young,  William  Beauregard,  L  Carolina  Gen.  Hosp..  Wilson;  Emory,  1948                    1952  1955 

Youngblood,  Robert  Watkins,  S.  1719  Woodside  Dr.,  Wilson;  Johns  Hopkins,  1955   1963  19G4 

Youngs,  Franklin  Jay,  R,  Wilson  Clinic,  Wilson;   State  Univ.  N.Y.,  1945    1959  1960 

YADKIN— SEE    SURRY-YADKIN 

YANCEY— SEE  MITCHELL-YANCEY  Hei: 


tDeceased 
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NORTH  CAROLINA   DOCTORS  WHO  HAVE   DIED  DURING  THE   LAST  YEAR 


Julius  Jackson  Barefoot 
New  Bern 

Louis  Giradeau  Beall 
Black  Mountain 

Lewis  Ray  Beam 
Grover 

Milton  Edward  Block 
Lexington 

Samuel  Moffett  Bittinger 
Black  Mountain 

John  Bryan  Havens  Bonner 
Elizabeth  City 

Henry  Allen  Brandon 
Yadkinville 

Addison  Gorgas  Brenizer,  Sr. 
New  York  City 

Charles  R.  Bugg 
Raleigh 

Joseph  Eugene  Burns 
Concord 

Pinkney  Jones  Chester 
Southern  Pines 

Glenn  William  Choate 
Salisbury 

James  Reginald  Cochran 
LaurinlDurg 

William  Bennett  Dalton 
Greensboro 

Oscar  Carroll  Daniels 
Oriental 

Daniel  Alfonso  Dees 
Bayboro 

Kenneth  D.  Dickinson 
Raleigh 

Jesse  B.  Earle 
Siler  City 

Frank  Libman  Engel 
Durliam 

Jere  David  Freeman 
^^'ilmington 

William  Talmadge  Freeman 
Biltmore 

John  Marion  Futrell 
Greensboro 


Lokie  Melton  Futrell 
Murfreesboro 

Houston  Lafayette  Gwynn 
Yanceyville 

William  Dewey  Hall 
Roanoke  Rapids 

Edwin  Crowell  Hamljlen 
Durham 

Gladj's  Happer 
Lenoir 

Wallace  Watson  Harvey,  Sr. 
Greensboro 

Clair  Crouse  Henderson 
Mt.  Olive 

Hans  Hej'mann 
Asheville 

Wingate  Memory  Johnson 
Winston-Salem 

James  Woodfin  Keever 
Hickory 

Owen  Hill  Kenan 
Wilmington 

Gene  Fon\-ille  Koonce 
Chapel  Hill 

\Mllard  Epperl\-  Lee.  Jr. 
Greenville 

Robert  Jones  Lovill 
Mount  Airy 

Stephen  Mclntyre 
Lumberton 

Lester  Poindexter  Martin 
^locksville 

William  Francis  Martin 
Charlotte 

Paul  Ranzo  Maulden 
Davidson 

Marion  Charles  Millender 
Ashe\-ille 

David  Samuel  Morrill 
Farmville 

James  Douglas  Murphy 
Oteen 

Holland  Thomas  Myers 
Lexington 


Wade  Thomas  Parker 
Fayetteville 

Ernest  Nicholas  Phillips 
North  Wilkesboro 

Raymond  Lupton  Pittman 
Fayetteville 

Jesse  Averette  Powell 
Edenton 

Sam  Kane  Stallard 
Reidsville 

.lames  William  Tankersley 
Greensboro 

Benjamin  Adams  Thaxton,  Sr. 
Roxboro 

Sanford  Webb  Thompson,  Jr. 
Morehead  City 

George  Charles  Thrasher 
Chapel  Hill 

Raymond  Moody  Troxler 
Burlington 

James  Gray  Tuttle 
Alliemarle 

Carl  Hugh  Verner 
Forest  City 

Loren  Wallin 
High  Point 


\\', 


Perry  Wheless 
Spring  Hope 


Robert  Watson  Wilkinson 
Wake  Forest 

Roderick  Thomas  Williams 
Farmville 

Harry  W.  Winkle 
Charlotte 

Ellis  Gray  Winstead 
Belhaven 

Frank  Wood 
Edenton 


HONORARY   ME.MBKR: 

Paul  V.  Anderson 

Richmond,  Virginia 


*Deceased  physicians,  whether  members  or  not,  are  listed   of   accrument  April   1964.   In   case   of   dues   standing 
members  a  dagger  indicates  death  prior  to  April  of  a  membership  year  and  listed  in  the  Annual  Sessions  Necrology. 
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WHAT  A  DIFFERENCE  A  DAY  MAKES 


One  day  is  not  much  in  the  way  of 
time,  but  one  day  added  to  another 
mounts  up  to  a  lot  of  time.  The 
problem  of  "overstay"  in  hospitals 
is  costly.  Not  only  does  it  push  up 
the  price  of  Blue  Cross  for  every- 
one, but  it  also  makes  hospital 
beds  more  difficult  to  get  when 
you  have  seriously  ill  patients  who 
need  them. 

Physicians  help  in  holding  down 
hospital  costs  by  .  .  . 

•  discouraging  too  early  admis- 
sions 

•  planning   for  operating    room 

availability 

•  keeping  a  wary  eye  on  over- 
stay 

Your  cooperation   is  appreciated. 


BLUE  CROSS      I     BLUE  SHIELD 


HOSPITAL  CARE  ASSOCIATION 

DURHAM,  NORTH  CAROLINA 
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for     psychiatric     treatment 


Peachtree  Hospital,  located  in 
Atlanta,  Georgia,  is  a  complete 
psychiatric,  alcoholic  and  drug  ad- 
diction treatment  facility  accredited 
by  the  Joint  Commission  on  Accredi- 
tation of  Hospitals  n  The  hospital 
has  65  beds,  47  of  which  are  devoted 
to  the  care  of  psychiatric  patients 

ACCREDITED  BY  THE  JOINT  COMMISSION 


and  18  of  which,  in  a  separate  area, 
are  for  patients  with  acute  cases  of 
chronic  alcoholism  or  drug  addiction 
n  Treatment  procedures  include 
psychotherapy,  electroconvulsive 
shock  therapy,  subinsulin  coma  and 

chemotherapy  D  We  wHI  be  pleased  to 
provide  further  information  upon  request. 
ON  ACCREDITATION  OF  HOSPITALS 


peachtree    hospital 

41    PEACHTREE   PLACE,   N.  E.    /    TELEPHONE  873-5681    ,    ATLANTA  9.   GEORGIA 


<^ 


^"^""''^^ 


^^A  $p,\\^^ 


^ 


/ 
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INDEX  TO  ADVERTISERS 

Associated  Credit  Bureaus  of  North  Carolina,  Inc. 75 

Coca  Cola  Companj-.  The 4 

Crumpton.  J.  L. 2 

Dairy  Council.  The 21 

Golden.  Ralph  J.  Insurance  Company 6,  7 

Hanger,  J.  E.,  Inc. 76 

Hospital  Care  Association 138 

Hospital  Saving  Association Fourth  Cover 

Insurance  Consultants,  Inc. 75 

Intimate  Book  Shop 76 

Mutual  of  Omaha  Insurance  Company Second  Cover 

New  England  Mutual  Life  Insurance  Company 5 

Peachtree  Hospital,  Inc. 139 

Pilot  Life  Insurance  Company 22 

St.  Paul  Fire  and  Marine  Ins.  Co. 76 

M'inchester  Surgical  Supply  Company 

Winchester-Ritch  Company 72 

World  Insurance  Company Third  Cover 
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INDEX  TO  VOLUME  25 

January    Pages       1-  40 

February  Pages    41-  86 

March   Pages     87-138 

April   Pages  139-184 

May  Pages  185-228 

June Pages  229-272 

July  Pages  273-324 

August    Pages  325-366 

September Pages  367-416 

October Pages  417-454 

November   Pages  455-500 

December Pages  501-548 

Abbreviations 
C — Correspondence 
C&O — Committees  and  Organizations 
PM — President's  Message 

CONTRIBUTORS 


Adams,  H.  G.,  351.  3f)7 

Alexander,  J.  B.,  95 

Algee,  J.  A.,  19 

American  Medical  Association  Educa- 
tion and  Research  Foundation,  76- 
C&O 

Arena,  J.  JI..  21,  66,   116,   165,  210 

Arthur,  R.  K.,  Jr.,  16 

Bachar,  M.  E.,  435 

Barnes,   F.  E.,   Jr..  439  •      . 

Barnes.  J.  T..  106 

Bartter.  F.  C  194 

Beddingfield,  E.  T..  Jr.,  171-C&0,  247 

Bergen,  F.  DeO.,  331 

Bethel,  M,  B,,  240 

Board  of  Medical  Examiners,  4SS 

Boyette,  E.  L.,  215-C 

Bradshaw,   H.  H.,   55 

Brenneman,  H.  W.,  4S7-C 

Bugg,  E.  I..  Jr.,  394 

Canent,  R.  V.,  Jr.,  420 

Carl.vle.   I.    E..    103 

Committee  on  Child  Health  and 
Poliomyelitis.   27-C&0 

Committee  on  Legislation,  27-C&0 

Committee  on  Trauma,  N.  C.  Chap- 
ter. American  College  of  Surgeons, 
67,   164,   301 

Crandell,  D.  L.,  510  : 

Davidson,  A..  519  ■    - 

Davis,  A.  E..  Jr.,  13  '        ■    ■     ■ 

Davis,  D.  A.,  429  . ',     .  ■ 

Davis,   N   .H.,  385 

Desrosiers,   N.   A.,   373 

Doyle,  P.  J.,  152 


Drimimond,  C.  Jr..  510 

Dunston.  J.  N..  19 

Egerton.    C.    D..    9 

Ferguson,   G.   B..   431 

Flowers,  C.  E..  Jr..  139 

Fox,  J.  \V.  C.  507 

Fountain,  L.  H.,  273 

Gale,  R.   L.,   121-C 

Glenn,  J.  F.,  198,  367 

Greenblatt.  R.   B..   190 

Gregg.  R.  A.,  463 

Harman.   H.  M.,  214-C 

Hart,  D.,  43 

Hayes,  D.  M.,  455 

Henderson,  J.,  19 

Herbert.    C.    W.,   455 

Hines,    M.   P.,   5 

HoUandsworth,   L.   C.   429 

Hollister.  W.  F.,  41 

Holton,  A.  J.,   121-C 

Howetl,  R.   W.,  337 

Hussey,   H.   H.,  371 

Johnson,  Mrs.  Amos,  364-Aux 

Jordan,  W.  P.,  386 

Kane,  F.  J.,  Jr.,  214-C 

Keith,  C.   R.,   203 

Kimbrell,0.  C,  Jr.,  516 

Lamb,  C.  R.,  Jr..  341 

Lassiter.  T.  E..  74-C 

Lindesmith,  L..   466 

Lloyd,  C.  W.,  196 

London,  W.  L.,  417  ..,.:.■ 

Mackie,  R.,   152 

Jlahesh,  V.  B..   190 

May,  W.  J.,   170-C&O,  214-C&0,  341 


Meads,  W.,  185 

Mengel,  C.  E.,  19 

Morris,  J.  W.,  155 

Murray,  W.  J.,  429 

Newman,  W.  H.,  331 

Norton,  J.  W.  R.,  278 

Parrish.  H.  M..  87 

Plyler.  C.  O..  Jr..  358-C 

Raiford,  T.  S..  232.  357.  403.  443.  485,  527 

Reisltin,  J.  A.,  254,  289 

Rhodes,  J.  S.,  26,  41,  73,  120,  1C9,  229 

Roberts,  D.  C,  331 

Robicsek,  F.,  1,  501 

Roth,  R.  B.,  379  ;; 

Sandifer,  M.  G.,  486-C 

Sanger,  P.  W.,  1,  501 

Secrest,  A.   J.,   481 

Shalita.  A.  R.,  426 

Sheps.  C.  G..  435 

Sidbury.  J.  B.,  Jr..  529-C 

Siewers,  C.  M.,  109 

Siewers,  R.  DeS.,  109 

Spach,   M.  S.,   420 

Spencer,  J.  H.,  323 

Staraey,  C.  C,  423 

Sutton,  E.  C.  479 

Tavana.  M..  1.  501 

Taylor.  F.  H..  1.  501 

Thomas,  M.  J..  501 

Toglia,  J.  U..  143 

Underwood,  H.  B.,    170-C&O 

Weaver,  F.  B.,  206 

Willett,  R.  W.,  99 

Wiprud,  T..  27-C 

Womack,  N.  A..  49        ' 

Woodlief,  R.,  159  ■..,.- 
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ORIGINAL    CO  X  T  R  I  B  I'  T  I  O  X  S 


December,  196^ 


Decent 


Abortion,    Therapeutic.    Study    (May)    170-C&O 

Address  of  Acceptance:  Making  the  Most  of  Medical 
Facilities    (Raiford)    232 

Aged,   Medical  Aid   to  the    ( Beddingfield)    247 

Alcoholic.    Getting   the.   into    Treatment    (Desroslers)    375 

A.M. A,.  Drug  Programs  of  the   (Hussey)   371 

Aldosterone  and  Aldosterone   Antagonists    (Bartter)    194 

Anesthesia 

Anesthetics.  Fluoroearbon  (Halothane,  Fluroxene,  and 
.Metho.N.vflurane)  Comparison  of  (Murray.  Hollands- 
worth,   and   Davis)    429 

Aneurysms  of  the  Abdominal  Aorta.  Ruptured:  Diagnosis 
and  Treattnent  (Sanger,  Robicsek.  Taylor,  and  Thomas) 
501 

Back  Injury — See  Injury.  Back 

Balance  in  -Medicine.  Maintaining   (Fountain)   273 

Balance.   Need   for    (Davis)    385 

Blood.  Pre-warmed,  for  Transfusions.  The  Value  of  (Fox) 
507 

Burns.  Severe.  Early  Treatment  of  (Committee  on 
Trauma.  North  Carolina  Chapter,  American  College  of 
Surgeons)    G7 

Calculi.  Ureteral.  Bilateral.  Reversible  Acute  Renal  Fail- 
ure Caused  by:  Report  of  a  Case  (Algee.  Dunston,  Hend- 
erson, and   Mengel)    19 

Cancer — See  also  Malignancy 

of   the    Larynx.    Radiation    Therapy    in    the    Treatnient 
of   (Furgurson)    431 

Cerebrospinal  Fluid  Rhinorrhea  in  the  Etiology  of  Re- 
current  Pneuniococcal  Meningitis    (Shalita)    426 

Cervicovaginitis  Emphysematosa:    Case  Report   (Davis)    13 

Cesarean  Section  Scar.  Previous  Rupture  of.  Successful 
Pregnancy   Following    (Arthur)    16 

Chemical  Comtnotion    (Bethel)    240 

Communications    (Raiford)    357-PM 

Compensation   Back  Injui-y.  Problems  of   (Bugg)    394 

Corynebacteriujii  Acnes — A  Cause  of  Meningitis  ( Kini- 
brell)    516 

Cost  of  Medical  Care   (Roth)    379 

Culdoscopy.  Preoperati\-e   (Egerto)!)  9 

Decisions.  Decisionsl    (Raiford)   443-PM 

Drugs — See  also  specific   drugs 

Drug    Programs    of    the    American    Medical    Association 

(Hussey)    371 
Drugs  and  Neonatal  Jaundice   (London)   417 

Dues.  Medical  Society   (Rhodes)   26-PM 

Duke's  Clinical   Research  Unit   ( Sidbury  )   529-C 

Education,  Special.  :\Iental  Retardation  and  (Doyle  and 
.Mackie)    152 

Emergenc.v  Rootns  in  a  General  Hospital    (Spencer)   325 

Emphyseniatosa,  Cervicovaginitis:  Case  Report    (Davis)    13 

Endocrinology-.   Symposium   on.   Selected   Papers   from.   190 
Aldosterone  and  Aldosterone  Antagonists    (Bartter)    194 
Estrogens,    Gestagens    and    Androgens,    and    the    Endo- 
crinology of  Pregnancy   (Lloyd)   196 
Hirsute    Female    (Greenblatt   and   Mahesh)    190 

Eosinophilia.  Prolonged  Pulmonary  Infiltration  with:  Re- 
view of  the  English  Literature  and  Report  of  a  Case 
(Lindesmith)    466 

Estrogens,  Gestagens,  and  Androgens — See  Endocrinology. 
Symposium  on 

Farewell  Address   (Rhodes)  229 

Fluoroearbon  Anesthetics — See  Anesthesia 

Folk  Medicine,  Contemporary    (Secrest)   481 

Fractures,  Closed,  Early  Management  of  (Committee  on 
Trauma.  North  Carolina  Chapter.  American  College  of 
Surgeons  >    164 

Guillain-Barre   Syndrome — See    Infectious  Neuronitis 

Health — See  Maternal  Health,  Mental  Health,  Public 
Health,  etc. 

Health  Care.  Training  Facilities  in,  Report  of  the  Medical 
Society  of  the  State  of  North  Carolina  in  Promoting 
Expanded,  and  the  Expansion  of  Medical  Personnel 
(Beddingfield)  171-C 
Heart  Failure  During  the  First  Year  of  Life,  A  New-  Look 
at   (Spach)   420 


Heart,  Stab  Wounds  of  the.  The  Merit  of  Emergency 
Thoracotomy  in  the  Management  of  (Sanger,  Tavana; 
Taylor,  and   Robicsek)    1 

Hematoma.  Subdural.  Chronic.  As  Seen  by  the  Internist 
(Alexander)  95 

Hemorrhagic  Pulmonary-Renal   Syndrome    (Jordan)   386 

Hirsute  Female.   (Greenblatt  and  Mahesh)    190 

History  of  Medicine — See  Medicine  History  of 

Hyperostosis  Frontalis  Interna  (Morgagni's  Syndrome): 
Review  and  Pathogenetic  Considerations    (Toglla)    145 

Hypertension,  Renovascular,  Current  Concepts  of  (Glenn) 
198 

Imipramine,  Speech  Disturbance  Associated  with  the  Use 
of    (Kane)    214-C 

Infectious  Neuronitis  (Guillain-Barr^  Syndron-)e)  In  As- 
sociation with  Chronic   Renal   Failure   (Willett)    99 

Influenza  Epidemic  of  1918,  Local  Chronicle.  As  Gleaned 
from  Newspaper  Accounts  of  the  Day   (Adams)   351,  307 

Injury- 
Back,  Compensation,  Problems  of   (Bugg)   394 
Spinal,  Early  Care  of  the  Patient  with    (Committee  on 
Trauma,    North    Carolina    Chapter,    American    College 
of  Surgeons)    301 

Jaundice,  Neonatal,  Drugs  and  (London)  417 

Johnson.  Wlngate  M.,  Tribute  to   (Wiprud  )   27-C 

Kalberlahn.  The  Dear  Brother:  Glimpse  of  :Medicine  In 
Colonial    North    Carolina     (Siew-ers    and    Siewers)    109 

Kerr-Mills  Bill    (Raiford)    403-PM 

Kerr-Mills  Imploiientation   (Raiford)  443-P.M 

Kidney — See  Renal  Failure.  Renal  Malignancy.  Re)io\-as- 
cular.  etc. 

Let   Thon   Play   Ball    (Barnes)    439 

Leuke)iiia.  Epidemiologic  Aspects:  Re\  iew-  atid  Appraisal 
of    North    Carolina    Findings    (Herbert    and    Hayes)    455 

Loan  Guarantee  Fund  (North  Carolina  Co)U)nittee.  AMA- 
ERF)    75-C&0 

Lung — See   Puhiionary 

Malignanc.v,  Renal,  Clinical  and  Surgical  Considerations 
(Glenn  I    367 

Maternal  Health  Problen')s  of  a  Rural  North  Carolina  Com- 
iiiunit.v:  Adequacy  of  Prenatal  Care  and  Attitudes 
Tow-ard  Choice  of  Delivery    (Lamb  and   ^lay)    341 

May    Days   i)i   Greensboro    (Rhodes)    120-PM 

Medical  Aid  to  the  Aged  in  North  Carolina  (Beddingfield) 
247 

Medical  Care,  Cost  of  (Roth)   379 

Medical   Care   in   a   Confederate   Prison    (Weaver)    206 

Jledical  Facilities,  Making  the  Most  of:  Address  of  Ac- 
ceptance   I  Raiford )    232 

^ledical   Practice 

Forecasting   the   Future  of    (Meads)    185 

Nursing    and.    Changing    Patterns    of    (Sheps)    435 

Medical  Practice  Act.  with  1953  and  1957  Amendments, 
4S8-C&0 

Medical   Society   Dues    (Rhodes)    26-P.'M 

Medical  Society  of  the  State  of  North  Carolina.  Activities 
of.  in  Promoting  Expanded  Training  Facilities  in  Health 
Care  and  Expansion  of  Personnel  (Beddingfield)  171- 
C&O 

Medicine 

Balance  in   (Fountain)   273 

Folk.    Contemporary    (Secrest)    481 

Need  for  Balance    (  Davis  )    385 

Rehabilitation.  Present  Concepts  of   (Gregg)   463 

Medicine.  History  of 

Dear    Brother    Kalberlahn:    A    Glimpse    of    Medicine    in 

Colonial  North  Carolina   (Siewers  and  Siewers)   109 
Influenza   Epidemic  of  1918,   A   Local   Chronicle   of.   As 
Gleaned     from     New-spaper     Accounts     of     the     Day 
(Adams)    351 
Medical  Care  in  a  Confederate   Prison    (Weaver)    206 
North   Carolina's   Mineral    Springs    (Woodlief)    159 
Surgical  Residency  Prograi-ns.  Historical  Aspects   (Hart) 
43 

Meningitis.  Corynebacterium  Acnes — A  Cause  of  (Kim- 
brell)    516 
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C 
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North  Carolina 
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(Flowers)    139 
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Pregnancy 
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Cesarean  Section  Scar   (Arthur)    16 
Prenatal  Care — See  Maternal  Health 
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(Flowers)    139 
Psychiatry 

Getting   the   Alcoholic   into   Treatment    (Desrosiers)    375 
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Re\iew  of  the  English  Literature  and  Report  of  a  Case 
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Radiation  Therapy  in  the  Treatment  of  Cancer  of  the 
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Rehabiltiation   Jledicine,   Present    Concept   of    (Gregg)    463 
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Rural  Health 
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Future  of  Siu'gical  Training   (Bradshaw)   55 
Introduction    (Hollister  and  Rhodes)   41 
Surgical  Residency  Programs.  Historical  Aspects    (Hart) 
43 
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Reversible   Renal   Failure,   24 

Socialized  Schools,   303 

Stabbed  in  the  Heart,  23 

Steady  Job,  A.,  261 

Strikes,  Part-time.  3.36 
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North  Carolina  Pediatrics  Society.  134 
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North   Carolina   State  Examination   Committee  of  Physical 

Therapists.   410 
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Henderson,  North  Carolina,  lost  a  valued  phy- 
sician when  Clarence  H.  White,  M.D.,  its  only 
resident  eye,  ear,  nose  and  throat  practitioner, 
died  on  July  14,  1964,  at  the  age  of  57. 

Dr.  White  was  born  in  Townsville,  North 
Carolina,  where  he  attended  public  school.  He 
was  graduated  from  the  L'niversity  of  North 
Carolina  and  studied  medicine  there  for  two 
j-ears,  completing  his  medical  education  at 
Tulane  University  in  New  Orleans,  where  he  re- 
ceived his  M.D.  in  19.30.  After  completing  his  in- 
ternship at  Grassland  Hospital,  Valhalla,  New 
York,  in  1931,  he  was  appointed  public  health 
physician  for  Henderson  and  Vance  County.  He 
held  this  office  until  the  late  thirties.  During  this 
period  he  was  associated  with  the  Rockefellow 
Foundation  in  Public  Health,  and  in  1935  he  re- 
ceived his  doctorate  in  public  health  from  Har- 
vard Universit3'. 

In  1938  Dr.  White  initiated  his  speciality  pro- 
gram in  ophthalmology  and  otolaryngology  at 
Harvard  University.  He  completed  this  training 
at  Pennsylvania  Hospital,  Philadelphia,  in  1910. 
The  same  year  he  retuned  to  Henderson,  where 
he  entered  private  practice  in  these  specialties. 

He  was  a  memlser  of  the  staff  of  the  Maria 
Parham  Hospital  and  chief  of  the  Department  of 
Ophthalmology  and  Otolaryngology.  He  served  a 
tenure  as  chief  of  staff.  He  was  certified  by  the 
American  Board  of  Otolaryngology  in  1942.  Dur- 
ing this  period  of  private  practice  he  attended 
numerous  postgradute  courses  at  several  well 
known  university  medical  centers. 

Dr.  White  was  a  member  of  the  national,  state. 
and  local  medical  societies  and  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology. 


He  was  a  fellow  of  the  International  College  of 
Surgeons  and  of  the  Pan  American  Association 
of  Ophthalmology.  He  was  a  member  of  the  Hen- 
derson Masonic  Lodge,  Henderson  Shrine  Club, 
and  the  Presbyterian  Church. 

Dr.  White  tempered  the  confinement  of  his 
busy  medical  practice  with  his  interest  in  farm- 
ing. He  found  relaxation  in  the  outdoor  sports 
of  hunting  and  fishing.  He  had  a  host  of  friends, 
who  thoroughly  enjoyed  his  wit.  He  was  fondly 
regarded  by  his  patients,  much  loved  by  his  pro- 
fessional colleagues,  and  greatly  liked  by  the  local 
hospital  personnel.  He  was  a  dedicated  physician, 
showing  a  noteworthy  concern  and  depth  of  un- 
derstanding for  those  individuals  whose  care  was 
entrusted  to  his  hands.  His  untimely  death  was 
a  personal  loss  to  the  entire  community. 

Dr.  White  is  sur\ived  by  his  wife.  Mary 
Young,  and  three  sons:  William  Hunt,  Clarence 
Hunt,  Jr.,  and  Richard  Young. 

Vance  County  Mkdic.al  Society 


Henry  Harding  .Mcnzie.s,  Sr.,  M.D. 

Whei!e.\s,  Dr.  Henry  Harding  Menzies.  Sr.,  was 
called  from  us  by  death  on  October  4.  1964.  and 

Whereas,  he  was  a  loyal  and  faithful  member 
of  the  Forsyth  County  Medical  Society  for  thirty- 
eight  years,  during  which  period  of  time  he  was 
devoted  to  the  practice  of  medicine  and  gave 
untiringly  and  wholeheartedly  of  his  medical  skill 
to  the  people  of  this  community.  Therefore  be  it 

Resolved,  that  on  behalf  of  the  entire  member- 
ship of  the  Forsyth  County  Medical  Society,  the 
Bereavement  Committee  adopts  these  resolutions 
in  tribute  to  the  memory  of  our  late  fellow  mem- 
Ijer  and  colleague. 

And  Be  It  Further  Resolved,  that  a  copy  of 
these  resolutions  be  spread  upon  the  minutes  of 
the  Forsyth  County  Medical  Society,  and  a  copy 
sent  to  the  bereaved  family. 

Forsyth  County  Medical  Social 
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MATERNAL    DEATHS    REPORTED    IN    NORTH    CAROLINA 
SINCE     JANUARY  1,  1964 


Each    dot   represents   one   death 
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